FEATURE

Using smart
technology to outsmart

patient challenges

PREMIER"S ENAMELON GEL OFFERS A

HOME-CARE SOLUTION TO, WELL,
IN YOUR OPERATORY

ABOUT EVERYONE

BY ANNE NUGENT GUIGNON, RDH, MPH

JUST

The first cell phones were big, clunky,
weighed a lot, and had a very short bat-
tery life. Very few people had them, but I
distinctly recall a patient who had his own
plumbing business. He insisted on carry-
ing his phone everywhere. He embraced
the future even though this now-primitive
device only allowed him to make and re-
ceive phone calls.

Most everyone you know has some
kind of mobile device — a smartphone, a
tablet, or even a little flip phone. People
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have learned to rely on technology to solve
problems and to simplify their lives. My
iPhone does not have a single note of mu-
sic on it, except for the blues ringtone, but
itis indispensable, functioning as a phone,
calendar, alarm, email and texting device,
and allows me to keep connected with my
husband and colleagues as I travel around
the country.

My 90-year-old mother just announced
she was getting a new iPhone and recently
bought her first iPad. With the exception

of phone calls, she uses her devices in very
different ways. The parents of my teen-
age nieces and nephews consider smart-
phones an important safety tool, a way
to communicate with their children im-
mediately, and the kids’ smartphones are
used in ways I've never considered.

So what do smart devices have to do
with clinical dental hygiene care? Actu-
ally, everything! People's lives are crazy
today, and most are looking for ways to
be smart and employ smart technology
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to simplify their lives — a lesson we can
take into the treatment room. Patients
expect us to deliver outstanding advice
and treatment that promote optimal oral
health, so we need to be smart and keep
their lives as simple as possible.

WHO IS AT RISK FOR CARIES,
EROSION, PERIODONTAL DISEASE,
AND HYPERSENSITIVITY?

Nearly every patient we treat is at risk for
some form of dental disease. The risk fac-
tors for the classic conditions — caries,
gingivitis, and periodontal disease — are
well known. While many patients feel that
oral disease is just a matter of time, dental
professionals need to be on the front line
identifying and monitoring risk factors
that lead to disease.

Over the last decade, the caries man-
agement by risk assessment (CAMBRA)
movement has cast a big spotlight on ef-
fectively identifying patients at risk for
caries, demineralization, and erosion.!
CAMBRA goals include developing effec-
tive protocols to either minimize disease
risks or provide effective, targeted treat-
ment protocols. This includes evaluation
of salivary flow rates and composition,
recognizing lifestyles, dietary intakes and
behaviors that increase disease risk, and
comorbid medical conditions.

Hard tooth structures exposed over
and over, for protracted periods of time to
pH levels in the acidic range are at risk for
both caries and hypersensitivity.? Enamel
begins to demineralize when the pH falls
below 5, while exposed roots begin to de-
teriorate at pH 6.3 Much attention is now
being paid to xerostomia, or hyposaliva-
tion, and its role in caries, demineraliza-
tion, erosion, and hypersensitivity." The
risk for these dental diseases skyrocket
when the salivary flow rate is reduced to
the point where the oral cavity is no longer
in homeostasis.

Dry mouth favors the growth of both
acidogenic and aciduric microbes — bacte-
ria that produce copious amounts of acid
or are acid tolerant.® Acidic conditions
also promote vigorous growth of Candida
albicans, an aggressive yeast organism
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that is implicated in early childhood car-
ies and many other oral conditions.” C. al-
bicans favors acidic environments and is a
heavy acid producer.®

Erosion, classified as the loss of hard
tooth structure that does not involve
bacterial activity, is considered the lead-
ing cause of dentinal hypersensitivity.>"
In addition, research has shown that pa-
tients with hypersensitivity have eight
times more open dentinal tubules that
are twice the mean diameter than those
who do not have this problem." Dentinal
hypersensitivity, fueled by dietary factors
and the increase in xerostomia, is grow-
ing in all age cohorts. Young children to
seniors are at increasing risk for develop-
ing hypersensitivity.'-'®

DEVELOPING A DRY MOUTH

Lack of sufficient moisture in the oral cav-
ity alters the taste of food, causes food to
stick to teeth, increases the adhesion of
plaque biofilm on tooth surfaces, leads to
sore oral mucosa, and interferes with nor-
mal speech patterns.>>®

Dry mouth is the most common side
effect for both prescribed and over-the-
counter medications. A wide range of
medications can mediate or potentiate
dry mouth issues. Medications used to
control or modulate hypertension, anxi-
ety, depression, pain, seasonal allergies,
asthma, appetite control, and nausea can
each contribute to xerostomia.'s

Contemporary lifestyles also play a
role. Dehydration can occur from insuf-
ficient fluid intake or prolonged expo-
sure to low levels of humidity. Emotional
conditions such as stress and anxiety can
impact salivary flow. Cigarette smoking
and recreational drugs such as metham-
phetamine and cannabis or laxative abuse
cause dry mouth. Caffeine and alcoholic
beverages are diuretics, and foods high in
sodium, such as soft drinks, salty snacks,
and highly processed foods add to the
problem."”

Most mouth rinses contain large
amounts of alcohol, a necessary ingredi-
ent to keep therapeutic ingredients active,
but alcohol can exacerbate oral dryness

for those at risk. Even seemingly innocu-
ous activities such as strenuous exercise,"
wearing a CPAP machine, or prolonged
speaking can contribute to dry mouth.”
Oral appliances such as partial dentures,
sports mouthguards, removable orth-
odontic aligners, occlusal guards, and
whitening trays create a physical barrier
to saliva, creating a temporary dry area.
Typically, natural salivary flow de-
creases with age,'**!® but dry mouth is
now a well-recognized complication for
a number of medical conditions includ-
ing autoimmune disorders,'** radiation
treatment to the head and neck area,
salivary gland dysfunction, chronic renal
failure, HIV/AIDS, Parkinson's disease,
and diabetes.” Xerostomiais also an issue
for those who experience nasal blockage,
sleep apnea, chronic obstructive pulmo-
nary disease,? gastric esophageal reflux
disease,” hormonal imbalances, and de-
creased estrogen levels created by either
natural or surgically-induced menopause.
Seniors are at the highest risk for dry
mouth* for two different reasons. They
are more likely to have one or more dis-
eases or disorders that cause dry mouth
and they typically take more medications.
It is estimated that those over the age of
60 take three medications daily on aver-
age, increasing the overall risk for xerosto-
mia.”
SOFT DRINK MANIA AND
THE HEALTH CRAZIES
Study after study has demonstrated that
modern drinks have fueled the erosion
explosion.*?® Erosive drinks are impos-
sible to avoid, and the general public has
been led to believe that energy drinks and
sports drinks promote health and well-be-
ing, even though the pH of these drinks is
typically in the 2.5 to 4.5 range.**** When
sales of carbonated beverages began to
decline a decade ago, marketers created
whole new classifications of beverages
and beverage enhancers. People not only
drink traditional beverages; they now
down gallons of new acidic drinks, in-
cluding flavored waters, refrigerated teas
and coffee, fruit-based teas, and water en-
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hanced with flavored powders and flavor drops.

All of these drinks are loaded with acid. The primary culprit
is citric acid, but that is only the beginning of the story. Most new
drinks contain multiple organic acids that are used for flavor-
ing and carbonation. Multiple acids increase titratable acidity,
meaning it takes longer for the oral cavity to return to a neutral
pH.!#$3022:33 Tooth structures exposed to these drinks are at risk
for demineralization for longer periods of time, and the problem
is further compounded for those with dry mouth who have insuf-
ficient salivary flow and reduced buffering capacity.** One clas-
sic study looked at traditional Coke vs. Red Bull. Even though the
pH of traditional Coke is 10 times lower than Red Bull, the titrat-
able acidity of the energy drink is three times longer than the
carbonated soft drink.3*

The erosion story gets scarier. The pH of most brands of bot-
tled water is 5, which has the potential to erode root structure
over time. Add in sour acid candies, sugar-sweetened gummy
vitamins, or calcium chews that are loaded with sugar, and the
teeth are at even more risk.* So-called “health food evangelists”
frequently recommend drinking hot water laced with fresh lem-
on juice for weight loss or drinking apple cider vinegar to im-
prove digestion.%

REVIEWING THE CLINICAL DAY
Pretend you are reviewing the day’s schedule, making notes as
you go through the charts. Your morning schedule looks like this:
o 8 a.m. Megan — 49-year-old corporate attorney, train-
ing for her third Iron Man competition, drinks energy and
sports drinks
* 9 a.m. Barrel-chested Bob — always full of great jokes,
diabetic, bad gag reflex, and suffers from GERD and den-
tinal hypersensitivity, runs a pool cleaning service
+ 10 a.m. Great Aunt Martha — early dementia, living in
assisted care, rheumatoid arthritis in her hands, history of
CorD
o 11 a.m. Little Johnny — a bright, fidgety 11-year-old, first
visit since getting full orthodontic bands, Mom and Dad are
high caries risk
+ 11:30 a.m. Amy — Little Johnny’s 24-month-old sister, sec-
ond visit, thumb sucker, goes to sleep with a bottle every
night, attends a private day care
It’s going to be a busy day. Each patient has unique clinical
challenges. Their disease risks are different, compliance issues
are different, and their interest in health is different. Imagine
having one home-care product that is formulated to help prevent
caries, reduce the risk of gingivitis, promote remineralization,
treat dentinal hypersensitivity, and help those with dry mouth.
That may sound impossible; but just as today’s smartphones are
smarter than the original versions, Enamelon Preventive Treat-
ment Gel is formulated with smart chemistry that can help solve
a wide range of patient problems.
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USING TRIED-AND-TRUE CHEMISTRIES

AND NEW INGREDIENTS

Decades ago, there was an over-the-counter toothpaste called
Enamelon. The science behind it was amazing, but the delivery
system was challenging. So despite its promising benefits, it dis-
appeared from the marketplace.

Today's Enamelon shares the same name as the original
product, but it is not toothpaste. It took years to create the new
formula. Enamelon Preventive Treatment Gel is a synergistic
combination of active and inactive ingredients: stannous fluo-
ride, ACP (amorphous calcium phosphate), spilanthes extract,
Ultramulsion, and copolymers. It is an easy-to-use, brush-on gel
designed to prevent and treat disease.

Stannous fluoride remineralizes and hardens enamel.** It

More protection with less fluoride

3x greater reduction of enamel solubility
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is a tried-and-true ingredient ideal for patients at risk for caries
and those with dentinal hypersensitivity."** ACP, also known as
amorphous calcium phosphate, provides a rich source of calcium
and phosphate, necessary building blocks for remineralization.”
For years, scientists tried combining calcium and phosphate
with different types of fluoride with varying levels of success.

Both the natural tooth surface and fluoride ions are nega-
tively charged, but adding calcium (CA) and phosphate (P) ions
together carries a positive charge, which consequently facilitates
the infusion of stannous fluoride into the tooth surface. To pre-
venl premature reactivity, the calcium and phosphate ions in
Enamelon are an anhydrous formula. Once the gel comes in con-
tact with saliva the calcium and phosphate ions are released and
are ready to form a bioavailable ACP compound to aid in remin-
eralization.

Enamelon Treatment Gel contains 970 PPM stabilized
stannous fluoride and ACP, a fluoride ion level 80% less than
prescription-strength 5,000 PPM treatment products. Fluoride-
containing products that claim to either have significant fluo-
ride uptake or reduce enamel solubility must be tested using the
FDA protocols. Laboratory testing using the FDA Method #33
demonstrated Enamelon’s proprietary SnF2/ACP formula reduc-
es enamel solubility nearly three times more than prescription
fluoride toothpastes and eight times more than a 900 PPM fluo-
ride/calcium phosphate remineralizing paste.” Tests using FDA
Method #40 showed the fluoride uptake of Enamelon was more
than double that of a 5,000 PPM fluoride toothpaste.” Research
1s ongoing.

A stannous fluoride level lower than what is in over-the-coun-
ter toothpastes may seem counterintuitive. But when combined
with calcium and phosphate, aided by specific copolymers, the
magic of ACP is delivered to the oral cavity™ The copolymers
help improve substantivity, creating long-lasting salivary res-
ervoirs that are rich in calcium and fluoride. Furthermore, the
fluoride, calcium, and phosphate uptake at the tooth surface oc-
cludes the open dentinal tubules as well as strengthens enamel.”
The result of these actions reduces sensitivity and the risk of car-
ies and erosion. In addition, there is increasing concern regard-
ing excess fluoride ingestion and the potential to develop fluoro-
sis as both primary and secondary teeth are developing.***

Unlike other fluoride formulations, stannous has both bacte-
ricidal and bacteriostatic effects suggesting that Enamelon can
be an effective product for preventing and treating gingivitis.
Stannous fluoride is also known to inhibit bacterial adhesion on
tooth surfaces.”*'

Enamelon contains Ultramulsion and spilanthese extract,
two ingredients that contribute to the uniqueness of this prod-
uct, Ultramulsion, a saliva-soluble compound, moisturizes and
lubricates soft tissues and aids in a pleasant mouth feel, a much-
sought-after benefit for those who suffer from dry mouth. Spi-
lanthes, a natural herb known since biblical times, stimulates
salivary flow.
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GEL TREATMENT AND FINAL TOUCHES

Enamelon Preventive Treatment Gel should be used prior to bed-
time, preferably after brushing with standard toothpaste. Since
the gel formula does not contain abrasive particles, it does not
damage exposed root structure or eroded areas. Ideally, patients
should expectorate the excess without rinsing, allowing the
chemistry to remain active and working at night.

For ages three to six, the amount of paste used should be the size
of a small pea (left). Up to age three, a smear (right) should be
used.

Through the years, toothpaste advertisements have shown
photos of toothbrushes loaded with thick ribbons of paste. Not
only is this practice wasteful, there is also a potential to ingest
considerable amounts of fluoride over time that could lead to
fluorosis as primary and secondary teeth develop. In 2014, the
American Dental Association Council on Scientific Affairs pub-
lished new guidelines about the amount of toothpaste used by
children. A pea-size amount is recommended for children from
ages 3 to 6, while only a smear, which is a quarter size of a pea,

Enamelon”
Preventive Gol

Other
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is recommended for those under the age
of three.*
continued on pg. 84

ANNE NUGENT GUIGNON, RDH, MPH, provides
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power driven scaling, ergonomics, hyper-
sensitivity, and remineralization. Recipient of
the 2004 Mentor of the Year Award and the
2009 ADHA Irene Newman Award, Anne has
practiced clinical dental hygiene in Houston

since 1971.
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