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ABSTRACT

Objective: Dental hygienists’ play a key role in dental caries prevention and management. As the

evidence of dental caries risk, prevention and management become more complex, it is essential

 J

that dental hygiene (DH) programs have a strong cariology curriculum. This project aimed to assess
I I

current cariology content in US DH programs, how content is taught, and interest in
I

development/implementation of a common/core cariology curriculum framework.

(

Methods: Directors of 336 US DH programs were invited to participate in a voluntary online survey

\JJ

using Qualtrics. The survey consisted of 41 items including demographics, details about the

J

program’s cariology content and how it was delivered, and items related to a core cariology

curriculum.

[

Results: Ths, verall response rate used for analyses was 27.3%. Some findings include: 61.6%

3

stated their program had a defined cariology curriculum, 35.2% did not have an individual cariology

|

course, 61.5% had preclinical hands-on experiences in cariology, 79.7% are teaching management
related to salivary gland hypofunction, 68.3% are teaching use of silver diamine fluoride, and 64.2%

felt cariology was adequately being taught. Only 17.7% are teaching the ICDAS system. Eighty-seven

[

(87.3) percent indicated support for developing a core curriculum framework for teaching cariology

in DH programs.

]

Conclusions: This study indicated that although DH programs reported that cariology concepts are

being taught both didactically, and clinically, discrepancies between concepts taught and the

literature exist. Therefore, there is a need to create a more standardized curriculum framework for

|

all US DH programs.
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BACKG@)

Demenists play a key role in health promotion and disease prevention.*™ They are at
the forefront, in pi/ate and public settings, of advocacy and delivery of evidence-based strategies to
prevent an ental caries lesions.”* Although clinical responsibilities vary based on individual

states’ law ulations, these key roles remain constant across the US°.

Demne educational programs in the US are required to provide content that includes

oral he ucation, preventive oral disease counseling, and oral health promotion, as well as
ensurin ntal hygienist graduate is competent to establish a dental hygiene care plan that
“reflects realistic goals and treatment strategies to facilitate optimal oral health.” >® Thus, dental
hygienists hn early in their educational training to collect and analyze patient data in order

to establisnce—based, person-centered care plan for the prevention and management of

the dental cagi ease process, non-restorative management of caries lesions, and the promotion

of oral is is similar to the expectations of educational programs to prepare dentists for

caries prevention and management. ®

In :\chieve this, dental hygiene (DH) programs must develop and assess
compe ensure their graduates have an up-to-date understanding of the caries disease
process and are abfe to implement evidence-based concepts in caries detection, risk assessment,
prevention and non-restorative management of caries lesions.”® However, to date there has been

no assessment of the variability in teaching of cariology content in US dental hygiene (DH) programs.
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Therefore, the aims of this study were to investigate: 1) what cariology content was currently being
taught in US DH programs, 2) how content was being taught didactically and clinically, and 3) what
gaps exiwcurrent teaching and current evidence. 4) Additionally, this study intended to
determine cators would be interested in developing a common framework for a core

cariologv c!—{rlcu um in order to better prepare the future workforce, as it was done for programs

educating dEtisj in the US.®

METHODS

This ;escrlptive cross-sectional study was deemed exempt by the Institutional Review Board

(IRB) oversgt b; the Health Sciences and Behavioral Sciences IRB at the University of Michigan, Ann

Arbor, Ml imr, 2018 (HUM ID 00153737).
D

ata concerning cariology teaching were collected via a voluntary, online survey
(Qualtrics). ere sent to of 336 US programs and included a brief summary of the project,
aims of the study, and an electronic anonymous link to the survey instrument. Two reminder emails

were sent,sch one month apart. Participants could skip any questions, and some questions
included t?@to choose more than one answer. Responses were tracked using the IP address
provided thr the survey software as well as respondents were asked to report the name of their
institution s assure that duplicate data were not analyzed.

mrhe guestionnaire used was an adapted version of the survey designed by the
Section of 5 of the American Dental Education Association (ADEA), and used in the
investigati iod prior to the development of a core cariology curriculum framework for US
dental schools: US survey had been based on the one used initially in Europe’. The survey
consisted of 41 closed and open-ended questions associated with teaching cariology in dental

hygiene. A definition of cariology and diagnosis was provided to the participant. The survey was
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divided into four sets of questions. The first set of questions focused on demographics of the

responding school. The second series of questions focused on the current cariology teaching within

t

P

their DH programs. Questions included cariology based clinical competencies, presence of clinic or
lab experi jon of additional dental defects (e.g. abrasion, erosion), and the primary

textbook recommended with their teaching. The third series of questions focused on specific

§

content regagding cariology teaching. Questions in this section included content of nomenclature,

G

classificati s used, epidemiology, histopathology, etiological role of saliva, diet, caries

detection, fiski@ss@ssment, referral and caries prevention and management strategies used.

S

StatisticalWnalysis: The data were exported from the website as an SPSS data file (SPSS

Ul

Version 22. orp released 2013, IBM SPSS Statistics for windows; New York: IBM Corp.).

1

Descriptiv such as percentages, frequencies and means were computed to provide an

overview df th E honses.

RESUL

Theke were 110 submissions, but eighteen were excluded after initial review; five were

E

incomplet es of subsequent complete submissions, and thirteen included submissions with

O

only the first tion completed and no other information. Thus, the overall response rate used for

analyses was 27.3% (92/336), with 92.3% responding to all questions (85/92), indicating a high

th

quality he remaining seven submissions had some skipped questions, which was

allowable, as resp@nses to all questions was not mandatory (i.e., all N values are reported along with

Ll

the responses ch question).

A

At lea survey response was obtained from a dental hygiene program in 38 out of 50 US
states (Fig. 1). Among the responding programs, 81.3% awarded graduates an associate degree

(n=70/N=86), 19.7% a baccalaureate degree (n=17/N=86). None of the responding programs
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indicated their conferring degree was a diploma or certificate. About half (59.7%) of respondents
indicated their program was in a community college (n=55/N=92), 16.3% indicated their program
was part ot hnical or vocational/career school (n=15/N=92), 13.0% indicated a University or four

year colleg health sciences (n=12/N=92), 1.0% indicated a University or four year college:

dental sEncgﬂNn: =92), 2.1% indicated they were part of a 4-year college (n=2/N=92).

Ei percent of respondents indicated their program was a publicly funded

institution (n= =92), where 7.6% indicated the program was in a private for-profit institution

(n=7/N=92 % indicated private not-for-profit funding for their program (n=5/N=92). Eighty-

one and a half per@ent of programs reported following a semester calendar (n=75/N=92), 9.7%

b

reported fo quarter calendar (n=9/N=92), 5.4% reported following a term calendar

I

(n=5/N=92 % were on a trimester calendar (n=2/N=92).

a

nsive overview of the data concerning what specific cariology content is being
taught ound in Table 1. Respondents were asked whether their cariology curriculum also

include s of dental hard tissues other than dental caries. One hundred percent of those who

M

responded to this question (N=83) indicated the curriculum covered other dental hard tissue defects
including d sion. Respondents were asked to indicate what specific topics were covered in

their cariol@gy edu@ation. The most reported (97.5%) topics addressed were clinical and histological

Qr

appearanc s lesions and considerations for root caries lesions (n=79/N=81), 96.2% reported

n

teachin gy of dental caries (n=78/N=81), and 93.8% reported teaching evidence-based

|

caries management (n=76/N=81). The least reported topics (33.3%) were atraumatic restorative

techniques (ART 27/N=81), interim therapeutic restorations, and considerations for managing

J

caries in di opulations, 56.7% (n=46/N=81). All programs indicated they were teaching

concepts co diet, microbiology and saliva (100%, n=80/N=80; 98.7%, n=79/N=80; 98.7%,

A

n=70/N=80, respectively), where fewer programs, 68.7% were integrating genetics into their

curriculum (n=55/N=80). Concerning saliva concepts and cariology, very few programs, 27.5% were
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teaching concepts related to bacterial culturing (n=22/ N=80), but more than half, 57.5% of the
programs were teaching assessment of resting versus stimulated saliva flow rate (n=46/N=80). Most
86.2% respmHindicated their concepts concerning saliva and cariology focused on buffering
capacity (n nd visual analysis of the presence of saliva (91.2%, n=73/N=80). The
majority-,QEparticipants indicated students were taught to detect caries lesions visually
(n=76/N=79), while 84.8% are being taught to detect lesions relying on tactile criteria (n=67/N=79).
Ninety- onu of (n=74/N=81) programs indicated that they are teaching some form of
nomenclatwiology. However, only 17.7% (n=14/N=79) of respondents reported they were
teaching u:lnternational Caries Detection and Assessment System |l (ICDAS Il) and other

16 23

criteria for sion detection and classification —,

In : how concepts in cariology were being taught, 72.2% (n=57/N=79) of the

responden@ed they felt cariology concepts were being adequately taught throughout their

clinical hereas 27.9% (n=22/N=79) felt cariology concepts were not being adequately

taught throu heir curriculum. Sixty-four percent (64.8%) of the responding programs
(n=59/N=91) indicated an overall cariology curriculum existed for their program, which included
topics, goasi and objectives. Thirty-five percent (35.2%) indicated there was not a clear cariology
curriculum =91). When asked whether cariology was being taught as an individual course or

as key topic other courses, 86.0% of the respondents (n=74/N=86) indicated cariology

concepts !re being taught throughout and within multiple courses, and 13.9% of the respondents
indicateMNas being taught as an individual course (n=12/N=86).

Res;ond;SS were asked to list which course(s) taught cariology concepts. Most indicated
that cariol epts were being taught in theory/seminar/concepts courses (50.0%; n=37/N=74),
as well asin courses (39.1%; n=29/N=74), followed by preventive dentistry/patient education
courses (36.4%; n=27/N=74). Results to this question can be seen in Table 2. In describing preclinical

hands-on workshops or lab portions of the cariology curriculum, 61.5% of the respondents

This article is protected by copyright. All rights reserved.



(n=51/N=83) indicated there was such a portion in the curriculum, and 38.6% (n=32/N=83) indicated
there were not preclinical or hands-on portions in the current curriculum. When asked what
textbooM‘or teaching cariology concepts, 69.9% of respondents (n=58/N=83) indicated
they had ‘ xtbook’ that was being used for teaching cariology. Of the 30.1% who
respon(FedEprimary text was being used, 72.0% (n=18/N=25) indicated that The Clinical

using Dent e Theory and Practice by Darby and Walsh, with eight percent of the remaining

Practice ofﬁal Hygienist by Esther Wilkins was being utilized, 2.0% (n=5/N=25) indicated
respondenwing using multiple resources from the literature (n=2/N=25). Ninety-eight
percent ofqms (98.7%; n=78/N=79) reported caries risk assessment (CRA) was being

r

addressed riculum both in classroom-based theoretical concepts and direct hands-on skills

practice in\@bs, workshops, pre-clinics and clinics. When asked about what caries prevention and
managemmgies were being taught, all programs (100%; n=79/N=79) reported teaching the
importance ssional and individual mechanical plague removal, as well as teaching behavior

change for nic diet modification as key topics. A significant number of programs, 68.3%

reporte i reventive strategies focused on the use of silver diamine fluoride (SDF)

(n=54/N=79;, pH neutralization (86.0%; n=68/N=79), or management of salivary gland hypofunction

(79.7%; n= =/9). A comprehensive list of the caries prevention and management strategies

reported ca @ nd in Table 3.

Th!most common products taught for the management of caries were professionally
applied Mides (100%; n=79/N=79), pit and fissure sealants (98.7%; n=78/N=79), over-the-
counter quonEe 5ducts (97.4%; n=77/N=79), and use of chlorhexidine gluconate mouth-rinse

(94.9%; n=77/N=29). The least common caries management products taught were 1%

chlorhe % thymol varnish (15.1%; n=12/N=79), iodine (13.9%; n=11/N=79) and chlorine

mouth-rinse (0.1%; n=7/N=79).
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Respondents were asked to respond to the questions, “What radiographic findings are
clinical indications for a referral for operative intervention in your program”? and “When does your
programmake a restorative treatment referral decision for a clinically visible lesion”? The
results of t ings can be found in Figure 2 for radiographical findings and Figure 3 for clinical
findings.-Tlry-mxpercent (36.7%; n=29/N=79) of respondents indicated they taught students to

recommend: refrral for operative intervention when a radiolucency seen on a radiograph was

restricted t ter half of the enamel, 45.6% (n=36/N=79) taught referral for operative
treatmentw radiolucency was restricted to the inner half of the enamel. Concerning
clinically v:}ns, 24.1% (n=19/N=79) of the respondents indicated they would have the

student re erative treatment for a non-cavitated lesion, 59.5% (n=47/N=79) for
microcavitation and a lesion with enamel breakdown, and 70.9% (n=56/N=79) for a non-cavitated

lesion with rlying shadow.

i n participants were asked whether they supported the development of a core
framework fo tal hygiene cariology curriculum, 87.3% (n=69/79) of participants indicated in

the affirmative.

L

DISCUSSIOO

A rgent European publication indicated that dental hygienists are “looking keenly for the

creation“on Education Framework for Caries.”*® The data from this study demonstrates

that the m:@ responding DH programs in the US are also in full support of the development of
a core cariolo riculum framework. Current CODA Standards for Dental Hygiene Education
Prograr«Z-B state that US. Dental hygienists “must be competent in providing the dental
hygiene process of care which include: a) comprehensive collection of patient data to identify the

physical and oral health status; b) analysis of assessment findings and use of critical thinking in order
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to address the patient’s dental hygiene treatment needs; c) establishment of a dental hygiene care
plan that reflects the realistic goals and treatment strategies to facilitate optimal oral health; d)
provisioH—centered treatment and evidence-based care in a manner minimizing risk and
optimizing . ) measurement of the extent to which goals identified in the dental hygiene
care pIaH a*!iacm/ed; f) complete and accurate recording of all documentation relevant to patient

complete a sk assessment and successfully manage dental caries lesions non-restoratively.

care”.’ Yet, te sjndards fail to support specific competence in the students’ ability, for example, to
Furthermowta from this project show that there is some discord between current concepts
and evide ology and some of what was reported as being taught. Specifically, discrepancies

were foun distinct cariology domains; nomenclature, detection strategies, management

therapies- Beyond the use of fluoride, sealants, and diet-, and operative treatment referral

recommenm
NomenEon Classification

Onsof the greatest problems facing cariology has been related to the translation of research
associated wj ries detection, assessment, diagnosis, risk assessment and management into
clinical pra is is further complicated by the misunderstanding surrounding the array of
clinical ﬂre used in research, education and practice to describe caries lesions and the
caries proclss. ’ ietween 2002 and 2004 experts were tasked to devise a standardized, logical and
evidence b em to inform decisions about the detection and classification of dental caries'®
This cIassif:ystem would become known as the International Caries Detection and
Assess em (ICDAS)."'**”!8 |ncluding ICDAS, there are many systems used in different parts
of the world to classify caries lesions and, in general, they aim to stage caries lesions by levels of

18,19

severity and/or activity. Understanding the dental caries disease process is necessary in order to

guide practitioners’ treatment recommendations, predict treatment outcomes, and provide a
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consistent and clear language for monitoring and communicating the activity of the caries lesion

12-17

and/or disease process with individuals and groups. The ICDAS Coordinating Committee and

others hav!i jcated that the future of research, practice and education in cariology requires the
developm grated definition of dental caries and uniform systems for measuring the

1131821 Oyer the last ten years several reviews on

caries prOCiiS an resultlng caries lesions.

® In addition, over the past decade, systems such as the ICDAS have been a focus

nomenclatuge fogcariology have been published encouraging world-wide consistency in
nomenclatYhegms

of cariologwﬁ with the goal of translating their validity and their use in clinical practice and
education. h of the ICDAS system, for example, has supported it’s accuracy, validity, and
intra and ir:cjducibility.21 The current ADA caries classification system collapses the six ICDAS
caries codes into three categories: initial (ICDAS 1-2), moderate (ICDAS 3-4) and advanced (ICDAS 5-

6) caries lesi allow the clinician to document caries lesions based on their severity.? Yet, few

of the denta¥h e programs surveyed in this study indicated they include the ICDAS or ADA caries

classificatio m, or other similar systems, in their teaching of dental caries.

Developing a framework for dental hygiene educators that would support inclusion of
current no!enclature and classification system definitions, and discussions on how to use the

various sys the detection and documentation of caries lesions, will help with adoption of a

common la between oral health professionals, which is essential for the development and

impIemen&ion of optimal evidence-based caries management plans for patients.

Caries Ma t Strategies: Beyond Traditional Strategies

<rmation gained from this survey confirmed that evidence-based strategies for caries

prevention, such as fluorides, sealants, effective plaque removal, and sugary diet modification are

being emphasized throughout all the responding US DH programs. These traditional caries
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prevention and management strategies are also an important component of dental school cariology

8,23-27

curricula. The strong evidence supporting the use of fluoride and sealants for prevention and

zt

non-restordative management of caries lesions will continue to support teaching of these strategies

at the fore iology education.””

|
HoWever, what about other strategies such as, for example, use of xylitol and/or sugar

alcohols, agitimicr@bials, pH neutralization products, calcium-based strategies, and silver diamine

G

fluoride? In some cases, the evidence supporting a strategy, and what was reported as being taught

S

in DH prog ee. For example, in 2013, the ADA published clinical guidelines for the use of non-

fluoridated agentsfior caries management and prevention, and supported the use of xylitol gums

u

and lozeng asizing their role in stimulating salivary flow, with varied levels of evidence for
different p £ The majority of the dental hygiene programs indicated they were teaching and

b3 % trategies for the management of dental caries. In other cases, however, there is

en what the evidence suggests and what is being taught. For example, most of
the hygiene s indicated they were teaching the use of antimicrobials for caries
management, and most indicated teaching use of chlorhexidine mouth rinse, with only 15.1%
teaching us of chlorhexidine/thymol varnish. However, the ADA clinical guidelines for the use of

non-fluorid nts for caries management and prevention, and the current ADA guideline for

O

non-restora nagement of caries lesions and its associated systematic review, do not support

the use of dchlorhexidine mouth rinse for caries prevention or for arrest of non-cavitated lesions.>®

q

2 Inste gement of root caries lesions, these guidelines support the use of 1%

{

chlorhexidine/1%%hymol varnish to prevent and/or arrest root caries lesions.**?

€

Re the availability of silver diamine fluoride (SDF) in the US market has given clinicians
another too arrest caries lesions. Current evidence and ADA guidelines support the use of a
38% SDF solution biannually on advanced cavitated occlusal caries lesions in primary or permanent

teeth as an alternative to restorative intervention, and also to arrest non-cavitated or cavitated root

This article is protected by copyright. All rights reserved.



30-32

caries lesions. However, in this study, although more than half of the responding programs

(68.4%; n=54/N=79) state that they teach information about SDF, less than half (40.5%; n=32/N=79)

t

reported uSing it in their teaching clinics.

Ev Icium-based caries management strategies have been promoted as an

alternativ fluoride containing products, the most recent ADA guidelines explicitly state that 10%

CPP-ACP shi@uld n@t be used as a substitute for fluoride products for the arrest or reversal of non-

0

cavitated lesions " Yet almost three quarters of the schools that responded to the survey are

S

teaching t stydtegies for the management of dental caries. However, due to the nature of the

survey, we do not Rnow if these strategies are being taught as a substitute for fluoride products or to

Gl

be combin fluoride regiment. A core curriculum framework could help to promote teaching

N

of best evi sed approaches, or best use of existing products, and de-incentivize

dissemination n-effective strategies into current teaching practices.

Ma

Caries ategies (Clinical and Radiographical):

Taé&dile Detection vs. Visual Detection Strategies: In cariology it is accepted that “the forceful

]

use a shar for the sole purpose of detecting caries lesions is highly discouraged in today’s

O

practice of ry,” and there is strong evidence that the use of a sharp tool such as an explorer or

probe doesWothing to improve the accuracy of caries detection, it can damage/cavitate a non-

h

cavitate

[

on, increasing the risk for further lesion progression.””*>* In fact, evidence

strongly supports that differences in dental hard tissue surfaces as a consequence of the caries

Ul

disease proces be detected through visual assessment of clean and dry tooth surfaces;

therefore; into question the use of tactile detection methods as a primary component of the

A

32,34

teaching of caries lesion detection. Yet, most respondents in this study indicated that students

are still taught to detect caries lesions using primarily tactile detection methods. The authors
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recognize that it could not be determined exactly how the use of tactile detection methods was

being taught, and recommend that future studies include open-ended questions in order to

t

determine nificance of this finding.

etection strategies: The most common caries lesion detection strategy second

i
IQ

36-37

to visual défection is through the use of radiographs. All the US DH programs that participated in

this study n@portedteaching caries lesion detection through the use of radiographs. A 2010

G

systematic review concluded that radiographs are a suitable detection tool for caries lesions in
approxima a@s,® yet not as suitable for detection of initial occlusal surface lesions.*

Furthermore, the fresence of a caries lesion radiographically does not imply the lesion is active, and

LIS

thus use of phs alone for detection and treatment decision-making could increase the

N

39,40

potential f eatment.

d

As of practice for most dental hygienists does not include surgical or restorative
interve or caries lesions, dental hygienists will refer to a dentist for surgical/restorative

interve caries lesions.* Therefore, it is important for the hygiene student to learn early on

M

when referrals are necessary.*! This study reports that a third of the respondents are teaching

referral fo

I

e intervention for a radiolucency when it is restricted to the outer/inner half of

enamel, a half responded that they would teach referral for a radiolucency that is restricted

to the inner he enamel. These findings do not reflect current recommendations that stress

N

that lesi end into enamel, the DEJ or the outer one-third of the dentin are most likely

|

initial non-Bavitated lesions,?” and that non-cavitated lesions should not be restored as they can be

28,30

U

successfully arrestéd using non-restorative strategies.””" It is suggested that further research be
conducted s if dental hygiene programs are recommending operative intervention for what

we know ar that can be treated non-restoratively, or are just referring for confirmation and

A

diagnosis.
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Other than the limitations previously discussed, the authors acknowledge there were other
limitations of this study. This survey had a 27.3% response rate. Although lower than desired, the
results vhr than what has been reported as typical for dental online web-based surveys.’
Additionall closed-ended questions that do not allow for respondents to expand or
clarify a-re§MOes not allow to explore reasons or details associated with reported data. We

recommend_thatfurther studies be completed using qualitative research methods so further

C

analysis of ents’ answers can help expand our understanding of cariology teaching within US

DH programs

At a time When it is universally accepted that the guiding principle for the management of

usS

dental cari eserve as much tooth structure as possible,*® this is the first survey to assess US

dental hyg ram’s cariology curricula. In a 2018 report on “Shaping the future of dental

education:{Ca a case study”, Pitts and collaborators made a call to redefine the role of the

-
3

dental icating that it is the responsibility of the educational institution to prepare them

for arole thatj es more interprofessional collaboration in non-traditional practice settings.™ It

has been projected that by 2040, oral health care will align more closely to general medical care,*
anditis prSicted that future dental hygienists will be working in more non-traditional practices,
such as coll ive practice settings in federal, state and local health departments and

medical/de ics, nursing homes, hospitals, schools®, and even as independent practitioners

working ws vulnerable populations.*® Thus, it is imperative that dental hygienists be

knowleWe current standards in the detection, risk assessment and management of dental

caries and resu!tlicaries lesions. *44¢

<
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CONCLUSION

This study indicated that although DH programs reported that cariology concepts are being taught

both didactically and clinically, discrepancies between some concepts taught and the literature exist.

\ J

Therefore, there is a need to create a more standardized curriculum framework for all US DH
H

programs, and further discussion about how to achieve this, and how to disseminate and implement

it, is necesg@ry.
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Figure 1. Uhncluding Responding US Dental Hygiene Programs.
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Table 1. Percentage of programs indicating that specific cariology topics/concepts are addressed in

their cariology curriculum of their DH program.

T

Respons. question: “Which of the following are addressed in the *N=81
cariologyde tulum of your program?”

Concigt é‘gﬂiﬁﬁed % **n
Clinica 1stological appearance of carious lesions 97.5% 79
ConsideLr root caries 97.5% 79
Epidemiolegy Rf dental caries 96.2% 78
Evidencibased?entistry in caries management 93.8% 76
Nomencla cariology 91.3% 74
Caries m nt in populations (public health) 91.1% 72
Caries as with restorations (secondary or recurrent lesions) 88.8% 71
Histopatﬁ( dental caries 79.0% 64
Considerations far managing caries in different populations (e.g. children, elderly) | 56.7% 46
Interim t ic restorations 56.7% 46
ART- Atrausmaiig¢ restorative techniques 33.3% 27
Response to the question: “Which of the following concepts are tanght *N=80
concerning etiology of dental caries?”

Diet 100.0% 80
mﬂumlogy of caries 98.7% 79
Saliva 98.7% 79
Gene 68.7% 55
Response uestion: “Which concepts, associated with saliva and dental *N=80
caries ressed in your program?”

Visua onsistency, degree of hydration) 91.2% 73
Buffering capacity 86.2% 69
Resting vg stimulated pH 65.0% 52
Resting leated flow rate 57.5% 46
Bacterial ggiltamgs or other metrics (e.g. ATP screening) 27.5% 22
Response to the question: “Regarding dental erosion, which of the following *N=79
is addressed in yvour program?”

Etiology 98.7% 78
Detectiog diagnosis 94.9% 75
Mana 92.4% 73
Epidemidjogysd 74.6% | 59
Physiochgiai 62.0% 49
Response to thédquestion: “Regarding behavioral sciences and cariology *N=79
which a ssed, which are addressed in your program?”

Choice of a iate preventive strategies 98.7% 78

i iance with preventive programs 96.2% 76

Motivati erviewing 91.1% 72
Assessment of readiness for behavioral change 81.0% 64
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Response to the question: “Regarding caries detection and diagnosis, which *N=79
are addressed in your program?”

Radlographlc detection 100.0% 79
Visua 96.2% 76
Visual detggti@n with magnification 86.0% 68
Tactile d @ 84.8% 67
Caries ac ssessment/diagnosis 67.0% 33
Non-radiegnaphie technology-assisted detection (e.g. Fluorescence-based methods) | 46.8% 37
ICDAS Ifiterminology and criteria 17.7% 14
Responshuestion: “When caries lesion are detected and documented in the *N=7
Root Carj 86.0% 68
Non-cavt . incipient, white spot) lesion 72.1% 57
Primary Carig 70.8% 36
Cavitateﬁ Tegion) 67.0% 53
Watch 65.8% 52
Seconda;' 64.5% 51
Active lesion 64.5% 51
Arrested 55.6% 44
ICDAS fglesion 0.08% 7
ICDAS 1% initial lesion 0.08% 7
ICDAS 3-4: moderate lesion 0.08% 7
ICDAS nced lesion 0.08% 7
Other su! lesion, recurrent decay, identified by surface involved (e.g.MO, 0.07% 6

*Theto of those who responded to each individual question. **The total number of

respon o selected each choice as more than selection was allowed.
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Table 2. Percentage of programs answers to the open-ended question concerning DH courses where

cariology concepts are currently being taught.

{

Respons “ question: “If cariology is not an individual course, please describe *N=74
the coursein yllich cariology concepts are being currently taught.”
Course/s, % n**

Theory/Sgminar/Concepts 50.0% 37

Clinical 39.1% 29

i

Preventiv; try/Patient Education 36.4% 27

e
Commu‘z/ Pu;c Health/Practicum 29.7% 22
Pre-Clinic 28.3% 21
Radiolo 20.2% 15
Oral Pat 20.2% 15
Biomaterj 17.5% 13
Oral Anatomy/t§pth morphology 17.5% 13
Histolog bryology 17.5% 13
Nutrition 12.1% 9
PeriodOrslogy 6.7% ]
Biologic es (biology/microbiology) 4.0% 3
All coursgsmgmg 2.7% 2
Restoratifle Benfistry 2.7% 2
Dental HyZieff®Process of Care 2.7% 2
Speci 1.3% 1
*Number o ndents that indicated that cariology is taught throughout multiple courses;

**nu responses indicating which to specific courses cariology is taught.
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Table 3. Percentage of programs indicating that specific caries prevention and management

strategies are currently being taught in the DH program.

T

Responsgs 1 question: “With regard to non-surgical management *N=79
strategieSi(prexention, arrest and remineralization, which of the
following are addressed in the didactic curriculum of your program?”
Professi individual plaque removal 100.0% 79
Cariogenjggdietgnodification 100.0% 79
Fluoride 100.0% 79
Dental sea 100.0% 79
Xylitol- tegies 96.2% 76
Antibact egies 87.3% 69
pHneutralization strategies 86.0% 68
Calcium—baseé SWategies 83.5% 66
Manage alivary gland hypofunction 79.7% 63
SilverDiE' uoride (SDF) 68.3% 54
Responsgs to the question: “Please indicate which of the following *N=79
product ussed in your curriculum and also available in the
clinics?” gy
Professidial @pplied topical fluoride 100.0% 79
Pit and fisSir&€alants 98.7% 78
Over fluoride toothpaste 97.4% 77
Chlorhexi uth rinse 94.9% 75
Fluorid rise 86.0% 68
Xylit her sugar alcohols) 79.7% 63
Artificial saliva 75.9% 60
High congentration prescription fluoride toothpaste 77.2% 61
CalciumLategies (e.g Recaldent) 62.0% 49
Silver DigagimegEluoride (SDF) 40.5% 32
Acid buffg ploducts 37.9% 30
Novamin 31.6% 25
Baking s ucts 26.5% 21
Chlorhegine varnish 15.1% 12
lodin 13.9% 11
Chloﬁ“nse 0.08% 7
0.02% 2

<
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Other
*Thetotal numbeiof those who responded to each individual question. **The total number of
respondent elected each choice as more than selection was allowed.




