


>._..,r._:Y/.'·;· ••·r:,:•>?:\tr-n 
. . ~ . . . 

. _:_·:.: .... ;.;: 

. • :· ... : ~ 
•. ) • • '.-: ~:.. • •: • .• : • .' : • .;a ;·_j 

\· : . .... .. . : .... 
;· ··. •'• ,• .. ,•.· 

· . .' ~ 
,· . -~ 

<· • ~-> :~· 

; ,' • I•••,; 

{~::·~~'t,.\ -\~·:,I. 

Don't Take Chances! 
7!tee, fluat /1,ien 't ?tee~! 

We know your time is valuable. So is ours. 
That's why the quality control systems at 
Saunders Dental Laboratory, Inc. are so strict. 
We realize that the most important virtue in 
selecting a dental laboratory is quality. 

For a Complete Get-Acquainted-Kit 
Phone or Write 

SAUNDERS DENTAL LABORATORY, INC. 
502 McDowell Avenue, N.E. 

P. 0. Box 13866 
Roanoke, Virginia 24037 

Phone 703-345-7319 



~llecify 

eS}-glll"ffl the metal framework for porcelain-fused-to-metal 
restorations is not a simple task. 

Selecting the proper alloy is an important factor. Choose one 
you feel confident will produce the finest most 
precise results. ' 

Chemodent® 

(~}alloy 

Photograph of a (CM) metal framework for 
a maxillary and mandibular complete 
rehabllltatlon. 

the first patented silver-free 
palladium-base alloy to be marketed 
(CM) has been in use for over four years with 
excellent clinical records. We have a brochure 
entitled, The Fifth System, which explains 
how (CM) alloy was designed to meet the needs 
of modern dentistry. For a copy and more 
information, call or write. 

Chemodent ® (~) Metal Company 
2246 Ivy Road 
Charlottesville, Virginia 22901-3490 
Telephone: (804) 295-5182 
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EDITORIAL 

THE CHALLENGE OF PERIODONTAL DISEASE 

Periodontal disease is a broad term used to describe a variety of pathologic 

conditions of the gingiva, periodontal ligament, cementum, and alveolar ~one, 

which constitute the investing tissues of the teeth; we refer to these tissues 

collectively as the pcriodontium. 
In its e;rly stages periodontal disease begins in the s~ft gingival tissues pro

ducing gingivitis which is considered rcvcrs1_blc. But wnh neglect and lack of 

treatment the disease progresses to destruction of the alveolar bone and the 

remaining supporting tissues producing pcriodontitis which is severe and usually 
results in irreversible loss of these structures. 

Epidemiological studie~ show th_at periodontal disease is :videspread. At one 
time or other it can be diagnosed 111 5 5 to 85 percent of children and up to 95 
percent of adults. In adults, 35_ years of ag~ or older,_ 80 to 90 percent of tooth 
loss is caused by damage resultmg from periodontal disease and 70 percent of all 
tooth loss is by way of such disorders. 

Yet, periodontal diseases are treatable and under proper conditions, in most 

instances are controllable. umcrous studies have conclusively demonstrated 
that den;itions can be maintained in a healthy, functional state with present 

conventional methods of treatment. These same studies show that even severely ' 

involved teeth can give many years of useful service through treatment, reason

able plaque control, and continuing maintenance care. There are rare conditions 

where therapy is not effective in arresting the disease, however, the progression ' 

of the disease may be slowed though the teeth arc ultimately lost. nd in spice , 

of the potential success for treatment of all periodontal disease 40 percent of 

U.S. populations have lost all their teeth through the disease by age 60. 

Why is our "track record" so low in controlling periodontal disease? The 

answers are many and complex. First of all there exists a large disparity between 

demand for care and the actual clinical need. The population is unaware of che 

level of its dental needs, particularly in the case of periodontal disease. Denris~s 

consume a much larger percentage of time treating restorative and prosthetJC 

problems as compared to periodontal therapy. And according to a study of 

dental education in the U.S. published by the ADA in 1977 the average curricll' 

!um time devoted to restorative and prosthetic courses far outweighs the cirrie 

given to teaching periodontology. We certainly need much more patient edtl' 

cation to alert the public to its needs of perioda'ntal treatment and maintenance, 

Perhaps this can better be accomplished by developing more vigorous rnass 

marketing approaches presently being sugg~sted by a number of groups. J3ut 

the individ~al de?tist ha~ the responsibility for s;fcguarding the periodont:l j 
health of his patients with acceptable preventive and treatment procedure • 

That responsibility includes informing his patients of their periodontal needs 
for therapy. 

4 
George W. Burke, Jr., DD5 
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OLD, NEW LIGHTHOUSES STAND TOGETHER AT CAPE HENRY, 
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0 
Though built in 1879, the "new" lighthouse is called so because the "old" 

t;e, still standing nearby, was built in 1791. The "new tower" houses one of 
I e World's most powerful lights, visible 20 miles at sea. The "old" one no 
tonger serves the seaman, but gives the visitor who climbs to its top a spec-
~cuJar panorama of Virginia Beach, the sea and history. It was authorized by 

~ e first congress of the new nation and is the oldest federal lighthouse. Near 
Its b · d. • h ld b ase 1s a stone cross marking the site of the first lan mg 111 t e new wor 

Y-the Jamestown colonists in 1607. 
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LETTER TO THE EDITOR 

THE CASE AGAINST SEALANTS 

Dear Doctor Burke: 

This letter is to state my feelings about all the1 publicity and promotion of 
sealants on teeth. 

1. In the late I 920's we had what was taught, prophylactic odontotomy. This 
meant a little widening of any fissure that potentially might start a decay proc
ess. The toothbrush bristles had a little better chance to clean the fissure. ow, 
I understand, this is to be done before the sealant is used. 

2. The sealants wear and have to be replaced depending, I feel, on the amount 
of bruxing the person does. The uneven bite which must necessarily result might 
even begin a bruxing habit that might carry over when the occlusals are clear 
and thus wind up with traumatized pulps and/or T.M.J. problems. 

3. As many cavaties begin interproximally, the factor of proper eating, i.e. 
nourishing foods and minimizing refined carbohydrates must be instituted in 
any case. 

4. The cost of applying and rnaintainjng sealants is way above the cost of 
regular examjnation, routine bite-wing x-rays, prophylaxis and dental care edu
cation. The expense of an occasional filling to care for the pit or fissure that has 
started to decay is mjnirnal in comparison. 

After 53 years in general dentistry, I have observed that more children and 
young adults have good teeth and mouths. Fluoridation and oral care education , 
have accounted for this, in my book. 

I heard Dr. Buonocore present the case of sealants at MCV a number of 
years ago. Although the wonderful plastics we have today are a great advance 
in veneers and restorations, I must disagree with their use as pit and fissure 
sealants. 

The American Fund for Dental Health has seen fit to contribute $42,790.00 
to the University of Maryland for a study to develop strategies for increasing 
the use of sealants for this purpose. I will be interested in observing the reaction 
of practitioners to this expenditure and its results. 

In regard to sealant treatment, I do understand the increased number of den· 
tists and that business is business. However, I don't condone it. 

Leon Slavin, D.D.S, 

P.S. After reading the extensive coverage of the topic of sealants in the Ja5c 
issue of JADA my position has not changed. LS 
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DENTISTRY'S HERITAGE* 

Dr. flurry Lyons, who .l'l'rl'C'c/ 11.1· ADA 

()rr.l'icfc.111 in /95fi-57. c·,11I11• to 1h111 C1[/i('(• 

fi-0111 th<' dC'11tal .l'ch,wl of' 1/11• M ,.;iic11/ 

Collr1,:c of Vir,;i11i11. ll'h('I'~' hi.1· IC'1111rl' as 

cl<'an sp111111ecl 11/1110.1·1 111·0 ,frcac/c•.1· hC'

l1t·c·c·11 1951 one/ 1970. 

A 1921 al1m11111s of 

the• .1'('/lfl(I(, Dr. Lyon.~ 

()r"grc•s.1·ccl from i11-

srmcror to O.l'.l'i.1·tw11, 

11.I.\'/Jcial<', andji11al/y 

lull fJl'ofr.1·.,·or he

t11·e<•11 hi.,· grcu/11atio11 

Year and /93 I, e1·,•11-

tual/y hl'comi11g !rC'acl 

cf tht' cle!'art1111•11t <!f n,. 1.y""' 

oral p11t/rology, clia,r.:110.l'i.1· and 1/,empeu

til'.1·. 1111cl f}<'ri"clml/ia. / 11 aclcliti"" /(I .1·c•n•

i11g 011 th<' .l'dwC1/'.1'.fanilty, Ire 111ai11Iai11C'cl 
11 flracticl' i11 pC'rioc/"11tio· i11 Rich111"11cl, 

Va. for 111orl' than 20 rc·c11·.1·. 

Dr. Lyo11.1· hl'lcl tire• ,,;.<'.l'icll'ncy ofclc-11I11/ 

t1r1,:1111i:,atit111.1· i11d11c/i11,; tire A IIIC'ric·a11 

~1-1·.1·"cia1i,111,if De111al Sclw"/.1', th<' A mC'r

tc·w, C"ll<'g<' ,1f f)c•11Ii.1'1s, a11cl tit<' Vir,:i11ia 

l),·1110( A.1·,1ociatio11, !!,· 11'11.I' ,111,• 0(.11·1·<'11 
0 rigi11al ,lin111clc•r.1· ,f tltl' A mc•rica;, F1111cl 

J,,,. De11tal H ea/th. 

Dr. Lyon.I' Ito.I' ,1·1•1TC'c/ II.I' c1111.l'tiltc111/ '" 

,\'llc/r Jeclaal agcnciC',\' (/,\' '"" Vctera/1,\' 

A cl111i11i.1·1ra1io11 a11cl ti,<' Foocl one/ Dmg 

~1cl111i11i.1·tm1i,111, "·'· 11'<'11 as to tit<' .I·11rgc'"II 

.l:e11er11/ ,if tltl' US Nan-. 

The rC'cipil'III of 1111111;·,-ou.1· t111·arcl.1· (I/le/ 

ho,wr.,·, Dr. L ro~r.1· ·,.<'C'C'il-C'c/ the• A !)A·.,· 

Di.1•1i11g11i.l'l,ed .~c1Tic-C' A "'"rel;,, /980. lie 
;,. t/1 A • • • I I t· · 
• <' .I·.l'oc1Ctlw11 .1· o, c•.1·1 11·1111,: pa.I·1-

f>rc.l'ic/e111. 

'_Reprinted from American Dental Associa
tion News dated 9 April 1984. 

The 125th annivers:1ry of the American 

Dental Association is, indeed, an occa

sion to celebrate by noting its ac

complishments and contributions. I, too, 

have reason to celebrate: as the oldest 

living past-president, I have 60 years of 

membership. This affords me many rea

sons for gratitude. 
13y its unique organization the Ameri

can Dental Association has molded the 

dental profession into a unified structure 

with its base in every town and hamlet 

and its peak at the national level. This 

affords the Association a tower of 

strength that has made a number of im

portant attainments possible. 
The accomplishments of the ADA are 

too numerous to list in a hricf statement. 

They range from service to the individual 

member to molding the qualities of the 

entire proression as a national asset. The 

fields cover education, resean:h. prac

tice. ethics, legislation, public awareness 

of dental health-and on and on. 
The A DA looks with excitement to the 

future. which is just as important as its 

accomplishments of the past. It has de

vclo·rc<l a set of long-term objectives 

aimed, as in the past, to the further devel

opment of the profession and its health 

service to the public. 
The American Dental Association de

serves an accolade of the highest order. I 

salute it now-and always. 
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CLINICAL CONTROVERSIES 
Dr. Francis J. Filipo,..,;;icz 

5700 TV. Grctce Street, Suite 109 
Richmo11d, VA 23226 

DRUG THERAPY FOR PERIODONTITIS 

Numerous studies over the years have confirmed the fact that periodontal 
disease is associated ·with bacte~ia. ome reports show that the disease is caused 
by an overgrowth of indigenous bacteri_a while oth~rs report that t~ere are 
specific types of bacteria solely respons1b!e f~r penodont_al d~struct10n. To 
date, several micro-organisms have been implicated and 1dent1fied, but not 

confirmed. 
Dr. Paul Keyes and others have examined the microscopic field of healthy 

gingival crevic~s and have found a predom'.nance of tr_anquil, non-moving bac
terial forms. In contrast, samples from periodontal lesions reveal as Keyes de
scribed it, "a highly organized micro-society of static and motile forms". "Static 
forms", he said, "br:mch out into the pocket as seaweed does from a rock". On 
these branches are found, "millions of Spirochetes which align themselves side 
by side and coordinate movement in a rippling motion" which he has described 
as "Spirochetal pumping". Clustered around the Spirochetes are motile Rods 
and Amoebas. 

Keyes lists five differences between health and disease: 

1.) types 4.) behavior/kenetics 
2.) number 5 .) pyogenic population 
3.) organization 

With all this emphasis on bacteria and periodontal disease, it is not surprising 
that gingival changes have been noted in response to antibiotic therapy. The 
antibiotic of choice in the last several years has been Tetracycline. Tetracycline 
has a spectrum which includes staphyiococci or pyogenic o·rganisms. Clinically, 
it is very effective in drying up suppurative periodontal pockets when used in 
conjunction with conservative local therapy. However, some periodontal lesions 
do not respond to this therapy. 

A Canadian periodontist, Dr. Trevor Lyons, has reported successful gingival 
responses to antiparasitic drugs. The drug of choice is Metronidazole (Flagyl), 
The target of this drug is Entamoeba gingivalis. This could be the same or
ganism observed by Dr. Keyes under his phase microscope. Dr. Lyons feels 
that this parasite appears resistant to other drugs and thrives in gingival crevices 
where the biochemistry is just right. There is no clue as to what kind of bio
chemical changes favor the growth of this parasite. Consequently, management 
by antibiotic therapy is the most effective at this time. 

In conclusion, no antibiotic therapy will succeed if not u ed in conjunction 
with local measures such as scaling, root planing and effective plaque removal 
by the patient. Also, the deeper the defect, the less successful are the results. 
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THE VIRGINIA RESIN BONDED BRIDGE: 
A RESTORATIVE MATERIALS REPORT 

Peter C. Moon, Ph.D.* 

The changes in dental procedures 
and materials have been rapid in the 
last ten years. There is little reason to 
expect they will slow down in the 

future. Tl~is presents a continuing 
need to the practitioner and teacher to 
learn and test the potential of new ma
terials and procedures. At a dental 
school this is one of the faculty's un
derwritten requirements. In an effort 
to make our observations and research 
inorc generally available to Virginia 
practitioners, Dr. William Crockett, 
Director of Operative Dentistry, and 
I have considered writing articles for 
the Virginia Dental Journal on areas 
of current interest. This article repre
se~ts the first effort of what we hope 
Will be a continuing process. 

For several years the Maryland 
bridge procedure has been used to 
retain bridges on abutment teeth by 
etching the enamel. The procedure is 
proving very useful when cases are 
selected judiciously and sufficient iso
Ia:ion is practice·d during bonding. 
Eighty bridges have been placed at 
Mcv using this procedure over a two 
Year period. The few bond failures 
C)(perienced have been limited to the 
enamel bond and were related to in
adequate isolation or unusual enamel 
etching characteristics. 

;n.r. Moon is Director of Dental Materials 

1tence, Scboo/ of Dentistry, MCV Station, 
ox 566, Richmond, VA 23298. 

However, there are several charac
teristics of the Maryland bridge pro
cedure which limit its general applica
bility, make it sensitive to laboratory 
procedures, and less convenient to use 
for the patient and dentist. An alterna
tive method of providing retention to 
the metal framework has been de
veloped by the author over the last 
three years. The procedure call the 
"Virginia resin bonded bridge" has 

the advantage of permitting the den
tist to select any possible casting alloy 
for the framework. He (she) is not 
limited to a few electrochemical etch
able nickel chromium alloys as in the 
Maryland bridge procedure. The se
lection of a non-nickel alloy frees the 
dentist of a concern for potential 
nickel sensitivity 1

,
2 by the patient 

when the bridg~ is placed or some
time in the future when it could de
velop. Also, the electrochemical etch
ing step is eliminated in the Virgi~a 
bridge procedure. The electrochemi
cal etching procedure requires _the 
laboratory to maintain the chemical 

quality of the solutions and to c~r~
fully examine the etch to ensure 1t 1s 
sati~factory. Failure to monitor these 
conditions can jeopardize the bond to 
the metal framework. It is desirable 

for the dentist to have a microscope to 
check the etch for himself. The mi
croscope should be in the 40 t_o_ 60 

times magnification range. In add1t1on, 
the Maryland framework is normally 
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sent to the dentist for trial fitting and 
sent back to the laboratory for etch
ing if it is satisfactory. YVi.th the Vir
ginia bridge procedure if the bridge 
fits, it can be bonded on the same ap
pointment that it is checked for fit. 
Also, the pattern retention can be ex
amined with a lower magnification 
microscope- IO to 20 times. 

Laboratory bond tests3 of the ten
sile and shear strength for the Virginia 
bridge procedure indicate a bond 
strength of 3000 psi. This bond value 
is similar to that reported for the 
Maryland bridge.• Bond tests to ex
tracted teeth gave evidence of bond 
failure at the enamel-resin interface 
and not at the resin-metal interface. 
The retention to the metal framework 
is greater than that to enamel. The re
tention to individual abutement teeth 
was from 100 lbs for anterior to 140 
lbs for posterior. 5 These values are 
way in excess of that expected during 
normal occlusion. 

The laboratory tests were so en
couraging that clinical testing was be
gun nearly a year and a half ago. The 
fifty clinical cases bonded during that 
time are performing satisfactorily. Dr. 
Jeff Hudgins was primarily responsi
ble for the clinical testing as part of 
his research requirements for a gradu
ate degree in Fixed Prosthetics at the 
Medical College of Virginia. 

The laboratory procedure for de
veloping the retention in the frame
work creates roughness in the pattern 
material and ensures that the rough
ness is carried forward into the in
vesting, casting, and divesting steps. 
The bonding resin flows into the cast-

10 

ing roughness and mechanically bonds. 
The resin has to be fractured to break 
the bond as it does not pull out. The 
roughness is developed by adhering 
cubic salt crystals (.15 to .25 mm on 
a side) at the interface between the 
stone cast and resin pattern. The 
crystals captured at the pattern inter
face arc exposed by particle blasting 
and dissolved out with water to leave 
cubic holes behind in the pattern. An 
alcohol/water wetting procedure was 
developed to insure the investment 
flows during vacuum investing into 
the holes. The alloy primarily used 
for casting was a Palladium-Cobalt 
Alloy, Chemodenr. The bond areas 
are divested using 60 mm alumina 
blasting followed by an ultrasonic 
cleaning in an investment solvent (see 
Figures I a. and I b.). 

The bonding process for the Vir
ginia bridge is altered from that used 
with the Maryland bridge. For the 
Maryland bridge, the self-bonding 
resin is brushed over the area of frame
work to be bonded. But for the Vir
ginia bridge it should be scraped frorn 
the brush over an edge of the bond 
area and allowed to run down under 
gravity to fill up the cubic holes with
out trapping air. Additional resin can 
be scraped on the edge or the wetted 
bond areas to enhance flow. This pro
cedure prevents air bubbles which can 
weaken the bond to some degree. 

It is expected that the Virginia 
bridge procedure will become corn
mercially available in the near future 
as information becomes disseminated. 
Research is continuing at MCV to re
fine and extend its applicability to 
other areas of Dentistry. 
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Asepsis in the Dental Operatory: 
Rationale and Practical Procedures 

Melvin L. Ford, Captain, USAF, DC• 

vVhy should the dental practitioner 
be concerned with obtaining the 
maximum aseptic techniques possible? 

egative arguments include the f~ct 
that the oral cavity is already in

habited by a wide ;ariety of micro
organisms: More import~nt_ly: aseps!s 
is not cost-effective and 1t 1s 1mposs1-
ble to sterilize all the items used in 
dentistry. The above statci:ncnts ~ay 
well be true, but where 1s the hne 
drawn? Most recognize the need of 
sterilizing the dental mirror and ex
plorer, but will deem it unnecessary 
to sterilize burs between patients. 
They will autoclave surgery instru
ments for extractions but resort to 
cold sterilization of scaling instru
ments. 

In the operating room, strict ster
ility cannot always be achieved. How
ever, the general surgeons do not alter 
their technique whether a bowel re
section or a skin graft is being per
formed. Maximum asepsis, even if im
possible, is always attempted. 

Think back to how dentistry was 
practiced fifty years ago. There have 
been advances in the techniques used 

•Dr. Ford, a 1982 graduate of MCV IVCU 
School of Dentistry, recently completed a 
General Practice Residency t/Jroug/J t/Je 
USAF Medical Center located in Scott Illi
nois. His paper pub/is bed in tbis irn,/ was 
one of tbe requirements of tbe residency 
program. A lengtby bibliography is mmilab/e 
011 request to the author. Dr. Ford's present 
address is: 1075 TV. State St., E-205 Redlands 
CA 92373. ' 
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in all aspects and they should keep 
progressing. Ascpsis is· no exception. 
Practitioners and patients are becom
ing more a\\'arc of the need to pro
gress to\\'ard the goal of total asepsis. 

The problem is usually not mani
fested with introducing the patient's 
own microorganisms into a cavity 
preparation or surgery site, but in 
transmitting these microorganisms to 
another patient or to the clinician, i.e., 
cross-infection. Dentists and their 
staffs sec large numbers of patients 
\\'ith opcratorics being used repeat
edly". This large volume and exposure 
to the oral cavity by dental personnel 
increases the probability of exposure 
to pathogenic microorganisms. Ac
cording to Crawford, important bac
terial pathogens include S,treptococcztS 
pyoge11es, "strep throat," Staphy/coc· 
C1LS m1re11s, Treponema, pallid1111'.' 
Neisseria go11orrhoeae, Mycobacter:· 
um t11berc11losis, and coliform bactenn 
which may cause surgical oral wound 
infections. Principal viral pathogens 
include Influenza viruses, Herpes si~-

. s 
plex type I, type II, and Hepat1tl 
viruses A, B.1 

It is sometimes difficult, if not irJ'I' 
possible, to look at a patient and d~
termine if one of the above entitie~ 1~ 

present. Initially an accurate med1cn 
history is essential. In addition to gain· I 
ing information that will avoid corJ'I' 
plications for the patient during treat' I 
ment, additional precautions must. be 
taken for those individuals presenting 



with an infectious disease or history of 

one. Verbal confirmation of the infor

mation provided by the patient's 
health history is necessary. 

The general public is becoming 
more educated and concerned with 

~he problems which may result from 
Inadequate aseptic techniques. In the 

past, patients have not associated the 

source of many infections with a prior 

?cntal appointment because of long 
incubation periods. However these 

patients and the practitioners are be

coming more aware of the problems 
Which may develop. 

. It has been pointed out that in this 

tune of increasing litigation, it be

comes important medico-legally to ob

s~rve the acceptable practices of asep

si~. With regard to hepatitis, the com
bination of the seriousness of the 

?iseasc, the high incidence, the exist

ing knowledge of preventive measures, 

and the current trend of the law, 

someday may result in a judicial de
termination that dentists can be held 

~ia~le for transmitting hepatitis to 
heir patients. However, the fact that 

a_ dentist transmits hepatitis to a pa

tient docs not alone create legal lia

bility. There also must exist some 

negligent behavior on the part of the 

Practitioner. That being the failure to 

exercise the duty of care owed to the 

Patient and wl~ether it is consistent 
I \ • 

tth the standard of care of the pro-

ession or not. It is feasible the courts 

\Vil! impose liability regardless of the 

current practices of the profession, 

~specially if a higher standard of care 

~s Possible and would be in the best 

Interests of the patient. The feasibility 

of a higher standard may cause the 

courts to perceive many commonly 
accepted sterilization and hygienic 

procedures inadequate, and hence neg
ligent. 2 

For the protection of everyone, the 

dentist should voluntarily institute 

precautionary measures before these 

standards are imposed by the courts. 

If sound aseptic techniques are fol
lowed, the chance of transmissibility 

and associated problems are greatly 

reduced. 
The terms disinfection and steriliza

tion need to be -clarified. Sterilization 

is the process by which all forms of 
microbial life, including viruses and 

spores arc destroyed. Disinfection 

eliminates most but not all forms of 

microorganisms. The term "cold steri

lization" is a misnomer describing the 

process of disinfection, but not neces

sarily stcrilization. 3 The ADA Coun
cil ~n Dental Therapeutics has stated 

that previously acceptable chemical 

agents used to disinfect dental and 

surgical instruments, i.e., quaternary 

::tmmonium compounds, are no longer 

effective. As frequently practiced with 
no standards on time of immersion, 

the use of most liquid chemical disin

fectants at room temperature will not 

sterilize instruments. Although there 

are some agents such as 2% glutaralde

hyde and sodium hypochlorite ~hich 

can kill spore forms as well as viruses, 

they are only effective when use~ at 

full strength and there is no practical 

way of routinely testing this. Addi

tionally, sterilization with these agents 

occurs only after several hours of ex

posure which may be impracti~al. in 

a busy practice.'' However, certam m

expensive non-sterilizable instruments 
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such as plastic bite-blocks, radiograph 
positioners, rubber dam frames, etc., 
may well be suited for these chemical 
methods if time and solution concen
tration could be monitored. 66 

Preventing the transmission of di
sease agents or "infection control," is 
the goal of asepsis. There are four 
major aspects of infection control 
procedures in the dental office. These 
are categorized as chairside asepsis, 
laboratory asepsis, the sterilization of 
intraoral instruments, and disinfection 
of operatory surfaces and non-steri
lizable items. 5 Miller points out that 
harmful infections result when the 
number of infecting organisms over
whelms the host's natural resistance. 
Since individual resistance is heavily 
dependent on the host response to the 
pathogen, one must make every effort 
to decrease the number of potential 
pathogens as close to sterility as possi
ble. Host response is variable and un
predictable, therefore all patients 
should be treated as poorly resistant. 0 

HEP A TITIS B VIRUS 

Concerning the subject of infectious 
diseases in dentistry, hepatitis B virus 
(HBV) is the forerunner. Although 
there are many other disease entities 
which may be transmitted, HBV it
self is reason enough to pursue total 
asepsis. However, if all possible pre
cautions are taken to eliminate HBV 
transm1ss10n, prevention of other 
transmissable diseases is also achieved. 
Thus, research of asepsis in dentistry 
has often used HBV as the prototype 
for infectious diseases. 

HBV is important because the prac
ticing dental team is at a greater risk 
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of acqumng this serious disease than 

the general population. Crawford re
ports that HBV causes more death and 
practice disruption in dentistry than 
any other illness, with a mortality rate 
of about 10%.1 The problem lies in 
the broad mode of transmission. There 
is evidence of nonparenteral spread as 
well as parenteral, including saliva.7 ,

8 

There are numerous reports in the 
literature reporting HBV transmissa
bility between dentists and patients. 
With the close contact dentists have 
with oral secretions and blood, most 
will not argue that the incidence of 
HBV transmissability is high in the 
dental setting. A widely accepted 
serologic survey reports 13.6% of 
dentists have acquired HBV. 0 This 
compares to 3.5% of the general 
population. 10 Reports also indicate that 
about 1-2% of dentists and 0.5% of 
the United States general population 
are asymptomatic carriers of HBV.11 

Certain important differences exist 
among the various strains of hepatitis 
virus. Clinical Hepatitis B differs fro!J1 
Hepatitis A in that the incubation 
period usually is longer, the onset 
more gradual, course of the illness 
generally is more severe, and the aver

age mortality rate is significantly 

higher in Hepatitis B. No cross-im

munity or protection has been de!J1· 

onstrated between Hepatitis A and 

HBV. In HBV infections, the paren

teral entry of virus by one means or 

another seems to predominate, ho~

ever infection via the oral route is 

more common than formerly realized, 

Symptoms of HBV include nausea, 

vomiting, fever, malaise, and hyper

bilirubinemia. However, the 111°5t 



prevalent response to HBV is sub

clinical. Results of serum antibody 

surveys indicate that only a small per

centage of infected individuals ever 

develop clinical disease.12 

Two major antigens and their re

spective antibodies are demonstrable 

in HBV infection. The virus surface 

antigen, HBsAg, has been shown to 

be specifically related to HBV infec

tion, and is p~esent not only in serum, 

but also in saliva and semen. HBsAg 

can generally be detected in the serum 

two to eight weeks prior to the ap

pearance of jaundice and persists for 

a month or longer. Some individuals 

may become long-term carriers of 

BBsAg following recovery from 

clinical or subclinical infections. These 

cases often exhibit functional bio

chemical abnormalities indicative of 

chronic liver disease. The other major 

BBV antigen has been designated 

BBV core antigen or HBcAg. The 

complete Hepatitis B virus or Dane 

Particle contains a core component 

\vhich consists of HBcAg and ?nother 

antigenic determinant "E" antigen 

(_BBcAg). Surrounding this is a lipid 

rich envelope containing HBsAg.12 

These specific markers can be de

tected in serum with various serologi

cal tests. Those individuals with no 

BBv serological markers are suscepti

ble to contracting hepatitis. The acute 

Phase of HBV is characterized by the 

appearance of HBsAg, and as men

tioned before, individuals infected 
\ . 
Vith HBV may become carriers. 

~BsAg antibody (HBsAb) forms and 
15 detected about two weeks to two 

~ 0 nths after HBsAg disappears. 

BcAg antibody or HBCAb will be 

detected shortly after onset of clinical 

disease, and individuals who recover 

completely will have detectable levels 

of HBcAb and HBsAb for many years 

(Fig. 1). The presence of HBsAb with 

or without HBcAb is indicative of 

immunity. 13 The identification and 

widespread availability of HBeAg al

lows one to predict the magnitude 

and duration of infectivity of HBsAg 

carriers. The presence of the HBeAg 

in HBsAg carriers indicates the infec

tious virus is present and correlates 

with high infectivity. When HBeAg 

disappears, infectivity is decreasing, 

and when the antibody HBeAb ap

pears, the individual is no longer in-

f ectious. 14 

n important development in re

ducing HBV infections is a Hepatitis 

B vaccine designated Heptavax-B• by 

the manufacturer. This vaccine, iso

lated from HBV carriers by purfica

tion of the HBsAg rendering it free 

of whole infectious virus has been 

found highly safe and effective. 15 This 

exogenously administered HBsAg in 

the form of vaccine leads to antibody 

formation. 11 It has been strongly 

recommended that HBV susceptible 

persons receive the Hepatitis B vac

cine. Of all the health care fields, den

tists, oral surgeons, and dental hygien

ists arc perhaps the highest risks of 

HBV infection. 16 

Additionally, the possible spread of 

HBV through blood or saliva which 

are constantly encountered in the den

tal operatory indicates that all in.5:ru

ments which can withstand stenhza-

• H eptavax-B, Merck, Sharp and Dohrne 
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tion by heat methods should be 
sterilized between patients. Rothstein 
and Goldman believe this will at least 
insure the destruction of HBV on 
these surfaces and decrease the chances 
of cross contamination significantly. 
For instruments and surfaces that can
not be heat sterilized, certain disin
fectants such as 2.0% glutaraldehyde 
(Cidex) 0 or 1.0% hypochlorite have 
been shown to be virucidal if used 
properly. Fresh solutions and suffic_ient 
exposure time must be used. Cidex 
requires ten hours while hypochlo~·ite 
only takes thirty minutes, thus makmg 
it ~1ore practical. A disadvantage is 
that hypochlorite corrodes metal and 
thus limits its use. There is a need for 
the development of practical and ef
fective chemical disinfectants that are 
virucidal, in the meantime the above 
must be used with the proper exposure 
time wherever possible to insure the 
inactivation of HBV. 11 

Remaining Pertinent Pathogens: 
In addition to the common every

day transmissible diseases which in
clude coryza and influenza, there are 
other pathogens which may cause sig
nificant problems to both the dental 
staff and patient. Herpes Simplex is 
very common and contact may lead 
to respiratory, finger, skin, and eye 
infections for the dentist. Epidemio
logically, Herpes Simplex has been 
shown to be related to socioeconomic 
status; lower classes having a higher 
prevalence. Thus, the type patient one 
may see would vary the risks of con
tact. 18 Studies also indicate that the 

**Surgikos Inc., Arlington, TX 
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prevalence of herpes simplex virus in
creases with age.in 

Stern and others recognized that 
primary herpetic infections could oc
cur on the fingers of adults. 20 These 
lesions, termed Herpetic Whitlow, are 
deep infections which may result from 
contaminated punctures. The wound 
appears to heal after a few days of 
pain, but a week later this area be
comes inflamed, painful, and develops 
small vesicles and bullae. Lymphaden
opathy and fever can be present. After 
healing, recurrence is possible. Care 
must be taken not to spread the dis
ease to other parts of the body, es
pecially the eyes. Herpetic Kerato
con junctivitis is a potentially serious 
eye infection which may lead to visual 
impairment or blindne;s. Primary le
sions occur on the eyelid and recur
rent lesions arc confined to the cornea 

as ulcers. 22 A recent survey showed 
that although the frequency of herpes 
labialis and herpes infection of the eye 
were lower in dentists than in a con
trol population, Hcrpctic Whitlow 
was more frcquent. 23 

Hartman and others report that 
gonorrhea is the most common of the 

vcneral diseases. This highly con

tagious disease is not limited to the 

urogenital tract. Extragenital compli

cations may include arthritis, and 

other sites i~clude the oral cavity and 

pharyngeal regions. Although in the 

oro-pharyngcal area the tonsils and 

pharynyx are the most frequent site, 

the lips, gingiva and tongue may be 

involved. Awareness of this disease is 

important for the dentist because of 

the possibility for infection and cross 

contamination to other patients. 22 



Syphilis has become the third most 

common reported veneral disease. It 

is highly contagious in its primary 

(chancre) and secondary ( mucous 

patches) stages due to the large 

amounts of Treponema pallidum in its 

lesi?ns. It can be in an infectious stage 

while presenting with no signs or 

symptoms. 22 The incidence of acci

dent~lly acqu_ired syphilis is higher in 

dentists than 111 any other professional 

group due to the amount of direct 

contact which is its mode of trans
mission. 24 

Other diseases include tuberculosis 

_(Mycobacteriwn tuberculosis) which 

is a predominantly air-borne disease 

Which may be readily transferred 

from an infected patient in aerosols 

created by operative procedures in the 

dental setting. 22 It is estimated that 

each year a dentist will see at least one 

unknown tuberculosis patient which 

ap~roximates to one in every 1500 

~at1ents. 2 ~ Thus all possible precau

tions should be taken to control 
aerosols. 

Ce~tain skin infections due to fungi 

(particularly Cardida albicans) may 

affect dental personnel. These organ

isms are normal inhabitants of the oral 

cavity and may grow well in a moist 
en· V1ronment such as wet nail beds or 
hand 2° p • I • s. • at1ents w 10 are 1mmunosup-

pressed or receiving antibiotic therapy 

a_rc at a higher risk, and this informa

tion is readily available from the medi

cal health history. Other skin diseases 

such as head lice (Pediculus lnmzanus 

c_apitis), scabies ( Sarcoptes scabiti), 

ringworm (Microsporum audouini), 
and • • 
sh unpet1go (Staphylcoccus aureus) 

ould be recognized and indicate 

cleaning the dental chair between pa

tients. Disposable head rest covers 

should also be used. 26 

CHAIRSIDE ASEPSIS 

Infectious disease can be spread by 

other means besides the obvious route 

of cross contamination due to direct 

contact with blood, saliva or mucosa. 

Infectious particles located in dental 

aerosols created by operative proce

dures can be inhaled by the dental 

staff. Clothing, skin surfaces, equip

ment and cabinet surfaces are exposed 

to the aerosols and droplet deposition 

(splatter), and are subject to contami

nation. 2 1 In terms of man-hours lost 

due to illness; the common cold; viral 

respiratory diseases, tuberculosis and 

miscellaneous airborne diseases consti

tute the greatest public health prob
lems. 28 

Most of these particles are bacterial 

in nature and may range from 0.5 to 

l O micrometers in diameter. At this 

size they can penetrate to the terminal 

portions of the lung where they can 

produce a harmful, cumulative effect 

over an extended period of time. 29 

Particles which are not inhaled can 

remain suspended in the air for periods 

up to six weeks. 22 

There is evidence, however, that 

dental aerosols may not be as directly 

implicated in the transmission of all 

viral infections as previously thought. 

Studies suggest that transmission of 

HBV in the dental setting is more 

likely to occur through contact with 

contaminated surfaces than by aero

sols. 8° There also have been no re

ports of widespread infection prob

lems of dental personnel as a result of 
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inhaling pathogens aerosolized and 
splattered from the oral cavities. In 
fact, dentists may exhibit an immunity 
to the typical low grade pathogens 
because of the diffuse nature of ex
posure. 31 However, this is a viable 
source of contamination, and with a 
few precautions can be reduced or 
eliminated. 

Simple practical methods can con
trol these aerosols and splatter without 
decreasing the quality of dentistry; on 
the contrary, these precautions may 
increase the quality of care. Common 
sense dictates not to perform elective 
dental treatment for a patient suffer
ing from a respiratory infection or 
other contagious disease. Before an 
operation is started, have patients rinse 
their mouths with a germicidal mouth
wash. A 90% reduction in pathogens 
is possible.32 Use of the rubber dam to 
isolate the mouth from the teeth being 
treated results in a 99% reduction in 
infectious aerosols produced. 33 Effi
cient face masks provide some protec
tion from inhalation or ingestion of 
larger aerosol particles and protect the 
patient from any respiratory infection 
the patient may have. 34 Additionally, 
to decrease aerosol production created 
with the use of high speed rotary in
struments, employment of the high 
speed suction provides a 99% reduc
tion. 28 

Through aerosols and splatter, in
fectious particles may be transmitted 
from the oral cavity to the eyes. Of 
particular concern are the herpes vi
ruses and Staphylcoccus aureus. To 
prevent infection and injury to ocular 
tissue, protective eyewear for both 
the dental team and patient should be 
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utilized. If safety glasses are used, they 
should be fracture-proof or shatter 
resistant. Side shields will offer added 
protection. 35 

A frequently unrecognized potential 
danger is microbial contamination of 
the water system in dental units and 
accessories. Apparently, there are two 
possible sources of the contamination; 
normally occurring aquatic types of 
bacteria, and microorganisms found in 
saliva. Studies on bacterial coloniza
tion of dental units have reported con
centrations of microorganisms in water 
samples from air-turbine handpieces 
and air-water syringes. 30 Gross and 

• I 

others found that water samples from 
ultrasonic scalers, high speed hand
pieces and water syringe lines con
tained microbial concentrations of up 
to 2.6 million, 3. 3 million, and 190,000 
colony forming units (cfu) per ml 
respectively. A survey of water sup
plies in private dental offices found 
them to be unfit for human use by 1 

the United States Army's limits of 
potability of 500 cfu/ml. The organ
isms found were primarily oral strep
tococci and enterococci. 37 

Many dental units contain water 
retraction valves that create a negative 
pressure in the water line to prevent 
drippage when the rheostat is re
leased. These valves can draw water 
back into the line for a short distance. 
If this occurs intraorally, it may be 
possible to aspirate microorganisms 
that are found in saliva into the water 
line, where they may multiply and be 
passed to other patients. Problems 
would occur in situations where pa
tients have entities such as upper ' 
respiratory infections, hepatitis, or ru-



berculosis. 21 As with all types of con
tamination, debilitated and compro
mised patients may incur more of a 
risk, especially during surgical pro
cedures. 38 

Although there has been concern 
for the production of bacteremias in 
patients where contaminated water 
has been forced into gingival crevices 
or surgery sites, a recent study found 
that waterborne microorganisms did 
not contribute significantly to the in
cidence of bacteremias following ul
trasonic root preparation using tap 
Water versus sterile water. 39 It must 
be remembered, however, that this was 
only one source of tap water, and 
other supplies may not yield similar 
results. 

Gross and others showed that flush
ing water lines for two minutes re
duces microbial levels, but complete 
elimination was not achieved. Thus, 
they recommend flushing dental units 
and accessories in excess of two min
utes prior to the start of daily proce
dures. Also, modification of dental 
Unit water line design is needed to de
crease contamination for the patient. 37 

Miller and Palenik suggests that the 
type of patient contact a dentist un
dergoes daily demands proper and fre
quent handwashing. The dentist's skin 
flora can be categorized as resident or 
transient (host or foreign). Most resi

dent flora is on superficial skin layers, 
but some can be found deeper. These 
deeper microbes must be inactivated 

by an antiseptic as they cannot be re
moved by soap. The orally obtained 
transient flora can also be removed by 

h~ndwashing. Removal of these micro
bial contaminates from the hands is 

heavily based on mechanical action 
and not the presence of the active 
agent. A liquid-type soap/antiseptic 
should be used and not soap bars.40 

Common sense dictates washing dili
gently at the beginning of the day and 
then in-between each patient. 

The fingernail area seems most diffi
cult to maintain in a hygienic state. 
Studies have shown that various scrub 
methods do not reduce bacterial 
counts under the fingernails to accept
able levels.41 The configuration of the 
fingernail encourages minute breaks in 
the epidermis, and the undernail area 
offers a potential site for the entrap
ment of infected material from pa
tients.42 The utilization of gloves 
would solve this problem. Many argue 
against the routine use of gloves be
cause they interfere with manual dex
terity, and this may hold true with 
certain areas, i.e., endodontic proce
dures. However, many surgery spe
cialties utilize gloves even during 
comparably delicate procedures. 

A recent study by Allen and others 
demonstrated that trauma to the hands 
of dental practitioners occurs fre
quently, and that visual inspect!on w~ll 
not disclose all breaks in the ep1derrrus. 
Also shown was that the trauma oc
curs more frequently near fingernails 
with a high incidence of impa~ted 
occult blood which may be retamed 
for five or more days.42 This is a viable 

mechanism for transmission of blood

borne infections such as HBV. 
Many strongly recommend the rou

tine use of gloves to protect the dent~l 
staff and patient from cross-contami
nation of unknown sources. However, 
it is up to the discretion of the dentist 
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whether or not certain procedures can 
be performed efficiently. It must be 
kept in mind that asepsis is not an all 
or none phenomenon, but that if 
gloves can be worn some of the time 
. . ' 
it is better than none at all. This 
author recommends that one pair of 
glo~es be utilized during a block of 
patients for routine dental work, 
washing between each patient. 

It has been pointed out that proper 
clinical asepsis must extend outside 
the actual dental treatment area. 
Ch:ms and other paperwork often 
pass back and forth between the re
ception office and operatory. These 
records may be contaminated by im
proper handling and then return~d for 
filing. The staff can soil areas through
out the office which in turn serve as 
~eservoirs ~or path_ogenic microorgan
isms. Dentists, while treating patients 
may improperly open a drawer, ad
just a light, or straighten glasses on 
their face. Saliva and blood can be 
direct~y placed on these surfaces. By 
reducing the number of items touched 
(including paperwork and radio
graphs) during a procedure, the 
chance of cross-infection will be re
duced. 43 

Radiographs are often taken to the 
developing room covered with oral 
secretions and laid on top of the 
processing machine. This area should 
be disinfected and cleaned similar to 

the _opera~ory. Simple handling pre
cautions, mcluding wiping the film 
dry with disposable towels can easily 
be accomplished if the film packet is 
constructed of plastic. Some intraoral 
film packets are constructed of paper; 
they absorb saliva and this can lead to 
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cross contamination in the processing 
area. 44 

LABOR TORY ASEPSIS 

The chnnccs of cross-infection ex
tends also into the dental laboratory. 
In prosthodontic procedures, several 
mat~rials, instruments, and pieces of 
cqrnpment arc used which cannot be 
sterilized. A potential for bacterial 
cross-contamination between the den
tal opcratory7 and the prosthetic lab
oratory has been established, consti
tuting a potential health hazard.' 15 

Prost_hctic appliances (including im
pressions) arc routinely removed and 
reseated during treatment and then 
may be sent to commercial labora
tories contaminated with microbial 
pl~quc and/or the patients' blood and 
sahva:' 0 ,vakeficld demonstrated the 
con:amination process by sending ten 
sr_enle fractured complete dentures co 
different dental laboratories for repair. 
Upon return, nine were found to be 
con::m1in~ted with potentially patho
genic microorganisms." 7 Kahn and 
others demonstrated the carry-over of 
oral flora from a contaminated denture 
to a sterile denture by the polishing 
:vheel and pumice. Polishing dentures 
ll1 succession without regard to sterile 
technique may result in the transfer of 
such pathoge;1s as Streptococcus, spi
rochetes, Neisseria, Mycobactesht111 
tuberculosis, influenza virus, HBV, or 
fungi to one or more patients.4 8 'fhe 
possible sources of contamination for 
pumice at the laboratory lathe include 
adjusted and repaired dentures, direct 
contact by the technicians aerosols 
and conta~ination in the ta~ water.
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Means of reducing laboratory con-



tamin~tio_n include scrubbing appli
ances m 10dophor detergent or a0Cl 
af~er removal from the patient, and 
pnor to delivery.40 In an infectious 
~ase, the materials may be immersed 
in 2% glutaraldchydc for sterilization. 
However, certain impression materials 
such as Impregum, are not suitable 
for use with aqueous sterilization 
procedures. 50 

It has been shown that the use of 
St • 1 en c pumice and rag wheels pro-
du • ·n ces a stg111 cant reduction in bac-
terial cross-contamination_4o This may 
not be very practical for routine use 
alt! I • ' ' 1.0 :1g 1 lt may be advantageous to 
Sterilize the pumice and rag wheel 
for any known communicable disease 
case. The rag wheel can be periodi
cally sterilized to diminish the bac
terial load that may accumulate during 
polishing proccd~res, fresh pumice 
Used d ·1 d h • . at Y, an t c pumice pan cleaned 
\Vtth a chemical disinfectant.4s Other 
recom d • • men anons mcludc using vac-
uum • • I 
1 

suction wit 1 a velocity of at 

I
CaSt ZOO feet per minute at the dental 
athc • 1 • • • ' us111g a p ex1glass shield to 111-
tcr . h cept splatter particles, and placing 
t e lath c so that its splatter is directed 
toward a wall. 51 It has also been shown 
that • • . ' mixing a chemical disinfectant, 
tnste d f • a o water with the pumice to 
l11ake th 1· h. • c po 1s mg medmm may be 
~dv_antagcous.52 Fisher and others have ts1gned a hood for the dental lathe 
~1at greatly reduces contamination 
tom th • 1· h. tl e pumice po 1s mg area. 53 

h
0 ':'ever, if the impressions and pros

t et1 d • c ev1ces are properly cleaned 
and d •. 1smfccted before polishing or 
any 1 · ot 1er procedure most of the con-
cer ' 11 about the dental lathe would 

sec~ un:varranted, except possibly for 
an 111fcct10us case. 

STERlLIZATIO FOR 
INTRA-ORAL INSTRUMENTS 

Keeping in mind the definition of 
sterilization, there arc various methods 
to accomplish this. However, all prac
tical ~cthods ca~ be over-challenged 
by soiled or heavily contaminated ma
terials."' The presence of saliva, blood, 
dental materials,.lubricants, or skin oil 
on instruments greatly reduces the 
cff cctiveness of any stcri lization proc
ess. Thus all dental instruments must 
be thoroughly cleaned before under
going sterilization. "5 

It is recommended that a prelimi
nary cleaning begin immediately after 
the dismiss:.11 of the patient. Miller and 
Palenik suggest immersing instruments 
in a trisodium phosphate solution. An 
isopropyl alcohol wipe should be used 
on aluminum items. This should be 
followed by a manual scrubbing in 
warm water with an alkaline, low 
sudsing detergent utilizing cleaning 
brushes. The ultrasonic cleaner is the 
superior choice. It reduces labor costs, 
is more cost effective, and minimizes 
exposure of the staff to pathogens in 
aerosols created by scrubbing. 55 The 
instruments must then be thoroughly 
dried. Carbon steel instruments may 
rust, opposed to stainless steel. With 
the instruments cleaned and dried, 
they are ready for sterilization. 

There are four effective methods of 
sterilization which can be easily con
trolled and verified in office use. These 
are the steam autoclave, unsaturated 
chemical vapor sterilizer (Chemi-
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clave),• dry heat oven, and ethylene 
oxide gas sterilizer. These all differ in 
methods and there are certain advan
tages and disadvantages, but they all 
accomplish microbial death. 5 Refer to 
Table I for a description of each 
method. Proper wrapping of either 
bulk or prearranged groups of instru
ments prior to sterilization is neces
sary to prevent post-sterilization con
tamination, as will be discussed later. 
The sterility of unwrapped instru
ments can be compromised by the 
settling of airborne microorganisms 
and dust particles. 56 

Regardless of the type of sterilizer 
used, there can be many unpredictable 
flaws in the sterilization process. Hu
man error, improper packaging or 
wrapping procedures, oversized packs, 
overloading of the sterilizer, and ster
ilizer malfunctions can prevent ster
ilization from occurring. Thus it is 
necessary to routinely monitor ster
ilization procedures. 57 The need to 
verify instrument sterilization was 
demonstrated in a study which 
showed that autoclaving procedures 
performed in one out of three private 
dental offices were not achieving 
sterilization. 58 

There are two types of monitoring 
systems. Biological systems (spore 
tests) determine if the sterilizing pro
cedure used actually kills benign bac
terial spores. Bacillus stearothermo
philus or Bacillus subtilus are used on 
strips or in vials to be run through the 
system, and then incubated to see if 
the spores were killed. 5° Chemical test 
systems utilize heat-sensitive chemicals 

*Chemic/ave, MDT Corporation Gardena 
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which change color rapidly after cer
tain temperatures have been reached. 
These do not indicate sterility, but 
serve only as markers to identify items 
which have been processed. 57 Hospi
tals are required for accreditation pur
poses to use spore tests once a week; 
however the average dental office ster
ilizer can be tested a minimum of once 
a month, if other types of indicators 
(chemical) are used routinely. 60 When 
using the spore strip or chemical in
dicator strip internally, it should be 
placed in the "most demanding pack," 
or in the center of the sterilizer cham
ber. 51 

As mentioned earlier, unwrapped, 
loose instruments may become con
taminted. Paper wrapped, bagged, or 
cloth wrapped packages will have a 
shelf life of one month after proper 
sterilization. If processed in heat
sealed plastic bags, instruments will 
remain sterile for up to six months. 61 

For better efficiency, dental instru
ments should be wr~pped and steri
lized in functional sets. They can be 
opened prior to the procedure onto 
a sterile cloth, which can be packaged 
within the kit, or serve as an outer 
wrap. This decreases having to search 
for instruments in drawers and risking 
cross-contamination. 

A weak link in the infection chain, 

as always pointed out, is the den~al 
high-speed handpiece. This is the chief 
perpetrator in producing aerosols, yet 
older models cannot be effectively 
sterilized. Subsequently many will sa}' 
that aseptic control in the dental op· 
eratory is unattainable. It must be re· 
membered that asepsis is not all ~r 
none, and that if there are flaws 111 



our procedures, we must concentrate 

on the other attainable aseptic tech
niques and try to alleviate potential 

problems that the weak links may 
cause. 

Manufacturers have been trying to 

produce an autoclavable handpiece, 

and there are some on the market. A 

recent study evaluating some of these 

found that a standard autoclave pro

cedure would effectively sterilize the 

handpieces, but that a deterioration of 

speed was evident over a simulated 

three month period. 62 An autoclavable 

handpiece in which the performance 

is not affected, and that is simple to 

prepare for sterilization, must be en
couraged. This would be a major 

breakthrough in dental asepsis. 
Besides the handpiece, there are 

other non-sterilizable items, including 

operatory surfaces. Disinfection may 

be the best method of asepsis available 

for these surfaces. It is important to 
use a disinfectant that is virucidal for 

BBV, and will also eliminate bacterial 

spores. 11 It would be desirable to have 

flat surface areas, and avoid coverings 

Which are porous, stippled or sculp
tured. Equipment to be cleaned in

clude all operative equipment (lights, 

three way syringes), auxiliary equip

ment (x-ray machine), cabinets, fix

tures, and heavily contaminated sur

faces which include sinks and 
cuspidors. os 

Some desirable qualities of disinf ec

tants are presented by Miller and 

Palenik. These include nontoxicity to 

human tissue, readily kills all patho

genic microorganisms, nondestructive 

to materials being treated, stable, rea

sonable shelf-life, and relatively inex-

pensive.0
• A list of disinfectants and 

pertinent information is found in Ta
ble II. A convenient method to disin

fect surfaces is to use 5% iodophor 
diluted in 70% isopropyl alcohol, and 
this has been shown to be an effective 

surface disinfectant. 65 It should be re

emphasized that quaternary ammo

nium compounds are not acceptable 

for disinfection of instruments and 

environmental surfaces in dentistry. 4 

SUMMARY A 1D CONCLUSION 

In summary, the goals of dental 

asepsis need to be always kept in mind. 

There is no reason in neglecting to 

obtain a medical health history to 

screen out possible infectious cases. 

This substantially reduces the risks of 

cross-contamination. Items that make 

direct contact with the patient's mu

cous membrane, saliva, or blood 

should be disposable whenever pos
sible. Nondisposable critical items 

must be sterilized between patients. 

For non-sterilizable critical items, dis

infection between patients is the mini

mally acceptable alternative. Items 
that do not come in direct contact 

with the patient require periodic dis

infection; daily is feasible. Based upon 
the evidence presented, the air/water 

syringe and high-speed han~piece 
should be flushed for two mmutes 
each day to reduce contaminati?n. 

Proper chairside aseptic procedur~s m
clude reducing the number of items 
touched during an appointment and 

using disposable coverings when~v~r 

possible. In the lab~rat?ry, aseps1s _is 

very difficult to mamtam. The ~~am 
of infection must be broken at cnt1cal 

points in the handling of prostheses 
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whenever possible. It is practical to 
utilize the ragwheel and pumice tech
niques as described. Prostheses that 
have come in contact with the pa
tient's oral cavity can easily be dis
infected. 

This paper has attempted to ration
alize and describe the procedures to 
provide dental asepsis. Cross-contami
nation and the spread of disease can 
be problems; but if a few precautions 
are taken, and common sense prevails, 
these problems are decreased. At this 
time, it is largely up to the discretion 
of the dental practitioner to what ex-
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tremes one must take to attain the 
goal of total asepsis; however, in the 
future, as consumers become educated 
and certain groups begin to dictate 
new policies, procedures described in 
this paper may become standards that 
all must follow. In most health pro
viding clinics, including hospitals, it 
is already mandatory. Although the 
field of dentistry sometimes lags be
hind other specialties, which has been 
true in the subject of asepsis, it can 
also make strides to further improve 
clinical conditions for all health pro
viders. 
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TABLE I· ACCEPTABLE METHODS OF STERILIZATIONS 

STANDARD DISADVANTAGES PACKAGING 
METHOD CONDITIONS ADVANTAGES PRECAUTIONS MATERIALS 

Do not use closed non- Paper 
STEAM 20 min at 2S0°F Time efficient porus containers. May Muslin 
AUTOCLAVE 15 psi Penetrates damage plastic & rubber Nylon bags 

large packs i terns. Nonstainless Open 
Sterilizes steel items corrode. containers 
liquids Relatively small capacity 

per cost. Use distilled 
water to reduce deposits. 

Do not use closed non- Paper bags 
UNSATU- 20 min at 2700F Time efficient porous containers. Open 
RATED Does not Cannot sterilize liquids containers 
CHEMICAL corrode May damage plastic and Unwrapped 
VAPOR instruments rubber items. Instru-

Items are dry men ts should be pre-dried. 
after cycle Must use special chemical 

solution. Relatively 
small capacity per cost. 
Ventilation must be 
adequate. 

Does not Longer sterilization Aluminum 
DRY HEAT 2 hr at 320°F corrode time needed. Cannot foil 
OVEN 1 hr at 340oF instruments sterilize liquids. May Paper 

Can use damage plastic and rubber Some cloths 
closed non- items. May char some Open or 
porous con- paper products. Instru- closed 
tainers ments should be pre- containers 
Items are dried. Can be opened 
dry after during cycle. 
cycle 
Relatively 
large capacity 
per cost 

Plastic and rubber items Paper 
ETHYLENE 3 to 12 hr Safe for must be aerated after Nylon bags OXIDE 145op to 72op most heat- cycle for 16 hr to 7 Open GAS sensitive days. Larger models are containers 

i terns. expensive. Ventilation 
Relatively must be adequate 
large capacity 
per cost 
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TABLE II: BIOCIDAL ACTIVITY OF VARIOUS CHEMICAL DISINFECTANTS 64 

Chemical 

Recommended for surfaces in dentistry 

Formaldehyde, 3% aqueous 
Formaldehyde, 8% aqueous 
Formaldehyde, 8% in 70% alcohol 

Glutaraldehyde, 2% alkaline aqueous 
Chlorine compounds, 1% available 

chlorine 
(commercial bleach diluted 1:5) 

Iodophors, 1% available iodine 

Not recommended for surfaces in dentistry 

Alcohols 
Isopropanol, 90% 
Ethanol, 70% 

Phenolics, 1% to 3% 

Quaternary ammonium compounds 

~ * In the absence of gross organic soil. 

Exposure 
time 

~ 30 min 
10 hr 
10 hr 

~ 30 min 
10 hr 

~ 30 min 

~ 30 min 

Activity levels possible 
Low Intermediate lli_2h 

--- XXX 
--- --- XXX 
--- --- XXX 

--- XXX 
--- --- XXX 
--- XXX 

--- XXX 

XXX 

XXX 

XXX 



GUIDELINES FOR PERIODONTAL THERAPY* 

The mcrican Academy of Pcrio
dontology offers the following Guide
lines for Periodontal Therapy. These 
Guidelines arc intended to fulfill the 

cadcmy's obligation to the public 
and to the dental profession to set 
forth the clinical objectives in perio
dontal therapy. They are designed, 
moreover, to give guidance to state 
legislatures and agencies which regu
late the practice of periodontology. 

These Guidelines should be con
sidered in their entirety and arc, of 
course, voluntar:v. It should be recog
nized that adherence to the Guidelines 
will not obviate all complications or 
post-care problems in periodontal 
therapy. Further, these Guidelines 
should not be deemed inclusive of all 
methods of care or exclusive of meth
ods of care reasonably directed to ob
taining the same results. 

Research has provided irrefutable 
evidence that chronic inflammatory 
periodontal disease is a treatable dis
ease. The great majority of patients 
can retain their dentitions over their 
natural lifetime with thorough treat
ment, reasonable plaque control and 
continuing maintenance care. There 
are rare situations when traditional 
therapy is not effective in arresting 
the disease. In these instances the pro
gression of the disease may be slowed 
but ultimately the teeth will be lost. 

The ultimate judgment regarding 
the propriety of any specific pro-

•September, 1983, The American Academy 
of Periodontology 
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cedurc must be made by the practi
tioner in light of all the circumstances 
presented by the individual patient. 

I. Introduction 

Periodontics is that branch of den
tistry' which deals with the diagnosis, 
treatment and prevention of patho
logic conditions affecting the root, 
and the supporting and surrounding 
tissues of the teeth: the gingiva, the 
periodontal ligament and the alveolar 
bone. The goal of periodontal therapy 
is to preserve the natural dentition in 
health and comfortable function. The 
currently accepted clinical signs of a 
healthy periodontium include the ab
sence of redness, swelling, bleeding, 
exudate, and a maintenance of the 
functional periodontal attachment over 
a period of time. 

II. Recog11itio11, Diagnosis, and 
Plan11i11g for tbe Treat111ent of 
Period omal Diseases 

All patients should receive a thor
ough, systematic periodontal examina
tion. This should include a medical 
and dental history, and a clinical and 
radiographic cxa~ination. The fo]loW· 
ing information is essential in develop
ing a diagnosis of periodontal heal:h, 
gingivitis ( case Type I), early perio
dontitis (case Type II), moderate 
periodontitis ( case Type III) or ad
vanced periodontitis ( case Type IV)• 

1) Gross periodontal pathosis -
evaluation of the topography of the 
gingiva and related structures. 



2) The existence and degree of 
gingival inflammation. 

3) Periodontal probing depth in 
order to assess the attachment level 
and to provide information on the 
health of the subgingival area, e.g., 
presence of bleeding, purulent exu
date, periodontal pockets. 

4) Presence and distribution of 
bacterial plaque and calculus. 

5) Condition of tooth proximal 
contact relationships. 

6) Degree of mobility of teeth. 
7) Presence of malocclusion. 
8) Condition of existing dental re

storations and prosthetic appliances. 
9) Interpretation of a satisfactory 

number of diagnostic quality periapi
cal and bitewing radiographs. 

The diagnosis is used to develop a 
logical plan of treatment in order to 
eliminate or alleviate the signs and 
symptoms of periodontal diseases, and 
thereby prevent or slow further de
structive changes. The treatment plan 
should be used to establish the meth
ods and sequence of delivering appro
priate periodontal treatment, and an 
estimate of both the short and long 
term prognoses. The plan should 
include: 

1) The periodontal procedures to 
be performed. 

2) Treatment that may be per
formed by others, e.g., endodontic 
therapy. 

3) Provision for reevaluation dur
ing and after active periodontal ther
apy. 

4) consideration of adjunctive 
restorative and prosthetic treatment. 

5) A recall program of Supportive 

Periodontal Treatment for Type III 
and Type IV cases. 

III. Informed Consent and 
Patient Records 

The patient should be given the 
following information: 

1) The diagnosis, proposed therapy, 
any reasonable alternative treatment, 
:ind the prognosis with and without 
proposed therapy. 

2) Recommendations for treatment 
to be performed by other dentists or 
physicians. 

3) The reasonably foreseeable in
herent risks associated with treatment, 
including failures and the ultimate loss 
of teeth in a small percentage of cases 
despite treatment. 

4) After active therapy, the need 
for supportive periodontal treatment 
due to the episodic and recurrent na
ture of periodontal disease. 

Adequate records are essential, 
starting with the initial examination 
:ind continuing for as long as the pa
tient is under care. 

IV. Treatment Procedures 

In periodontics, a whole range of 
therapy exists. o one treatment ap
proach can provide the only mean~ of 
treating any one, or all, of the diag
nostic case types. Further, one treat
ment plan may be appropri~te for one 
section of the mouth, while another 
therapeutic approach is more suitable 
elsewhere. 

In addition to the diagnostic pro
cedures listed previously, all plans for 
active treatment should include: 
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1) Training for the patient in daily 
personal dental care. 

2) Removal of supragingival and 
accessible subgingival calculus by per
iodontal scaling. Root surface irregu
larities and root surfaces altered by 
periodontal pathosis are treated by the 
comprehensive service of periodontal 
root planing. In some instances, these 
procedures may be incorporated in 
surgical treatment. 

3) Finishing procedures which in
clude post treatment evaluation, and 
review and reinforcement of personal 
daily dental care. 

The following are courses of treat
ment that may be indicated in addition 
to the above outlined procedures. 

I) Pocket reduction: These pro
cedures are designed to reduce or 
eliminate periodontal pockets and cre
ate an acceptable gingival form: 

a. Soft tissue: gingivectomy, various 
flap procedures 

b. Osseous tissue: ostectomy, os
teoplasty 

c. Dental tissue: root resection and 
odontoplasty 

2) Grafting procedures: 
a. Soft tissue defects: pedicle grafts, 

free grafts 
b. Osseous tissue defects: various 

types of grafts and regenerative pro
cedures 

(The above procedures are performed 
to maximally reduce pathological gin
gival defects, to establish a physiologic 
gingival form, and to correct deformi
ties of the alveolar bone.) 

3) Occlusal therapy where indi
cated: minor tooth movement, occlu-
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sal adjustment, and devices to reduce 
occlusal traumatism. 

V. Supportive Periodontal Treatment 

Upon completion of active perio
dontal treatment, follow-up suppor
tive periodontal treatment visits should 
include: 

1) Update of medical and dental 
history. 

2) Evaluation of current periodon
tal health status. 

3) Assessment of the patient's bac
terial plaque control effectiveness, and 
reinstruction where needed. 

4) Elimination or mitigation of new 
or persistent etiologic factors by per
iodontal scaling, periodontal root plan
ing as needed, and polishing pro
cedures. 

5) New or refractory areas of per
iodontal pathosis are considered for 
treatment, or the regular interval 
scheduling of supportive periodontal 
treatment is continued. 

The patient should be kept informed 
of: 

I) Areas of persistent, recurrent, or 
new periodontal disease. 

2) Changes in prognosis. 
3) Advisability of further active 

periodontal treatment. 

VI. Factors Modifying Results 

The results of periodontal treatment 
may be adversely affected by circurn
stances beyond the control of the den~ 
tist. Examples include certain medical 
diseases, inadequate plaque control ?Y 
the patient, unknown or undeterrnin~ 



able etiologic factors which current 
therapy has not controlled, pulpalper
iodontal problems, inability or failure 
of the patient to follow the suggested 
treatment or supportive program, and 
uncorrectable anatomic or iatrogenic 
factors. 

The goals of periodontal therapy 
may be occasionally compromised 
when a patient refuses to have hope
less teeth extracted, or when a prac
titioner elects to temporarily retain a 
hopeless tooth that is serving as an 
abutment for a fixed or removable 
prosthesis or maintaining vertical di
mension during active periodontal 
therapy. 

A patient who is unable or unwilling 
to undergo comprehensive periodontal 
therapy or a medically compromised 
patient serve as two examples of indi
viduals that may best be treated with 
a limited therapeutic program equiva
lent to supportive periodontal treat
ment. 

VII. Evaluation of Therapy 

Upon completion of the planned 
active treatment, records and a clin
ical assessment of the patient should 
reveal: 

I) The patient has been counseled 

on why they should and shown how 
they can perform an effective daily 
personal treatment program. 

2) Procedures generally accepted as 
therapeutic have been performed to 
arrest the progress of the periodontal 
disease. 

3) Periodontal root planing has left 
subgingival root surfaces without clin
ically detectable calculus deposits or 
rough areas. 

4) Physiologic gingival crevices are 
without blood or exudate upon light 
probing and, ideally, can be main
tained in health by daily patient care 
and the periodic professional service 
of supportive periodontal treatment 
procedures. The morphology of perio
dontal defects and anatomic and cos
metic limitations may preclude achiev
ing such optimal results. 

5) A recommendation for the cor
rection of any tooth form, restora
tion, or prosthesis considered con
tributing to the periodontal disease 
process. 

6) An appropriate recall program 
has been recommended to the patient 
for follow-up supportive periodontal 
treatment and is specific for their cir
cumstances. The patient has been in
formed that a recall program is essen
tial to the future or long term control 
of their periodontal disease. 
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MCV NEWS 
R. F. Barnes, D.D.S. Associate Editor 

The School of Dentistry had its Annual Homecoming at the Hyatt in Rich

mond on April 6th through the 8th and from all reports the MCV Alumni 
Association, MCV Foundation, and MCV Office of Continuing Education did 
another outstanding job in getting everyone together for fun, fellowship, and , 
continuing education. 

Doctors Hymann, Laskin and Sarantos are to be commended for their ex
cellent presentations during the lectures given Saturday and the various class 
organizers did a great job in preparing the social events of homecoming for 
Friday evening. Some statistics that may be of interest to you: over two-hun
dred and fifty people attended the various Friday evening social events honor
ing the classes of 1979 back to 1934. Dr. Vernon Tillar of Emporia, Virginia 
was honored as representing the Class of 1934; the Class of 1979 had the most 
alumni returning followed by the Class of 1964 and 1959. 

We at MCV appreciate the continued interest and support of our alumni; 
without that support our jobs here would be much tougher. We are looking 
forward to seeing you all next year at our Homecoming '85. 
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A MESSAGE 

to 

DENTAL STUDENTS AND SOME PRACTITIONERS 

. PEOPLE: craftsmen, tradesmen, merchants, laborers, artists, soldiers, sailors, 
aircraft pilots, dentists, lawyers, physicians, ministers. 

Bow can you distinguish one from another? Important! 
Is one better than another? o! Individuals differ in many ways, but they 

~u,y all be good people. An unskilled laborer can be just as good a person as a 
Tevout minister. But, they are different. The hands of one may be calloused. 

he hands of another may be delicate and tender. Different, but not better, one 
over the other. • 

T~ow can the public know that I am a member of a health service profession? B P~blic should know and I want them to know. 
ed av_mg been educated for a profession, I have been fortunate in that my 
of Ucation was above the level of my community. That should show in matters 
anJencral_ knowledge, speech, writing, community interest, personal manners 

behavior 

a}ince my ~rofcssion does not require me to engage in manual labor involving 
th

st 3nd dirt I should be a clean person physically from the tip of my toes to 
e top f • -

fro O my head. My garments, at work or rest, should likewise be different t1 th0se who labor in the soil. 
Pro~ fa_shion of clothing would "running with the pack" and dressing for my 
expoe~sional activities in jeans, open neck sport shirts of bizarre color mixtures 
Pat'i sing my hairy chest be the "in thing" for me? Why can't I serve my 
' cnts • • . . , 

abou J?st as well while dressed 111 shabby garments? And, whats harmful 
'"eatht a little dirt on my shoes? Why should I wear socks and shoes in hot 

er) • • 
l hav~ 1 

sever 1 . ots of hair. Why not show off my long hair over my cars and down 
a 1t1 I . -

lllatter) r,.c 1cs ~ver my collar? Does a little hair grease on the back of my collar 

lllusta~he 1Y Wife or girl friend ~ays that I look m~re n:at~re with a beard and 
body st • Why not please the little woman, even 1f hair 1s not the cleanest of 
. Well ructures: Draping it over a patient's open mouth won't kill them, will it? 
1nto vo' l11arketing, advertising and huckstering dental care may bring a person 
Pend~ our office. But, whether or not that person becomes a loyal patient de
Do l ~~any factors, not the least of which is the answer to the question: 
~t~so ? OI( A D BEHAVE LIKE A PROFESSIONAL GE TLE-

t-larry L 
l\prit Yons 

1984 
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COMPONENT NEWS 

,, - ·- .. ----- -:-:::,-..... 
(_ -- -,_. 

-..:.._ 

Tidewater hopes to send a large 
representation to Roanoke to support 
Manny Michaels and "his" State Meet
ing in September. Manny has worked 
long and hard this year and deserves 
his component's support. 

The Southeastern Virginia Dental 
Symposium will return to the Con
ference Center in Williamsburg in 
1985 after a sojourn to Norfolk's Wa
terside in 1984. The program theme 
will be "Practice Building for the 
Eighties" and will be held February 
28, March 1 & 2, of 1985. Dr. Burt 
Press, a most exciting and interesting 
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COMPONENT I 

TIDEWATER DENTAL 
ASSOCIATION 

Lawrence H. Cash 
Associate Editor 

speaker will head up the prograJJl· ~ 
MCV's new Chairman of the 0:, 

• 1 JVl• 

Surgery Department, Dr. Danie pe 
Laskin will be the speaker fo: ~6, 
TDA's Fall Meeting Novern~e red I 
1984. His program will be direc 00 • • er toward the general pract1t1°11 

avoiding problems in oral sur~~jcb I 
TDA's Children's Dental cesS 

5uc 
Month Program was a huge god 

Z. rner, 
again thanks to Bud irn per'' 
Chris Hamlin and the great co~ god 
tion they had from Cornpone!1 

Navy dentists. 



COMPONENT II 

PENINSULA DENTAL SOCIETY 

Kenneth J. Stavisky 

Associate Editor 

We in Component II are up to busi
ness as usual. Our most recent involve
ment was the Southeastern Symposium 
With our sister Component I. Bob 
Kaltenbach, Ph.D., gave a timely talk 
on stress. Interestingly, Bob monitored 
his stress levels during the presentation 
With a credit card sized thermal ele
ment indicator; a modernization of the 
0 )d clammy palm handshake tech
n1~ue. Dr. Jim Gutmann gave a dyna
mite Endo program, probably the 
most inclusive and well presented that 
We've seen around here in years. The 
Saturday morning returnees bore that 

out. Next year, Burr Press in Williams
burg, hope to see more neighbors 
there. 

Component Il's slate for '84-'85 
should be: 

Buster Woodruff, President 
Richard Barnes, President-Elect 
Bill Bennett, Secretary 
Custis Dailey, Treasurer 
Ron Tankersley, Executive Councilor 

Have a happy and auspicious sum
mer, Component II sends their re

gards. 
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Spring has sprung and Summer va
cations are just ahead. With the ar
rival of Spring, we have a new roster 
of leaders who will be guiding the 
Richmond Dental Society through the 
1984-85 year. The following have ea
gerly accepted the responsibilities of 
their respective offices: 

Richard D. Hylton, President 
W. Baxter Perkinson, Jr., President-

Elect 
James R. Lance, Secretary 
Kent G. Palcanis, Treasurer 
Edward H. Radcliffe, Executive 

Councilor 

Doctor Charlie Cuttino has done a 
superb job at the helm this year, and 
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COMPONENT IV 

RICHMOND DENTAL SOCIETY 

Michael 0. McMunn 
Associate Editor 

we are proud to have him as a col
league and friend. He developed ex
cellent programs for our monthly 
meetings and represented our Society 
at numerous meetings very ably. We 
expect that Charlie will be moving on 
to higher positions in the future. Be 
is a good leader and is good for den
tistry. 

Speaking of people who are good 
for dentistry, Doctor Harry Lyons 
was featured in the DA News re
cently and a reprint can be seen in 
this Journal. Doctor Lyons is a r~
markable man and all of dentistry 1s 

fortunate to have him with us. 
The members of the Richmond 

Dental Society wish you all a safe, 
warm, and enjoyable Summer! 



tr.,,- -
Dr. Arthur 0. Rahn, chairman of 

the Department of Prosthodontics at 
the Medical College of Georgia School 
of Dentistry, presented our most re
cent quarterly meeting continuing ed
~cation program at the Marriott Inn 
111 Blacksburg. His program, entitled 
"Prosthodontics in 1984", was a VDA
MCV cooperative program and was 
Well worth the time and the expense 
to attend. As with many of the facets 
?f our profession, things are dramat
ically different in the decade of the 
'80's· in the prosthodontic area of our 
practices. 

Our next continuing education pro
gram and quarterly meeting will be 
held October 12, 1984, in Abingdon, 
home of the world famous Barter 
Theater. The program will deal with 
s~ress management in the dental prac
tice. Why not plan to spend a pleasant 
fall weekend in the beautiful south
Western part of the Commonwealth? 
The fall foliage and the peaceful sur
roundings of historic Abingdon should 
Provide a great deal of stress relief for 
th0se in attendance. 
r Local study clubs, especially in the 
Uta! parts of our Commonwe:tlth, are 

COMPONENT VI 

SOUTHWEST VIRGJNIA 
DENTAL SOCIETY 

David A. Kovach 

Associate Editor 

becoming more prevalent and are do
ing a tremendous job with interesting 
speakers and relevant material relating 
to the practice of dentistry. Here in 
the Southwest one study club (the 
Mercer, Tazewell, McDowell Study 
Club) which crosses into the state of 
West Virginia was fortunte to have 
Dr. Harold Goforth and our own Dr. 

Walter Pierce tell of their journey to 
Costa Rica to work with Methodist 

missionaries. They provided dental 
care to a large number of refugees 
under the most primitive conditions. 
This type of missionary work can 
only provide a great deal of good will 
for the profession and for the great 

nation that we live in. 
Congratulations to the Roanoke 

Valley Dental Society for the excel
lent program which they sponsored on 

April 20. Jim and Naomi Rhode, _of 
Semantodontics, Inc., give a most m
teresting and valuable program on 
practice management. Those o~ you 
who have not had the opportunity to 
hear the Rhode's should take the next 

available opportunity to do so. They 

are terrific. 
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The spring meeting of the Shenan
doah Valley Dental Association was 
held on March 30 at the Ingleside Red 
Carpet Inn in Staunton. An excellent 
program on "Contemporary Dental 
Practice Management" was presented 
by Dr. Baxter Perkinson. Dr. Perkin
son is on the faculty at MCV as well 
as in private practice in Richmond. 

We are pleased to welcome the fol
lowing dentists into membership: Dr. 
Thomas A. Balmer, III, Charlottes
ville; Dr. Frank D. Barberio, Staunton; 
Dr. Joseph Capizzi, Keswick; Dr. 
Diane P. Chaldares, Waynesboro; Dr. 
Ronald G. Downey, Lexington; Dr. 
Conrad Bryant Jenkins, Charlottes
ville; Dr. Michael J. Kiesel, Front 
Royal; Dr. B. Blair Morris, Charlottes-
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COMPONENT VII 

SHENANDOAH VALLEY 
DENTAL ASSOCIATION 

E. Ross Testerman, Jr. 
Associate Editor 

ville; Dr. Norman Clifton Rutter, Jr., 
Lexington; Dr. Douglas L. Starns, 
Charlottesville; and Dr. Anne Marie 
Shillinger, Staunton. 

D E W M• h 1 Pres1'dent of r. . . 1c ae s, 
the VDA, was present for the business 
meeting of Component VII. He dis
cussed the ADA sponsored paid pub
lic education television program an_d 
answered questions. A film on th~s 
program was presented by Dr. Virgil 
Marshall. 

The next meeting of Component 
VII will be held on Friday, Au~ st 

10, at the Lee-Jackson Motel in Win
chester. We will look forward to a 
program on Crown and Bridge as pre
sented by Drs. Robert Eshleman and 

Hugh Douglas from MCV. 



A lot of publicity has been gen
erated out of the District of Columbia 
by a Vienna, Virginia man. It seems 
that in the early 1970's he was diag
nosed as having periodontal disease. 
Bis treatment was prescribed as to: 
a.) brush with baking soda b.) rinse 
With salt water c.) rince with hydro
gen peroxide d.) floss and e.) use a 
Water pick device. 

For eight years he was monitored. 
For eight years he suffered abcesses 
and the periodontal condition deteri
orated to the point where he sought a 
second opinion. 

Be is now $37,500 richer and a 
number of teeth poorer. A fair ex-

COMPONENT VIII 

NORTHERN VIRGINIA 
DENTAL SOCIETY 

David C. Anderson 
Associate Editor 

change? He really doesn't think so. 
This patient is now contemplating 
"going public" on a wide scale to 
warn them of his experiences. A num
ber of attorneys are watching with in
terest. The dental profession should 
do likewise. 

We have celebrated our Annual 
Field Day with another rousing suc
cess. Of all the events our component 
sponsors this is the one where I see 
people most relaxed and congenial. 
Friendly competition with racquet 
and club seems to cement personal 
and professional relationships. A good 
thing in an era of devisiveness. 
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ANNOUNCEMENT 
The American Academy of Periodontology will hold its Annual Meeting at 

the Hilton Hotel, New Orleans, Louisiana, September 19-22. 
Attendance at the meeting earns hour-for-hour membership maintenance 

credit for members of the Academy of General Dentistry. Nonmember den
tists, graduate students and hygienists arc welcome o_n payment of registr~tion 
fee ( undergraduates admitted without charge). Meetmg brochure and registra
tion forms are available from: The American Academy of Periodontology, 211 
E. Chicago Avenue, Room 924, Chicago, Illinois 60611. 

TENNESSEE DENTAL ASSOCIATION ANNUAL SESSION 
More than 2600 dentists, assistants, hygienists, auxiliary members, dental lab

oratory technicians and dental suppliers will converge on Nashville June 24-28 
for the 116th Annual Session of the Tennessee Dental Association (TDA). 
This year's annual session, to be held at the Opryland Hotel, will consist of 
clinics, exhibits, social functions and a symposium addressing issues affecting 
dental care. 

Featured speakers include Drs. Hilt Tatum, Tom De Marco, Ron Goldstein, 
Joseph Hourigan, Mike Fritz, Burt Press and Mr. Marvin Cutler. Topics to be 
discussed will include lmpl:mtology, Oral Surgery for the General Practitioner, 
Investments In The 80's, Periodontics, Esthetics in Dentistry, Office Design and 
Practice Management. 

According to David Horvat, executive director of Tennessee Dental Asso
ciation, "the agenda includes 56 table clinics providing up-to-date information 
about innovations, developments and new procedures in the dental profession," 
Dr. James Dobson will be featured in a film series entitled, "Focus on the 
Family." 

More than 150 exhibitors will be on hand to display a variety of dental equip
ment and services. 

Ronnie Milsap will be providing the entertainment on June 27 during a 
special "Country" evening. Dinner will be served and dancing will follow the 
show. 

If you would like a complete preliminary program, preregistration form and 
hotel reservation card, please contact the Tennessee Dental Association, P. Q. 
Box 120188, Nashville, TN 37212. 

40 



THE INTERNATIONAL CONFERENCE ON ORAL TRAUMA 

The American Association of Endodontists Endowment and Memorial Foun
dation announces a major international conference addressing the multiplicity 
of problems encountered with patients receiving injuries to the mouth. 

The conference will take place at the Registry Hotel in Dallas, Texas on 
November 8-10, 1984. The registration fee, if paid by September 15, 1984, is 
$285 and includes three continental breakfasts, two luncheons, a Thursday 
night reception and a book of conference proceedings. If paid after September 
15, 1984, the registration fee, will be $315. For additional information and 
registration material contact: 

W. Paul Radman, DDS 
c/o The AAE Endowment and Memorial Foundation 
211 E. Chicago Ave., Suite 8 3 0 
Chicago, IL 60611 

1984 GREATER NEW YORK DENTAL MEETING 

ovember 24-29, 1984, are the dates to reserve to hear about the latest 
in practice techniques, research developments, dental office management, and 
inuch more at the 60th Annual Greater New York Meeting. 

For registration information, hotel reservation forms, an advance program 
and other information, contact: The Greater New York Meeting, Suite 528, 
New York Hilton Hotel, 1335 Avenue of the Americas, New York, New 
York 10019, (212) 581-6611. 

VIRGINIA DENTAL ASSISTANTS ASSOCIATION 

The Past Presidents' Council Virginia Dental Assistants Association, has 
forined a Speakers Bureau throug,hout the rate. 

I_f at any time someone would like to have a speaker on dental assisting, edu
cation, certification, etc., please contact one of the following: 

Becky Brown, C.D.A. 
Sec.-Treas., P. P. C. 
4851 S. 27th. Road 
Arlington, Va. 22206 
Phone-703-578-3222 

Evelyn Kane, C.D.A. 
Chai~·man, P. P. C. 
11 . Washington Street 
\Vinchester, Va. 22601 
Phone-703-662-6454 
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ASDA GUIDE TO GENERAL PRACTICE RESIDENCIES 

Because general practice residency 
programs in dentistry have become 
increasingly popular during the past 
decade, and because many dental stu
dents have been frustrated by the 
lack of a single source of descriptive 
information about these programs, the 
American Student Dental Association 
will release the first ASDA Guide to 
General Practice Residencies this 
spring. The point of the guide is to 
enable interested students to compare 
different GPR programs quickly and 
easily along many different criteria. 

Elliot Abt, ASDA representative on 
hospitals, was both catalyst and co
ordinator of the project. 

"There is a frequent misconception 
that GPR programs are similar in 
structure, emphasis, and content," Abt 
said. "Acting on this misconception, 
applicants who have been accepted in 
several different programs often select 
the program on the basis of location, 
reputation, or stipend. This can result 
in residents who are disappointed with 
some aspect of the general practice 
residency and program directors who 
are dissatisfied with the resident's atti
tude and productivity." 

The ASDA Guide will compare and 
contrast nearly 300 hospital-based resi
dencies nationwide along such criteria 
as: 

• content and duration of medical 
rotations; 

• patient mix, including the per
centages of patients who are medically 
compromised, medically handicapped, 
physically handicapped, and welfare
or Medicare/Medicaid-dependent; 
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• approximate inpatient/ outpatient 
ratio, which can have a big impact on 
a resident's relative preparation for 
hospital dentistry and private practice; 

• clinical setting for the residency 
(professional building, hospital, or 
dental school); 

• presence or absence of an oral 
surgery service at the institution, 
which can affect the amount of ex
perience the resident receives in surgi
cal procedures; and 

• a breakdown of the time the resi
dent spends in specific services, includ
ing ambulatory services; inpatient ser
vices; the operating room; the emer
gency room; and courses, seminars, 
conferences, and lectures. 

The ASDA Guide to General Prac
tice Residencies will also list for each 
program such practical items as first
year enrollment size, ratio of accept
ances to applicants, program length, 
stipend, starting date, and application 
deadline. 

Both the American Dental Associa
tion and the Academy of General 
Dentistry have provided financial sup
port for the start-up costs of produc
ing the ASDA Guide. The publication 
became available in May. 

The ASDA Guide costs $10 to 
ASDA members and $15 to nonmem
bers. There is also a $2 charge per 
book for postage and handling. 'f o 
order the ASDA Guide, send your 
check or money order (payable t~ 
ASDA) along with your name an 
address to: ASDA, 211 E. Chicago 
Ave., Suite 840, Chicago I.L 60611. 



A NICE SMILE PAYS GOOD DIVIDENDS 

What do Diana Ross, Barbara 

Walters, Linda Gray and every fifth 

person in the orthodontist's chair have 

in common? They're adults, willing to 

shell out a couple of thousand dollars 

and put up with the inconvenience 

and discomfort of mechanical appa

ratuses that straighten their teeth. 

Orthodontists say adults are their 

happiest patients because many have 

wanted treatment for years. "I just 

smile and let 'em stick out," says Myra 

Pellegrin, a St. Louis grandmother. 

Most patients are interested in an 

improved appearance and a healthier 

mouth. Well-aligned teeth are easier 

to keep clean, and chewing and speech 

may improve. 
"We all live behind the masks of our 

faces," says Dr. Alfred Baum, a Los 

~ngeles orthodontist whose interest 

tn appearances led him to collect 

primitive masks as well as correct bites. 

"There are weak faces; there are 

honest faces; there are evil faces. We 

all can recognize them. The truth is 

that a pretty girl leads a different life 

than a homely girl and a handsome 

rnan leads a different life than an ugly 
rnan." 

While some grown-up orthodontic 

patients start late, children now are 

treated sooner. Dr. Robert E. Hirsch

field of Miami, uses removable appli

ances-which he claims prevent or re-

duce the need for traditional braces
for children as young as 7. 

Occasionally orthodontia, partic

ularly combined with corrective sur

gery, leads to both a physical and 

psychological transformation. Dr. Lee 

Graber of Chicago, an orthodontist 

who has a doctorate in human growth 

and development, recommends coun

seling for patients facing a. major 
change. 

He cites the cases of two of his 

female patients with low self-esteem 

for whom treatment brought a change 

that contributed to their divorces. 
Changes usually are less noticeable. 

Daryl Anderson, who played "Ani

mal" on television's Lou Grant, had 

treatment because he feared a worsen

ing overbite might lead to speech or 

gum problems. "I just had too many 

teeth. I don't look really different, al

though you might be able to tell it in 

full profile." 
Anderson, who had three teeth re

moved has "invisible" braces. Plastic 
' cleats are bonded to his teeth and a. 

plastic "wire" is used. These braces 

function just like the familiar metal 

variety-the teeth are strung toge~her 

on a curved wire that pulls them into 

alignment. Anderson had his braces 

temporarily removed fo: a pe~form
ance of King Lear, but said no d1rector 

has noticed he's wearing them during 

auditions. 
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ADA ANNUAL SESSION OFFERS FUN 
AND LEARNING FOR EVERYONE 

Something of interest for every 
member of the dental family is on the 
agenda for the American Dental Asso
ciation's 12 5th scientific session Oct. 
20-2 3 in Atlanta. 

Topping off the list of unique events 
requiring advance registration is the 
second annual ADA Fun Run, slated 
for 6: 30 a.m., Tuesday, Oct. 23. 

Dr. George Sheeha~ of Red Bank, 
N.J., noted cardiologist and nationally 
recognized guru of the running world, 
will lead the Fun Run, which is open 
to runners, joggers, walkers and even 
wheelchair riders from 8 to 80. 

Registration fee is $10, and partici
pants will receive a special limited
edition T-shirt and certificate of 
achievement while supplies last. 

Later that same morning, Dr. Shee
han, author of the best seller, Running 
nnd Being, will lecture on fitness as a 
feature of the AD A's scientific pro
gram at the Georgia World Congress 
Center. His presentation on "Exercise: 
Cult or Cure-all?" will emphasize what 
fitness can and cannot do for the 
individual. 

A special tour of dental offices in 
Atlanta, featuring both group and solo 
practices, will be conducted from 9 
a.m. to 2 p.m., Sunday, Oct. 21. Of
fices were chosen to illustrate a variety 
of office environments, designs, equip
ment and decor. 

Open to everyone, the registration 
fee of $25 per person includes a box 
lunch and bus transportation originat-
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ing from the World Congress Center. 
In another pre-registered event, den

tists and their staff members are en
couraged to participate as a team in 
the CPR basic life support program 
on Saturday and Sunday. The pro
gram consists of a 1 ½-hour lecture 
and film presentation followed by a 
4-hour practical and written test. 
Registrants will receive study ma
terials to prepare for the course. Suc
cessful completion of the course en
titles the participant to receive a 
BCLS rescue card. Registration is lim
ited. A $25 donation per person helps 
to defray the costs of the materials. 

Finally, just for kids 7-12, "Secrets 
-Creative Choices for Children" will 
be conducted again this year by Mark 
Rhode and his family from Phoenix, 
Ariz., Saturday through Tuesday. 

This one-day program, from 9: 30 
a.m. to 2: 30 p.m., will help kids under
stand how their choices and attitudes, 
friends and school, determine the type 
of adult they will become. 

"Secrets" is a motivational, practical 
workshop that incorporates music, 
role-playing and creative experiences 
to add up to a truly fun day for 
youngsters. Registration fee of $45 in
cludes a box lunch. 

For further information and pre
registration forms for these events, 
call the ADA Council on Annual Ses
sion on the WA TS line, extension 
2658. 
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THE MISSING LINK 
IN THE TRAY-TUB SYSTEM 

EFFICIENT 
Designed by a dental assistant 

By utilizing special slides. the top extends with finger-tip 
control to expose the full contents of the storage area. 
When this 15" x 24" lop is fully extended. ii affords a stable 
working surface for the usual procedures carried out by 
the dental assistant. 
The storage area is a removable vinyl tray which contains 
wells for cotton rolls, gauze sponges. etc. and allows 
space for six 4" x 8" instrument or consumable trays. 

The flip-up segment of the top is outfitted with a handy 
magnetic bar for holding small instruments such as 
scissors or pliers. 

The custom made amalgamator carriage on the side of 
the top keeps the amalgamator accessable to the assis
tant. 

A newly designed metal frame adjusts easily from 27" to 
37" in height. The footrest can also be used to maneuver 
the cart when necessary. 

A Tri-flo syringe. saliva ejector. and high velocity suction 
can be easily attached to the unit's sliding top. 

For additional information contact: 

Louise Brame 
202 Fifth Avenue 
Kenbridge, Va. 23944 
Phone (804) 676-8023 

Available in a variety of woodgrains and colors. * cOf'ltenlS ond omo1garno10I' 
no1 Included 

Speaking of efficiency! This sturdy assistant's cart, designed by a dental assistant, 
brings the tray-tub system together as never before! 

D&B 
DENTAL SYSTEMS 

202 Fifth Avenue - P.O. Box P 
Kenbridge, Virginia 23944. Phone 804/676-8023 



Illa ~ecau~e there are so 
to ny financial options open 
c/1°u today, trust in a finan-
a "' . . 

ta '"anager 1s more 1mpor-
t\t than ever. 

gin· That's why more Vir
tr\J 1ans have turned to the 
Bask department of Sovran 

n ,N.A. 
fin They know we look at 
a[i£1cial growth a part of 
t\ee~ 0 ng program of meeting 

sand goals. 
A program aimed at 

accumulating assets, and 
properly planning for things 
that are important to you. 
Like children' education, 
vacations, a second home, 
and retirement, as well as 
the security of family, estate 
and heirs. 

People also trust us 
because they know we have 
experts in a broad financial 
field, instead of one or two 
specialized interests. 

So if you're looking for 

someone to help you plan 
your financial future, come 
to Virginia' financial leader. 

For information on 
trust services, visit your neigh
borhood branch manager, or 
call (804) 788-2672. 

SovraJMBank.We 've 
earned your trust. 

~ 
SOVRAN'BANK 

TRUST DEPARTMENT 



TAKE ADVANTAGE OF YOUR MEMBERSHIP 

Investigate the SAVINGS of the 
7 PLANS AVAILABLE 

1. DISABILITY PLAN-
Provides up to $4,000 monthly in the event of disability caused by 
Sickness or Accident.-COVERS YOUR PERSONAL EARNED INCOME. 
-Special plan for employees. 

2. BUSINESS OVERHEAD EXPENSE PLAN-
Pays your business overhead expense when disability strikes up to 
$5,000 monthly.-Premiums are Tax Deductible.-Pays in Addition to 
the Disability Plan Benefits. 

3. MEDICAL EXPENSE PLAN-
A program providing Major Medical coverage for you and your family. 
-Your employees are also eligible.-Up to $1,000,000 per cause.
Available with deductibles of $100 to $1,000. 

4. EXTRA CASH-IN HOSPITAL PLAN-
An opportunity to increase your Daily Hospital Room and Board cover
age to SUPPLEMENT existing Hospital and/or Major Medical Plans. 
Available without evidence of insurability up to $100.00 per day. 

5. ACCIDENTAL DEATH & DISMEMBERMENT PLAN-
Only 80¢ annually per $1,000.00.-Wife and children may be included. 

6. FAMILY GROUP LIFE INSURANCE PLAN-
May be obtained for your entire family or for the member ONLY.-UP 
to $500,000 available on your life. 

7. PROFESSIONAL PROTECTOR POLICY-
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~ uniq~e "replacen:,ent cost" property and liability insurance prograf;1 
(including malpractice & umbrella) which will enable you to consoli
date ALL of y_our office insurance requirements in one package policy 
at very attractive rates. 

SUTER ASSOCIATES, INC. 
Plan Coordinators 

P. 0. Box 7337, Arlington, VA 22207 
703/ 525-6700 or 800/ 572-2366 



SAYLORS 
DENTAL LABORATORY, INC. 

P.O. BOX 410 (703) 361-4176 
METRO (703) 631-1875 MANASSAS. VIRGINIA 22110 

A Full Service Laboratory 
' ', \ . 

\ I 

' ' 
THE 

MARYLAND 
BRIDGE 

' I 

' I 
' ' ' ~ 

~ 
iy 

The Maryland Bridge is a revolutionary break though 
in Crown a@. Bridge therapy. This treatment involves 
minimal or no removal of tooth structure, mald.ng the 
process reversible. We at Saylors Dental Laboratory 
have mastered the technique in fabrication of this 
type of restoration. 

Try Us, We Will Work With You 

Crown And Bridge Astron All Virzy-1 Dentures 
Vita Porcelain Vitalli~ Partials 

Isosit EPF Dentures 
Laminate Veneers Avoid Embarrassment Dentures 

Miller Denture Soft Ll.ner 

11lnovative Dental Prosthetic Technology 

Since 1933 
''o 1· k" ur Qua 1ty Is Our Trademar 



WE'VE BEEN PRESENTI 
GREAT PORCEL 

RESTORATION 
FOR OVER SOYE 
At J. Minor Sturgis Porcelain Latiorant 
we guarantee our product will be ng 
right in quality: right-on-time deljver)( 
right in pricing. Over 50 years in tre 
nes.s has established our reputatJO~ 
fine craftsmanship and has brOUgn 
the patronage of more than 15()'.) 
tists who recognize Sturgis as tre 
of-the-art dental laboratol)( 

Frum our highly skilled staff. VJe 
the technician most qualified fCf 
particular job. whether it be cr0 

bridges, or orthodontic appliarx:es. nt 
the latest technology and equ,prne 
follows the job thruugh to cornP1 

The personalized approach: it guara 
you a finer quality restoration by a 
technician who takes pride in h!S 

Our fees are flat-priced with no!, 
or reshade charges. and we pay u ~ 

age both v,rays on your shipmen~ 
your added convenience. we tiavep~~ 
free number. 'Ne. also pruvide free 
and delivery service for local d~ 

The right quality: the right~;; 
right price. Give us your impress r 
prumise to produce them right 

For more information call~ I 
Outside Georgia 1-800-24!-~;,AI 

1 

Collect in Georgia 404-BT:l-<JV· ' 

STU 
J. MINOR STURGIS PORCEIAIN bO 

The state-of-the-art dental la :,al 
P.O. Box 1404. Atlanta. GA 30 



You only need one CAP 

to put the lid on rising 

dental supply costs. 

With the cost of everything rising continually it's important to 

seek savings everywhere. And, one place is in the running 

of a successful dental practice. That's where Healthco can 

help with CAP (Custom Acquisition Program). 

CAP is designed to put a lid on the increasing costs, 

both in time and dollars, involved in ordering, storing and 

paying for dental supplies. And ii frees you to practice your 

profession by giving you and your staff more chair time. 

CAP provides the full benefit of day-to-day assistance 

in running your office efficiently and productively. 

■ CAP projects your merchandise and small equipment needs for 

the future. 

■ CAP guards against future price increases on everything you 

purchase at the time your order is placed. 

■ CAP enables you to get the best competitive rate for your future 

supplies of name brand merchandise, as well as on the broad line 

of economical, high-quality Healthco brands. 

■ CAP provides your Healthco sales representative with the means 

of establishing a customized inventory control system for your 

office. 

■ CAP Insures against back orders. 

■ CAP saves you the cost of price Inquiries, purchasing procedures, 

expediting back orders and staff time spent on purchasing and 

receiving functions. 

■ CAP cuts Invoice paperwork by more than half. You pay for your 

entire purchase In equal monthly installments. 

So, when you're looking for savings, let Healthco put a 

CAP on rising dental supply costs. For complete informa

tion, contact your Healthco representative. 

+I-~c!:'2!~.~r~u~20•~:~::

1 
Supply 

Richmond: 4617 Orville Road 23230 (804) 355-2105, (800) 552~30 

Roanoke: 129 Thurston Avenue N.E. 24012 (703) 343~186, (800) 542·9630 

Hampton-Newport News: 406 Aberdeen Road 23661 (804) 827-6124 

Johnson City, Tenn.: Route 14, Box 20 37615 (615) 282-6821, (800) 251-0314 



jJ.nson -mille,· COMBINES 
THE BEST Of TWO WORLDS 

Old-time Values • Modern, Proven Developments • Modern Facilities 

jJmson • mille,· jJmson -mille,· 
Owner-Operator Control Every Technique & Material 

A Full - Service Extensively Tested 
Dental Laboratory Before Being Passed On To You. 

me t our -----------------ol II !/k,,J,,JJ;al,.,.,Jm.r· Lu. 
j 915 ~~~~T:F~!o ~!:ET e ARLINGTON, VA. 22203 

Phone 703 - 525 -3771 • 

i D I'd like to know more. □ Send fee schedule. I 
I Dr. ________________ I 
I Address ____________ ~---_-_-_-_-_- ___ -:--- I 

City State Zip---:) 
hone No. ________________ _ 

----------------



i 

Please provide information regarding: 

Self-employed Retirement Plans 

Professional Corporation Retirement Plans 

Changes brought about the Tax Equity and Fiscal 
Responsibility Act of 1982 

Name 

Address 
Phone ___________________ _ 



I 
I 
I 
I 
I 
I 
I 

Delta Dental Plan of Virginia 
(formerly Virginia Dental Service Plan) 

2502 Broadway, S.W. 
Roanoke, Virginia 24014 .,; 

'CII' 
Please send me information on becoming a part! 
member of Delta Dental Plan of Virginia. 

I NAME 

I ADDRESS 

I C11Y ST"TE ...-c:: 
I_ - - - - - - - - - - - - ----= 





CONVENIENCE 
With Premium I 00. you get the real 

convenience of reduced fitting and 
adjusting time. You'll find that little or no 
adjustment is necessary with Ticonium 
partials. saving your valuable chair 
time. 

Convenience means that you can 
adjust Premium 100 clasps without 
danger of breaking You can handle 
high spots and minor adjustments 
quickly and easily with a handpiece 
right at chairside. And Premium l00's 
low "scratch hardness" makes 
repolishing a snap! 

Less adjustment time. More accurate 
fit. Consistent reliability. Specify 
Ticonium quality. It's all you can afford. 

To introduce you to award-winning 
TIC Magazine-one of the oldest dental 
journals in the United States, we'll send 
you two of its latest. exciting issues 
absolutely free! 

.,..,.. - - • 

!1!!~!!!~~~ 1, 
Harris-Williams Ceramic Lab 
1805 Monument Ave. 
Richmond, VA 23220 
(804) 359-4697 

Metro Dental Laboratory 
16 West Queen Way 
P.O. Box 207 
Hampton. VA 23669 
(804) 723-4711 

Armstrong-Smith Co .. Inc. 
P.O. Box 912 
Birmingham, Al 35201 
(205) 251-7671 

Del-Mar-Va Dental lab, Inc. 
637 Roland Street 
Salisbury, MD 21801 
(301) 742-1301 

Triangle Dental laboratory 
P.O. Box 145 
18621 Triangle St. 
Triangle, VA 22172 
(703) 221-1555 

Glen Crown & Bridge 
Dental Lab. Inc. 

97 Ritchie Highway 
P.O. Box 117 
Pasadena. MD 21122 
(301) 647-5050 

\/':; 

TIC is devoted to the dental tearn
doctor. hygienist. assistant 
and laboratory. . e 

To get your courtesy copies. just writ 
your name and address (with zip) on 
this ad and return it to Ticonium. 
P.O Box 350, Albany, N.Y. 1220 l. or 
contact your local 
Ticonium Laboratory 

TICONIUM COMPANY• QUALITY ALLOYS FOR DENTISTRY 
WE ALSO PUBLISH TIC, AN AWARD WINNING MAGAZINE FOR DENTISTS 

I 



~~'1J' Ball Joint 
Stressbreaker 

• Adjustable spring tension. 

• Stress breaking. 

• Wide variety of movements: 
vertical, hinge-like, horizontal, 
distal and transversal. 

• Replaceable Components 

CALL TOLL FREE 1-800-238-3500 
or write for Complete Price Schedules, Mailing Boxes and Pre-Paid Labels • 

OWNER OPERATED 

Coa,------+~ 
oCoast 

DENTAL LABORATORY 
37 Across From Madison Square Garden 

OSEVENTH AVENUE, NEW YORK, N.Y. /0001 • 212-695-0329 

.----------------. I O I'm interested in the Ball Joint I 
Stressbreaker. Please send me more I 
information. I 

O Send me prescription bags, 
price list, etc. I 

I 
____________ D.D.s.1 

I 
Address ___________ 1 
______ _,hone _____ , 

------ --------· 



is created by 
Micro-Bond total con 

for emulating vital dentiti 

Three tooth bridge reproduced in Micro-Bond 
Natural Ceramic duplicates the lifelike appear
ance of patient's vital dentition in natural light. 

Micro-Bond Natural Ceramic bonded to 
metal restorations or as a PJC recreates 
the characteristic qualities of natural 
dentition. 

Lifelike vitality of the Micro-Bond Cer-
amic restoration is achieved in any light a....:...---......l ~ 
environment, including ultra violet. 
This is the direct result of a three layer A unique rare earth fluorescing age 
(opaque, body, incisal) depth of fluores- the contributing factor to its natural 

cence, a form of luminescence obtained fluorescence under UV light, whe~n![ 
through proper absorption of energy and compared to conventional porce1f ev 
a significant emission of light plus the that do not fluoresce at the sarne 

exacting influence of translucency. as vital dentition. j 

UTILIZE THE MICRO-BOND NATURAL CERAMIC RESTORCAi: 
THAT ASSURES PROFESSIONAL AND PATIENT SATISFA ' 
CHowmedica, 1983 All Rights Reserved ,_../ 

l!Llst JP~r~~-
VIRGINIA DENTAL LABORATORIES, INC. 

130 W. YORK ST. - P. 0. BOX 807 - NORFOLK, VA. 23501 
TELEPHONE (804) 622-4614 

' 
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