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‘PREFACE

The field of operative dentistry is recognized

as the core of general dental practice and incor- -
porates many diagnostic, preventive, biological, -

materials science, and mechanical techniques.

It is impossible to define the limitations of the -

operative discipline because of the broad scope,
and there is no recognized specialty to describe
this part of clinical dentistry. Because of this
broad scope, many approaches are used to teach
and practice operative dentistry. Regardless of
the approach used, however, the main goal of
the profession is quality dental treatment. With
all the developments in research and instrumen-
tation, such quality, or mastery, of operative
dentistry is the number one challenge of the
practicing dentist.

The objective of this book is to present the
proven aspect-. of operative dentistry that are
recognized as quality dental treatment. The
emphasis given to all subjects is directed to
accurate and refined procedures. The purpose is
not only to produce optimum oral health care
but also to reinforce the understanding and effi-
ciency of the dentist and office team. Preserva-
tion of the natural dentition with the preventive,
diagnostic, and restorative treatments described
in this book is a realistic objective for most den-
tal patients.

Also important are some of the social and
political issues influencing the dental care deliv-

ery systems of the country. Subject to continual

change and public sentiment, the demand for
dental care challenges the manpower of the pro-
fession; dentistry will always be given problems
to solve regarding the cost, quality, and distri-
bution of dental care to the American public.
The  beginning chapters include the basics
that are necessary to support any dental care
delivery system. The patient record, diagnosis

of the condition of the natural teeth, terminolo-

- gy, principles, and treatment planning are dis-

cussed because they are essential to all office
systems. The types of instruments used with
each design formula, the terminology.of caries, -
cavity preparation, and the establishment of the
surgical field have not changed significantly but
must be learned by the student before accept-
able tooth restoration can be achieved. The sub-
jects are also presented to refresh the interested
pragtitioner or educator.

New illustrations have been used throughout
this edition. They were planned to simplify the
basic and most recent operative procedures and
are supported by the dental literature. Each
chapter contains current references to support
the procedures being recommended. '

Three co-authors were again prominent in
producing this edition. Dr. David Bales, Dr.
Melvin Lund, and Dr. James Vernetti made
many contributions. Their expertise has been
recognized for many years, and the subjects of
resins, cast gold restorations, cohesive gold res-
torations, and management: of: endodontically
treated teeth have been upgraded to present-

-day protedures with quality control. The co-

authors have slgmﬁcantly improved thls edi-
tion.

Mr. Jeff Bales prov:ded many new. illustra-
tions, which support our recommendations for a
quality system of dental practice. The Indiana
University School of Dentistry, the facilities of
Lackland Air Force Base of the U.S. Air Force,
and the University of Texas Dental Brarich at
San Antonio are :gratefully  acknowledged for
lending their services and support for this revi-
sion.

Although thls book is mtended for the stu-

“dent, the principles dand. updating aré equally

vii
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‘essential for the undergraduate; instructor, and
practitioner. Auxiliaries can also enhance the
understanding of their tasks by examining the
material.

Many procedural changes were caused or dic-

tated by the improvement and better under-
" standing of biomaterials; for additional informa-

tion, a text concerned with that subject should
be consulted. ‘

Producing a useful book in a field as challeng-
ing as operative dentistry has been a rewarding’
experience. Our goal has been to update and
simplify all aspects of the subject and to make a
contribution.

H. William Gilmore
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Chapter 1

THE SUBJECT OF OPERATIVE DENTISTRY

The area considered to be operative dentistry
is a large portion of clinical treatment, and there
are no completely separate boundaries for the
subjects it contains.’ The name is really a mis-
‘nomer; “operatory” was the term analogous to
“surgery” for the physician. In the past the term
"operaave” was synonymous with dental prac-
tice, but today operative dentistry is often con-
fused with oral surgery. Operative dentistry can
be defined as the subject that includes diagno-
ses, prevention, and restoration of problems and
conditions of the natural teeth, vital and nonvi-
tal. The problems most often confronted in gen-
eral practice are caries and periodontal disease
and to a lesser extent the functional, develop-
mental, traumatic, and genetic conditions that
occur in the oral cavity. The ultimate goal is to
preserve the natural dentition or to restore it to
the best state of health, function, and esthetics.
This makes operative dentistry the vanguard of
the stomatognathic system; the benefits are con-
tributing to the general well-being of the
patient.

The core areas for operative dentistry are
diagnosis and treatment planning, the proper-
ties of tooth structure, the reduction of tooth
structure and design of the cavity preparation,
materials science, pulp physiology and patholo-
gY, preventive measures, management of the
gingival tissues and supporting structures,
occlusion, control of pain and anxiety, manage-
ment of auxiliaries, and financial and manage-
ment matters. There are many definitions of
operative dentistry that include these core areas
as well as the other aspects of caring for the nat-
ural dentition. For example, the term “rehabili-
tative dentistry” is used in some areas; “general
dentistry” is used by the armed forces and a

B |

national academy; and “restorative dentistry” is
used by others. However, the overall objective
is still the preservation and restoration of the
datural teeth. The fields of prosthodontics are
often combined with operative dentistry and
given different names.

The quality and quantity of treatment are the
parameters that measure the delivery of dental
care. The skill required of the dentist is unique
because it is difficult to work in the oral cavity. A
dentist’s psychomotor ability, or degree of skill,
must be high if he is to provide quality dental
care. Skill development and the maintenance of
the performance level are of top priority for both
the student and the practitioner. Furthermore,
the longevity of the operative service is directly
related to the quality level of the care. A high
performance level must first be established in
any system of dental care delivery before the
variables can be evaluated to increase the pro-
duction.

In addition, -the knowledge explosion in the
last 20 years has pressured the general dentist to
be a true professional. Being knowledgeable in

-all areas requires the discipline of regular con-

tinuing, educational activity. This can be done
independently by taking postgraduate courses
and reading journals or with the study clubs.
There are several areas of concern that provide
the interest and opportunity for continuing edu-
cation. The criteria of any profession include
motivation, dedication, mastery of the informa-
tion, and the skill that is required fqr the deliv-
ery of the service. It is interesting that one
fourth of dental research has been in materials
science and that an even distribution has
occurred in the remainder of the subjects. Reli-
ance on special knowledge and the requirement
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for continuous study are the earmarks of a prbi ‘

fession.
Nevertheless, the body of knowledge in the
operative field is- ‘overwhelming. It is too Jarge .

and too specialized for one person fo makter or -

to utilize completely. It is also accepted that no

two-patients.or their problems are alike, and the .

Jack of specxﬁtﬁ%y explains the broad base and
‘-‘complxcatlons that operkt;ve programs have in
‘gaining acceptance or stayy\_g up with the spe-
cialties.. There is no erid to'what can be learned
.or.utilized; the knowledge is-&yentually passed

onas 1mproved pahent semeedr better dentist-

S 1y.

The pmgrams of the denta} professnon have
also. mcreased in number and knowledge. One
sign of the growth has been the. .development of
specialties.® There “are eaght dental specialty
groups: oral surgery, periodontics, pedodontics,
orthodontics, endodontics, public. health, oral
pathology, and prosthodontics. ‘Many other
groups are recogmzed for postgraduate training
and make valuable contributions. Another posi-
tive sign of growth is that cross-fertilization of
operative dentistry with the specialties has
become the rule- rather than the exception.
Finally, an objective evaluation of the literature
with new procedures is reflected in the change
and improvement in the operatlve procedures
rendered by the general practitioner.

The recognized specialties represent approxi-
mately 10% of the work force of the dental pro-
fession, The genmeral practitioner remains the
key provider of dental care for the population. It *
is he who first surveys the patient, collects the
records, and formulates the treatment plan. p

F urthemom, the general practitioner pravides -

the treatment as a diagnostic, preventive, or
restorative service, and he also is trained to rec-

. ognize the comphcated problems that call for
referral to the spetialists in the dental and med-
ical fields.

‘The _major areas of operative dentistry
produce many overviews for teaching the sub-
ject and are found to influence the organization
of dental schools throughout the world. Geo-
graphic differences, dental school philosophies,
and state board examinations have lacked agree-
ment, which has caused some confusion and has
retarded the growth of the new concepts in
manrareas of the eountry. The responsibility for
.teae]nng the subject and manpower shortages in

.-
T

"dentsl education have generated a need for con-

sensus in the subject of operative dentistry.
The American Association of Dental Schools

+ bas faculty graups that ferm sections for teaching

. subjects and their philosophies. This association

has an operative dentistry section that has been

.the nucleus and catalyst for the operative den-
" tistry ‘departments in American universities.

The position operative dentistry should have in
the curriculum and the leadership for teaching
the subject have originated with this essential
group. The American Dental Association has an
operative dentistry section that deals more with
the scientific matters of the subject. The section

‘meets during the annual session of the American

Dental Association and contributes significantly
to. the level of operative dentistry in the world.
Through these two groups and with the help of
several national academies, operative dentistry
is kept at the same level as the other subjects
and specialties in the dental profession. The
dental manpower working to develop quality
operative procedures is increasing, and the
future is bnghter than ever before. By having
better-quallﬁed practitioners available to pro-
vide these dental services, the American public
will be the winner.

From the preceding discussion the reader
should be; able to visualize the size and impor-
tance of this subject to dental practice as well as

the growth problems and interesting future. The

motivation for doing operative dentistry contin-

ues to surface at all stages of professional life

because the field is large and constantly chang-

“ing. Its challenge is to integrate the material to

the advantage of the patient.

HERITAGE OF OPERA“VE»D‘ENTlSTRY

At the beginning of the nineteenth century
dentists came to the United States from Europe,
mainly from France and Germany. In the east-
ern cities new men were trained as apprentices
until they were confident enough to open their

- practices. Dentistry at this time was considered

more a trade than a profession. Most services
were given for the relief of pain, with restorative
dentistry being a limited concern. of the sys-
tem.

“Much of the progress in the field of dentistry
was due to the issue created by the introduction
of amalgam into the country.® Two French den-
tists brought a product called “Royal Mineral



Succidaneum” into the country. §s a mineral
paste. This compound was definitely,a departure
from what was being used, ang:the premoters.
suggested that it be wiped.into_existing caries

and pre-carious areas of; the;tgoth ta resm(the 1
affected tooth as well as prevent caries. Some pf .

the dentists at the time felt that this amalgam
paste should not be used to treat patients. The
pohtncal issue that developed soon became tlm

“amalgam war.” There were, of course, dent;sts »
representing both sides of the issue, but for a .

short time it was considered malpractice -and
unethical to use amalgam for the restoration of

teeth. There were many publications on the
subject, and creeds developed that were used as

a code of ethics for dental societies in several
areas of the country.

The cities involved in the amalgam war were

New York, Philadelphia, St. Louis, and Chica-

go. One or two leaders in each of the cities man- .

aged to prolong the amalgam war for several
years. This controversy inspired one of the amal-
gam antagonists, Dr. Chapin A. Harris from
New York, to open the first dental school in the
United States in Baltimore in 1841. This became.
the Baltimore College of Dental Surgery, which
is presently part of the Unjyersity of Maryland.
Harris was also mstrumental at this time in start-
ing the first national dental society in New York
City. Thus it can be said that amalgam and its
controversy served as an incentive for much of
the development of dentistry as a profession in
the United States.

Some of the techniques and materials lisgd in
operative dentistry helped to create interest in
the field and to further unite the profession.
When the rubber dam was developed by San-
ford C. Barnum in 1864 in New York City,*
many articies were published concerning its use
as well as the feasibility of certain men being
able to patent the rubber material and tech-
nique. Many debates developed in the dental

societies over its application. Although it was -

not realized at the time, invention of the rubber
dam by Barnum remains one of the greatest
developments in the field of operative dentistry.
It became possible to develop a surgical envi-
ronment in the oral cavity for placing different
types of dental restorations, The advent of the
rubber dam made contoured restorations possi-
ble. Gold foil was very popuylar in the early days
of dentistry, but it was not used then as it is

il |
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today. The, matena] was noncohesnve and was
simply packed and wedgeq into a tooth to fill up
the crater. This technique was, respops;ble for

the origin of the term “filling.”

In some areas the leaders also becnme gnves- ’

tigators. By. 1875 n
researching a numper o

erous dentjgts were |
of technical pmoedurgs Ny

* Although their work was elemental and done hy
trial and error, it was very useful as a guide ;

Some of this eaxlyxeseamh is still guoted in aca-

demic circles because it formed the ﬁ)undahon ;

of riodern research. For the most part, research
today is done largely by trial and error. Further,
interest in tesearch soon Qevelo ; some of; the
early- mvesngators had a profound mﬂuenoe on -
the practice of operative dent:stryh and in; most
sections of the country their prmclples are still
in evidence. Inyestigators develpped. special
interests .and copﬁppd themselves to certain -
areas. This resulted in writmgand pubhshmgm
their respective regions, giving dentistry a geo.
graphic recognitiop in the country. Certam
areas of the United States were reeogmzed for.
one procedure over others because of the lead-
ership that produced the heritagé. Several

- examples are offered in the following parg-

graphs. ... .

The father of modem operstive dentistry is
Dr. G.V. Black, who jpracticed in Jacksonville,
Ilinois, and held both dental and medical
degrees.’ He becqme associated with North-
western University as. professor of operative
dentistry and dean of the school of dentistry.
Black’s writings were novel and extensive and .
have not been equaled to this time, H:s writings
developed | the foundnuon of the professron and
caused the field of 6 operative denhstry to become
organized and scientific. Black’s early wntmgs

 were eonoemed mainly with caries, erosion, and
oral pathology. Much attention was given to the
diseases of the pulp and t the soft tissue appear-
ance with clinical conditions. Black establlshed
the principles of cavity preparation, set up
nomenclature and identified the, attrlbutes of
the restorativé materials. Today the 'priictice of
operative dentistry has changed but Black's
work should be understood and applied to the"
variables of oral disease, Other outstqndin con; .
tributions by Dr. Black includé the’ ongma];
work on annealing amalgam and the mercury
alloy ratio and formulation of the first notable
silver amalgams avallable for thé profession.

o el i
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Black also exhibited biological interest in stains
of the teeth and did a great deal of work on stain-
ing and the' problems produced by oral bacteria
and their rblationsbjp,to cm‘ies and periodonta!
disease. -

Dr. Arthur D. Blnck, son of G.V. Black, fol-
lowed closely in his father's footsteps. It has

been stated that “Dr. Arthur Black added glory

to the reputation of his illustrious father who was

“the most beloved as well as the ‘most distin-
guished man in the dental profession.”® Arthur

Black developed inany of the instruments and
techniques' advocated by his father and used
them in teaching, which was his greatest inter-
est. He developed a model organizational plan
for the Tllinois State Dental Society that was also
copied by many states. The card catalog system

for dental books used daily in libraries is another”

one of Arthur Black’s contributions. The connec-
tion of the Blacks with the Northwestern Dental
School extended over an uninterrupted period
of 40 years. The impact these two gentlemen
had on the dental professicn at the beginning of
the twentieth century gave the dentil proféssion
the first respect and g'rowth centered in a uni-
versity. '

‘Leadership in the profession extended to dif- -

ferent areas of the country as new urban centers

déveloped. The Blacks’ reputation was instfu- -

mental ini“inspiring Dr. Chatles E. Woodbury,

who practiced in Council Bluffs, Jowa. In addi-
tion to practicing in Council Bluﬂ's Dr. Wood-

bury taught in Omaha, Nebraska. He greatly
inﬂuenced dental ‘education # this area and

started a gold foil study clnbfgﬁnt is still active
; study clubs
in other states and traveled to givé instruction

- all over, the Midwest. Some of the clubs func-
: twned for a while, but none has remained as

active as the original Woodbury ‘€lub in Omaha,
Nebraska. Woodbury is noted for his work with

the gold foil restoration and was one of the first -

to modify Black’s instrumentation and cavity
designs.® The Class III ‘Woodbury preparation

was designed' to improve esthetics for proximal -

anterior gold foil restorations. Woodbury also
designed a set of hand instruments that he rec-
ommended for the Class I cavity preparation.
This sét of 39'instruments became known as the

Woodbury kit and for years was the most univer-

sally used set of hand instruments. In addition to
thest instruments and different f01l prepara-

tions, Woodbury designed several condensing
points for building the gold foil restoration.
Through his work heé did much to raise the level:
of dentistry in the Great Plains states, and his
name is registered as 4 pionéer of the dental pro-
fession for what resulted in improving operative
detistry in the country.

A colorful pioneér in operative dentistry was
Dr. E.K. Wedelstaedt of St. Paul, Minnesota.
He was strongly influenced by the Blacks and
visited them many times, discussing research
topics and the growth and problems of dentistry.
Dr. Wedelstaedt started the G.V. Black study
clubs in the Midwest and persuaded Dr. Black
to travel arourid Iowa and Minnesota to teach
postgraduate courses. Today the most active
club is the original G.V. Black Club in Minne- -
apolis, which at one time was larger than the
Minnesota State Dental Association.

Dr. Wedelstaedt became associated with Dr.
Sear] of Minneapolis, and the two traveled
through the Unitéd States giving courses and
starting study clubs. Because of the lack of den-
tal schools and the popularity of these men, the
courses were very successful. The information in
these courses was practically the only training in
modern techniques of tooth restoration available

“at the time. Publications and communications

did not keep dentists adequately informed, nor
was there a concerted effort i in contmuing edu-
cation.

Wedelstaedt’s outstanding contribution was
the system he developed for measuring dental
instruments. This system is still being used. He
also developed some hand instruments that
could be used in the techniques being taught in

“the study clubs. The most popular of these

instruments was the Wedelstaedt chisel, now

referred to as the curved chisel. The curved

chisel has a mesial and distal-eutting edge and is
advocated for most anterior cohesive gold prep-

arations. This instrument and the system of

‘measurements Wedelstaedt developed are the

outstanding marks that he left.

Another leader in the field of operative den-
tistry was Dr. Waldon 1. Ferrier of Seattle,
Washington.” In the 1920s he was taught by
Wedelstaedt and Searl and was noted for his
outstanding work in the study ¢lubs. Because of
the distance and complications in teaching the
courses, Dr. Ferrier was appointed by Wedel--
staedt and Searl to teach their courses in the
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Pacific Northwest. He soon developed a study
club and taught the techniques being used in
operative dentistry at that time % oday there are
more active study chibs in the/state of Washing-
ton than in any other place’] in the United States,
and the credit for themis given to Ferrier. Fer-
rier again modified the gold foil procedures and
developed new . cavity preparation designs to
correspond with the techniques. He is consid-
ered the father of modern gold foil procedures.
Because the Ferrier concepts are more refined
and the ' qualities” are more esthetic, this
approach with cohesive gold restorations is now
used more than any other. The system is copied
and modified all around the United States. The
Ferrier instruments are still the best manufac-
tured.

This outstanding teacher also developed a set
of new instruments that is called the Ferrier set.
These instruments are also more refined than
others and have a uniform thickness on the cut-
ting edge in addition to the standard measure-
ments. Precise cavity pteparation, which is the
forte of the Ferrier method, can be accom-
plished with the use of these instruments. A
group of separators was also designed by Fer-
rier. The separators came ‘in sets and were
applied to all sizes of teeth, but they are no
longer available. Ferrier stated that his greatest
accomplishment toward the improvement of the
practice of operative dentistry was to- advocate

- the use of the linguogingival shoulder in the

Class III gold foil preparation. .
Another leader in operative dentlstry deserv-

ing mention was Dr. George Hollenback. After -

graduation he moved west and for 60 yeats was
outstanding in the practice, teaching, and
research elements of operative dentistry. Hol-
lenback published many articles on operative
dentistry; his most important contribution is his
work on the physical properties of gold foil and
the shrinkage of gold during the casting pro-
cess.®® Much work was also done by this inves-
tigator on the science and technique of the cast
restoration, and he published numerous other
articles associated with individual tooth restora-
tions. Hollenback’s research was enhanced by
his ability to design and build research tools.

When a research problem was recognized, Hol-
lenback was able to construct different types of
instruments for measuring the physical and
chemical changes within the laboratory Cer-
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tainly the operative dentist benefited greatly

from' the teaching and inspiration of the late
George Hollenback.

Many outstanding people contributed to and
are still working in the field of gperative dentist-
ry. Although they are too numerous to mention,
their work is evident in the literature and text-

‘books. They will always be respected for their

laborious efforts to increase the understanding
of general practice. The field of operative den-
tistry can be credited with the development of
the dental profession in both the United States
and the world.

DELIVERY OF DENTAL CARE

The problems of oral health care challenge the
dental profession. Oral disease, 'developmental
and genetic factors, and oral trauma in the total
population establish the need for dental care in
the United ‘States. It is an alarming statement
that caries and periodontal disease affect nearly
everyone in the population, but it is also encour-
aging that nearly all of these problems can be
controlled by prevéntive methods available to
the dentist and the patient. Of concern are the
discrepancies between the demand and the

‘need for dental care.

Before dental care delivery can be studled
and implemented, definitions of these concepts

“must be established. The’ marketplace includes
‘the number of patients treated and the types of

services that are received. These factors form

‘the base that is used for planning by the profes-

sion, the consumer groups, and the various lev-
els of government. The demand for dental care
reflects the services completéd and is measured
by the number of patients requestmg care and
sometiriies by the number of treatments provid-
ed during a specified period. The demand figure
quoted indicates that only 50% of the U.S. pop-
ulation seek regular dental care. The need ‘for
dental care is measured by the prevalence of
oral disease or by the number of treatments that
would be needed to eliminate and prevent these
problems. '

The need for dental care in the United States
is summarized in the next few paragraphs.

A survey conducted by the U.S. Public
Health Service'® in 1962 shows that a large por-
tion of the population of the United States needs
some kind of dental treatment. The survey

states that (1) 98% of the population have either

5
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had or will have dental caries, (2) two thirds of all
,agults eventyally have periodoptal problems,.(3)
one fifth of the population of children have or-

: thodontic prablems, and (4) to further compli-
\cate the situation, 30 million adults in the Unit-
ed States are edentulous. Another gurvey stated

' that there are 4.million. new pntreated cayities
per yean in the United States;! Simply provid-
p8 treatment and nothing else.would not elim-
inate dentgl caries in the United States. These

- figures were helpful in cregting interest in pre-
ventive, dentistry.:

The latest figures on dental need in th*efu'ixi't-
ed States show'%:
1. There are;$3%§00. vigtims=0f vml\eancer
. eachiyear. .,

. I N NP
"2 One in every 700 children js born with a
., . cleftliporpalate, =~ - N
3. Tyenty percent, of the children have
... . deforming orthodontic problems. -

;4. Sixty percent f the young adults, 80% of
the;middle pged, and 90% of the older
.i . Population haye periodoptal disease.
5, Ninety-five percent of the population have
. The denta‘ need of the population is over-
whelming and is not close to Beipgjr.nei‘i.‘by‘ the
- dental profession, either the private or the gov-
.ernmental sector.” .

 Deficiencies jn the materials being used in
tooth restoration, affect the amount of treatmept
needed. Although restorstive materials serve a
"useful and critical health purpose, they are far
from perfect. An ideal restoration would be one
that would never need to })e replaced, and, at the
present time we have no compound that cgn be
rconsidered entirely permanent. L

" The primary objective of dentl educationis
to_train .competent practitioners to fulfill the
demands of the public for. oral health service,1?
/At present,.a majority of these problems involve
restorative. treatment. It has often been stated
that even if caries and perigdontal disease were
totally prevented, the wear on the teeth gnd the
restorations over a period of years would require
additional treatment by a more complex restor-
ative service. The need for dentists extends jnto
the ?ﬂ@isﬁéahk;ﬁltﬁie} e N

. Jhe dental, manpower, problems have begn
studied -and the present demand for deptal care
is being et by the, work, force, This includes
ppronimately 130000 dentists sod o Jarger
number of auxiliaries. The controversies about

, care,

,manpower and the delivery systems arg: cep-
tered arquid pr_egiﬁﬁ@ns of increasing demand
J4nd the methods for jpereasing the demand, As
the number of people seeking service increases,
particularly as a.greater pumber and type of ser-

"-yjoes arg, made available, the profgssion will be
ml@qged to mest the demand for dental care if

it daes pot expand.

_ Various factors, affect the (;igm‘aind,lflor\glental
care': C

1. The prige of the dental care
2 The economic leyel of the patient _
. 3. The patient’s Jevel -of ‘educational .attain-
: . mesrxlt: g 3 ¥ 5 .
- 4. The aggregpte;growth in the population
.. base demanding dental services ., ..
' Measurement systems are being used to
assess these variables, particularly at the state
level, The figures will be-useful for developing
_and ‘structuring the; training positions in the
_health ‘science schools; a delicate balance
between demand and manpower is.needed to
avoid surplus and waste. The figures previously
_used .were the dentist per, population ratio.
. These are useless, however, because they do not
measure production:or any. of the other prob-
lems related to the need or de’_rgahd for dental
éthse variables peed to be studied further
“and subsidized if the purpose is tojincrease the

.demand for treatment.. .,
Increasing‘the démand .
If the overall goal is to eliminate dental prpb-
lems, we must first upgrade the dental need
population to the dental demand group. A sur-
vey conducted by the American Dental Assqcia-
, Hon reparted that ecopomies and anxjety (fear)
are the ‘tv{o majn deterrepts of patients seeking
dental, treatment. Hoping to  increase . the
demand, professional and government groups
are studying these and other factors that serve as
barriers to patients requesting,dental treatment.
Examples of other problems “are poverty
conditions, the, rural areas, . dentist shortage
.areas, and the methods of transporting patients
to the dental office or loeating dentists pear the
jpatients who haye ,transportation_problems.
Even when fingggial support is available, there
arp §till problems with some socigeconomje
_groups that prevent or discourage them from
‘ol?tamm‘g regular dﬁﬂt&l carg. It is true that one
‘half of the popylation daes not haye a regard for
the importance of dental health; even when



there is no cost for dental services,,such;as in the

military or institutjons,  the dgtqamd for, care

stays close t050% S it el

v Dyt o

Increasmg manpower
Manpower assessments are made on dentrst-
ry’s capabilities of meeting the demand for ser-
vice. The work. force composed of the _dentxst
and auxiliaries is assigned equivalents that mea-
sure the work capacity of the team members
active in providing treatment. The dlstrlbutmn,
and struture of the. dental manpower—that ds,.
the dentxst and auxiliaries, where they practice,.
and what they are legally covered to perform in
the delivery of service'®>—remain a concern.
The general practltloner represents 75% of the,
'_dentlsts dellvenng dental care. As mentioned,

“with: the increase in knowledge and the related

services, erght speclalty groups, have developed
and have been recognized by the American
Dental Assoc1atxon The coordinator of most
treatment is the general practitioner; however
irl)emal problems are referred to ‘and treated by

e specialist. (The reported higher i income and
additional training are listed as the reasons for
the increase in specialty training.) The surge for
specialty status is now declining, but the train-
ing in general dentistry at the. undergraduate
and postgraduate level i is mcreasmg to meet the
needs ex1stmg in t.he present delivery system.
The U.S. De')artment of llealth and Human
Servrces reports that there are 19 dehvery sys-
tem types being used in the private sector pro-
ducing dental care.

PROBLEMS OF DENTAI. FIEALTH

As previpusly mentloned%,some of the prob-
lems oll dental health are related to patlents
socroeconomrc status, i 7 it mﬂuences patlents
- loss of teeth, behav1or and attltude toward. den-
tal care. For example parents of dfﬁerent
income groups were surveyed to determine the
relationship between théir socioeconomic status’
and dental health of the famxly unit. Thrs survey
evaluated several factors and focused on many of
the health educatxon’pr blems that must be con-
fronted to increase the demand for dental care.,
The followmg results were obtamed

1. Participation of parents in" the dental
o exammatlon wa_s sxgrxfﬁcantly related to

their level of education.
2. vEducatlonal level was, related to the loss of
“'teeth in'women.

i |
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3., The loss and retention of both mandibular

first molars ‘were related to the:level of;
. education, of both sexes, and to the occupa-
tion of the man.

4. For individual teeth the greatest dxffer-
ence in lost teeth between £roups, of high
and-low education occurred for the man-
dibular first molars. =

5. The difference, between lo,ss of teeth

- between sqcioecongmic groups emehcat-
ed the assessment of thelr periodontal sta-

4 tus,. .
6. Socnoeconomlc status, art.lclpants in the.
| examination, lost teeth in adults, and den-
tal debris in the participants’ chlldren
. were; m.terrelated
7. ‘Partlcxpatmn in the study and loss of teeth

reflected dental attitudes and behavror,A

which are related to educatronal level.. .
Fmancmg dental care, as prevmusly stated is

the number one deterrent and ﬁnancial dxfﬁcul- X

ties, obwously are_more. acute am,opg p(,werty"

groups.'® The need for treatment in th;s area is
not being met. Studres report that poverty

groups also ;have more dental p.roblems;of more

severity, As exgected they also ‘have lower,

als of oral hy@ene ‘and less. restoratrve treat-(
ment. Some of the poverty patlentsﬂsurveyed :

all age. -

werg found to have more problems at.
groups; they have _more penodontal disease,

untreated, cavmes,)_mxssmg teeth, and [more.y'
edentulrsm . Moreover,. poverty grqugs seek less3

dental care, particularly Preventlve services.

Because such groups defnand less dent;fl eare _

an even greater need for dental care is creat
This compounds the problems i in, these sectors of
the populatwn each year. The finding;
ing the
the legisl: thn and dental car progra_m ym&m-
ly for the i inner crttes—enacted by government.

)

gs, concern- ,

verty groups have been'the basis for

These programs are’ directed toward the clnl-‘

dren and have not been suecessfhl in mereasmg
the demand for more dental care.

the needy to recelve
prqgrams

S B TPRN T & Ly

FINANCIAL AND Mmkesmem
FACTORS

The general dentlsts has many ﬁnancnal and'
management ,faqtors to cons1der that reflect the
quantlty and quah ty of the dental care delw-
ered. It’ {¢ also keiowri that as eHE’ grbss income”

LI TR Tl

1

‘lf‘hlrty-four'
states have Medlcard %zograms yitis possrble for\,
ntal care ﬂu‘ough these,
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and office expenses escalate additional prob-
lems will confront the dentist!®:
'1. Equipment design, purchase and repalr

2. Inventory control

3. 'Dealing with dental laboratories
4. Record keepmg and book]&eepmg proce-
dures
,5. Appointment control
6. Payment mechanisms
7. Hiring, management and evaluatnon of
petsontiel’

For these reasons the general dentist must
adjust with the tirfies and growth of the practice.
These' fictors, combined’ Wwith the economy,
influence the cost and delivery of dental ser-
vices. Furthermore, the survival of the general
practitioner is dependent on the control of the
business aspects that are listed.

The auxiliaries, often discusses as the team
members, ‘influence the productnon quality,
and ‘bost of the tréatment. The téim mernbers
other“than the dentist are'the hyglemst dssis-
tant, and laboratory ‘technician’?® Each team
member has responsibilities’ for supporting and
expandmg the role of the dentists, which in turn
makes the practice more prodiictive. General

practlces arel noted for their individuality, and

the functxons of the auxiliaries are governed by
the purpose and objectwes of thé déntist and the
licensure of the team mémbers States vary in
what the auxnhanes are legally éovered to do for
the ‘patiént. The leadership and medical-legal
responsxblhhes of the practice are centered on
thé dentist.

Thé Council on Dental Care of the American
Dental Assoclatlon .has listed ‘the individual
pracﬁce assoclatlon as a method of competing, in
the private practnce sector, ‘with the programs of
the" govemment ! This is when a group of deri-
tists form an association and provide dental care
througﬁ contracts with a health maintenarice
organization, a business, or a speéxal group of
workers such as. unions. In some states it is said
that the private practices ‘are inovmg in this
direction; this has been of economic necessity in
some regions. Apparently the competition for
expenditures for dental gare; is, forcing -private

practitioners to form groups and enter into con-

tract negotlatnons
The expense and the tradntxonal curriculum

have regulate the h’aming of dentists. The
gu en A0E
mcreased

number of tranged dent\sts canndt Ee

easily, because the resources of the  dental
schools, such as the amount of space and the
number of faculty, are limited. If the dental
demand were suddenly increased by prepay-
ment or a national health program, the present
delivery system would be unable to meet the
demand for services.

Conversely, the reduction of the number of
dental students trained is not an easy matter. It
involves reductions in government funds and
shifts in emphasis’ concerning financial ‘support
of the dental schools. "The private and land grant
universities have specific and different prob-
lems. At the present there is a shift toward

reducing the number of students being trained

because of the apparent surplus of dentists in
the United States. Dental practices are more
efficient and use more auxiliaries; much more
dental care is being provided by the same num-
ber of dentists as compared with the practice
systems of merely 10 years ago.

Other countries with dentist shortages have
turned to the auxiliaries. Studies have evaluated
the prospect of making the dental assistant or
the hygientist the primary provider of dental
service.” The expanded duty dental assistant
(EDDA) is the name given to the new auxllxary,
who will be called to allevxate future manpower
shortages This new auxxhary is predicted to
have an important role in delivering dental care

when or if the demand is increased by health

education and legislation. Because of the auxil-
iaries” support and expansion of the system of
practice, the production and the quality of treat-
ment performed. by - auxnhanes should. - be
improved.?

The main departure of the EDDAs from the
traditional use ‘of team members is direct
involvement in Testorative technique. The
EDDAs are trdined to perform the restorative
procedures -in general dental practice, thus
greatly increasing the. production of the team.
The irreversible procedures are deemed the

“cutting of hard and soft tissues” in the oral cav-
ity; these and other critical procedures must stlll
be done by the dentist. It is required that all of
the work by an auxiliary must be under the
supervision and direction of the dentist.

The economics of delegating restorative care
have been determined, and the following con-
clusions are listed®*:

1. The supply of dental health personnel



would be increased with a mipimal charge

to the taxpayer for training these mdmdu—
als.

2. The cost of the delwcry of. certa.lp dental
services in tax-supported clinics and hospi-
tals, where many of these auxiliaries. would
practice, would be reduced. .

3. The cost of delivering treatment in pnvate
dental offices, if the dentist passes on some
of his savings to his patients, might be
reduced. .

4. The dentist would be able to concentrate
on the more difficult tasks that demand the
knowledge and skill acquired in his profes-
sional training. |

5. Instead of the dentist’s prestxge being
threatened, it will be enhanced by his con-
sideration for providing more treatment to
more people in his practice.

6. History has shown that the use of auxilia-
rie} leads to increased productivity and
income.

An important part of dental care delivery is
the systems, ‘or the setting and manner in which
treatment is done.2® Delivery systems vary in
the number of team members that participate
and in the method of purchase. Two primary
systems exist: open panel and closed panel.

Financipg dental . care is a great concern
because it is a barrier, and new systems result in
regulation of the free enterprise system.2®
Although the fee for service system of the pri-
vate office has survived in this country since the
beginning of the profession, the current social
movement is challenging the cost and the qual-
ity control associated with the fee for service sys-
tem. The fee for: service system employs a fee
schedule with a range of costs for specific dental
treatmenis. The range is estimated to cover the
time, difficulty, and materials needed with the
service. It is supported by the profession
because it is traditional -and, more important,
because it has been workable and successful.
However, consumers are looking for other finan-
cial plans to put dental care within the reach of
more. people. This would hasten the entry of
special population groups, such as inner city res-
idents, the poor, the aged, the handicapped,
and the residents of rural areas, into the delivery
system.

. The profession, with study and reseach, is
providing leadership in improving the delivery

il i
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system. Costs are being controlled by, th;:,use of
aux;hanes, new equipment - designs, better
records, and computer systems for data collec—
tion and billing. The federal government js also
working .on: programs and, long—tertg: goals er
entering the health care mdustry 8 The con-
cern- of the government . pghtfully §hould be
groups that cannot afford to enter the delivery,
systems of the private sector. Sound busmess
prmcnples should be used to develgp woost effec-
tiveness for all forms of health care. The £osts, of
health care related to systems could -then. be
determined and used for subsxdlzmg the cost of
dental treatment in the privatg-office; i .- ;s

The fee for service system is acknowledged for
not having interferences_ hetween the, dentxst
and the patient. The relationship between pro-
vider and consumer, therefore, js. free for each
to do what best serves the situation. There is less
administrative detail and .more useful time to
deliver the treatment.

The burdens of paying. for dental treatmen,t
have produced the finance programs of prepay-
ment, insurance, and the budget postpayment,
These arrangements involve a. financial source,
or third party, to arragge payment between the
patient and the dentist.”® The ad(mmstratlva
problems of cost control, .alternate modes, of
treatment, . benefit structures, fee determma-
tions, and prior authorization are complications
and controls for which the carriers in prepay-
ment programs are responsible. The prepay-
ment program is normally..a fringe benefit for
employees, the intention being to make medical
costs reachable and a part of the financial, remu-
neration along with the wages.

Facts from the American Dental Assocxahon
estimate that one third of the U.$. population
(roughly. 74 to 75 millipn people) have part or all
of their dental bills paid.through some form of
dental prepayment. This translates to abput $4
billion a year being provided through third-par-
ty prepayment programs. The majority of the
patients. are covered by the private insurance
carriers and the dental service corporations.

With the increased use of fiscal intermediar-
ies, the study of quality in dental procedures is
being financed and studied, Much will be writ-
ten. about quality assurance, and guidelings,will
be afforded the practicing dentist to incorporate
into dental -office programs. The political push -
for quality. is long overdue .and has been cata-

........
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lyzéd’ b§> the' methods of ﬁnancin‘g dental cafe.
There idte parts’ ‘'of any ‘ptepaytnent system
that rieed monitoring. Peer teview, which
judges the adequacy atidl fairness of the: treit
‘ments and benefits, is a system’ ‘availidble to’the
patient, insurance carrier, “and deritist! The peer
review mechanisin is usually initiated ‘at ‘the

local lével. Prepaid déntal progrants, if*éori=

ducted properly, should be used it a high raté

and should iiicrease the demand fot’ dental ser-

vicey. They should also make dental treatient
moré attractive aﬂﬂ avmlaBle td more peoi:le

PREVENTIVE DENTISTRY R R

To predict the need for dentsl care, one must
study the effects of prevesition.”! Desital dis-
ease is reduted, and prob]ems in the oral cavity
and their treatment aré' changed as a: result of
preventive setvices. Thé préveiitive dttitude
encotirages changing the procédure’ when better

methods of materials are developed. The practi-.

tioner must avoid being strictly traﬂitmnal and
using ‘only techniques ‘that ' were learned ‘in
school. Charige, ‘However, must bé an improve-
ment,” ahd new techniqués must not be
employed only for the sake of changing. Again,
the true professional incorporates many-preven-
tive concepts into his detital procedures. *

Preventive dentistry involvés méfhods of pre-
venting ‘dental disease; dysfunctidn, ‘and oral
health disorders.3* The twwndmy of preventwe-
dentistry is listed below. -

l Primary prevention ( prepathosta) mcludes

fluoride therapy, diet control!-plague ¢on-

“* trol, sedlants, pulp protectxon and niany

other valuable measiires fot the « commum-
"ty or the dental office:

2. Secondary prévention (interventich) in-

‘volves the setvides bf-restorative dentistry,

‘periodontics, orthodohhcs and other
© flelds. ' ‘
3. Tertiary pnqaentioﬁ (replacement) in-

cludes the services of fixed arid removable
prosthodontics:  Maxillofacial prosthetics
would - make a ‘significant eontribution: as
would the othier rehabilitative restbtative
technidiies that are the total thoath type.
The most significant resiilt of preventive den-
tistry his been commundl fleotidation. Exten:
sive research and experimentation have cléarly’
shown that trace amounts of systemic flueride;
tested mostly as an additive to the watétr supply,

signiﬁcanﬁy reduce’the incidenice of dental car-
iés. Reductions of éates for all age grodps for the

“period during which the teeth were exposed to

flusride range fromi '40% to 60%. This significant
re&’ut:hon ‘has beern a factor in changing dental
practxces H¢'# encbiirdging that fldbridation has
resulted in the rieed for fewer restorations and
an'inctrease in the prevtantlve services of‘prophy-
lakis and examination. The loss of teeth and the
ritimber bf edentulous patients are rediced also.
Communal fluoridation_reduces from 55% to
60% the decayed, mnssing, or filled tdethiin chil-
drén when they are continwously subjected to
the ‘application of - fluoride ‘fromy ' birth, Some
states have laws requiring fluoridation of the
water supplies; whereas'in others such laws are
not necessary’becatse of the eﬁ'orts of the public
health depdrtments. "

The dental team has several niéthods of pre-
venting caries, suchi as applying fluorides on the
teéth of individuals in dental offices, institu-
tions, or schools or recommending products
such as dentifrice or houthwashés for home con-
sumption. It Is estimdted that with motivation,
90% of dental disease can be éliminated, and’a
large part of this would be by- means of fluoride
therapy.®® A survey repotted that 33% of the
people who made dental visits were: motivated
by preventiof, & result that'revealsipart of the
challenge in dentsl health education.® Sueh 4
low percentage indicates that the value of pre-
ventive service is'not well récognized and- that
many people'are missing the beneﬁts breVentWe.
services ‘offer.

- The -effects 'of: ﬂuondatnon programs have
been studied.® Fluoridation remains the great:
est contribution to- dental health ever made to
civilization. . ' e

“The changes in the méidenoe arid charactens-
tics of dental disease influence the need figures.’
The effeets of prevention for :this reasbn should
be constantly monitored by the health planners.’
Conversely, it can be demonstrated that preven-
tive dentistry increases the numbey of restor-
ative" treatments fieeded because: the ' natutal
teeth ‘are saved and protected: by the flucride
therapy W;th the fncrease iri'the use of preven-
tive' medsures more time will be available'and
focused on treating the well patient. - al

Preventive techniques for the dental office bre
not as clearly definedl as in medical practiée
Viatcination and the prevention of specific pm’b-s



lems-can often be done in medicinej, Because of
the chronicity and multiple etiologigal factors of -
dental problems, the treatmepts:for.psal proyen- i,
tion are not as fragmented,Preventive tech-
niques require objective  evaluation , of;the.,
patient by the dentist.. The influence:of this.phi-
losophy: should .not, downgrade the traditiongl .
services of general practice. but should, encour- .
age a combination .of the better metheds. The.
objective should be to. select the services with .
the long-term advantages.. Good operative- den-
tistry is preventive in nature,, .. .
Mativation of the patient ‘is essex)tlal and qs,
often an unknown .quantity;. it ,is, difficult to .
determine which. patients. will praptice, acgept-.

able oral health habits. Acceptable oral health .

habits are important because the .removal. of -
plaque is essential to control most of the caries
and periodontal problems.:With the adedbithis -
cannot be done.by toathbrushing alone: Good
oral. hygiene requires.the discipline of cleaning
the interproximal, sur&ge The: bacterial toxins.
found in plague resulting from degrading carhp-
hydrates lead to the destruction of the, gingiva

and supporting -tissues. How harmful plaque;

affects tooth structure-is well known. However, .
motivation of the, patient .is .shown, only. by, .
behavior change, .which indicates).that. some -
learning hasieccurred in ordex.for the individual
to become a dedicated dental patignt.jAchieve- -
ment of behavioral change, along,with the relat-
ed change in psychology, octupies'much time..
for the dental team. Such change is the founda-.
tion of the cantrol program and a valua,b!e p‘re-
ventive service for the oiﬁce oo

ESSENTIAL FACT ORS FOR DENTAL

PRACT! ICE . oy :
Certam. frctors are essent,ml for . sueqessful.

denta] practice, Itiis. -pot- possible to include.

these factors in every case, but they shouldibe . .

kept in mind. Application of the rules will
become second nature when etperietueiiist’
gained. .An attempt should be made to under-
stand these factors,, because they not ohly .are
elemental, but are the kay to-an enjoyable pror -
fessional life. . .. . ., o4 ,

ML

Professlonpl attltude ;

A profession is . characteuzed by adqunal ;
study. over regular schooling. For a group ta be. .
called a profession, continuous study and. l(aanbL

: M casane dre s
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ing are re,qmred The-dénta). profession is wez-,:,

thy of such a name and is, sécognized by the.; )

active 'programs in: cgntlnumg@dlmtmn
attitude of those in a profession,| d@tgrmmgs Eh?,«
sucpess of the group, and,pestainly dentistry has
strived. for . the hlghcﬁt soals that, ¢an he-
attained.. ../, .. - v o

Mativation and: leammg have b@gn d;spussed
for (centuries. Because. of the.great{amount of
knowledge that is acqnired and.the manyal skills. .
that must be mastered, theyq.is a great need:fox .
motivation in dental education. The student,
must be willing to put.in many hours inqthe
library and.in training. It, s also. necessary to be,:
matjvated for service hecause dentistsjas mem;;
begs,.of a. health. profession,, must, put .the,.
patient’s; welfare first. High quality.and efficien: .
cy.are the guldeppsts in, heahh-puemed pggfe.w
SlOIlS Ve i (R T

A reeeptiyeness to learmng creates, gfavorabl@
attitude. A’ professional must: have 3, desire. for .,
knowledge and must strive to learn pnew.gon- .

cepts. The influgnce [of resdarch on. tx:eatmgpt

makes. it necessary:to. be gpen-minded.to and
accepting.of change. The best treatment proce-,
dure should always be used when what is the .
“best”™ can ’be defined..Continuous education is |
the, key. to .8 successful. pragtice ‘of:. Aentistry, 1.
Since lifehmq]eammg is igonsidered a necessity:
in professions, it is advisable for.the dentist.to
follow erganized postgradyate activities.. .. .,

There are, many. extracurricular activities that
should be supported fox the, welfaze of both the. :
individyal and the profession.. An, active part.-
should be taken in dental organizations. Other
allied organizations in the community needsto
be sypperted, and professionals should assume
magy civic and:political. responsibilities. The, -
role of the professional wndena(whqn all;bpse-
resmsnbz\htxes are fulfilled. - ot

T REEIEET L (URT Tk

anwledge qf the subj

R T i

During undergraduate, tramiug;;t is. adv;sable

‘to learn all that.is possibletin,the. cusrieplum. .

Dental edugation is..wacognizeg. for -a. wall-
planned:and time-consuming cyrrigufum.. Al
avajlable. time for the classroem and glinic must. .
be-utilized because after.graduation it is impos-
sible to :learn; under  the. same. efﬁclentv
conditions. The, information presented,,in. the
dental .qurrigulum  produges ; basig,. knowlgdge -
and developsJ the initial judgment ,qi;,qaph SHI- .

¥
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dent. The doctrines taught will be use;/i for treat-
ing patients or conducting research throughout
the candidate’s lifetime. In the undergraduate
program the student’s ¢hoices are dsually limit-
ed between the biological and clinical courses
and- these of an elective nature. Tb develop the
fundamentals, all areas in the cufriculum must
be- studied. Dentistry is founded on scientific
principles that ‘are broadened by research;
research influences the clinical ,procedures that
will be used and 1mproves délivery of dental
care. /

A’ planned program of confinuing education
should be organized following graduation. This
involves eollecting a personal/library and attend-
ing postgraduate courses. Regular weekly time
should be allotted for thesd projects to remain
abreast- of current developments in the profes-
sion. The dentist who dol" not participate in
planned programs of continuing education be-
comes outdated and dlssa%@ﬁed with the way he
is practicing."

‘Study clubs are useful §nd sometimes the best
answer for continuing qducatlon Such groups
meet on aregular basis a'nd can be either clinical
or discussion clubs. At any rate, it is possible to
discuss problems with dssociates and to evaluate
the results of other dentlsts A valuable appraisal
of skill occurs when/ the participant subjects
himself to the criticism of his peers. Skill analy-
sis and evaluation of new materials and proce-
dures are good topi¢s for the clinical study clubs.
Learning should bé an enjoyable experience all
during the professmnal life of the practitioner.

/

Vision

In order for one to perform dental operations,
vision and access to'the surgical field must be
provided. Itis’a burden to work in the oral cav-
ity when the patient’s lips, cheek, or tongue is in
the path of the instruments and the operator’s
vision. THese tissues must be retracted and the
teeth - méde available to the light source. The
light gﬁn be applied directly or reflected and the
tissues retracted with different types of instru-
rpe)r:ts. The devices that can be used are the mir-
/for, rubber dam; cotton holders, retractors, and

bite blocks. Access and vision must be provided
without injury or discomfort to the patient.

Of equal importance is the type of illumina-
tion that is directed toward the teeth. The light
source should come from the dental unit and
illuminate the established field. Again, a direct

path is provided, or the light can be reflected by
the mirror to the specific working area. Eye
damage results from too much contrast in the
illuminations or inadequate intensity in the
working area. -

The visual acuity of the operator is another
important consideration. Vision must either be
naturally good or corrected by glasses; magnifi-
cation is also necessary beyond the corrected
vision. For safety reasons, glasses should be
worn at all times in the operatory and laborato-
ry. They are necessary to deflect fragments of
tooth and debris that are removed in cavity
preparation and other procedures. A factor
related to acuity is depth perception, and the
two factors must be coordinated to make the
proper image.

Surgical environment

The cleanliness and control of the operating
field contribute to the effectiveness of the pro-
cedure. Tooth reduction for cavity preparation is
a surgical procedure, and an aseptic and pro-
tected environment should be established for

the teeth. An ideal dental field maintains dry-

ness and is free or can be cleaned of debris. It is
necessary to completely isolate the teeth from
saliva to produce such a condition.

The best method of producing the surgical
field is with the rubber dam. Regular latex rub-
ber sheets are used for this purpose. Holes are
punched in the rubber sheet and placed around
the teeth. Once it is adapted, the rubber dam
blocks the saliva and produces a good surgical
environment for operative procedures. When
the dark-colored rubber dam is used, vision is
also improved because of the color contrast with
the teeth. An ideal surgical environment is nec-
essary by use of the rubber dam or by careful
retraction of the tissues by the dentist and the
auxiliary.

Instrumentation

Because many types of instruments are
required for specific dental treatments, different
shapes and sizes of instruments are available.
Access and efficiency provided by the design of
the instrument aid the treatment; thus the loca-
tion and type of problem in the mouth dictate
the use of one instrument over another. An
orderly, sequential procedure is advocated for
all techniques. The tooth structure is very hard
and brittle, making the maintenance of sharp



