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Foreword

It is a pleasure and privilege to write a foreword to the 
South East Asia edition of The Silver Wave booklet. This 
booklet complements a series of symposiums under 
the same name. Together, they are comprehensive 
resources for oral health care professionals, and I highly 
recommend them to you. 

Populations around the world are ageing rapidly. This 
phenomenon is so important that the FDI World Dental 
Federation is leading a project titled ‘Oral Health for an 
Ageing Population’ and GC is a partner. 

The term ‘Silver Wave’ is used by GC to draw attention 
to the fact that, shortly, a growing proportion of our 
clientele base will be older individuals, presenting with 
more complex issues and their expectations are different 
from previous elderly generations. 

In today’s context, the Silver Wave refers to members 
of the baby boomer generation. Typically, they were 
born between 1946–1964, during a period of improving 
economies and rising living standards, so they have 
different expectations from our services. 

The pace of ageing is alarming. Among ASEAN 
countries, it is expected that the percentage of the 
population aged over 60 will more than double in the 

next 30 years. As an example, more than 40% of the 
population in Singapore will be over 60 by the year 
2050, and the majority will be dentate. Caring for 
this group will be more complicated as damage to 
the dentition accumulates over time, saliva tends to 
become deficient due to medications, and maintenance 
of implants becomes more difficult with age. 

Our profession has realised that restorative solutions 
are not cures of disease processes. Caries and non-
carious tooth loss, periodontal disease and dentine 
hypersensitivity are multifactorial conditions and need 
to be managed throughout life.

The care pathways for elderly patients are more 
complex and require the dental team to be part of a 
wider team of healthcare professionals. Oral health 
is a component of general health and contributes 
significantly to quality of life.

The above are some of the issues discussed in this 
booklet. The Silver Wave booklet offers a holistic 
approach to these complex clinical and social issues. 
It was prepared in consultation with a team of expert 
clinicians, researchers and educators in this still 
emerging field.

Prof. Hien Ngo
Dean, College of Dental Medicine, University of Sharjah, UAE

Honorary Professor, Faculty of Dentistry, Ho Chi Minh City University of Health Sciences, Vietnam

Honorary Professor, School of Dentistry, The University of Queensland, Australia

Honorary Professor, Dental Institute, King’s College London, UK



The populations of Southeast Asia (SEA) countries are ageing at a rapid pace.

With lower birth rates and adults living longer, the aged are representing 
an ever increasing percentage of the population.1,2

At GC, we call this phenomenon The Silver Wave.

The Silver Wave has important ramifications for  
dental practitioners.

It means that a greater percentage of your patients in the future will be 
older patients. And, as they age, they will want a better lifestyle than aged 
people have typically enjoyed in the past.

They won’t be happy with dentures – they will want to keep their own 
dentition for even longer than before and this will bring both challenges 
and opportunities to your practice.

To satisfy the needs of The Silver Wave, we believe dental practices will 
need to evolve. 

In this booklet we have set out some suggestions and guidance on how 
best to meet the needs of your ageing patients. 

We have done this with a focus on both your patients and your practice needs 
– the two are inextricably linked, but each requires a different approach.

FDI: Oral Health for an Ageing Population
GC is a partner of FDI World Dental Federation in supporting the Oral Health for an Ageing Population, an initiative project led by 
FDI (https://www.fdiworlddental.org/fdi-at-work/current-projects/oral-health-for-an-ageing-population). 

During the 2018 World Oral Health Forum on Healthy Ageing, FDI launched The Lucerne Care Pathway - a Roadmap for Achieving 
a Healthy Ageing Society.‡ This revision of the Silver Wave booklet includes definitions and concepts of The Lucerne Care Pathway 
2018,‡ which can be downloaded from www.gcsilverwave.com.
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This booklet is a guide to the Silver Wave phenomenon experienced from a dental 
practice’s point of view. In this context, a dental practice is defined as a healthcare 
provider unit and as a business. 

Managing The Silver Wave requires four key steps:  
1. Identify 2. Protect & Prevent 3. Treat & Control 4. Maintain 

Each of the Silver Wave steps are described in a detailed and practical manner to 
facilitate understanding and further action. Under each step, there are two main 
subdivisions: Patient Focus and Practice Systems.

Patient Focus refers to activities related to communication tools, clinical examination 
tools, risk assessment tools and overall treatment philosophy. 

Practice Systems refers to activities related to the business side of a dental practice, 
such as daily practice logistics, recall systems, appointment scheduling rationale, staff 
training, prevention and restorative materials availability and home care strategies.
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What does it mean to treat elderly patients with special needs? 11
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INTRODUCTION

Diversity is a key word when we think about 
SEA - diversity can be observed in geography, 
culture, language and religious beliefs. SEA is a 
diverse social environment where prevention of 
dental disease and provision of dental treatment 
encounters varying challenges depending on each 
region’s population demographics, cultural beliefs, 
geographic access, patients’ mental and physical 
ability to visit a dental practice and treatment 
affordability, among others.

The current challenge for some SEA regions is a 
rapid population ageing, and in time the demands 
placed on oral health practitioners from this 
challenge will be a reality throughout the entire SEA 
region. The Silver Wave booklet presents a flexible 
framework of best practice dental care to assist 
dental professionals as they adapt to the needs of 
ageing patients. Depending on where you are in 
SEA, you could adapt the Silver Wave framework to 
your local situation.

Look for the diversity symbol and consider how this framework could 
be adapted to your region.
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PATIENT FOCUS KEY POINTS

PRACTICE SYSTEMS KEY POINTS

“ Ageing is universal, affecting every individual, family, community and society.  
Ageing is a normal dynamic process, not a disease.” Bernoth, Winkler 2017 p.62

This publication can be beneficial for any dental practice that is willing to offer best practice 
dental care: that is, identifying risk of disease early, preventing disease and protecting 
vulnerable tooth surfaces, providing appropriate treatment and controlling the disease 
process, and maintaining a balanced oral environment.

“There is an increased risk of periodontal disease and dental caries (particularly root 
caries), and problems associated with the management of patients with a heavily  
restored dentition.”Hopcraft, 20153

What are the changes that occur in an ageing mouth?
“The changes that occur in the oral cavity with ageing in many ways reflect the changes 
that occur throughout the body, as individuals reach their seventh decade of life and 
beyond: loss of elasticity; loss of muscle tone; and degradation of hard and soft tissues 
as a result of wear and tear. Some of the risk factors for these changes are modifiable 
(e.g. smoking), whereas others are not (e.g. the cumulative effect of time). Although the 
criteria for healthy oral ageing have not yet been fully defined, some basic criteria can 
be proposed. These include a functional occlusion with at least 20 remaining teeth (with 
10 contiguous teeth in each arch), a dentition that is free of active caries, no evidence of 
more than 4 mm of attachment loss, no probing depths > 4 mm and only physiologic tooth 
mobility. Restorations are functional, and mastication of a range of food types is possible.

What must be emphasised is that oral health is related to general health, and that good oral 
health is part of successful ageing. Oral healthcare professionals should assess the oral status 
of an older adult in terms of function and the presence of disease. The care provided must be 
appropriate for each patient, based on their health status and personal desires. Development 
of a prevention plan is essential, should be personalised for each individual and ideally 
discussed with adult patients before they reach their later years.” Lamster et al. 20164
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The Silver Wave in Southeast Asia: 
steepness, location, dentate status, composition

Silver Wave demographics

Today, one of the main concerns globally is the trend of 
the ever-increasing ageing population. Demographic 
researchers have explained this phenomenon as “a 
transition from relatively high mortality and high fertility 
rates to relatively low mortality and low fertility rates”.1-2

In this publication, we will refer to this phenomenon 
as the Silver Wave. In this introductory section, we will 
identify what is the Silver Wave and what does it mean 
to dental professionals and dental practices. 

Steepness: think high or even higher

Globally, the population aged 60+ is growing faster than 
all younger age groups and this is no different in SEA 
countries. Data trends show that by 2030, around 15% of 
people in SEA will be aged 60+; while by 2050, 1 out of 
5 people in SEA will be aged 60+.1 

60+15–640–14

39%

55%

6%

26%

64%

10% 15% 21%

23%

62%

19%

60%

1950 2017 2030 2050

2017 2050

Singapore

Thailand

Vietnam

Indonesia

19.5% 40.1%

16.9% 35.1%

11.1% 28.3%

8.6% 19.2%

Percentage of population in each age group

Percentage of population aged 60+1

While there will be differences between SEA countries, 
the pace of population ageing has been faster in 
Singapore, followed by Thailand, Vietnam and Indonesia.

This graph was adapted from Southeastern Asia data on United Profiles of Ageing 
2017-United Nations Department of Economic and Social Affairs, Population Division  
(https://population.un.org/ProfilesOfAgeing2017/index.html?&skinName=black)

Data extracted from United Nations, Department of Economic and Social Affairs, Population 
Division (2017). World Population Ageing 2017 - Highlights (ST/ESA/SER.A/397).1

Singapore’s rapidly ageing 
population means that, by 
2050, more than 40% of the 
population will be aged 60+. 
This population ageing trend is 
going to be replicated within 
each country in SEA at some 
point in the future - it is just a 
matter of when it will hit.1
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Singapore Thailand

Vietnam Indonesia

31% 8%

16% 23%

of people 
aged 60+7

of people 
aged 65+6

of people 
aged 65+6

of people 
aged 65+6

Percentage of people with complete 
tooth loss6,7

Living arangements of people aged 60+1^ 

Dentate status 

Partial or complete tooth loss is a condition that greatly 
impairs chewing ability and impacts on general health 
of the elderly.6,7

Location: the Silver Wave will reach an area 
near you

In 2017, more than 60% of people aged 60+ co-resided 
in households together with their adult children in SEA.1

Retaining and maintaining at 
least 20 natural teeth to have 
satisfactory chewing ability 
and oral function will become 
a very important strategy 
for dental professionals and 
patients with the increasing 
ageing population in SEA.6,7

66% with  
adult child(ren)/ 
grandchild(ren)

15% with a  
spouse only

7% alone

12% with 
relatives or 
non-relatives

“The prevailing religious belief systems and cultural 
ideals throughout SEA stress filial respect and support 
for older-age parents as a moral obligation. Consistent 
with these values, families traditionally have been the 
main source of care and support for older people.”5

In general, adult children are particularly concerned 
about the health and oral health of their aged parents 
- they feel great responsibility regarding their parents’ 
dental care and will be willing to offer financial support 
for it. Usual concerns relate to whether their aged 
parent can eat adequately and be pain-free. The 
advantages of the family being directly involved during 
dental visits consist of having direct communication, 
avoiding misunderstandings about appropriate 
treatment options and discussing links between oral 
health and general health (quality of life).

^Living arrangements data was retrieved from (1) the United Nations, Department of Economic and Social Affairs, Population Division (2017). World Population Ageing 2017 - Highlights  
(ST/ESA/SER.A/397)1 and (2) the United Nations database which compiles information on the household living arrangements and excludes group living quarters, such as nursing facilities, 
dormitories or prisons.(http://www.un.org/esa/population/publications/livingarrangement/chapter2.pdf)
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As we age, what is the quality of life we  
can expect? 

According to the World Health Organization (WHO) 
2015 data, healthy life expectancy (HALE) for people 
at age 60 in SEA (that is, the number of remaining 
years that a person of a certain age might live without 
disability) is 12.9 years (to 72.9) for males and 14.1 years 
(to 74.1) for females, that translates into 13.5 years for 
both genders.9 The diagram below was adapted from 
WHO data1,9,10 and it illustrates the number of years with 
and without disability for males and females, starting at 
age 60.

Composition

Population surveys from around the world have 
shown that people are living longer. But, what do we 
know about ageing? Is ageing a synonym of disease? 
To answer these and other questions, numerous 
population studies in different settings around the 
world were set up. By studying normal ageing, scientists 
from the Baltimore Longitudinal Study of Ageing (BLSA) 
negated certain stereotypes associated with older 
adults - key findings are illustrated below.8

Healthy ageing versus Unhealthy ageing

“Ageing is not a synonym of disease, healthy ageing 
is possible and cognitive disorders are a result of a 
disease process and not normal ageing.”8

Normal Ageing

Frail (difficulties with 
instrumental activities of 

daily living)‡

Osteoarthritis and  
joint issues

“Normal ageing can 
be distinguished from 
disease. Although 
people’s bodies change 
and can in some ways 
decline over time, 
these changes do 
not inevitably lead 
to diseases such as 
diabetes, hypertension 
or dementia. Several 
disorders that naturally 
occur in old age “are 
a result of disease 
processes, not  
normal ageing.”8

Disease

Dementia,  
Alzheimer’s

Hypertension,  
Diabetes

“Marked changes in 
personality are not due 
to normal ageing, but 
instead may be related 
to disease or dementia.”8

Normal ageing versus disease8

60

70

65

75

80

85

Average life expectancy

Average HALE

Dependent
Having difficulties with basic 
activities of daily living (e.g. 
eating, toothbrushing, dressing 
and grooming, toileting, moving 
from bed to chair)‡

Frail
Having difficulties with instrumental 
activities of daily living (e.g. meal 
preparation, housecleaning, home 
maintenance, shopping, 
transportation, taking medications)‡

Robust
Active and capable

Years with and without disability in SEA1,9,10

This diagram was created based on data extracted from (1) United Nations, Department of 
Economic and Social Affairs, Population Division (2017). World Population Ageing 2017 - 
Highlights (ST/ESA/SER.A/397),1 (2) Healthy life expectancy (HALE): Data by WHO region9 
and (3) World report on disability 2011.10

PRACTICE SYSTEMS PATIENT FOCUS

‡ The Lucerne Care Pathway 2018; launched by FDI World Dental Federation at The World Oral Health Forum on Healthy Ageing, Buenos Aires 5th Sept 2018.
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1. Having an ageing dentate patient base

All patients will age, most of them will be living within the 
community and will attend a dental practice regularly for 
scale, clean and examination at least once a year.

Ageing patients want to keep their teeth, want to 
eat and talk comfortably, to feel happy with their 
appearance and to stay pain free.

Having ageing patients with more natural teeth 
translates into more teeth being at risk of coronal 
caries, root surface caries and periodontal disease. 
Coronal and root surface caries will become greater 
problems over time for the dental profession in SEA, 
because a great number of older adults will become 
more functionally dependent, cognitively impaired and 
medically compromised.11-14

2. Adapting practice systems

Systems that are in place might need to be modified 
to provide best practice treatment options for 

ageing patients, such as: frequency of recall systems, 
appointment scheduling rationale, risk assessment 
protocols, prevention and restorative materials used 
and home care strategies.

3. Becoming an elderly friendly practice

Providing easy access: ageing brings increasing risk 
of some form of disability. Adapting or designing a 
dental practice to be suitable for people with any 
level of ability can increase access to dental services. 
Examples include: ramp access, handrails that are 
easy to grip and visually contrasting, wheelchair 
access, disabled toilet and disabled parking located 
by the practice entrance.

Designing a “peace and quiet” waiting area: having 
a quiet and comfortable waiting area dedicated to 
older patients improves their attention span - “older 
people prefer peace and quiet because they find it 
harder to filter out distractions.”11

What does this mean to a dental practice?

Some partial denture clasps can 
trap plaque leading to greater 
risk of disease.

An exposed CEJ (Cementum 
Enamel Junction) is a rough 
plaque trap that rings the root 
of a tooth.

GC Fuji® VII EP fissure 
protection.

Erupting molars are difficult  
to clean during a long  
eruption phase.

GC Tooth Mousse Plus® 
application.

Orthodontic braces can increase 
the amount of plaque on 
teeth, leading to caries, tooth 
discolouration and gingivitis.

GC Fuji® IX GP EXTRA 
restoration.

GC Fuji® VII coating/sealing the 
root surface.

Protecting “at-risk” surfaces at different life stages

“At risk” sites as we age

Orthodontic braces Partial denture Exposed rootErupting molar
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"While the concept of protecting pits and fissures of posterior teeth using resin or glass ionomer sealants is well 
established as a highly cost effective measure in moderate and high caries risk children and as an effective dental 
public health intervention at the community level, the notion of protection of exposed root surfaces using GIC in 
this manner in elderly patients has yet to attract great attention, despite its obvious clinical application.” – Walsh14
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4. Implement long-term strategies to protect exposed root surfaces14

40

45

50

55

60

65

70

75

80

85

30

35

Age

At age 70, perform a 
comprehensive oral 
health assessment  
prior to patient 
becoming frail or 
entering a nursing 
home (including 
OPG, patient's 
implant and denture 
identification).14

Total tooth loss peak prevalence: 75 -79 yo.12

From the moment you 
diagnose an exposed 
root surface, make 
patients aware of why 
exposed root surfaces 
are at high risk of 
dentine hypersensitivity 
and caries.14

Protect exposed root 
surfaces14 at every recall 
appointment while
patients are active 
and capable.

HALE at age 60 for 
both males and 
females^
Singapore: 20.2 years
Thailand: 16.5 years
Vietnam: 16.8 years
Indonesia: 13.1 years

Life expectancy at birth 
for both males and 
females1

Singapore: 82 years
Thailand: 74 years
Vietnam: 75 years
Indonesia: 68 years

Untreated coronal caries peak 
prevalence: 15–19 years old and 
then decreasing gradually with age.12

Severe periodontal disease peak
prevalence: 55-59 years old.12

Dentine hypersensitivity peak
prevalence: 30-39 years old.13

At age 50, prepare 
patients for the 
ageing process. Start 
the conversation 
about the ageing 
process when 
patients are receptive 
– see suggestions 
on page 21.

Average life expectancy

Average HALE

Robust
(Active and capable)

Frail
(Having difficulties with instrumental 
activities of daily living)‡

Dependent
(Having difficulties with basic 
activities of daily living)‡

This diagram was created based on data extracted from (1) United Nations, Department of Economic and Social Affairs, Population Division (2017). World Population Ageing 2017- Highlights 
(ST/ESA/SER.A/397),1 (2) Healthy life expectancy (HALE): Data by WHO region,9 (3) World report on disability 2011 ISBN 978 92 4 068636 610 and (4) Global Health Observatory data repository: 
Healthy life expectancy (HALE). Data by country: http://apps.who.int/gho/data/view.main.HALEXv?lang=en^

PRACTICE SYSTEMS PATIENT FOCUS

‡ The Lucerne Care Pathway 2018; launched by FDI World Dental Federation at The World Oral Health Forum on Healthy Ageing, Buenos Aires 5th Sept 2018.
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What does it mean to treat elderly patients with 
special needs? Q&A with Dr. Ang Kok-Yang

Dr. Ang Kok-Yang
President, Special Care Dentistry Association of Singapore (SCDAS)

As a special needs dentist, what is a typical 
patient list?

A typical patient list may consist of 8 to 12 patients 
a day, ranging from conditions such as dementia, 
Parkinson’s disease, motor neuron disease and stroke to 
adults with special needs such as intellectual disability 
or autism spectrum disorder.

What are the challenges you face when 
treating them?

Communicating with patients can be a challenge - for 
example, when you treat patients who have progressed 
into moderate dementia, they may not remember what 
you have just told them. While they may be physically 
active, they struggle to understand the need to see 
a dentist – they feel they are able to take care of 
themselves well, but they might be forgetting to brush 
their teeth. 

For patients with swallowing impairment (e.g. 
Parkinson’s disease), laying patients supine can be 
dangerous due to reduced swallowing reflex, thus 
treatment is safer with patients only slightly reclined, 
with the use of minimal water.

What are the common clinical findings in a 
dementia patient’s mouth?

The oral examination typically presents with wall to wall 
plaque coating all teeth, with the presence of retained 
roots and caries; if there is long term periodontal 
neglect, teeth might be in various stages of mobility. 
These clinical findings can be similar for Parkinson’s 
patients, as it varies depending on individual patient 
and the type of caregiver support that they have.

How much treatment can you do in a visit?

The amount of treatment that can be performed in a 
visit varies depending on each individual patient. Each 
patient is typically given an hour for their appointment. 
Time is spent understanding the background of the 
patient from accompanying family or caregivers, their 
dietary habits and oral hygiene habits, and their level of 
independence. Time is also needed to coax and cajole 
patients into receiving treatment. 

Since use of high speed rotary instruments may not 
be possible, dental treatment is habitually performed 
using either slow speed rotary instruments or even hand 
instruments, thus making treatment time longer. Where 
treatment is not possible, I usually persevere by trying 
to brush patients’ teeth using their own toothbrush, to 
try to build up a level of familiarity between them and 
the dental setting. 

Is the risk of oral disease greater for 
dementia patients?

People with dementia can have a higher risk of 
caries and periodontal disease. This is mainly due to 
self-apathy and/or forgetfulness as their dementia 
condition progress. A compounding factor is that 
when dementia progresses, some patients might 
progressively present with behavioural symptoms that 
make the provision of dental treatment harder.

If patients were not dentally aware before they had 
dementia, they may have severe oral issues to begin 
with, making the optimisation of oral health a more 
difficult process with the onset of dementia. Thus, 
there is a need to improve oral awareness in healthy 
ageing elderly people, and to promote good oral 
health amongst this population, such that when they 
eventually succumb to conditions such as dementia, 
their baseline oral health is in a good condition such 
that their attending dentist will not have to end 
up removing too many teeth, and only have to be 
responsible for maintenance of their oral health till the 
end of their natural lives.

Projected number of new cases of 
dementia in Singapore15

It is estimated 
that 4.6% of the 
population aged 
over 60 (around  
41,000 people) 
will develop 
dementia by 2030. 

11INTRODUCTION
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What does this mean to dental educators?

Prof. Finbarr Allen
Dean, Faculty of Dentistry National University of Singapore

A/Prof. Wong Mun Loke 
Vice Dean (Academic Affairs), Faculty of Dentistry, National 
University of Singapore

The world’s population is rapidly ageing, and more and 
more adults are keeping their natural teeth well into old 
age. The term “older people” refers to those aged 65 
or older, but this group of people is not homogenous. 
Other commonly used terms for this group include 
“elderly” and “elders”. 

Age in itself should not determine care pathways. 
Patients’ medical and social circumstances are 
important determinants of oral health and outcome 
of treatment. It is therefore important to realise that 
oral healthcare provision is shaped by the patient’s 
medical and social circumstances as well as their age. 
For instance, a patient can be chronologically advanced 
in years, but living independently and in good health. 
The type of oral healthcare for this patient is going 
to be quite different when compared to a medically 
compromised, dependent patient of similar age.

There are many challenges in providing oral healthcare 
for this rapidly increasing older population. Throughout 
a person’s life, damage to teeth accumulates and 
consequently there is a high burden of oral disease 
in old age with high risk of tooth loss. Patterns of 
dental disease are changing, and care of older adults 
is becoming more complex. It is recognised that 
care pathways for elderly patients will become more 
sophisticated and require inputs from a number of 
suitably trained oral healthcare professionals. Dentists 
will now be expected to head up a team approach to 
oral healthcare, and to liaise with colleagues with more 
specialised training as appropriate.

Aligning the Education and Training  
Agenda to Future-Proof Oral Health  
Care Professionals

In line with these demographic changes, the paradigm 
for dental education needs to evolve. The following 
developments are shaping the education and training 
agenda for future oral healthcare professionals:

• The concept of “team” management of oral health 
care, with the team consisting of allied health 
professionals who communicate with medical, 
nursing and social care professionals.

• The need to broaden the exposure of dental students 
to the diverse range of elderly patients and their 
needs through increased outreach clinical teaching.

• The pervasive use of technology in teaching and 
learning which has facilitated e-learning, including the 
use of the Internet in distance learning programmes, 
and virtual reality teaching programmes.

• The pursuit of self-directed lifelong learning 
where continuing professional development 
programmes are pivotal to help attain additional 
skills post-graduation. 

The term “Geriatric Dentistry” has been defined as 
the provision of oral healthcare for adult persons with 
one or more chronic, debilitating, physical, or mental 
illness with associated psychosocial problems.16 
The term “Gerodontology” is also used for this 
purpose, and it is defined by health and psychosocial 
circumstances in addition to age, not age per se. This 
terminology recognises the multiple co-existing health 
and social circumstances that are associated with 
ageing. Elements of gerodontology are embedded 
in Bachelor level Dental degree programmes, but 
there is a lack of longitudinal training in this field 
for undergraduates. Given the growing burden of 
care of older adults in primary care, there is a need 
for an integrated gerodontology programme in the 
undergraduate curriculum. With this, future specialist 
practitioners in Gerodontology/Geriatric Dentistry 
will have their foundations in training to care for the 
elderly anchored early in their undergraduate training. 
The continuum of training framework should capture 
the progression of training from a primary dental 
degree (“novice”) to post specialist training (“expert”) 
[see figure opposite].
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PATIENT FOCUSPRACTICE SYSTEMS

The integration of Gerodontology fits well within the 
current framework of the Bachelor level Dental Surgery 
curriculum such that the scientific basis of disease and 
pathogenesis are covered in the first 2 years of pre-
clinical training, while the development of clinical skills 
and patient care follows closely in the last 2-3 years of 
the undergraduate programme, which typically focuses 
on clinical training. 

The nature of care of elderly patients varies according 
to health status, social and economic circumstances. 
For many elderly, it is not easy for them to travel to 
Faculty clinics for care. Additionally, students do not 
gain “real world” experience when all of their training 
is undertaken in a hospital-based setting. For these 
reasons, it is highly desirable to provide undergraduate 
training under supervision in a community-based setting 
as well as in the Faculty clinics.

The competition for curriculum time is a perennial 
one in many Bachelor level Dentistry programmes. 
Intentionally incorporating a Gerodontology 
component can be challenging in an already stretched 
undergraduate programme. Leveraging technology to 

deliver didactic components of teaching may be part 
of a broader strategy for blended learning to mitigate 
this challenge. High fidelity simulation training, which 
students can independently access on demand, can 
help expose students to geriatric dental case scenarios. 
This may become a viable platform to increase their 
training exposure, especially in the pre-clinical years 
without the need to encroach too much on the 
curricular time and yet be able to imbue the value of 
self-directed learning in the students. 

However, additional skills to manage the unique 
circumstances of frail and medically compromised 
elderly will need to be acquired post-BDS graduation. 
There is a growing need for suitably tailored training in 
care settings for dentists to acquire additional skills to 
render them competent to manage semi-dependent 
or dependent elderly patients requiring basic to 
moderately complicated dental care. 

Finally, extremely frail and medically-compromised 
elderly will need to be managed by specialised 
practitioners with significant additional training and 
experience in a team environment.
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STEP 1

IDENTIFY
The key word in this chapter is identify. Identify is used in this chapter from the dental 
professional’s perspective (before and during a clinical exam) and from the dental team’s 
perspective during daily activities. 

CHAPTER CONTENTS

Ageing brings complexity 16

Look for change 17

Ageing brings the need to adapt 18

The adaptation process will differ in every practice 19
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PATIENT FOCUS KEY POINTS

Ageing brings complexity
Age is not a predictor of oral health status, but the ageing process brings an ever-
growing range of factors that can influence oral health.
• Identify patients’ risk of oral disease

• Identify patients’ systemic disease status

• Identify patients’ ability to maintain their oral health

The older patient brings an accumulation of past dental treatment.
• Identify the limitations of old teeth and the impact of occlusal stability

PRACTICE SYSTEMS KEY POINTS

Look for change
Changes can be observed in relation to patients’ physical and mental status or both.
•  An illness can be acute (coming on sharply, often brief, intense and/or severe) or chronic 

(long-lasting with persistent effects), or both.

Recognise the impact of changes to medical and oral health status in order to develop a 
tailored treatment plan. It is important to:
•  Identify patients’ attitude to oral health

•  Identify patient’s acceptability of the proposed treatment

•  Understand patients’ concerns and expectations of treatment and aesthetics

• Provide appropriate oral healthcare‡

• Promote oral health throughout the life-course of a patient‡

Ageing brings the need to adapt
• Identify current practice systems

• Identify barriers and facilitators for adapting to the Silver Wave

• Develop a strategy to overcome them

The adaptation process will be different in every practice
• Successful adaptation is a methodical step-by-step process

‡ The Lucerne Care Pathway 2018; launched by FDI World Dental Federation at The World Oral Health Forum on Healthy Ageing, Buenos Aires 5th Sept 2018.
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Clinical examination tools

Facts to be identified: Examples to guide your reasoning:

What is the patient’s  
health status?

Identify lifestyle, existing diseases (including unknown hard and soft tissue pathology), 
changes in cognitive skills over time and changes in oral health and general health status. 
Assess functions, impairments, activity limitations, use of assistive devices.

What are the medicines and 
therapeutic agents being used, 
including prescribed and over-
the-counter (OTC)?

Update information on all medications being taken at every recall appointment (every 3, 
6 or 12 months according to patients’ needs) and assess xerostomia as a side effect of 
prescription medicine.

What are the home oral care 
products aids or devices used 
by the patient?

Identify all home oral care products and devices used by the patient. How and when are 
they used?

What are the risk factors  
for disease?

Identifying at-risk patients before treatment is necessary. Identify the patient’s manual 
dexterity (ability to perform oral hygiene), diet pattern, saliva quality and quantity and 
assess dental plaque. Help patients by diagnosing early disease. Risk assessment records 
need to be kept on each patient’s file.

Identify risk of disease in an ageing patient:

Suggestion of tools for your practice (see page 52): 
• Medical history form

• Diet history form

• Saliva test

• Plaque test

• Risk analysis and assessment tools

DISEASE

Irregular maintenance 
appointments, including 

denture maintenance

Residential status  
(homebound > independent)

High frequency consumption  
of carbohydrates, sugary  

foods and drinks

Frequent intake of sugary 
acidic soft drinks and juices

Thickened diet at  
nursing homes

Poor oral hygiene  
and plaque control

Use of fluoridated toothpaste 
(no > yes)

Systemic diseases  
and polypharmacy:  

high number of medical problems

Personal behaviour 
e.g. smoking

High number of  
previous and/or poorly 
designed restorations

Salivary gland hypofunction* or 
Xerostomia*

PATIENT FOCUS

Ageing brings complexity

Age is not a predictor of oral health status but the ageing process brings an ever growing range of factors that can 
influence oral health.

People accrue life experiences that affect their wellbeing, health and ultimately their quality of life. For example, a 
recent finding from BLSA showed that “people with better dental health in midlife (age in the fifth decade) who had less 
periodontal disease and fewer root canal treatments were less likely to develop cardiovascular disease later in life”.17

*”Salivary gland hypofunction is a condition in which unstimulated or stimulated salivary flow is significantly reduced, and can also result in alterations of the chemical composition of saliva.”  
Hopcraft, Tan 201018

*”Xerostomia is defined as the subjective perception of dry mouth.” Hopcraft, Tan 201018

PATIENT FOCUS
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Communication tools

Facts to be identified: Examples to guide your reasoning:

How able is your patient? We always need to remember a patient’s physical and mental ability is not 
determined by age.

What is the patient’s goal for his/her oral 
health?

Identify what the patient wants. For older patients, identify their attitude to 
oral health while respecting them as a person: “regardless of their level of 
clinical risk of developing dental caries, patients want a caring dentist who 
would respect them and listen to their concerns without “blaming” them for 
their oral health status.” Sbaraini et al. 201219

Can a patient understand and retain 
information?

Understanding and retaining information decreases with age. However it is 
important to avoid making assumptions about a patient’s chronological age: 
two patients of the same age might have very different social, health and 
life circumstances. Accordingly, they require different communication and 
tailored treatment approaches.

How can I gain the trust of the patient or 
their family?

Always remember: “People don’t care how much you know until they know 
how much you care.” – Theodore Roosevelt

Find out what the patient/patient’s family 
knows before trying to educate them

Get permission to educate the patient by asking if they would like to know 
more about a certain condition.

Identify signs of cognitive impairment:
• Confusion

• Poor motor coordination

• Loss of short-term or long-term memory

• Mild Cognitive Impairment*

• Impaired judgement

• Dysphagia^

Identify possible other causes of oral disease and tooth loss 

Oral disease and tooth loss is often associated with the 
following traits:

• Poor nutrition

• Poorer health related quality of life

• Mortality in frail elders

While more work is needed to fully understand these 
pathways, there is evidence to support the link between 
periodontal disease and:20

• Cardiovascular disease

• Metabolic syndrome**

• Cognitive decline

Identify how “able” your patient is:
• Medically well or Medically compromised

• Active or Inactive

• Robust (independent), Frail or Dependent‡

• Cognitively well or Cognitively impaired

Suggestion of tools for your practice (see page 51):
• Poster or digital image for waiting room • Flyers to help start a conversation with patients 

Look for change

PATIENT FOCUS

*  “Mild cognitive impairment (MCI) is an intermediate stage between the expected cognitive decline of normal ageing and the more serious decline of dementia. It can involve problems with 
memory, language, thinking and judgement that are greater than normal age-related changes. A person with MCI is at an increased risk of developing Alzheimer’s or another dementia.”21

^ Dysphagia “refers to difficulty in swallowing; there is a 40-50% prevalence among elderly people in RACFs. Oropharyngeal dysphagia is the most common form of dysphagia in older people, 
and the most common causes are neurological disorders such as stroke, Parkinson’s disease, and dementia.”22

**  Metabolic syndrome is a collection of conditions that often occur together and increase one's risk of diabetes, stroke and heart disease. The main components of metabolic syndrome 
include obesity, high blood pressure, high blood triglycerides, low levels of HDL cholesterol and insulin resistance.23

‡ The Lucerne Care Pathway 2018; launched by FDI World Dental Federation at The World Oral Health Forum on Healthy Ageing, Buenos Aires 5th Sept 2018.

Changes can be observed in relation to patients’ physical and mental status or both.
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PRACTICE SYSTEMS

Facts to be identified: Examples to guide your reasoning:

Who is influential in your practice and will 
be the leader for embracing the Silver Wave 
patient base?

The dentist-in-charge is the leader of the dental team and oversees all 
activities within the practice.

Who is part of your support team and will be 
crucial during the transition to embracing 
the Silver Wave patient base?

Dental associates, dental hygienists, dental therapists, dental assistants, 
receptionists, practice managers.

Things that are important to facilitate the 
transition to embracing the Silver Wave 
patient base

Systems that are in place in your practice can be adapted to provide best 
practice treatment options for older patients, such as: recall systems, 
appointment scheduling rationale, risk assessment protocols, prevention 
and restorative materials and home care strategies.24

Existing barriers that can slow down the 
transition to embracing the Silver Wave 
patient base

How easily can you shift your dental practice logistics? Or solve scheduling 
issues to accommodate older patients’ needs? How much time is allocated 
for training staff? How often are review meetings held?24

An Australian study of dental practices showed that, despite facing barriers, many dentists did try to implement 
change in their practices.24 The adaptation process involved is illustrated in the table below:

Dentists’ and team members’ experiences during the adaptation process24

Learning by doing: dentists and team 
members had to learn the protocols’ system 
to implement it

‘Well, the more you did, the better you got at it. So, when patients were 
coming in 3 monthly intervals, by the time you had done … when you 
first started, you were a bit tentative, whereas toward the end you were 
more confident. Very tentative at the beginning, but now it is just second 
nature’, Dentist

Educating patients: about why oral hygiene 
and home care are important

‘I mean that is the main thing, we need to educate patients. We are not here 
just to take people’s money and put fillings and put bigger fillings in their 
teeth’, Dental assistant

Establishing new routines: shifting of dental 
practice logistics, solving of scheduling 
issues

‘There were suddenly less fillings to be done, or people I had booked 
in for a longer time that I needed because I was being more preventive. 
Even though I had thought I was being preventive in the past. It made 
me reassess my treatment plan for everyone, not just the patients in the 
program. And that was a good thing, I think’, Dentist

This table was reproduced with permission by Sbaraini et al 2013 p. 824

Suggestion of reference readings:
• Don’t wait for the Tooth fairy: How to communicate effectively and create the perfect patient journey in your 

dental practice – by Ashley Latter

• Leading Change, With a New Preface by the Author – by John P. Kotter

• Prime Practice Leadership Workshops: https://primepractice.com.au/workshops

Ageing brings the need to adapt

Before adapting to the Silver Wave, a dental practice will need to identify current practice systems, barriers and 
facilitators for adapting to the Silver Wave and to develop a strategy to overcome them.
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PRACTICE SYSTEMS

The adaptation process will differ in every practice

Successful adaptation is a methodical step-by-step 
process. Change or adapting to change in any team 
or organisation requires some preparation and 
leadership guidance during the adaptation process. 
Adapting dental practice systems to the Silver Wave 
Steps is a daily ongoing task. It involves teamwork - all 

dental team members need to contribute - so that 
each individual contribution adds to the practice’s 
combined improvement and success. John Kotter’s 8 
Step Change Model25,26 is a useful approach to follow 
– the steps are described below:

PRACTICE SYSTEMS

Kotter’s 8 Step Change Model.25,26 How can this be applied to a dental practice?

Step 1: Create a sense of urgency Generate enthusiasm within your dental team and get started.                       
Describe the Silver Wave patient base as an opportunity for the practice in a way 
that appeals to the “heads and hearts”* of your team.
Let your team participate during discussions. 
Build a compelling argument: as the number of elderly patients will increase 
progressively, discuss the threats of not adapting and the opportunities that 
adapting to the Silver Wave can offer. 

Step 2: Build a coalition of effective 
people

Identify team members who are willing to “support your ideas”* and will make 
“highly effective champions”* to drive the process and sustain change overtime.

Step 3: Create a vision for change Describe the core values that are central to adapting to the Silver Wave: Caring 
for older adults and respecting their treatment expectations is key. When they 
attend a dental appointment, team members need to allow time to bring them in, 
make them comfortable, gain an update on their health status, and assess what 
care can be provided on the day.
Share an inspirational vision of the dental practice that you and your team would 
like to be part of.

Step 4: Communicate your vision 
frequently and powerfully and embed it 
in everything you do

Talk about the changes needed within the practice frequently, and act in a way 
that demonstrates the conduct you are looking for from each member of the 
dental team.

Step 5: Remove obstacles Ask yourself: “are there any processes or structures”* within the practice “that 
are holding up change?”* Is there a team member “who needs convincing?”* If 
yes, help them see what’s needed and remove obstacles. Then, “recognise and 
reward”* team members for adapting to the Silver Wave.

Step 6: Creating short term wins 
(“Nothing motivates more than success”)*

Give your team a taste of success early in the process. Within a month or 
two, you’ll want to have some “quick wins”* that everyone can see. Start with 
foolproof projects, such as reviewing and changing appointment length and 
timing for older patients versus younger patients. Praise team members who 
supported you in reaching that goal.

Step 7: Building on the change The goal is to achieve long-term change. Make small changes, adapt slowly 
and persevere. A well-known process is Plan, Do, Check, Act (PDCA) as part 
of a continuous improvement (Kaizen) process. Plan what will be modified in 
the practice for adapting to the Silver Wave. Do small adjustments with the 
help of your team. After sufficient time (e.g. 4 weeks), check what went well 
and what needs refining. Then, act by implementing these small continuous 
enhancements with the objective of improving patients’ satisfaction, work 
quality (this refers to clinical and non-clinical activities performed at the 
practice) and dental team members’ satisfaction.

Step 8: Anchoring the change Share “success stories”* about the adaptation to the Silver Wave process; 
encourage your team to do the same. Core values that are central to adapting to 
the Silver Wave should be shared when training new staff.  
Openly acknowledge key staff who helped during the adaptation process.

This table was adapted from: *https://www.mindtools.com/pages/article/newPPM_82.htm and 8-STEP PROCESS ebook25
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STEP 2

PROTECT 
& PREVENT
The key words in this chapter are protect and prevent - they are used in relation to 
exposed root surfaces.

Aside from the repair and replacement of failed restorations, root surface caries and 
cervical erosion will become a daily challenge with an ageing population.14 Once exposed 
to the oral environment, root surfaces are at greater risk of demineralisation, especially 
when patients have reduced saliva flow and diminished buffering capabilities.14 

Protective strategies performed at the dental practice (e.g. root surface protection 
with different materials) for those patients with an increased risk of caries or erosion 
are discussed in this section. Preventive strategies for home care, focusing on dentine 
hypersensitivity, dental erosion, dental caries and dry mouth are also illustrated.

CHAPTER CONTENTS

Protect exposed root surfaces at the dental practice 22

Root surface protection: Q&A with Prof. Laurie Walsh 23

Review preventive strategies and recall frequency 24

Managing dentine hypersensitivity with MI Varnish™ 25

Protecting exposed root surfaces with GC Fuji® VII/VII EP 26

Worked example on how to communicate with patients about exposed root surfaces 28

Examples of tests for patients with exposed root surfaces 29

Review home care recommendations 30
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PATIENT FOCUS KEY POINTS

PRACTICE SYSTEMS KEY POINTS

Prepare patients for the ageing process
When should we start a conversation about ageing? Every practice is different,  
some suggestions are listed below:

•  Start the conversation when patients are receptive. For example, a patient in their  
50s with ageing parents requiring dental care is increasingly aware of the ageing  
process challenges.

•  After a significant health event, such as diagnosis of Parkinson’s disease or dementia.

•  After diagnosis of certain conditions that can cause disability: arthritis and other 
musculoskeletal problems, back pain, heart disease, diabetes, stroke, cancer, depression 
and other mental health problems.

Show you care by spending time to discuss future plans and options to meet their long-
term oral health expectations.

Protect exposed root surfaces
“The most critical piece of information the patient needs to know is what could happen 
in the future with whatever treatment path they decide to follow; even if they choose no 
treatment, they need to be aware of the consequences of doing nothing.” Primespeak27

Review preventive strategies and recall frequency
Review preventive strategies within the practice and introduce root surface protection protocols.

Review home care recommendations
Review preventive strategies for home care and frequency of recall appointments.
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With an ageing population, root surface caries and 
cervical erosion have become a daily challenge. Once 
exposed to the oral environment, root surfaces are 
at greater risk of demineralisation, especially when 
patients have reduced saliva flow and diminished 
buffering capabilities.

3 reasons why exposed root surfaces are at 
high risk of dental problems:
1. Exposed dentine tubules: Higher incidence of 

cervical sensitivity is observed, especially if saliva 
quality and quantity is reduced.

2. Lower acid resistance: Exposed root surfaces are 
much more susceptible than enamel to acid attack 
and demineralisation. 

3. Plaque trap: The exposed CEJ (Cementum Enamel 
Junction) is a rough plaque trap that rings the root 
of a tooth.

Exposed root surfaces need extra protection

Superior fluoride protection  
and desensitising Durable long-term protection

Without protection, more than 60% of adults with exposed root surfaces will get 
root decay.28
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PRACTICE SYSTEMS PATIENT FOCUS

Protect exposed root surfaces at the dental practice 

Apply MI Varnish™

MI Varnish™ is a 5% NaF varnish, enhanced with 2% 
RECALDENT™ (CPP-ACP) to release superior levels of 
bio-available fluoride, calcium and phosphate.

Incorporation of RECALDENT™ (CPP-ACP) boosts 
levels of calcium and peptide that work in synergy with 
fluoride, thereby providing significantly higher fluoride 
availability on the tooth surface.

Featuring a durable hydrogenated rosin matrix, this 
enhanced formulation ensures MI Varnish™ provides 
longer lasting protection from dentine hypersensitivity. 

MI Varnish™ is easy to apply and can be applied at 
every recall 
appointment 
for protecting 
exposed 
root surfaces 
and avoiding 
dentine 
hypersensitivity.

Apply GC Fuji® VII

GC Fuji® VII is a clinically proven glass ionomer 
cement, for optimum protection and remineralisation 
of exposed root surfaces in high caries risk patients, 
including those with:

• Reduced saliva flow

• High acid exposure

• Compromised cleaning and plaque removal capability

• Reduced treatment compliance (less frequent 
attendance of recall visits and/or non-compliant 
with home care preventive treatment)
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Prof. Laurie Walsh
University of Queensland

Why do root surfaces become exposed to 
the oral cavity?

The three most common reasons for root surface 
exposure by attachment loss are:

• Gingival recession

• Periodontitis

• Periodontal surgery

What teeth are most at risk?

The attack rate for root surface caries of an exposed root 
surface varies according to the tooth and tooth surface. 
Molar teeth are the most frequently involved, particularly 
the mandibular first and second molars. The initial site of 
the lesion is typically on the buccal and proximal surfaces 
of the mandibular molar. The next highest risk site is the 
buccal surface of the mandibular premolar.

Maxillary incisor teeth have twice as high an attack rate 
for root surface caries on their proximal surface than on 
their labial surface. Consequently, lesions are typically 
seen to begin incidentally and then to wrap around to 
the labial surface of the tooth in a ‘ringbarking’ pattern.

Mandibular incisor teeth have the lowest attack rate for 
root surface caries. If a patient develops root surface 
caries on the lingual aspect of a mandibular incisor 
tooth, this is a sign of the most severe pattern of dental 
caries, and is indicative of an extreme depression of 
salivary defence.

What are the important things to look for 
when assessing patients at risk of root 
surface caries?

During dental examination, one should consider the 
range of factors which can result in attack on the 
integrity of any exposed root surfaces, including:

• medical history (conditions and medicines that  
result in compromised salivary flow)

• lifestyle factors (frequency of intake of dietary acids 
as well as fermentable carbohydrates)

• saliva assessment – use GC Saliva Check Buffer kit

• dental plaque assessment (distribution, thickness 
and fermentation capabilities)

Is there a practical tool to assess the risk of 
developing root surface caries?

GC Tri Plaque ID Gel is a rapid plaque-disclosing and 
plaque-fermentation test. GC Tri Plaque ID Gel helps 
the identification of areas where the plaque has not 
been cleaned off. For example, the areas that appear 
light blue are of most concern, as these are areas where 
a complex cariogenic biofilm has developed. This 
plaque is producing acids. 

GC Tri Plaque ID Gel helps to educate patients about 
plaque that remains on their teeth after brushing, and it 
also shows us how compliant they have been in terms of 
home care and reducing caries risk.

BLUE/PURPLE:  
Thick deposits of plaque 
will stain blue/purple. 
These are areas which 
have not been cleaned in 
the past 48+ hours.

PINK/RED:  
A thin deposit of plaque 
will stain pink/red.  
These are areas where 
surfaces have been 
cleaned recently and the 
biofilm is immature.

LIGHT BLUE:  
Areas that are light blue indicate acid production from 
the plaque bacteria and the biofilm will have a pH of 
approximately 4.5 or lower. This is a high risk biofilm.
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Root surface protection: Q&A with Prof. Laurie Walsh 
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Review preventive strategies and recall frequency

PRACTICE SYSTEMS PATIENT FOCUS

Clinical Situation Root surface coating 
material of choice

Recall frequency Benefit

Dentine hypersensitivity 
and good plaque 
control

MI Varnish™ Every 6 months until 
sensitivity is resolved.

Immediate relief and 
protection of exposed 
root surfaces

Dentine hypersensitivity 
and poor plaque control

MI Varnish™  
Or GC Fuji® VII covered 
by MI Varnish™ 

Every 3 to 6 months until 
plaque control improves.

Maximum tooth 
surface protection from 
demineralisation.

Acidic oral environment, 
exposed roots and poor 
buffering capacity of 
saliva (polypharmacy)

GC Fuji® VII covered by 
EQUIA® Forte Coat

Every 3 to 6 months until 
risk of disease reduces.

In case of frequent acid 
challenges, EQUIA® Forte 
Coat will protect GC Fuji® 
VII for longer.

Exposed roots, poor 
plaque control and low 
tolerance (patients who 
cannot stay in dental 
chair for longer)

GC Fuji® VII covered by 
COCOA BUTTER

Every 3 to 6 months until 
risk of disease reduces.

COCOA BUTTER can be 
applied quickly and has a 
pleasant smell and taste. 

Arthritic hands, poor 
plaque control and root 
surface caries

GC Fuji® BULK restoration 
covered by EQUIA® Forte 
Coat

Every 3 months due to 
permanent poor plaque 
control.

This relates both to risk 
of disease and cost-
effectiveness as GC Fuji® 
BULK is ideal for restoring 
function in challenging 
environments.

For all clinical situations described above, at follow-up  
visits MI Varnish™ should be applied/reapplied to boost calcium,  

phosphate and fluoride levels in the oral environment.

The aim of reviewing preventive strategies and introducing root surface protection protocols within dental practice 
systems is to avoid dentine hypersensitivity and to protect exposed root surfaces – once protected, root surfaces will 
become more acid resistant and will be less likely to develop root caries if patients become unable to clean adequately 
(e.g. arthritic hands). The table below illustrates a series of clinical situations where this approach would be beneficial:
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Case 3:  73 year-old female polypharmacy patient presented with a complaint of a very dry mouth and hypersensitivity in many of her teeth, particularly around the 
gum line of the teeth. The exposed root surfaces were coated with MI Varnish™ to provide some immediate relief from the sensitivity and assist with the 
ongoing desensitisation of these exposed dentine surfaces. The patient was advised to use a combination of GC Dry Mouth Gel followed by GC Tooth 
Mousse Plus® twice daily after brushing, with particular attention to this protocol when going to bed at night.

Case 1:  49 year-old female patient presented with concerns regarding gum recession and some sensitivity in her lower molar teeth when brushing. MI Varnish™ 
application was completed and sensitivity was markedly reduced.

Case 2:  63 year-old female patient reporting sensitivity with clinical signs of dental erosion caused by high consumption of acidic fruits. MI Varnish™ application is 
repeated every 4 months for reducing sensitivity and protecting exposed root surfaces.

PATIENT FOCUSPRACTICE SYSTEMS

Pr
o

f. 
Ia

n 
M

ey
er

s
Pr

o
f. 

M
at

te
o

 B
as

so
Pr

o
f. 

Ia
n 

M
ey

er
s

Managing dentine hypersensitivity with MI Varnish™
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PRACTICE SYSTEMS PATIENT FOCUS

A patient presents with an exposed root surface on a canine; Dr. Graeme Milicich

Root surface caries in an 82 year-old dry mouth patient; Dr. Andrew Brostek

The plaque was gently removed

Application of EQUIA® Forte Coat (light-cured 20 sec.)

Hand-instrumentation was used for removal of soft 
caries. CAVITY CONDITIONER was applied for 10 sec.

Completed GC Fuji® VII EP root surface protection

After rinsing and gently drying the cavity, GC Fuji® 
VII EP was applied to coat the root surface. COCOA 
BUTTER was applied immediately after.

CAVITY CONDITIONER applied for 10 sec. GC Fuji® VII EP White applied

“For the first time, dentists 
can give the older patients 
effective treatment that will 
protect exposed root surfaces. 
The technique is non-invasive, 
painless and does not rely on 
compliance.”

Ngo, Knight29

“Bacteria can penetrate 
through the thin cementum 
into the underlying dentine 
very quickly. GIC can be used 
to cover and protect the 
exposed root surfaces, or 
to restore subgingival root 
caries lesions.”

Ngo, Opsahl-Vital30

Protecting exposed root surfaces with GC Fuji® VII/VII EP

As of April 2018, GC Fuji® VII EP is not yet available in SEA. Alternatively, GC Fuji® VII can be used in similar cases.
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Root surface protection – Technique

What is the best way of protecting exposed 
root surfaces?

When first exposed, a root surface is cementum, and 
subsequently becomes dentine (e.g. following removal 
of the overlying cementum by abrasion, erosion, or 
periodontal debridement). Therefore a long-lasting 
root surface protection material must develop a strong 
adhesive bond to both cementum and dentine.

GC’s glass ionomer cements (GICs) are highly durable, 
free-flowing adhesives, that ensure effective wetting of 
tooth surfaces and the formation of a strong chemically-
fused seal to cementum, dentine and enamel.

GC Fuji® VII is purpose-designed for protecting tooth 
surfaces at risk of demineralisation.31 Once applied, 
they form a mechanical barrier to protect the covered 
and surrounding tooth surfaces and to minimise plaque 
accumulation.

Technique tips on how to apply GC Fuji® VII 
on root surfaces

Brush-on application using a microbrush 
Using a microbrush, brush-on GC Fuji® VII to exposed 
root surfaces. If desired, GC Fuji® VII working time can 
be extended by using a cold glass slab. Place a single 
sheet from a mixing pad onto the cold glass slab and 
then dispense the mixed capsule contents onto the 
sheet. This will give a 50% increase in working time.

Amount of material used 
A thin film of half a millimetre or less is all that is 
required to protect an exposed root surface.

Carefully place GC Fuji® VII 
Place GC Fuji® VII over exposed root surfaces, leaving 
it just short of the gingival margin – this will prevent 
excess material flowing onto gingival tissues and the 
need to trim any excess back (risking trauma/irritation 
to the gingiva). Any excess can become a food or 
plaque trap and may induce further gingival recession.

GIC

i

Dentine

The objective of root surface protection is to 
create a hardened outer surface using the glass 
ionomer reaction to form a more acid-resistant ion 
exchange zone (i – shown above). This hardened 
zone of chemical interaction creates a layer of “super 
protection”, which continues to protect even if the thin 
GC Fuji® VII coating is lost over time.
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Avoid excess material  
flow onto gingiva.

Optional: Apply MI Varnish™ 
as a peripheral seal.

PATIENT FOCUSPRACTICE SYSTEMS
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GOAL 1: Find out  
what patients know  
about the problem

GOAL 2: Expose and 
discover conditions

GOAL 3: Deepen 
awareness and 
concern: What are 
the consequences of 
doing nothing?

GOAL 4: When 
the patient has a 
deepened level 
of concern and 
awareness, offer 
solutions

I see from your dental history form that you are experiencing some tooth 
sensitivity. I am curious to know what you think might be happening...

The sensitivity is (most likely) due to exposed root surfaces. Perhaps I should 
briefly explain what can happen if they’re left exposed...

Fact: Current data suggests that more than 60% of people with exposed roots 
will develop root decay. Once that happens, root decay will, on average, 
progress at twice the rate of tooth (coronal) decay.28

Primespeak communication example 1: Exposing the root surfaces of teeth 
as gums recede is sort of like going bald, i.e. when our hair recedes. It can 
happen at any stage, and if you are balding and go out in the sun your scalp 
needs extra protection, from sunscreen or a hat. In the same way, the gum 
protects the root surfaces. When the root surfaces are exposed they are at a 
much higher risk of sensitivity and developing decay.28

Primespeak communication example 2: Newly exposed root surfaces of 
teeth are like new wood on a deck. The deck needs some sort of regular or 
permanent protective coating, like a varnish, especially if it is in direct sunlight. 
The stronger the sunlight the greater the potential deterioration over time. In 
your mouth, the drier your mouth is, the greater the risk of deterioration of an 
exposed root surface over time.

Primespeak communication example 1: Most of our patients who have this 
condition adopt a “sunscreen” approach (GC Tooth Mousse Plus® applied 
twice a day after tooth brushing).

Primespeak communication example 2: Patients with this condition usually 
use a varnish application. We suggest 6-monthly varnish applications on these 
surfaces but if you start to get a dry mouth we increase frequency to 4-monthly 
or even 3-monthly (MI Varnish™ applied at every recall appointment).

Primespeak communication example 3: In your situation, where we have 
areas that are difficult to reach, we have a longer lasting protective coating 
that we apply (GC Fuji® VII applied as a surface coating to the exposed root).

Suggested communication

Suggested communication

Suggested communication

Suggested communication

The text on this page was developed in collaboration with Prime Practice from the Primespeak Seminar. For more information, please visit: https://primepractice.com.au/primespeak27

Worked example on how to communicate with 
patients about exposed root surfaces

PRACTICE SYSTEMS PATIENT FOCUS

28 THE SILVER WAVE



PATIENT FOCUSPRACTICE SYSTEMS

Examples of tests for patients with exposed  
root surfaces

Dental saliva pH indicator
pH 5.0-8.0

5.0 5.2 5.4 5.6 5.8

6.0 6.2 6.4 6.6

6.8 7.0 7.2 7.4 7.6 7.8

Patient name Age

Evaluation date File #

RESTING SALIVA

Hydration Viscosity pH

> 60 secs    sticky/stringy    5.0 - 5.8   

30 - 60 secs     frothy/bubbly    6.0 - 6.6    

< 30 secs   watery/clear    6.8-7.8   

FLUORIDE

Do you use fluoride toothpaste? YES        NO    0 Yes    

Any Fluoride in drinking water? YES        NO    1 - 2 Yes    

Received professional fluoride treatment? YES        NO    3 Yes    

MODIFYING FACTORS

Any drugs which can decrease salivary flow? specify YES        NO    ≥ 1 Yes    

Any disease which can cause dry mouth? specify YES        NO    = 5 No    

Any fixed or removable prosthesis, inc orthodontic appliances YES        NO   

Is compliance likely to be poor? YES        NO  

Does patient have a recent episode of active caries? YES        NO  

OVERALL TRAFFIC LIGHT ASSESSMENT

SALIVA

BIOFILM

DIET

FLUORIDE

MODIFYING FACTORS

(Tick one box)
Disease Status

1  2  3  

A
tt

itu
d

e
A  

B  

C  

DIET (# of exposure in between meals)

Sugar Acid

> 2   > 3    

> 1   > 2   

Nil   1    

BIOFILM

Biofilm Maturity (Tri Plaque ID Gel)

Light Blue Stain (acid producing biofilm)   

Blue Stain (mature biofilm)   

Pink/Red Stain (new biofilm)    

STIMULATED SALIVA

Quantity pH Buffering

< 3.5ml    5.0 - 5.8    0 - 5 points   

3.5ml - 5.0ml     6.0 - 6.6    6 - 9 points    

> 5.0ml    6.8 - 7.8    10 - 12 points   

ATTITUDE & DISEASE STATUS

Attitude (Patient Self Assessment) Disease Status (Clinician Assessment)

Are you willing to change the way you care for 
your oral health?

A  Yes 1  No current disease 

B  Maybe 2  Need for repair

C  No 3  Active disease

Modified with permission from Preservation & Restoration of Tooth Structure 3rd edition.  HSH code: GC-BUFFER100

RISK ASSESSMENT FOR CARIES

© GC Australasia Dental Pty Ltd 2017

1.  Test Hydration: Evert the lower lip, gently blot the labial mucosa with a small 
piece of gauze, and observe the mucosa under good light. Droplets of saliva 
will form at the orifices of the minor glands. If the time taken for this to occur 
is more than 60 seconds, the resting flow is below normal.

3.  Test Resting pH of unstimulated saliva: a low pH indicates the environment of 
the mouth is much more acidic than normal. When this occurs, acid challenges 
result in demineralisation and mineral loss at a level that the saliva cannot repair.

5. Test plaque/biofilm: a patient with significant plaque build-up at the contact 
point for a partial denture, light blue colour indicates a high risk biofilm.

2.  Test Viscosity: Visually assess the resting viscosity - healthy unstimulated saliva 
is clear in colour and watery in consistency. If it looks stringy, frothy or bubbly, 
or is very sticky, then it may mean the content of water is low because the rate 
of production is low.

4.  A more comprehensive evaluation of saliva would involve testing stimulated 
saliva quantity, pH and buffering capacity: red colour means very low 
buffering capacity. 

6.  Record tests results on GC Risk Assessment Pad.^

How to interpret low test results for resting (unstimulated) saliva

If unstimulated saliva testing reveals ‘red or yellow 
lights’ this means the saliva is not functioning to its full 
potential and the oral health is at risk. The saliva may 
not flow and protect surfaces effectively and the general 
acidity in the mouth will be favouring demineralisation 
and/or increasing colonisation of aciduric bacteria. 

When the stimulated saliva test results are normal, this 
indicates that there is either a lack of raw materials 
(e.g. water) or a lack of stimulus to the salivary glands 
(or both). Lifestyle profiling and a medical history will 
identify the causative factors which have reduced 
resting saliva activity.

Resting pH

Stimulated pH

Buffering test
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^ Modified with permission from Mount GM,  Hume WR , Ngo HC , Wolff MS (Editors)(2016). Preservation and Restoration of Tooth Structure, 3rd Edition: Wiley-Blackwell. ISBN: 978-1-118-76659-0.

29STEP 2: PROTECT & PREVENT



1.  Squeeze a small 
amount of GC Tooth 
Mousse® or GC 
Tooth Mousse Plus® 
onto your finger.

2.  Apply to all teeth 
with your finger 
and use your 
tongue to spread 
around evenly.

3.  For maximum benefit, leave GC Tooth 
Mousse® or GC Tooth Mousse Plus® on 
your teeth for as long as possible. The 
minimum recommended application 
time is three minutes. At the end of the 
application you can expectorate, rinse or 
swallow the remainder.

Sensitive Teeth

Are your patients’ teeth sensitive to hot  
or cold?

“Dentine hypersensitivity can affect patients of any age, 
most affected patients are in the age group of 20-50 
years, with a peak between 30 and 40 years of age.”32

Tooth sensitivity has many causes including:

• Exposed root surfaces

• Tooth whitening

• Abraded or eroded teeth

• Cavities and cracked teeth*

Recommend GC Tooth Mousse® (Plus), 
proven protection against sensitivity
• Reduce dentine hypersensitivity.†

• Decrease the intensity of post-whitening sensitivity, 
giving greater compliance.†

Erosion

Are your patients’ teeth eroding or  
wearing away?

Dental erosion is caused by acid originating from the 
external environment or from within our own bodies. 
External dietary sources linked to erosion include soda 
drinks, diet drinks, alcohol and sour acidic foods. High 
oral acid levels that can lead to tooth erosion are also 
observed during pregnancy (morning sickness), when 
patients present with a gastroesophageal reflux disease 
(GERD) or an eating disorder.

Recommend GC Tooth Mousse® (Plus),  
proven protection against erosion
• Remineralise eroded enamel.†

• Prevent enamel and dentine erosion.†

• Increase enamel and dentine resistance to 
subsequent acid challenge.†

• Reduce wine erosion in both enamel and  
dentine cementum.†

• Reduce enamel erosion under severe conditions, 
simulating heavy attrition and gastric regurgitation.†

Easy at-home application

GC Tooth Mousse® is a great 
tasting water-based crème that 
contains RECALDENT™ (CPP-
ACP), a milk-derived protein that 
provides high concentration bio-
available calcium and phosphate. 
GC Tooth Mousse Plus® is 
recommended for children at 
least 6 years old, and older 
patients where additional fluoride 
exposure is desired.

Review home care recommendations

PRACTICE SYSTEMS PATIENT FOCUS

1.  Squeeze a small 
amount of GC Tooth 
Mousse® or GC 
Tooth Mousse Plus® 
onto your finger.

2.  Apply to all teeth 
with your finger 
and use your 
tongue to spread 
around evenly.

3.  For maximum benefit, leave GC Tooth 
Mousse® or GC Tooth Mousse Plus® on 
your teeth for as long as possible. The 
minimum recommended application 
time is 3 minutes. At the end of the 
application you can expectorate, rinse or 
swallow the remainder.

* Cavities and cracked teeth require other treatment. † GC Tooth Mousse® & GC Tooth Mousse Plus® (2016) A World of Proof. Research Studies from Around the Globe:pages 4-5.
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Dental caries

Is what patients are eating or drinking  
causing cavities?

Many factors can increase the chances of developing 
dental caries, including:

• Drinking soda and other sweet drinks

• Sugary and carbohydrate-laden snacks and foods

• Sugary candies

• Drug and tobacco use

Recommend GC Tooth Mousse® (Plus), 
proven protection against dental caries
• Reduce caries lesion depth in enamel and dentine.†

• Remineralise and reduce the size of white spot lesions.†

• Bind to Streptococcus mutans and increase calcium 
and phosphate levels in plaque and saliva.†

• Provide a greater degree of root caries protection 
and reduce root caries lesion depth.†

• Reduce plaque area, plaque maturity and plaque 
acid production.†

Dry mouth

Have your patients ever had dry mouth?

Saliva is our body’s natural oral defence system, delivering 
important minerals to your teeth to keep them strong and 
healthy. Without enough saliva, we can suffer a mineral 
imbalance that leads to increased risk of disease.

Dry mouth (xerostomia) can be caused by medications, 
disease, chemotherapy, smoking, drug use, and even 
stress. Dry mouth can lead to severe tooth decay, 
sensitivity and oral discomfort.

Recommend GC Tooth Mousse® (Plus), 
proven protection against dry mouth

Remineralise root surfaces in patients with radiation 
induced xerostomia.†

In xerostomic patients: 

• Prevent and arrest caries lesions. 

• Improve stimulated saliva flow rate and pH over time.†

PATIENT FOCUSPRACTICE SYSTEMS

How often? Minimum twice a day.  
Night time is the right time!

When? After tooth brushing and flossing.

How Long? Ongoing as recommended by your 
dental professional. A change of lifestyle 
and dietary habits is important to ensure 
ongoing treatment will be successful.

How? Finger application.

Other Work with your patient to determine risk 
level, any other treatment that is required 
and how to reduce risk over time. 

Other tips for communicating with 
patients: Eat healthy snacks such as fruit. 
Avoid sugary foods, snacks and candies. 
Avoid sodas and sweet drinks. Make sure to 
thoroughly brush your teeth twice daily.

Applying GC Dry Mouth Gel prior to GC Tooth Mousse Plus® 
is more comfortable for some patients with dry mouth. A 
popular flavour combination is raspberry GC Dry Mouth Gel 
prior to vanilla GC Tooth Mousse Plus®.
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This section shows clinical cases which highlight the need for developing a long-term 
restorative treatment plan and identifying long-term restorative strategies (materials) 
to suit individual cases. The order of cases is based on how “unbalanced” the oral 
environment is; starting from high-risk patients and progressing to a healthier mouth, 
showing choice of materials respectively. 

STEP 3

TREAT &  
CONTROL
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PATIENT FOCUS KEY POINTS

PRACTICE SYSTEMS KEY POINTS

Meet patients’ expectations and long-term needs
A restorative procedure needs to:

•  Be part of a long-term plan for restoring function while maintaining as much tooth 
structure as possible.

•  Meet patients’ needs and expectations in relation to function, comfort,  
aesthetics, affordability.

•  Be maintained over time, recognising a patient’s ability to perform oral hygiene  
and attend recall appointments.

What is appropriate restorative treatment?
Independent of a patient’s age, the condition of the oral environment will determine which 
restorative material is more suitable (e.g. glass ionomer restorative materials are ideal  
for protecting teeth in compromised oral environments).14

Review restorative strategies

Review restorative materials

What are the problems dentists face when restoring teeth in an older patient?

“The restorative challenges presented by older patients include erosion, abrasion, 
demineralisation, rampant coronal and root caries, retained roots, recurrent caries (necessitating 
crowns and other repairs), subgingival caries, “wet” oral environments, salivary dysfunction, 
disruptive behaviours, poor compliance with preventive care, high plaque levels, and financial 
and other restrictions on care options.” Chalmers, 200633
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Prof. Matteo Basso

Managing erosion, poor oral hygiene and exposed roots

A 78-year-old lady presented for treatment with evidence 
of erosion combined with mechanical abrasions from 
normal masticatory function. Gold overlays which were 
placed 35 years ago (4 in each quadrant on premolars 
and molars) continue to function effectively. 

GC Tri Plaque ID Gel was used to identify areas where the 
plaque has not been cleaned off. The areas that appear 
light blue are of most concern, as this is where an acid-
producing cariogenic biofilm has developed (image 3).

Cervical lesions were restored with EQUIA® Forte as 
the shape of those lesions facilitated plaque deposit. 
MI Varnish™ was applied to reinforce thin enamel layers 
and to protect the margins of the overlays. MI Varnish™ 
will be reapplied at every recall appointment to help 
elevate calcium, phosphate and fluoride levels at and 
around high risk sites.

1.  Enamel erosion.

4.  CAVITY CONDITIONER was used (10 sec.).

7.  MI Varnish™ was applied to reinforce thin  
enamel layers.

2. GC Tri Plaque ID Gel applied.

5.  EQUIA® Forte Fil (A3) was placed.

8.  MI Varnish™ was applied to protect the margins 
of the overlays.

3. Areas that are light blue indicate a high risk biofilm.

6. Finished restoration.

PRACTICE SYSTEMS PATIENT FOCUS

A recent study showed that 
“a single-application of 
fluoride topical varnishes 
was effective in reducing 
enamel wear.” MI Varnish™ 
“had the best effect against 
enamel loss from an erosion-
abrasion challenge.”34
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1.  Hand-instrumentation was used for removal of  
soft caries.

2.  CAVITY CONDITIONER applied for 10 sec.

5.   GC Fuji® BULK was placed. A matrix (Kerr 
Cervical Foil Matrix*) was used for achieving a 
smooth surface - final margin finishing was done 
using a number 12 surgical blade and minimal 
reshaping; if the matrix is adapted well; then 
extensive finishing and polishing is not required.

6.   GC Fuji® BULK restorations.

First step: Stabilising caries with GC Fuji® VII

Second step: Restoring function with GC Fuji® BULK

Stabilising root caries: a two-step procedure

PRACTICE SYSTEMS PATIENT FOCUS

Prof. Hien Ngo
Dean, College of Dental Medicine, University of Sharjah, United Arab Emirates

A late “baby boomer” in his 60’s presented to a team of 
periodontist and prosthodontist for management of his 
missing posterior teeth. The lower anterior teeth had 
extensive root caries lesions and he was wearing a full 
upper denture.

To retain his remaining teeth, he was referred to a general 
practitioner for operative and caries management. On 
examination, it was evident that plaque control was 
impossible in the presence of these cavities. 

These cavities were “plaque traps” and the underlying 
dentine was demineralised and infected. When a 
clinical condition like this presents, it is important to 
place a temporary seal so that the patient can clean and 
to allow time for the underlying dentine and the pulp to 
heal. Once teeth have stabilised, a definitive restoration 
can be placed using minimally invasive techniques. This 
two-step procedure helps to maintain pulp vitality. 

A pain-free method (no local anaesthesia needed) was 
used to stabilise all open root caries lesions: this was 

done as part of the disease control phase with the 
objective to seal the cavities, prevent further plaque 
accumulation and change the microflora within the 
underlying demineralised dentine (Figs. 1 to 3).

When it was time to place a definitive restoration, 
the three incisors were restored using GC Fuji® BULK 
(Figs. 4 to 6). In this case, the definitive restoration 
was placed six weeks after the first visit - important 
to note that time in-between appointments is not 
prescriptive, it can vary depending on a range of factors 
such as proximity to the pulp, clinical symptoms, soft 
tissue response etc. Implant-retained prostheses were 
placed in quadrant 3 and 4 and the natural teeth will 
be monitored and maintained. In other cases, once 
the complex restorative phase is completed and if 
the patient wishes for better aesthetic results, the 
glass ionomer restorations could be resurfaced using 
a self-etch adhesive and composite resin, noting that 
composite resin should not be extended below the 
gingival margin.

3.  After rinsing and gently drying the cavity, GC 
Fuji® VII White was applied. COCOA BUTTER 
was applied immediately after.

4.  Cavity preparation achieved using a round bur 
(900rpm). Where wet and soft dentine was found, 
hand instruments were used.

* Not trademark of GC Corporation.
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Prof. Matteo Basso

A polypharmacy 68 year-old male, retired lawyer 
and judge, previously identified as high caries risk, 
presented for treatment. In recent years, he developed 
some health problems (cardiopathy, high blood 
pressure and incoming Alzheimer’s syndrome), but 
now he is stable under specific drugs. His level of oral 
hygiene decreased over time and his salivary flow also 
decreased as a side effect of polypharmacy. As a result, 
he developed secondary caries lesions on >30 year-old 
amalgams on teeth 16 and 17, and a new caries lesion 
was diagnosed in the mesial surface of tooth 16.

A biomimetic material, the EQUIA® Forte System, was 
selected and placed in one single increment: total 
working time was 18 minutes for the completion of 
three restorations.

EQUIA® Forte is a Glass Hybrid Restorative System 
for long-term posterior restorations. EQUIA® Forte 
builds on the remarkable clinical trials performance of 
the original EQUIA® system and presents as a strong, 
bulk-fill, self-adhesive system for rapid restoration of 
posterior teeth. 

The selection of a composite restoration in this oral 
environment didn’t appear to be a smart option, due 
to increasing dental caries risk, poor oral hygiene, dry 
mouth and the possibility of loss of mental and physical 
abilities due to Alzheimer’s syndrome. Furthermore, 
if a composite was chosen, it would not be possible 
to preserve the marginal crest of tooth 16 via tunnel 
technique, since this technique is not recommended 
with composites.

Management of caries lesions in an Alzheimer’s patient

1.  Secondary caries lesions on teeth 16 and 17. A 
new caries lesion in the mesial surface of tooth 
16.

3. EQUIA® Forte Fil (A3) was placed in one single 
increment.

2.  After the removal of decayed tissue, CAVITY 
CONDITIONER was used (10 sec.) to remove 
surface debris.

4.  Preliminary shaping was performed with hand 
instruments. The presence of an efficient occlusal 
contact, good aesthetics and good shape of 
occlusal surface has been verified.

5.  A layer of EQUIA® Forte Coat was applied with 
a brush (light-cured 20 sec.) to improve final 
mechanical properties of the EQUIA® Forte 
restoration.

6. Finished restoration.

PATIENT FOCUSPRACTICE SYSTEMS
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Dr. Matthew Wong

A 54 year-old healthy patient presented for treatment. 
Her chief concern revolved around the spacing of 
the lower anterior teeth due to drifting into partially 
edentulous spaces. She was previously offered 
orthodontic treatment to consolidate the space, but 
declined due to cost and long treatment time, given her 
age. She was also previously offered porcelain veneers 
to improve aesthetics, but she wished to explore 
options with a more conservative approach. 

During treatment planning, a suggestion was to close 
the two diastema spaces with direct additive composite 
resin veneers. After a quick mock-up and smile analysis, 
she agreed to this treatment option. 

By using the chameleon effect properties of Solare 
SCULPT, together with its perfect balance of chromacity 
and opacity, we were able to achieve an extremely 
aesthetic result using only one single shade. 

4.  Labial wing of tooth 31 buildup using Solare 
SCULPT A2. Sculpting is further aided with the use 
of artist’s brush wetted with Stick Resin, unfilled 
PMMA resin from GC.

1.  Pre-treatment shape analysis. Patient is currently 
periodontally stable. Plaque removal with the aid 
of plaque indicator. Caries on the incisal edge of 
41 is excavated with enamel margins beveled.

2.  Isolate with rubber dam. Adjacent teeth further 
isolated with PTFE tape. Total etch of enamel 
surface with 37% Phosphoric Acid.

3.  Solare Universal Bond used as bonding agent. 
Interproximal space separated with acetate strip.

5.  Labial wing of tooth 41 buildup using Solare 
SCULPT A2 to mirror 31.

6.  Buildup of incisal edge of tooth 41. Placement of 
sectional matrix on both distal sides in preparation 
for lingual side buildup.

7.  Injection molding of the lingual walls using Solare 
FLO and Solare SCULPT.

8.  Shape adjustment of tooth contour and line 
angles. Final polishing with wheels and disks.

9.  Post-treatment shape analysis. Occlusal 
adjustments done to ensure elimination of 
interference during lateral excursion and anterior 
protrusion. Contacts checked.

Restoring function and aesthetics in balanced  
oral environments
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A patient with active caries presented with lesions at the 
clasp-tooth contact areas of his partial denture. GC Fuji® 
IX GP EXTRA is an excellent option for restoring the distal 
lesion on tooth 14 and protecting surrounding tooth 
structures. Another excellent option is GC Fuji® BULK 
which is less aesthetic but more acid resistant so ideal for 
restoring and protecting in very high risk patients. After 
diagnosis was established, a patient-specific prevention 
strategy was implemented to encourage new oral 
hygiene habits with additional supplements (e.g. nightly 
application of GC Tooth Mousse Plus®) to drive their oral 
environment towards one favouring remineralisation.

Retained roots under full dentures

Full dentures

1. Partial denture in place. 2. Lesion on tooth 14.

3.  CAVITY CONDITIONER was 
applied (10 sec.) followed by GC 
Fuji® IX GP EXTRA shade A3.

Retained roots restored using EQUIA® Forte System

PRACTICE SYSTEMS PATIENT FOCUS

Dr. Andrew Brostek

A very active 103 year-old male - who until last year was 
driving and going on ocean cruises - has lost his teeth 
gradually over recent years due to periodontal disease 
and extreme tooth wear. He has full dentures and two 
retained tooth roots which were restored using EQUIA® 

Forte System. The two roots (teeth 43, 44) were retained 
with the benefit of not endangering his health - he did not 
want implants nor surgical risk associated with extractions.

“Overdentures provide better function than 
complete dentures through a variety of 
parameters, such as improved biting force and 
chewing efficiency and increased speed of 
controlled mandibular movement.” 

Fenton, 199836

Partial denture wearing is a predictor for root 
surface caries. Hence, “partial denture wearers 
should be the target of intensive preventive efforts”.

Thomson, 200435

Dr. E. Stephen Vouliotis

Managing active caries at partial denture clasp

4.  After contour and finish, apply 
EQUIA® Forte Coat (light-cured 
20 sec.).
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Dr. Anthony Mak

Acidic plaque and food debris were noted in a high 
risk, compromised 94 year-old female – she had a brain 
bleed causing a minor stroke a year ago. She has lost 
gross motor skills, which among other things, makes 
it difficult for her to keep her mouth open. She is also 
unable to speak and communicate well. Simple tasks like 
tooth brushing, dressing herself or eating by herself are 
no longer possible without assistance. She is a nursing 
home resident – apart from lack of daily oral hygiene, 

her diet is high in carbohydrates and is thickened to 
minimise risks for aspiration of food into airways.

In acidic environments like this, GC Fuji® BULK is the 
best option as it strengthens and protects tooth surfaces, 
offering this patient a chance of maintaining function.  
GC Fuji® BULK sets rapidly and this is advantageous 
when working in patients presenting disruptive 
behaviour, poor compliance with preventive care and 
high plaque levels. 

Restoring function in challenging conditions

PATIENT FOCUSPRACTICE SYSTEMS

Dr. Anthony Mak

A 74 year-old cardiologist, medically fit and very healthy 
presented for treatment. On examination, failing large 
composite restorations on the heavily restored teeth 44 
and 45 were observed.

The choice of two GC Initial™ LiSi Press crowns was 
made to reinforce the teeth but also to minimise future 
marginal degradation of restorative materials as the 
patient ages. GC Fuji® BULK was placed on Class V 
cavities due to the site-specific nature of the cavity that 
required restoring prior to crown fabrication.

Restoring function in balanced oral conditions

1.  Pre-op buccal view – marginal degradation of 
existing composite restorations.

Before

3.  Final GC Initial™ LiSi Press crowns immediately 
post-op (buccal view).

15 months after placement (at hygienist recall): GC 
Fuji® BULK is functioning well with no new caries, 
despite challenging conditions

2.  GC Fuji® BULK in place as core material restoring 
the buccal cavity

After: GC Fuji® BULK restoration
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Dr. Anthony Mak

A female patient (63 years old) presented with periapical 
abscesses and deteriorating restorations on teeth 
11 and 21: teeth were unrestorable with vertical root 
fractures and extractions were required. An immediate 
temporary denture, to be followed by two dental 
implants, was proposed initially. Due to the patient’s 
inability to afford implants and unwillingness to wear 
a partial denture, a bonded no-prep fibre-reinforced 
bridge was recommended and the patient accepted.

The bridge would span from tooth 13 to 23 for 
functional support of the large pontics on the area 
replacing teeth 11 and 21. Also, a pink solution was 
considered to restore the missing gingiva and avoid 

the long “rabbit like” pontics. The following materials, 
in order of placement, were used to construct the 
final bridge: everStick® fibres (x2), everStick® NET (x1), 
G-ænial™ Universal Flo AE, AO2, everX Posterior™ , 
G-ænial™ Universal Flo A2, AE. The bridge was bonded 
with heated composite SOLARE X A2. 

There were some challenges with this case, such as: teeth 
12 and 22 had short roots which were not ideal to support 
a larger long span 4-unit fixed bridge; a deep bite Class 
II Malocclusion Division 1; periodic gingival infection, 
recession and bone loss which have occurred over time. 
However, after 2.5 years since completion, function has 
been restored and the case is still going strong.

Restoring function in balanced oral environments

1.  Healing of edentulous site after extraction of  
unrestorable 11 and 21.

2.  A silicon palatal key was fabricated from the 
diagnostic mock-up and brought back to check on the 
model. The mock-up was mounted on an articulator 
and space was waxed in to cater for 2x fibres.

3.  A thin palatal shell from G-ænial™ Universal Flo 
AE and everStick® PERIO fibres in situ were used 
to create the framework of the indirect bridge.

4.  First layer of enamel composite G-ænial™ 
Universal Flo AE placed onto the silicon key and 
then brought onto the model.

5.  Build-up of the proximal surfaces - creating the boundaries. 6.  everStick® NET was used to reinforce the pontic 
framework and minimise the risk of fracture 
across the pontic spaces.
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13.  Completed dentine layer with mamelons.

9.  everX Posterior™ was used to further reinforce 
the framework and to act as a bulk fill.

14.  Completed bridge - line angles placed prior  
to polishing.

15. Completed preliminary polishing on the model.

10.  everX Posterior™.

7.  G-ænial™ Universal Flo AO2 placed prior to 
placement of everStick® NET.

16.  Completed everStick® bridge prior to bonding 
in the mouth.

11. Cured everX Posterior™.

8. Placement of everStick® NET.

12.  G-ænial™ Universal Flo AO2 used to mask and 
act as the dentine layer.

17. everStick® reinforced resin “wings”. 18.  Final result: everStick® bridge was bonded with 
heated composite SOLARE X A2
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In the case of partially dentate adults, replacement of 
missing teeth incurs a biological price. This may be justified 
if the procedure for replacing missing teeth confers a 
substantial functional and cosmetic benefit to the patient.

Conventional treatment in partially dentate older adults 
generally involves restoration of missing teeth with 
removable partial dentures (RPDs). This form of treatment 
is considered if tooth loss has reduced the patient’s 
ability to chew, or, has led them to be dissatisfied with the 
appearance of their dentition - this may occur when a key 
tooth (e.g. an upper front tooth) has been lost, or, when 
an existing RPD has become unsatisfactory.

RPDs can be used to replace large numbers of missing 
teeth, and are designed to improve masticatory function, 
speech, oral comfort and restore appearance when 
anterior teeth are missing. This approach is costly, as 
it involves multiple visits to a dental clinic (usually a 
minimum of 5 visits for the denture provision alone), 
laboratory costs for the manufacture of the denture, and it 
also involves a high burden of maintenance after fitting. 

RPDs maintenance requirements include the repair of 
potential damage to teeth next to the denture (abutment 
teeth), mechanical failure of components of the denture, 
and loss of fit of the denture to the underlying tissues 
over time. There is a risk of damage to teeth next to 
the spaces replaced by partial dentures, and this risk 
increases depending on the amount of teeth covered by 
the denture and the patient’s ability to control plaque. 

Survival rates of teeth in the vicinity of partial dentures 
have been reported to be as low as 40% after five 
years.37 It is also known that RPDs that only replace 
missing lower posterior teeth are often not worn, or 
worn sporadically, by patients. The reason for this is not 
fully understood.

Dental implants can also be used to retain prostheses 
in the mouth. However, implants are invasive and 
very expensive to provide, complicate oral hygiene 
procedures and have associated maintenance costs, 
including replacement of damaged components. Whilst 
maintenance of implants is less frequent than RPDs, 
replacement costs of implant components are high. 
Implant failure is also known to be higher when patients 
also have active periodontal disease, and they make 

oral hygiene procedures more difficult for patients.

A key question in deciding a restorative approach 
for partially dentate patients is whether they actually 
need to have all missing teeth replaced. It has been 
documented in clinical studies and population surveys 
that a sub-optimal, but acceptable, level of oral function 
can be achieved by retaining 20 natural teeth.38,39 The so 
called “shortened dental arch (SDA) concept employs a 
functionally oriented approach to restorative dentistry. 
In contrast to conventional treatment, functionally 
oriented treatment planning (FOD) aims for a reduced, 
but healthy and functional dentition without the use of 
a removable prosthesis or implants. 

Teeth are only replaced if they are considered important 
by the patient to appearance or function. Clinical 
experience indicates that patients will seek treatment 
to replace visible missing teeth at the front of the 
mouth for aesthetic reasons, or other teeth to improve 
chewing function following the recent loss of a key tooth 
or teeth. A key guiding principle in FOD is to have a 
minimally-invasive approach to disease management 
and restoration of missing teeth, and to minimise the 
burden of maintenance for patients and dental health 
professionals. In so doing, there is the potential to 
provide positive oral health outcomes at a lower cost. 

By avoiding use of RPDs and thereby reducing the long-
term associated costs, the approach also offers the 
potential for a more cost-effective treatment strategy. 
The aim of SOD treatment is to provide a functional 
(albeit reduced) dentition, and this is generally achieved 
by providing 3-5 contacting pairs of posterior teeth 
with an intact and aesthetically acceptable anterior 
dentition. Where appropriate, this is achieved using 
minimally-invasive adhesive fixed bridgework to 
replace anterior missing teeth or extend the number of 
posterior tooth contacts. 

The use of resin bonded bridgework to extend shortened 
dental arches is shown in Fig. 1. A number of randomised 
clinical trials have demonstrated the acceptability of this 
approach to patients, its economic impact, and critically, 
that there is substantially lower disease incidence 
in patients managed in this way compared to those 
provided with RPDs.40

How many teeth are necessary?  
The Shortened Dental Arch concept
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It is also possible to use fibre-reinforced composite 
resin bridgework (Fig.2a) instead of cast metal 
adhesively retained bridgework to replace a single 
missing tooth in a shortened dental arch. This is not as 
strong, and has a higher likelihood of fracture. However, 
it has the advantage of being less expensive to provide 
and is a non-preparation technique. These bridges can 
be laboratory made, or, made chairside using either 
a composite resin tooth, or immediately replace an 
extracted natural tooth having removed its root (Fig. 
2a). It may be useful where occlusal loading is limited 
(e.g., when opposed by a complete or partial denture) 

and fracture is less likely. Alternatively, cast metal 
framework bridgework can also be used to restore 
single missing anterior units where sufficient posterior 
occlusal contacts remain to satisfy the patient’s 
functional requirements (Fig. 2b). 

In conclusion, the treatment of the partially dentate older 
adult is an increasing requirement in clinical practice. The 
choices for treatment should recognise the perceived 
need of the patient, and their ability to maintain an 
adequate standard of oral hygiene. Minimally invasive 
approaches to tooth replacement appear to satisfy 
patient needs and reduce maintenance requirements.

Fig. 1:  70 year-old female, history of chewing problems and poor tolerance of removable partial denture. Cast metal resin-bonded bridge used to extend a 
mandibular shortened dental arch, satisfied patient’s functional requirements.

Fig. 2a:  64 year-old female. Fibre reinforced composite resin bridge using recently extracted maxillary lateral incisor (#12) in an interrupted shortened dental arch. 
Patient had stable occlusal contacts, required ongoing maintenance.

Fig. 2b:  Restoration of missing maxillary premolar in the aesthetic zone (# 24) in 74 year-old male using cast metal resin-bonded bridgework. Reduced dentition, no 
functional problems, dissatisfied with this visible missing tooth. Very satisfied with restored appearance.

Prof. Finbarr Allen
Dean, Faculty of Dentistry National University of Singapore
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The word maintain is used in this chapter from two perspectives:  
a) dental practice as a health care provider and b) dental practice as a small business. 
Dentistry as practiced in Australasia combines business and health care: the “need to 
secure financial viability is critical: private dental practices are small businesses and 
dentists are subject to financial drivers” (Sbaraini et al.24). Therefore, the dentist-in-
charge needs to plan the business activities and review the practice clinical activities in 
order to maintain and secure financial viability.41

STEP 4

MAINTAIN
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PRACTICE SYSTEMS KEY POINTS

Show you care
In all aspects of contact, in particular in a recall appointment situation, remind the patient 
that you care about them.

“Patients value having a supportive and caring dentist and a dedicated dental team.  
The experience of having a dedicated, supportive and caring dentist helps patients  
to take control of their own oral health.” Sbaraini et al 201219

“ Patients value dentists who make them aware of existing preventive options, educate 
them about how to maintain a healthy mouth and teeth, and support and reassure them 
frequently during visits.” Sbaraini et al 201219

“People don’t care how much you know until they know how much you care.”  
– Theodore Roosevelt

Promote oral health throughout the life-course of a patient‡

Look for change at every appointment
Changes can be observed in relation to patients’ physical and mental status or both.

Recognise the impact of changes in medical and oral health status in order to develop  
a tailored maintenance program.

Patients’ attitude to oral health and a patient’s acceptability of a proposed treatment  
might change after a major life event or after diagnosis of certain conditions that can  
cause disability.

Establish effective recall systems
Review the dental team approach: For achieving efficiency, everyone in the practice needs to 
understand the maintenance recall system, why it is important and how it is going to work.14,24,41

Make small changes, adapt slowly and persevere
Reassess dental team approach and surgery logistics, and master the scheduling art to 
maximise financial and clinical outcomes.24,41

‡ The Lucerne Care Pathway 2018; launched by FDI World Dental Federation at The World Oral Health Forum on Healthy Ageing, Buenos Aires 5th Sept 2018.
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Communication tools

Facts to be identified: Examples to guide your reasoning:

How can I communicate the 
importance of maintenance 
visits?

“Promote oral health throughout the life-course of your patients: (1) inform patients 
and/or carers of patients about the importance of undergoing regular dental check-ups 
and (2) foster daily oral hygiene routines by providing regular information to patients 
and/or carers of patients”.‡

Explain to patients that protecting tooth surfaces and preventing oral disease is a team 
sport: you are working with them to maintain their oral health. While you are doing 
your job, patients need to understand that they are responsible for their home care 
(e.g: performing oral hygiene, applying GC Tooth Mousse® (Plus) in order to maintain a 
balanced oral environment.)

How can I help patients maintain 
a balanced oral environment?

It is important to realise that “dentists and dental teams can produce profound changes 
in not just the oral health care routines of patients, but in the way patients think about 
their own oral health and the role of dental professionals.” Sbaraini et al. 201219

PATIENT FOCUS

Show you care

In all aspects of contact, in particular in a recall appointment situation, remind the patient that you care about them.

Suggestion of tools for your practice:
• GC Tooth Mousse® Patient brochures (please see page 52)

• Primespeak Seminar: https://primepractice.com.au/primespeak

What do patients value in their dental care?

An Australian study showed that “All patients, regardless of the practice they came from or their level 
of clinical risk of developing dental caries want a caring dentist who will respect them and listen to their 
concerns without “blaming” them for their oral health status.” Sbaraini et al. 201219

“As in most things it is a two-way 
relationship. So it is the gentleness, 
it is the trust, it is the respect, it 
is actually the transparency that 
has being able to build up a 
relationship where you can trust 
your dentist to give you a very 
open and honest answer about any 
treatment.” Patient

“I do not have knowledge but 
the dentist acknowledges that 
I am person of intelligence as 
well. So I suppose, it is how [the 
dentist] explains the information 
without making me feel like [the 
dentist] has been speaking to me 
condescendingly.” Patient

“I have dropped dentists in the 
past. I think that how they were 
able to relate to me as a person 
was probably the biggest indicator 
of whether I felt comfortable with 
what they were doing. I suppose 
if you have a choice of five people 
with the same skill set, it is how 
they are able to deliver that skill 
set that is more important than the 
skill set as such.” Patient

This table was reproduced with permission from Sbaraini et al. 2012 p.819

‡ The Lucerne Care Pathway 2018; launched by FDI World Dental Federation at The World Oral Health Forum on Healthy Ageing, Buenos Aires 5th Sept 2018.
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Clinical examination tools

Facts to be identified: Examples to guide your reasoning:

Why identifying change is 
important?

Recognising the impact of changes in medical and oral health status is key in order to 
develop a tailored maintenance program. For example, identifying a transition from a 
patient being robust, to becoming frail and later reaching a dependent status will inform 
maintenance plans.‡14

When identifying change is 
important?

It is crucial to identify changes in oral health and general health status at every recall 
appointment. For example, patients’ attitude to oral health and a patient’s acceptability of 
a proposed treatment might change after a major life event or after diagnosis of certain 
conditions that can cause disability.14

What are the changes the 
dental team should look for 
when patients attend a recall 
appointment?

Look for changes while updating medical history (e.g. an important life event that took 
place since last visit, change in medications). There is also a need look for change 
regarding a patient’s manual dexterity (ability to perform oral hygiene), diet pattern, 
saliva quality and quantity, and dental plaque. Look for signs of cognitive impairment 
such as a patient’s ability to understand and retain information (see page 15).14

How often should a patient 
attend recall appointments?

Based on the identified risk of disease, implement recall systems (e.g: every 3, 6 or 12 
months according to the patient’s needs). Specifically, for the elderly, as a minimum, an 
annual recall check is essential, to check for oral tissue disease, oral cancers or trauma 
issues in denture wearers.14

Suggestion of tools for your practice (see page 51):
• Medical history form

• Diet history form

• Saliva test 

• Plaque test

• Risk analysis and assessment tools

• Poster for waiting room

• Flyers to help start a conversation with patients

List actions needed to start or improve the “Maintenance” process in your practice:

PATIENT FOCUSPATIENT FOCUS

Look for change at every appointment

Changes can be observed in relation to patients’ physical and mental status or both.

‡ The Lucerne Care Pathway 2018; launched by FDI World Dental Federation at The World Oral Health Forum on Healthy Ageing, Buenos Aires 5th Sept 2018.
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Leadership tools

Facts to be identified: Examples to guide your reasoning:

What is important when 
implementing a recall system?

Look at maintenance dental care (including protective and preventive dental care) as a 
central part of the practices and not simply as advice given to patients.

The principles of protecting tooth surfaces, preventing oral disease and maintaining oral 
health should be used as a guide to all treatment and recall program decisions.

Apart from recall systems, what 
else should be reviewed?

Systems that are in place in your practice can be adapted to provide best practice 
treatment options for older patients, such as: recall systems, appointment scheduling 
rationale, risk assessment protocols, prevention and restorative materials and home  
care strategies.14,24,41

Who can help in this process? Every dental team member has a role to play as per below:

Dental hygienists can be given the responsibility for oral hygiene instruction and preventive 
maintenance visits, becoming a fundamental part of the adaptation process.14,24,41

Dental assistants and reception staff who are trained on the importance of preventive and 
maintenance care, should understand why less restorative and more preventive/protective 
treatment will be carried out and they will be able to adjust to the new routine.14,24,41

Patients also need to be educated about the importance of oral hygiene and fluoride 
varnish applications when attending recall appointments.14,24,41

Establish effective recall systems

PRACTICE SYSTEMS

Adapting to the Silver Wave is a team effort!

“It is a team effort. Patient starts off for a recall exam in 
my chair, in my room, and I introduce myself and say 
what we do because most of the patients here have 
never even heard of a hygienist. I explain to them about 
the gingival condition and I say “[the dentist] is going to 
come in and interrupt us and [the dentist] is going to do 
a check up and when [the dentist] comes in [the dentist] 
is going to ask me what I have found”. [The dentist] says, 

“So, what are things looking like in here?” And what that 
does for me as a hygienist is that gives me confidence, it 
is demonstrating to the patient that [the dentist] is highly 
confident in me – and [the dentist] verbalises that all the 
time, and it makes the patient feel better that they are 
in good hands and it demonstrates we work together.
(Dental Hygienist)”24

Review the dental team approach: for achieving efficiency, everyone in the practice needs to understand the 
maintenance recall system, why it is important and how it is going to work.14,24,41

List actions needed to start or improve the “Maintenance” process in your practice:

The text above was reproduced with permission from Sbaraini et al. 2013 p.724
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Practice Systems tools

Facts to be identified: Examples to guide your reasoning:

How can I start this process? Train and motivate your dental team to embrace changes in the practice. Let the dental 
team drive the process. Run training sessions: share knowledge about preventive 
and maintenance care and discuss the Silver Wave Steps with your team. By doing 
this you will become aware of each team member’s abilities to execute different care 
responsibilities. This allows the delegation of recall appointments tasks to other team 
members (e.g. dental hygienists), so that dentists can concentrate on complex restorative 
work and, hence, their working day flows more efficiently.14,24,41

How fast or slow should the 
adaptation to the Silver Wave be?

Adapt slowly, make one change and review after one month.

For example, expose your dental team to new information on how to treat older patients. 
Ask your dental team for feedback: what do they think would work in the practice? What 
would they like to try first? In this way, the dental team has ownership of what changes 
will happen in the practice and will embrace them. Then review changes every few 
months to assess effectiveness and act on it accordingly.14,24,41

How long should a recall 
appointment for an older 
patient be?

Modify appointment schedules: longer appointment times are needed for older patients 
and less treatment performed in comparison to younger adults. Elderly patients prefer  
to attend appointments out of peak hour.

How can one have an additional 
source of income for the practice?

Maintain your business viability:  
• Sell preventive products as an additional source of income. 
•  Build an effective recall system that is driven by dentists, dental hygienists or oral health 

therapists (OHTs).

The table below shows examples of procedures that are useful during a recall appointment:

Procedure Who does the job?

Saliva test Dentist, OHTs, hygienist (under direction/supervision of the dentist)

Diet Assessment & Advice Dentist, OHTs, hygienist (under direction/supervision of the dentist)

Plaque disclosing Dentist, OHTs, hygienist (under direction/supervision of the dentist)

MI Varnish™ application Dentist, OHTs, hygienist (under direction/ supervision of the dentist)

GC Fuji® VII surface sealant Dentist, OHTs, hygienist (under direction/supervision of the dentist)

GC Tooth Mousse Plus® (applied during consultation) Dentist, OHTs, hygienist (under direction/supervision of the dentist)

GC Tooth Mousse Plus® (home care) Patient

PRACTICE SYSTEMS

Make small changes, adapt slowly and persevere

PRACTICE SYSTEMS

Reassess the dental team approach and surgery logistics, and master the scheduling art to maximise financial and 
clinical outcomes.14,24,41
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APPENDICES
This section lists practice and patient resources for the Silver Wave Steps. Literature can be 
downloaded from www.gcaustralasia.com
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Peace of Mind/Soup or Steak Posters – available for download in portrait or landscape format

GC Tooth Mousse (PLUS) Poster

As you age, having 
a plan to maintain 
your dental health 
becomes more and 
more essential.        

At age 50, meet 
with your dentist 
about planning your 
future journey.

PLAN NOW 
FOR PEACE 
OF MIND 
LATER      

SOUP 
OR

STEAK?

Will you be able to 
eat what you want 
as you age?

To give your teeth 
the best chance of 
lasting a lifetime, 
talk to your dentist 
when you reach 50.

Do you drink softdrinks or alcoholic beverages?

Do you undergo teeth whitening treatment?

Do you have sensitive teeth?

Do you suffer from dry mouth?

Are you under medication? 

Do you wear braces?

Are you a mum-to-be?

If the answer is “YES”
to any of the following

It’s time to talk
to your dentist!

“Vitamins” for your teeth
Just like your body, your teeth need conditioning to 
stay healthy and look their best. Teeth can weaken and 
lose nutrients and can be at greater risk of developing 
cavities. With the ability to revitalize teeth by fortifying 
them with calcium and phosphate minerals, using GC 
Tooth Mousse or GC Tooth Mousse Plus is like using 
“vitamins” for your teeth.

Enjoy stronger teeth and better oral health!

Practice resources

PRACTICE SYSTEMS

51APPENDICES



Practice resources

Patient name Age

Evaluation date File #

RESTING SALIVA

Hydration Viscosity pH

> 60 secs    sticky/stringy    5.0 - 5.8   

30 - 60 secs     frothy/bubbly    6.0 - 6.6    

< 30 secs   watery/clear    6.8-7.8   

FLUORIDE

Do you use fluoride toothpaste? YES        NO    0 Yes    

Any Fluoride in drinking water? YES        NO    1 - 2 Yes    

Received professional fluoride treatment? YES        NO    3 Yes    

MODIFYING FACTORS

Any drugs which can decrease salivary flow? specify YES        NO    ≥ 1 Yes    

Any disease which can cause dry mouth? specify YES        NO    = 5 No    

Any fixed or removable prosthesis, inc orthodontic appliances YES        NO   

Is compliance likely to be poor? YES        NO  

Does patient have a recent episode of active caries? YES        NO  

OVERALL TRAFFIC LIGHT ASSESSMENT

SALIVA

BIOFILM

DIET

FLUORIDE

MODIFYING FACTORS

(Tick one box)
Disease Status

1  2  3  

A
tt

itu
d

e

A  

B  

C  

DIET (# of exposure in between meals)

Sugar Acid

> 2   > 3    

> 1   > 2   

Nil   1    

BIOFILM

Biofilm Maturity (Tri Plaque ID Gel)

Light Blue Stain (acid producing biofilm)   

Blue Stain (mature biofilm)   

Pink/Red Stain (new biofilm)    

STIMULATED SALIVA

Quantity pH Buffering

< 3.5ml    5.0 - 5.8    0 - 5 points   

3.5ml - 5.0ml     6.0 - 6.6    6 - 9 points    

> 5.0ml    6.8 - 7.8    10 - 12 points   

ATTITUDE & DISEASE STATUS

Attitude (Patient Self Assessment) Disease Status (Clinician Assessment)

Are you willing to change the way you care for 
your oral health?

A  Yes 1  No current disease 

B  Maybe 2  Need for repair

C  No 3  Active disease

Modified with permission from Preservation & Restoration of Tooth Structure 3rd edition.  HSH code: GC-BUFFER100

RISK ASSESSMENT FOR CARIES

© GC Australasia Dental Pty Ltd 2017

Clinical Guidelines for Application of  
GC Tooth Mousse and GC Tooth Mousse Plus

GC Tooth Mousse (Plus) guidelines were developed with the assistance of the Cooperative Research Centre for Oral Health Science, Melbourne, Australia

INDICATION
HOw 
OFTEN

DURATION ADDITIONAL COMMENTS

GENERAL 
PREvENTION

Once a day, after 
flossing and 
brushing in the 
evening

Ongoing as part of 
a general prevention 
program

Regular use of GC Tooth Mousse (Plus) will 
help maintain a healthy oral environment

DRY MOUTH, 
XEROSTOMIA

Minimum twice a 
day, additional as 
required based 
on measure of 
saliva quality and 
quantity

Continuous treatment 
while the level of 
protection from saliva  
is reduced   

Saliva testing will help quantify the extent of 
risk. GC Dry Mouth Gel can help alleviate dry 
mouth symptoms and provide oral comfort

ACTIvE CARIES
Twice a day, after 
flossing and 
brushing

Until risk of future 
caries has been 
reduced

Assessment to determine the potential 
source(s) of risk should be undertaken and 
suggestions made on how the patient can 
reduce their caries risk 

ORTHODONTIC 
TREATMENT

Twice a day, after 
flossing and 
brushing

During entire 
orthodontic process

Complete treatment 12 weeks after the finish 
of orthodontic procedures or thereafter as 
required to reverse any white spot lesions

wHITENING  
(prior to starting 
treatment)

Twice a day, after 
flossing and 
brushing

Start 1-2 weeks before 
whitening procedure 

Pre-whitening applications of GC Tooth 
Mousse (Plus) will help reduce the degree of 
whitening sensitivity

wHITENING 
(during treatment)

Following removal 
of the whitening 
tray

Finish 2 weeks after 
the final whitening 
application

The whitening tray can also be used to apply 
GC Tooth Mousse (Plus) 

wHITE SPOT 
LESIONS

Twice a day, after 
flossing and 
brushing

8-12 weeks and 
thereafter as required

There are different types of white spots and 
pre-treatment of the white spot surface prior to 
application of GC Tooth Mousse (Plus) may be 
required

SENSITIvE TEETH

Twice a day during 
acute phase, 
followed by once 
a day application

4-6 weeks or until 
resolved

If sensitivity persists additional diagnostic 
testing could be required 

EXPOSED ROOT 
SURFACES

Minimum twice a 
day, after flossing 
and brushing, and 
as required for 
sensitivity.

Continuous treatment 
as required

Additional protection can be achieved  
by sealing exposed root surfaces with  
MI Varnish™ or Fuji VII/Fuji VII EP

DEvELOPMENTAL 
DEFECTS IN 
ENAMEL (MIH)

Minimum twice a 
day, after flossing 
and brushing, and 
as required for 
sensitivity

Continuous treatment 
as required

Depending on severity, additional protection 
can be achieved by sealing hypomineralised 
surfaces with a glass ionomer cement  
(e.g. Fuji VII/Fuji VII EP)

TOOTH EROSION 
AND wEAR

Minimum twice a 
day, before and 
after exposure to 
acid challenges

Until risk of acid 
exposure is reduced

Identify source of acid and where possible 
reduce or encourage a reduction in exposure 
and increase saliva stimulation

DURING 
AND AFTER 
PERIODONTAL 
CARE

Twice a day, after 
flossing and 
brushing

During entire period of 
care and for 4 weeks 
after completion

GC Tooth Mousse (Plus) contains 
RECALDENT™ (CPP-ACP) which acts as a 
calculus inhibitor 

GC Tooth Mousse® & GC Tooth Mousse Plus®

A WORLD OF PROOF
RESEARCH STUDIES FROM AROUND THE GLOBE

Your Personal Oral Health Prescription

Oral hygiene routine

Daily toothbrushing   twice daily   three times

Fluoride toothpaste    
  normal strength   

  baking soda

  high strength

  child strength

Fluoride products 
  daily rinse

  weekly rinse

  nightly gel

  weekly gel

Proximal cleaning         daily flossing   interdental brush

Tooth Mousse   morning after brushing   evening after brushing 

Tooth Mousse Plus   morning after brushing   evening after brushing 

Antibacterial agent   mouthrinse   antibacterial gel

Special devices
  electric toothbrush

  Dry Mouth Gel

  tongue brush

  detergent-free toothpaste

Patient

Dental professional

Notes

Diet and lifestyle modifications

Reduce 
   high sugar or starch snacks 
between main meals

  high acid drinks

   high caffeine drinks 
and foods

  smoking/tobacco use

Increase
   consumption of milk-based  
snacks & drinks

  water intake

   dentally safe sweetener  
(to replace sugar)

  baking soda mouthrinse

Chewing gum   xylitol   Recaldent®

Next visit   Saliva test (no food or drink for 1 hour prior to testing)   Plaque test

Signed Date Review date

Name of Patient

Your next appointment for evaluation

Clinic name and address

File Date

 To treat your tooth sensitivity

  As an essential mineral supplement (for erosion, low saliva conditions, high caries risk situation)

 To help neutralise an acidic oral environment

 To remineralise your white spot lesions

  To improve surface appearance due to structural defects (fluorosis / hypoplasia)

  To maintain placed restorations and protect teeth from further mineral loss and tooth decay

 To revitalise tooth surfaces after tooth whitening procedures

 To preserve your smile

You have been prescribed GC Tooth Mousse / GC Tooth Mousse Plus for use

 Once a day – at night after toothbrushing

  Twice a day – morning and night – after toothbrushing

  

Apply GC Tooth Mousse / GC Tooth Mousse Plus

1.  After brushing your teeth, use a clean dry finger or cotton tip  
to apply sufficient (approximately 1 gram) crème to coat all upper 
and lower teeth.

2.  Leave on the teeth undisturbed for a minimum of 3 minutes.  
Then use your tongue to spread the remaining crème throughout  
the mouth.

3.  Hold in the mouth for a further 1-2 minutes. The longer GC  
Tooth Mouse (Plus) and saliva are maintained in the mouth,  
the more effective the result.

4.  Expectorate thoroughly and if possible avoid rinsing.  
Any Tooth Mousse (Plus) remaining on the tooth surface  
can be left to gradually dissipate.

5.  Do not eat or drink for 30 minutes following application.

Application instructions for GC Tooth Mousse / GC Tooth Mousse Plus

GC Tooth Mousse Plus contains RECALDENT™ (CPP-ACP), a unique ingredient developed at The School of 
Dental Science, The University of Melbourne, Victoria, Australia. RECALDENT and RECALDENT Device are 
trademarks used under licence. GC Tooth Mousse Plus should not be used by people with milk protein allergies.  
If any allergic reaction occurs, this may indicate sensitivity to the benzoate preservatives, or to some other 
component of the product. In this event, discontinue use of the product and contact your physician.

Tooth Mousse Prescription Form

PRACTICE SYSTEMS

saliva testing
GOOD PRACTICE 

GOOD SENSE

The Lucerne Care 
Pathway 2018 

(FDI World Dental 
Federation) available 

for download

Dental Practice 
Accessibility 

Considerations for 
Older Persons

Medical History 
Questionnaires and 

Risk Assessment 
Tools available for 

download

GC Risk  
Assessment pad^

GC Tooth Mousse™ 
usage guide

Prescription pad Patient pad

Saliva testing guide A World of Proof: Research 
studies from around the globe

^ Modified with permission from Mount GM,  Hume WR , Ngo HC , Wolff MS (Editors)(2016). Preservation and Restoration of Tooth Structure, 3rd Edition: Wiley-Blackwell. ISBN: 978-1-118-76659-0.

52 THE SILVER WAVE



PATIENT FOCUS

Patient communication tools

GC Tooth Mousse (Plus)® 
Flipchart

GC Tooth Mousse Plus®  
Patient Leaflet

Relief from  
Dry Mouth

GC Tooth Mousse is a delicious tasting 
creme that is beneficial for teeth. It 
contains calcium and phosphate, the 
major minerals teeth are made up. 
These minerals are carried in a special 
milk-derived protein known as 
RECALDENT TM (CPP-ACP).
GC Tooth Mousse helps protect the 
teeth aiding the replacement of calcium 
and phosphate minerals lost during 
regular acid attack after eating and 
drinking.

GC Tooth Mousse Plus contains 
RECALDENT TM but with additional 
Fluoride (CPP-ACPF). The role of 
fluoride in strengthening and protecting 
teeth has long been understood. 
Controlled fluoride uptake into teeth 
helps to promote a stronger and more 
acid resistant tooth structure.
The level of fluoride in Tooth Mousse Plus 
is 0.2%. or 900ppm a level just below that 
found in normal adult toothpastes 
(1000ppm). This provides greater anti-
caries protection to the teeth.

Just like your body, your teeth need conditioning 
to stay healthy and look their best. Teeth can 
weaken and lose nutrients and can be at greater 
risk of developing cavities. With the ability to 
revitalize teeth by fortifying them with calcium 
and phosphate minerals, using GC Tooth 
Mousse or Tooth Mousse Plus is like using 
“vitamins” for your teeth.  

“Vitamins” for your teeth

Talk to your dentist today!

Enjoy stronger teeth and better oral health!

Tooth Mousse Plus is 
recommended for patients 
above 6 years old.

Both Tooth Mousse and Tooth 
Mousse Plus should not be used 
by anyone with milk protein 
allergies or sensitivity to 
benzoate preservatives. GC Tooth Mousse (Plus) is for you!

Do you drink softdrinks 
or alcoholic beverages?
Do you undergo teeth
whitening treatment?
Do you have 
sensitive teeth?

Do you suffer 
from dry mouth?
Are you under 
medication? 
Do you wear braces?
Are you a mum-to-be?

If the answer is “YES”
to any of the following

GC Asia Dental Pte Ltd 
11 Tampines Concourse #03-05 
Singapore 528729

T: +65 6546 7588
F: +65 6546 7577
sea.gcasiadental.com

GC Tooth Mousse
GC Tooth Mousse Plus

a breakthrough in prevention

Made from milk.
Perfect for teeth.

Available in 5 different flavors: 
Strawberry, Vanilla, Melon, Mint and Tutti Frutti

Available in 3 different flavors: 
Strawberry, Vanilla and Mint

GC Tooth Mousse Plus contains 10% 
RECALDENT™ (CPP-ACP) and 900ppm 

fluoride in a formulation designed to 
deliver CPP-ACPF (casein phosphopep-

tide amorphous calcium phosphate 
fluoride) to the tooth surface

GC Tooth Mousse
GC Tooth Mousse Plus
Strengthens. Protects. Desensitises

ACT NOW 
FOR PEACE 
OF MIND 
LATER
At age 50, talk with your 
dentist about planning 
your future journey

GC Tooth Mousse
GC Tooth Mousse Plus
a breakthrough in prevention

Peace of Mind

SOUP OR

STEAK?
How to make sure you 
can eat what you want  
as you age

Soup or Steak
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Practice and home care products for each step

1 2
IDENTIFY PROTECT & PREVENT

PRACTICE SYSTEMS PATIENT FOCUS

GC Tri plaque ID Gel™

Saliva-Check BUFFER

MI Varnish™ GC Fuji® VII

GC Dry Mouth Gel

GC Tooth  
Mousse®

GC Tooth  
Mousse Plus®

GC Tooth Mousse®, GC Tooth Mousse Plus®, MI Varnish™ contain RECALDENT™ derived from milk protein and cannot be used on patients with a milk protein allergy.
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3 4
TREAT & CONTROL MAINTAIN

PATIENT FOCUSPRACTICE SYSTEMS

MI Varnish™ GC Fuji® BULK

SOLARE SCULPT  
& SOLARE FLO 

GC Fuji® VIIEQUIA® Forte

GC Dry Mouth GeleverStick® C&B

GC Tooth  
Mousse®

GC Fuji® II LC GC Tooth  
Mousse Plus®

G-ænial™ Anterior 
G-ænial™ Posterior 

G-ænial™ Universal Flo

GC Tooth Mousse®, GC Tooth Mousse Plus®, MI Varnish™ contain RECALDENT™ derived from milk protein and cannot be used on patients with a milk protein allergy.
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