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Objectives:
Upon completion of this course, participants will 
be able to:

1.  Build minimally invasive dentistry skills.

2.  Recognize risk factors and apply preventive 
measures to reduce the occurrence of oral health 
disease.

3.  Learn techniques on how to treat patients with 
holistic and culturally appropriate care.



How:
1. Review Minimally Invasive Dentistry concepts.

2. Discuss Patient Caries Risk Assessments and their 
use for a “Prevention Plan”. 

3. Review literature for establishing patient dental 
recall appointment intervals.

4. Identify potential changes that affect caries risk 
and recall scheduling.

5. Use a case presentation and group discussion.



Outline:
1.  Didactic Presentation

2.  Case Presentation

3.  Group Discussion and Q&A



Didactic Presentation



https://pubmed.ncbi.nlm.nih.gov
/15646587/

“The evidence-base for survival 
of restorations clearly indicates 
that restoring teeth is a 
temporary palliative measure 
that is doomed to fail if the 
disease that caused the condition 
is not addressed properly.”

https://pubmed.ncbi.nlm.nih.gov/15646587/


MINIMALLY INVASIVE DENTISTRY 
AND ITS PRINCIPLES 

q Minimally invasive dentistry aims to preserve original tissue and conserve healthy tooth 
structure. This proactive philosophy strives to detect caries (cavities) at the earliest level. In 
this way, dentists are better able to diagnose, intercept, and treat caries in a less invasive 
manner.

q Prevention: Preventative dentistry and oral healthcare routines remain paramount in 
establishing a healthy smile. Prevention is a cornerstone of minimally invasive dentistry.

q Risk-assessment: Dental exams continue to assess the risk of tooth decay and carious lesions 
with an increased focus on early disease detection and prevention.

q Remineralization strategies: Cutting-edge research confirms that there are many strategies 
in which your original tooth structure can help repair itself. New biocompatible materials 
allow dentists to fill lesions to prevent future cavity fillings.

q The shift from “replacement” to “repair”: There is now a re prioritization of respect for your 
original tissue. Drill-use and large fillings have become more of a last resort than a knee-jerk 
response.

q Less invasive: Perhaps the most exciting principle for patients, is that procedures are 
typically less invasive. Even as you lower your costs and anxiety, feel free to keep your 
expectations high.

https://kitsapkidsdentistry.com/blog/a-complete-guide-to-
minimally-invasive-dentistry-in-2020/

https://kitsapkidsdentistry.com/blog/a-complete-guide-to-minimally-invasive-dentistry-in-2020/


The Exam and Individualized 
Treatment Planning:

1. This includes documenting an individualized 
Prevention Plan for each patient.

2. Use Caries Risk Assessment as your tool to create a 
Prevention Plan.

3. What are the patient’s risk factors for disease? 

4.  Document and create a plan considering each risk 
factor, prioritize each and address them, possibly 
through Motivational Interviewing.



Caries Risk Assessment:

https://www.ada.org/resources/rese
arch/science-and-research-
institute/oral-health-topics/caries-risk-
assessment-and-management

https://www.ada.org/resources/research/science-and-research-institute/oral-health-topics/caries-risk-assessment-and-management


Caries Risk Assessment:

https://www.ihs.gov/doh/clinic
management/ohpg/ohpg.pdf

https://www.ihs.gov/doh/clinicmanagement/ohpg/ohpg.pdf


Caries Risk Assessment:

https://www.ada.org/-
/media/project/ada-
organization/ada/ada-
org/files/resources/research
/oral-health-
topics/ada_caries_risk_asses
sment.pdf?rev=35c455eadb
104d02aee629ed58513d0b
&hash=B0DCCECEDB4349E9
D67F75D77CA720AD

https://www.ada.org/-/media/project/ada-organization/ada/ada-org/files/resources/research/oral-health-topics/ada_caries_risk_assessment.pdf?rev=35c455eadb104d02aee629ed58513d0b&hash=B0DCCECEDB4349E9D67F75D77CA720AD


Caries Risk Factors:
The caries risk assessment forms are not intended to 
include all possible risk factors.

https://www.ada.org/-
/media/project/ada-
organization/ada/ada-
org/files/resources/research
/oral-health-
topics/ada_caries_risk_asses
sment.pdf?rev=35c455eadb
104d02aee629ed58513d0b
&hash=B0DCCECEDB4349E9
D67F75D77CA720AD

https://www.ada.org/-/media/project/ada-organization/ada/ada-org/files/resources/research/oral-health-topics/ada_caries_risk_assessment.pdf?rev=35c455eadb104d02aee629ed58513d0b&hash=B0DCCECEDB4349E9D67F75D77CA720AD


Caries Risk Factors:
The IHS Oral Health Program Guide also provides a 
list of risk factors. 

https://www.ihs.gov/doh/clinicmanagement/
ohpg/ohpg.pdf

https://www.ihs.gov/doh/clinicmanagement/ohpg/ohpg.pdf


Caries Risk Assessment:

https://www.aapd.o
rg/media/Policies_G
uidelines/BP_CariesR
iskAssessment.pdf

https://www.aapd.org/media/Policies_Guidelines/BP_CariesRiskAssessment.pdf


Caries Risk Assessment:

https://www.aapd.o
rg/media/Policies_G
uidelines/BP_CariesR
iskAssessment.pdf

https://www.aapd.org/media/Policies_Guidelines/BP_CariesRiskAssessment.pdf


Caries Risk Assessment:

https://www.aapd.o
rg/media/Policies_G
uidelines/BP_CariesR
iskAssessment.pdf

https://www.aapd.org/media/Policies_Guidelines/BP_CariesRiskAssessment.pdf


Caries Risk Assessment:

https://www.aapd.o
rg/media/Policies_G
uidelines/BP_CariesR
iskAssessment.pdf

https://www.aapd.org/media/Policies_Guidelines/BP_CariesRiskAssessment.pdf


Caries Risk Assessment:



Caries Risk Assessment:
Development of Conservative Strategies of Treatment 

The majority of a dental clinic’s time is generally devoted to restorative dentistry. 
Half the restorative dentistry provided in this country is the replacement of existing 
restorations. The initial placement of a restoration statistically dooms the tooth to a 
future of repeated replacements with ever larger and more invasive restorations. 
Restorative dentistry is a destructive process, in that irreplaceable natural structure is 
lost to restorative materials that are poor substitutes for the natural tooth structure. When 
considering doing restorative dentistry, the risk of not doing it (the status of the existing 
disease and the destruction it is causing) clearly must be greater than the risk of 
placing restorations. For more information on this subject, see the “Dental Caries Risk 
Assessment” guidelines, which can be found in Chapter 4 of this manual.

Indian Health Service
Oral Health Program Guide 
2007
Chapter 8, Appendix III, page 287 



Caries Risk Assessment:

The ADA Caries 
Classification System

https://jada.ada.org/article/
S0002-8177(14)00029-4/pdf

https://jada.ada.org/article/S0002-8177(14)00029-4/pdf


Caries Risk Assessment:

https://jada.ada.org/article/
S0002-8177(14)00029-4/pdf

Q:  Are dentist tempted to 
restore lesions that have 
“initial mineral loss/non-
cavitated”, even though such 
lesions are “unlikely” to 
have “infected dentin”?

https://jada.ada.org/article/S0002-8177(14)00029-4/pdf


Individualized Recall:
1. Based on individual risk for future disease

(caries, periodontal disease, oral cancer…).

2. Based on patient compliance.

3. Based on dental clinic patient load and 
resources.

4. Based on……………………..????



Individualized Recall:
The underlying principle of a caries risk protocol is to approach dental caries as 
an infectious disease (8-12, 56). Most resources in our dental clinics are invested 
in the diagnosis, treatment, and prevention of this infection. These resources 
are maximized by appropriately addressing the diagnosis, prevention, and 
treatment of dental caries. Studies have shown that flexible recall systems and 
targeted care are cost-effective and time-effective, providing the greatest health 
benefits to defined populations (4, 13-15). 

Indian Health Service
Oral Health Program Guide 
2007
Chapter 4-E, page 167 



Individualized Recall:
1. The recommended interval between oral health reviews should be determined specifically 
for each patient and tailored to meet his or her needs, on the basis of an assessment of 
disease levels and risk of or from dental disease. [D]

2. This assessment should integrate the evidence presented in this guideline with the clinical 
judgement and expertise of the dental team, and should be discussed with the patient. [GPP]

3. During an oral health review, the dental team (led by the dentist) should ensure that 
comprehensive histories are taken, examinations are conducted and initial preventive advice 
is given. This will allow the dental team and the patient (and/or his or her parent, guardian or 
carer) to discuss, where appropriate:

https://www.ncbi.nlm.nih.gov/books/NBK54533/

https://www.ncbi.nlm.nih.gov/books/NBK54533/


Individualized Recall:
4. The longest interval between oral health reviews for patients aged 18 years and older should be 24 months. [GPP]
Recall intervals for patients who have repeatedly demonstrated that they can maintain oral health and who are not 
considered to be at risk of or from oral disease may be extended over time up to an interval of 24 months. Intervals 
of longer than 24 months are undesirable because they could diminish the professional relationship 
between dentist and patient, and people's lifestyles may change.

5. For practical reasons, the patient should be assigned a recall interval of 3, 6, 9 or 12 months if he or she is younger 
than 18 years, or 3, 6, 9, 12, 15, 18, 21 or 24 months if he or she is aged 18 years or older. [GPP]

6. The dentist should discuss the recommended recall interval with the patient and record this interval, and the 
patient's agreement or disagreement with it, in the current recordkeeping system. [GPP]

7. The recall interval should be reviewed again at the next oral health review, to learn from the patient's responses 
to the oral care provided and the health outcomes achieved. This feedback and the findings of the oral health review 
should be used to adjust the next recall interval chosen. Patients should be informed that their recommended recall 
interval may vary over time. [GPP]

https://www.ncbi.nlm.nih.gov/books/NBK54533/

https://www.ncbi.nlm.nih.gov/books/NBK54533/


Individualized Recall:
Purpose: The American Academy of Pediatric Dentistry (AAPD) intends these recommendations to help practitioners 
make clinical decisions concerning preventive oral health interventions, including anticipatory guidance and 
preventive counseling, for infants, children, and adolescents.

1. These preventive recommendations may be applied for the following age groups: six to 12 months, 12 to 24 
months, 24 months to six years, six to 12 years, and 12 years and older. This guidance emphasizes the importance of 
very early professional intervention and continuity of care based on the individualized needs of the child. This 
document was developed through a collaborative effort of the American Academy of Pediatric Dentistry Councils on 
Clinical Affairs and Scientific Affairs to offer updated information and recommendations regarding oral health 
services and counseling for pediatric dental patients. 

https://www.aapd.org/globalassets/media/policies_guidelines/bp_periodicity.pdf

https://www.aapd.org/globalassets/media/policies_guidelines/bp_periodicity.pdf


Individualized Recall:
Professional dental care is necessary to maintain oral health.1   The AAPD emphasizes the 
importance of initiating professional oral health intervention in infancy and continuing 
through adolescence and beyond.2 The periodicity of professional oral health intervention 
and services is based on a patient’s individual needs and risk indicators.3-8 Each age group, 
as well as each individual child, has distinct developmental needs to be addressed at 
specific intervals as part of a comprehensive evaluation.2,9-11 Continuity of care is based on 
the assessed needs of the individual patient and assures appropriate management of all 
oral conditions, dental disease, and injuries.12-18 The early dental visit to establish a dental 
home provides a foundation upon which a lifetime of preventive education and oral health 
care can be built.

https://www.aapd.org/globalassets/media/policies_guidelines/bp_periodicity.pdf

https://www.aapd.org/globalassets/media/policies_guidelines/bp_periodicity.pdf


Individualized Recall:

Each patient is placed in a recall program based on 
his/her individual risks (see Caries Risk) rather than 
arbitrary time intervals such as a 6-month recall. The 
patient’s recall category is consistent with the diagnosis, 
treatment received, and medical condition, e.g., 
diabetes, rampant caries, pregnancy, and perio status.

Indian Health Service
Oral Health Program Guide 
2007
Chapter 8, Appendix III, page 517 



Case Presentation



A Mismanaged Case of 
Early Childhood Caries?

Indian Country Oral Health 
ECHO

Joseph Churchill, DDS   
Lower Elwha Dental Clinic



Background information:
• Patient’s Main concern: (July 2020) worried about 

needles, no concerns about teeth
• Demographics: 6-year-old male (2022)
• Social: at 2.5 years old (August 2018) grandparents 

gained custody. Mom regained custody around 5 
years of age (approximately December 2020) 
• Medical: no medical conditions



Background information (continued) :
• Dental: 
• August 2018 – exam and cleaning, no caries (2.5 years old – grandparents have 

custody)
• October 2019 – came in for exam, hesitant to open mouth, but no caries detected
• July 2020 – exam, no complaints, caries noted #E-F #I-J #K-L and #T
• We were able to treat with 3 applications of SDF by August 2020 (7/27, 8/10 and 

8/24) (patient is now 4.5 years old) (Mom regains custody around Dec. 2020)
• January 2022 – emergency visit with complaint of pain from lower left. Noted abscess 

secondary to caries #K-L, prescribed amoxicillin and referred to pediatric dentist
• April 2022 – comprehensive oral rehabilitation performed under general anesthesia 

with extraction #E-F #I-J #K-L and #T. SSCs placed on #A-B and #S



Dental findings: 7/27/2020



Dental findings: 1/8/2022



Dental findings: Odontogram following comp oral rehab 
on 4/14/2022



Dental findings: Chart Note from 
7/27/2020

No photographs taken



Group Discussion and Q&A
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Additional Information



Additional Information



Additional Information



Additional Information

https://www.youtube.com/watch?v=i3zGTidICHk

https://www.youtube.com/watch?v=i3zGTidICHk


Thank You!



Sean Kelly, DDS, MSHS
drkelly55@gmail.com

Questions?

Joseph Churchill, DDS
joseph.churchill@elwha.org


