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Pres ident’s  message  de  la  Prés idente

Jacki Blatz,
RDH

it starts with you

in 2010, the dental hygiene graduating classes 
of 1985 across Canada will celebrate 25 years 

of dental hygiene in practice. I note this with 
pride because I will have been a practising den-
tal hygienist for a quarter of a century.

When I think of the significance in years 
of that number, I reflect on the substantial 
changes in dental hygiene, the role of dental 
hygienists, and how the changes in our profes-
sion have impacted my own personal experiences.

Our scope of practice has increased in most provinces, 
and a greater number of dental hygienists have the abil-
ity to access dental hygiene bachelor degree programs and 
master degree programs.

For myself, while I have not taken a degree completion 
program, like many dental hygienists of my era, I have 
been active in the pursuit of continuing dental hygiene 
education, and have taken the necessary courses for regu-
lation of providing local anesthetic. I start a new chapter 
of continuing education this February with the Pharmacy 
Course for Prescribers in Alberta.

So while dental hygienists have had significant advan-
ces in the opportunities for education and career options, 
the majority of dental hygienists in Canada are employed 
in traditional dental office settings.

Recently, I received a letter, through the President’s 
e-mail, from a dental hygienist who has been employed in 
the private practice setting for over thirty years. This den-
tal hygienist is close to retiring from the dental hygiene 
profession, and presents the issue to me that she will retire 
without any employer pension benefits. This is something 
that every dental hygienist employed in a private prac-
tice has faced. In the private practice setting, there are no 
employer pension benefits or really any benefits to speak 
of that many other health professionals are recipients of.

This, of course, is nothing new. We all realize that most 
dental offices are really small businesses. I would like to 
propose that every dental hygienist is her or his own best 
advocate of ensuring that individual financial needs and 
working conditions are met. This task can seem enormous 
and daunting. An important member benefit of CDHA is 
an extensive member benefit package that I encourage all 
members to take advantage of.

Savings and retirement programs, RRSPs, investment 
planning, TFSAs, liability insurance, disability insurance, 
mortgage services are some of the many membership affili-
ations that CDHA offers. You, as a CDHA member, receive 
a professional membership discount. The time to think of 
your future is now.

…continued on page 70

Ça commence avec vous

en 2010, les diplômées canadiennes de 1985 en 
hygiène dentaire célébreront leur 25e anniversaire 

d’exercice de la profession. Je le souligne avec fier-
té parce que j’aurai alors exercé l’hygiène dentaire 
depuis un quart de siècle.

Quand je pense à l’importance de ce nombre en 
terme d’années, je ressasse les changements substan-
tiels qui ont marqué l’hygiène dentaire et le rôle de 
l’hygiéniste dentaire ainsi que l’impact que ces chan-

gements professionnels ont eu sur mon expérience personnelle.
L’étendue de notre pratique s’est accrue dans la plupart des 

provinces et un plus grand nombre d’hygiénistes dentaires ont 
pu accéder aux programmes de baccalauréat et de maîtrise en 
hygiène dentaire.

Quant à moi, si je n’ai pas suivi de programme vers un grade 
supérieur, comme plusieurs hygiénistes dentaires de mon secteur, 
j’ai suivi activement des programmes de perfectionnement conti-
nu en hygiène dentaire et les cours réglementaires nécessaires en 
anesthésie locale. J’entreprends en ce mois de février une nou-
velle étape de formation continue dans un cours de prescription 
en pharmacie, en Alberta.

Ainsi, alors que les possibilités de perfectionnement et les 
options de carrière les font progresser considérablement, la 
majorité des hygiénistes dentaires du Canada travaille dans le 
cadre traditionnel du cabinet dentaire.

J’ai reçu récemment, par un courriel adressé à la présidente, 
une lettre d’une hygiéniste dentaire qui travaille dans un cabinet 
privé depuis plus de trente ans. La correspondante se dit à la 
veille de la retraite de la profession d’hygiéniste dentaire et m’in-
forme de son problème : elle ne touchera aucune prestation de 
retraite de la part de son employeur. C’est là une situation que 
toute hygiéniste dentaire employée doit affronter. Dans le cadre 
de la pratique privée, il n’y a pas de prestation de retraite de la 
part de l’employeur ni aucun avantage véritable pour ainsi dire 
dont plusieurs autres professionnels de la santé bénéficient.

Évidemment, cela n’est pas nouveau. Nous savons toutes que 
la plupart des cabinets dentaires sont à vrai dire de petites entre-
prises. Je souhaite proposer que chaque hygiéniste dentaire fasse 
valoir de son propre chef la satisfaction des besoins financiers 
personnels et des conditions de travail. Cette tâche peut paraitre 
énorme et intimidante. Un important avantage de l’ACHD à ses 
membres comporte un vaste ensemble d’avantages dont j’incite 
tous les membres à bénéficier.

Les programmes d’épargne et de retraite, les REER, la plani-
fication des investissements, les CELI, les services d’assurance 
responsabilité, d’assurance invalidité et d’hypothèque sont quel-
ques-unes des nombreuses affiliations que l’ACHD offre à ses 
membres. Puis, à titre de membre de l’ACHD, vous bénéficierez 
du rabais d’adhésion en tant que professionnelle. Vous devez 
penser à votre avenir dès maintenant.

Je crois aussi que chacune d’entre nous peut influer sur le 
changement dans notre environnement de travail. En tant 
qu’hygiéniste dentaire, vous n’êtes pas seulement une employée 

…suite page 70
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ceo’s  message  de  la  cd

rock stars
Leaders of the future need an essential set of attrib-
utes for being leaders of character that have a 
passion for doing – getting things done with a con-
scious intention to deliver positive results. 
 – Debbe Kennedy in Organization of the 
Future 2, Leadership by Perpetual Practice

in early January 2010, CDHA’s Research Ad-
visory Committee (or the RAC) met at the 

University of British Columbia in Vancouver. The RAC 
exists to advise CDHA in creating a vision for research 
within the profession so that our professional association 
can be involved in creating, supporting, disseminating, and 
translating dental hygiene research and knowledge uptake 
as well as in building research capacity. Such a meeting 
allows thoughtful discussion and debate about what den-
tal hygiene research is, and how we can involve each and 
every one of our members in benefiting from research. The 
News section in this issue features the names of this out-
standing committee. The vision of the committee is that 

“dental hygiene research makes a positive contribution to 
the body of knowledge on how best to promote health and 
wellness, prevent disease, address social inequity and relat-
ed determinants of health, through better oral health care 
policies, models of care, and systems of delivery.”

Underlying this vision is the RAC members’ passion for 
doing research and a conscious intention to deliver posi-
tive contributions. They, as Debbe Kennedy has so nicely 
stated in the quote above, are leaders of the future. Janice 
Murray of Hope BC, a leader in her own right, is the recent 
recipient of the 2009 CDHA Visionary prize in participation 
with TD Insurance Meloche Monnex. Prior to presenting 
her research area on learning outcomes in the master’s 
level dental hygiene education, Janice shared a story with 
us that emphasizes the inspirational role which leaders of 
character have within a culture.

The morning Janice was leaving for the meeting, her 
four children were gathered for breakfast at the kitchen 
table. Her 11-year old son, Kyle, expressed his concern that 
his mother was going to be gone for two whole nights. She 
told him that she had to go because it was important for 
mommy to meet these really important people from her 
profession and to talk about really important stuff for den-
tal hygienists. Kyle wasn’t convinced, and felt the phone 
was a good alternative. Through the discussion Jan tried to 
convince her son of the importance to her telling him that 
she really, really wanted to meet these important people 
as she had read many articles that they had written, and 
because they were really special individuals.

He did not understand. It was at this point that Tyler, 
her 15-year old, looking rather annoyed over his bowl of 
cereal, turned down his iPod and translated for her with 
4-year old Oliver and 2-year old Taia looking on. In his 

les rock stars
Les leaders de l’avenir ont besoin d’un ensemble 
essentiel d’attributs qui en feront des personnes de 
caractère passionnées d’action – avec une efficacité 
résultant d’une intention bien arrêtée de livrer un 
résultat positif. 

– Debbe Kennedy dans « Organization of the 
Future 2, Leadership by Perpetual Practice »

au début de 2010, le Comité consultatif de la 
recherche (CCR) de l’ACHD se réunissait à 

l’Université de la Colombie-Britannique à Vancouver. Le CCR 
a pour mission de développer une nouvelle conception de la 
recherche au sein de la profession de façon à ce que notre asso-
ciation puisse participer à la création, au soutien, à la diffusion 
et à l’expression de la recherche et du savoir, et développer ainsi 
une nouvelle capacité de recherche. Une telle rencontre permet 
une discussion et un débat attentifs sur la nature de la recher-
che en hygiène dentaire et les façons de faire participer à leur 
avantage chacune de nos membres. La section Informations du 
présent numéro présente les noms des personnes qui forment 
ce remarquable comité. Celui-ci entrevoit que « la recherche en 
hygiène dentaire contribue de façon positive à l’ensemble des 
connaissances sur la meilleure façon de promouvoir la santé 
et le bien-être, prévenir la maladie, aborder l’iniquité sociale 
et les déterminants de la santé par le biais de politiques, de 
modèles de soin et de régimes de prestation pour améliorer la 
santé buccale. »

Sous-jacent à cette perspective se trouve la passion des mem-
bres du CCR pour la recherche et leur intention arrêtée d’y 
apporter des contributions positives. Comme l’a si bien décrit 
Debbe Kennedy dans la citation ci-dessus, ce sont des leaders 
de l’avenir. Janice Murray, de Hope (C.-B.), leader par son seul 
talent, a reçu récemment le prix Visionnaire de l’ACHD avec 
la participation de TD Insurance Meloche Monnex. Avant de 
présenter son secteur de recherche sur les résultats de l’étude au 
niveau de la maîtrise en hygiène dentaire, Janice a partagé avec 
nous une histoire qui soulignait l’inspiration que les leaders de 
caractère apportent à une culture.

Ce matin-là, avant que Janice quitte la maison pour la 
réunion, ses quatre enfants prenaient le petit déjeuner dans la 
cuisine. Son fils de 11 ans, Kyle, s’inquiétait de voir partir sa 
mère pour deux nuits entières. Elle lui dit qu’elle devait le faire 
parce que c’était important que maman rencontre ces person-
nes vraiment importantes de sa profession et de traiter de sujets 
importants pour les hygiénistes dentaires. Kyle, qui n’en était 
pas convaincu, pensa que le téléphone offrirait une alternative. 
Dans la discussion, Jan tenta de convaincre son fils que c‘était 
important pour elle de lui dire qu’elle voulait vraiment, vrai-
ment rencontrer ces personnes importantes parce qu’elle avait 
lu plusieurs articles qu’elles avaient rédigées et parce qu’elles 
étaient des personnes vraiment spéciales. Il n’a pas compris.

À ce moment-là Tyler, son fils de 15 ans, qui avait l’air plu-
tôt ennuyé au-dessus de son bol de céréales, ferma son iPod 
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ev idence for Pract ice

encouraging client compliance for interdental care with the 
interdental brush: the client’s perspective
Pauline h imai, cda, dipdh, Bdsc(dh), msc(ds) and Penny c hatzimanolakis, dipdh, Bdsc(dh), msc(ds)

aBstraCt
Background: toothbrushing for daily oral biofilm disruption is well accepted by clients, but dental flossing is not, due to poor dexterity 

or lack of motivation or both. the interdental brush is considered an easy to use alternative, which may influence daily self care compliance; 
however it has only been studied in subjects with open embrasures. purpose: to determine whether interdental brush’s ease of use influ-
ences willingness for daily compliance in subjects with intact interdental papillae. methods: this paper focuses on the secondary outcome of 
a randomized controlled trial comparing interdental brush to dental floss in 32 adults with intact but bleeding interdental papillae. subjects 
received non surgical debridement two weeks prior to intervention phase, and instructions to use toothbrush, dental floss, and interdental 
brush at baseline (week 0) and week 6. subject compliance was measured with self reported journals and amount of products used. exit 
survey collected information about subjects’ perceptions and preferences for interdental brush and dental floss. results: subjects were more 
than twice as likely to “strongly agree” that interdental brush was easy to use compared to flossing, with 40% having neutral opinions about 
dental floss’s ease of use. they were also willing to use the interdental brush daily (43.3% strongly agreed and 50% agreed). the subjects’ 
opinions regarding daily dental flossing ranged from “disagree” to “strongly agree” (6.7% to 30.0% respectively). discussion: study results 
were similar to other studies that demonstrated client compliance with interproximal oral self care is associated with clients’ perceptions of 
ease of use and motivation. Conclusion: interdental brush is easy to use and well accepted by study subjects, which may positively influence 
daily interproximal self care compliance.

resume
Contexte : la clientèle accepte bien le brossage des dents pour le nettoyage quotidien du biofilm, mais il n’en est pas ainsi de l’usage de 

la soie dentaire à cause du manque de dextérité ou de motivation, ou des deux. considérée plus facile à utiliser, la brosse interdentaire peut 
influencer la pratique des soins personnels quotidiens; toutefois, cela n’a pas fait l’objet d’études chez les sujets ayant des embrasures ouver-
tes. objet : établir si la facilité d’utilisation de la brosse interdentaire influence la propension au brossage quotidien chez les sujets dont les 
papilles interdentaires sont intactes. méthode : cet article se concentre sur les effets secondaires d’un essai contrôlé et randomisé, comparant 
le brossage interdentaire à l’utilisation de la soie dentaire chez 32 adultes ayant des papilles interdentaires intactes, mais saignantes. les sujets 
ont reçu un débridement non chirurgical deux semaines avant la phase d’intervention et des instructions sur la façon d’utiliser la brosse à 
dents, la soie dentaire et la brosse interdentaire au départ (semaine 0) et à la 6e semaine. la propension des sujets a été mesurée à partir de 
comptes-rendus quotidiens et de la quantité de produits utilisés. le dernier questionnaire a permis de recueillir de l’information sur la percep-
tion et les préférences des sujets concernant la brosse et la soie dentaire. résultats : les sujets étaient au moins deux fois plus enclins à être 
« vivement d’accord » sur la facilité d’utilisation de la brosse interdentaire comparativement à la soie dentaire, et 40% se sont dit neutres sur la 
facilité d’utilisation de la soie dentaire. on était aussi d’accord à utiliser la brosse interdentaire quotidiennement (43,3 % étaient très d’accord 
et 50 %, d’accord). l’avis des sujets concernant l’usage quotidien de la soie dentaire variait entre « d’accord » et « ytès d’accord » (6,7 % à 
30,0 %, respectivement). discussion : les résultats de l’étude ressemblent à ceux des autres études qui ont démontré que la propension des 
clients aux soins buccaux interproximaux personnels s’associe à la perception de facilité d’usage et à la motivation des clients. Conclusion : la 
brosse interdentaire est facile à utiliser et bien acceptée par les sujets de l’étude, ce qui peut influencer positivement la propension aux soins 
interproximaux personnels et quotidiens.

Key words: dental home care devices, client compliance, oral hygiene, interdental cleansing/aids

introduCtion

oral biofilm, known as dental plaque, is a complex bac-
terial community that naturally develops on a tooth 

surface, and contributes to the host’s defences by prevent-
ing the colonization of exogenous species.1 However if 
left undisturbed, there is a gradual shift in the bacterial 
flora to Gram-negative anaerobes that have been associ-
ated with periodontitis.2–4 Plaque induced gingivitis is the 
early, reversible stage of periodontal disease.2 Although not 
all sites with gingivitis will progress to periodontitis, oral 
health professionals are unable to predict the level or rate 
of progression,2–4 which necessitates the prevention and 
treatment of gingivitis.2

Daily mechanical disruption of the oral biofilm remains 
the primary self care method for achieving and maintaining 
oral health because studies have demonstrated that bacteria 
are protected in the biofilm from orally delivered antimi-
crobial agents.5,6 Although toothbrushing is well accepted, 
interdental self care is not.7 The toothbrush is unable to 

penetrate intact interdental areas to disrupt the biofilm 
where periodontal disease is prevalent.7,8 Dental hygien-
ists commonly recommend dental floss for their client’s 
interproximal oral biofilm disruption, but clients’ compli-
ance for daily flossing is usually low, ranging from 10% to 
30%, due to lack of dexterity and motivation.7 Studies have 
demonstrated that individuals who experience difficulties 
with dental floss are less motivated to floss daily.7

Other interdental aids have been developed to facili-
tate easier oral self care and thus, attempt to address the 
compliance issue.9,10 The interdental brush is a small 
cylindrical or cone shaped brush that is inserted inter-
proximally. Usually the interdental brush is studied in 
subjects with clinical attachment loss who present with 
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larger interdental embrasure spaces.8 In subjects with large 
embrasure spaces, the interdental brush reduced probing 
depths, bleeding scores, and had superior plaque reducing 
abilities compared to dental floss.8 However there is no 
published literature on the efficacy of interdental brush 
for clients with intact interdental papillae. Since it is desir-
able to treat gingivitis with the aim to prevent possible 
progression to periodontitis and clinical attachment loss, 
oral health professionals need alternative, evidence based 
interdental oral self care aids to recommend to their clients 
who are adverse to or cannot floss.

This paper focuses on the subjects’ perceived ease of use 
with the interdental brush and dental floss, as well as how 
this perception may influence their willingness for daily 
self care compliance. A separate paper will be published 
later reporting the clinical findings surrounding the rela-
tive effectiveness of interdental brush to dental floss in 
individuals with intact interdental papillae.

materials and metHods
Study design

The study was an examiner blinded, split mouth, three 
month, randomized controlled trial comparing interdental 
brush to dental floss on premolars, first and second molars 
in thirty-two healthy adults with intact, but bleeding inter-
dental papillae. Clinical outcomes and subjects perceptions 
were measured. This paper will focus on the subjects’ 
perceptions in the exit survey. The study protocol was 
reviewed and approved by the University of British Colum-
bia’s Clinical Research Ethics Board. The study is registered 
with www.clinicaltrials.gov (Identifier NCT00743548).

Study recruitment and enrolment
Subjects were recruited via a newspaper ad in the local 

paper, Vancouver Craig’s List, flyers posted on the Uni-
versity of British Columbia’s (UBC) campus, and orally 
through the Vancouver Westside dental community. Par-
ticipation was not limited by race or gender. Study subjects 

were not dental or dental hygiene students, but were 
recruited from the general population. All study visits were 
held at the Nobel Biocare Oral Health Centre, which is the 
dental clinic located on UBC’s Point Grey campus in Van-
couver, Canada.

All potential subjects were screened to inform them of 
the nature of the study and to determine whether they 
met the inclusion/exclusion criteria. Inclusion criteria con-
sisted of:

1. a minimum of four interproximal areas per side that 
could accommodate a minimum 0.6 mm interdental 
brush width as determined with the Curaprox probe™ 
(Curaden Swiss, Amlehnstrasse, Switzerland),

2. a minimum of eight interproximal bleeding sites 
upon stimulation with a Stimu-Dent™ (Johnson & 
Johnson Inc., NB, Canada) inserted horizontally four 
times,

3. dexterity to use waxed dental floss without any 
additional aids, and

4. ability to attend five study visits.
Subjects were only required to present with interdental 

papillae filling the interdental spaces of adjacent teeth that 
are in contact. Interdental brush width was determined by 
horizontally inserting the Curaprox coloured probe™ from 
the buccal aspect until snug, and by observing the colour 
left visible as shown in Figure 1. Each colour on the probe 
corresponds to a brush diameter. The diameters range from 
0.6 mm (dark green on the probe) to 2.0 mm (light green). 

Subjects were excluded from the study if they:
1. required premedication with antibiotics prior to 

dental therapy,
2. used chlorhexidine or over the counter mouthwash 

during the study,
3. used tobacco products, and/or
4. had full orthodontia.
Subjects who met the study’s inclusion/exclusion criter-

ia were invited to participate in the study, and they signed 
informed consent.

figure 1: coloured probe and corresponding interdental brush inserted interproximally. a. the coloured probe is inserted horizontally into the 
interproximal site until snug. B. the visible colour on the buccal aspect corresponds to the best fitting interdental brush for the site.

a B

http://www.clinicaltrials.gov
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Maintaining client anonymity and randomization
The subjects were assigned an individual identification 

number upon study enrolment. Only the medical health 
history form contained the subjects’ personal information. 
All data collection forms, compliance forms, and surveys 
were coded and separated from the medical history form to 
maintain the subjects’ confidentiality and anonymity.

The non blinded examiner randomized subjects upon 
initial subject contact, before screening information was 
collected. The non blinded examiner randomized the sub-
jects without knowledge of any subject information such 
as dominant hand, number of bleeding sites, and size of 
interdental spaces. The left side of the subjects’ mouths 
was randomly assigned by flip of coin to interdental brush 
or dental floss with the right side receiving the remain-
ing oral self care aid. There was no attempt to balance the 
distribution of interdental brush or dental floss to left side 
of the subjects’ mouths, but the resulting distribution was 
fairly equal.

Study schedule
Upon enrolment and prior to the intervention phase 

of the study, all subjects received non surgical periodontal 
debridement using a combination of ultrasonic and hand 
instrumentation with no time limit, by an experienced dental 
hygienist two to three weeks before baseline data collection.

Subjects were given verbal and hands on oral hygiene 
instructions by the non blinded examiner at baseline 
and Week 6. Modified Bass tooth brushing method using 
Curaprox CS 5460 Prime ultra-soft compact toothbrush™ 
(Curaden Swiss, Amlehnstrasse, Switzerland), spool floss-
ing with waxed dental floss and no flossing aids (Johnson 
& Johnson Inc., NB, Canada), and Curaprox Prime IDB™ 
(Curaden Swiss, Amlehnstrasse, Switzerland). Instructions 
were provided until the subject was comfortable with the 
techniques and had no unanswered questions. During the 
oral hygiene instructions the subjects’ dominant hand 
was noted as the one the subjects used to brush, floss, and 
interdentally brush. Subjects were instructed to brush their 
teeth twice a day, morning and before bed; floss once a day 
on the assigned side preferably at night, and use the appro-
priate colored interdental brush inserted once in and out 
on the assigned side, once a day, again preferably at night. 
All subjects were instructed to use only these products and 
the toothpaste provided, Colgate Cavity Protection Regular 
toothpaste, (Colgate-Palmolive Canada Inc.) and to refrain 
from using professional dental hygiene services and over 
the counter and prescription mouthwashes during the 
study period. Subjects were given a compliance folder to 
note their daily progress with the interdental brush or den-
tal floss. The compliance folder included a diagram of the 
teeth and indications as to where to use the dental floss 
and specific interdental brush, which included a maximum 
of three colours representing differing diameters. Subjects 
were encouraged to place this diagram in their bathroom 
as a reference and reminder. Subject compliance was evalu-
ated through the self reported journal, and product wear 
and usage at Weeks 6 and 12.

The exit survey was distributed and collected by the non 
blinded examiner at the end of the Week 12 visit. A 5-point 
Likert scale, ranging from “Strongly agree” to “Strongly 

disagree”, was used for the exit survey to capture the study 
subjects’ opinions regarding the interdental brush or dental 
floss. The survey consisted of four closed item statements 
and one open ended question to provide subjects with an 
opportunity to add their own comments.

Exit survey statements:
1. The interdental brush was easy to use.
2. The dental floss was easy to use.
3. I would use dental floss every day.
4. I would use the interdental brush every day.
5. Please add additional comments, concerns, or sug-

gestions regarding the interdental brush and/or den-
tal floss used in this study.

Statistical analyses
Descriptive statistics and chi-square tests were used to 

analyze the exit survey data and the major theme was 
extracted from the subjects’ comments.

results
There were no reported or observed side effects during 

the study, suggesting that the interdental brush, dental 
floss, and toothbrush were well tolerated by the subjects. 
Thirty adults completed the three-month study. Two 
adults were unable to be contacted upon completion of 
the debridement, and did not enter the intervention phase 
of the study.

The exit survey results indicated 50% of the study sub-
jects strongly agreed and 46.7% agreed that the interdental 
brush was easy to use (Figure 2). In the survey, subjects 
stated that the “interdental brush was easier to use even 
with a busy schedule and was faster than dental floss.” 
Other subjects commented, “I like the interdental brush 
over flossing because of the ease of use; I can reach parts 
[with the interdental brush] that I find difficult to clean 
with dental floss.” Subjects had no prior experience with 
the Curprox™ IDB system because this product is unavail-
able in western Canada. 

Fewer subjects agreed that dental floss was easy to use 
(Figure 2). Although there was no statistically significant 
difference between interdental brush and dental floss for 
ease of use, X2(1, n=30)=0.9, p<0.05, forty per cent of sub-
jects were neutral about dental floss’s ease of use. Study 
subjects comments included, “the dental floss is slippery 
and difficult to grasp, which made it less convenient than 
the interdental brush. I found dental floss irritating to use, 
especially trying to maneuver it in the back teeth.” The 
majority of subjects (97%) entered the study with no his-
tory of daily flossing, but by the end of the study, 30% of 
the subjects strongly agreed and 36.7% agreed that they 
were willing to use dental floss every day (Figure 2). These 
subjects attributed their willingness to floss daily to learn-
ing the proper flossing technique and the structure created 
within the study. The other 26.7% held neutral opinions 
on daily flossing, and 6.7% were not willing to floss daily 
beyond the study because they found it difficult to use 
and time consuming (Figure 2). Subjects “strongly agreed” 
(43.3%) and “agreed” (50.0%) that they were willing to 
brush interdentally daily (Figure 2). In particular, the 
majority of the subjects’ open comments indicated they 
would more likely use the interdental brush daily although 
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there was no statistically significant difference between 
interdental brush and dental floss for daily use preference 
in the closed items, X2(1, n=30)=0.87,p<0.05. Ease of use 
was a major theme, and this may have influenced the sub-
jects’ willingness to continue and use the interdental brush 
daily. Subjects commented, “I really prefer the interdental 
brush; I can still clean my teeth before bed, even in a busy 
daily schedule, with the interdental brush, but this is not 
the case with dental floss.” Two subjects, who were neutral 
about using the interdental brush daily, commented they 
had difficulty accessing the interproximal site between the 
last two molars and did not like changing the brush tips 
for the various sites. 

disCussion
Many dental hygienists focus on instructing their cli-

ents in the use of dental floss for oral health maintenance 
and treatment of gingival diseases because they have been 
taught flossing in their dental hygiene education, and are 
familiar with the product.7 However client compliance with 
dental floss is historically low7 in spite of dental hygienists 
providing oral health education and flossing instructions. 
Clients frequently choose not to floss because of lack of 
motivation and ability.7

Motivation to change behaviour may be imposed exter-
nally, which may then develop into an internally valued 
belief that is sustained.11 In this study, subjects became 
keenly aware of the sites that were bleeding, and became 
interested in monitoring these sites while using the 
interdental brush and dental floss. The presence of bleed-
ing, which is an objective sign of gingival inflammation, 

became an effective external motivator for the subjects.12 
Subjects commented that they were motivated to brush 
interdentally and floss to attain non bleeding status, and 
began to equate non bleeding sites with gingival health. In 
this study, several subjects stated they now understood the 
importance of self care for oral health. The internalization 
of health beliefs, such that external motivators no longer 
play a role in compliance, needs further investigation.13

Simply being in the study may have also motivated the 
study subjects to comply with interdental brush and den-
tal floss. The Hawthorne Effect occurs when subjects are 
immersed in an environment that supports positive behav-
iours.14 In this study, subjects were required to report their 
daily use of interdental brush and dental floss in a journal. 
The journal had to be submitted to the non blinded exa-
miner along with the subjects’ dental products at Weeks 6 
and 12 to be inspected for usage, and thus, subjects may 
have been motivated to please the examiners. 

Study subjects were also motivated by the frequent, 
intensive oral hygiene instructions that encouraged them 
to continue to improve their oral self care techniques as 
well as their daily use of interdental brush and dental floss. 
According to Stewart and Wolfe,15 subjects who received 
two 30-minute sessions of oral hygiene instruction were 
able to maintain their newly acquired self care skills a 
year later, but other studies have shown that educational 
attempts at modifying client behaviour for daily flossing 
is unsuccessful.7 Since the present study had no long term 
follow up, it is unknown if these study subjects would con-
tinue their daily interdental self care routine. A long term 

study is needed to observe whether intensive, continuous 
oral hygiene instructions in self care skill acquisition and 
oral health knowledge would assist clients in achieving 
long term interdental self care compliance. 

According to Asadoorian, motivation to self care inter-
dentally is closely linked to the individual’s ability to use 
the aid.7 Although there was no statistically significant dif-
ference for subjects’ product preference in the present study, 
the overall theme collected from the subjects’ comments 
was that “ease of use” played a significant role in their will-
ingness to continue the daily use of the interdental brush. 
In this study, almost all subjects agreed that the interdental 
brush was easy to use. The interdental brush could be used 
with one hand and subsequently, without the use of a mir-
ror. The study findings were similar to those reported by 
Slot et al.,8 in which patients considered the interdental 
brush to be simpler to use, in spite of the brush’s tendency 
to bend and distort. 

While subjects were familiar with dental floss, and had 
received flossing instructions previously from their oral 
health professionals, the majority of the subjects did not 
floss daily prior to enrolling in this study because they did 
not like dental floss, found it difficult to use, and/or were 
not motivated to use it. Dental floss takes a certain amount 
of dexterity and instruction to achieve optimal inter-
proximal oral biofilm disruption7 and this was apparent in 
this study. Subjects received intensive one-on-one flossing 
technique instructions at baseline and week 6, and even 
with repeated instructions, two subjects were unable to 
master the skill as evidenced by their stable interproximal 
plaque scores. For some subjects, the repeated flossing 
instructions not only assisted them with achieving the 
correct technique, they became more accustomed to den-
tal floss, and thus indicated that they were more willing 
to continue with daily flossing on the exit survey. These 
findings support Asadoorian’s comment that ability and 
motivation are closely linked.7 

There are numerous health behavioural theories, such 
as the Health Belief Model, Trans Theoretical Model, Stages 
of Change, Self Efficacy, and Locus of Control Model that 
have explored oral health behaviour modification.16,17 
These models focus on individuals assuming responsibil-
ity for their own health.16,17 A complete review of oral 
health behaviour models can be found elsewhere.16,17 Hav-
ing a clear understanding of these models and the clients’ 
stage of behaviour are critical for identifying, modifying or 
changing behaviours that contribute to optimal oral and 
overall health. 

This study demonstrates the importance of assessing the 
client’s abilities and source of motivation prior to making 
an oral self care recommendation for optimal compliance. 
Frequent client centred oral hygiene instruction and sup-
port is necessary to nurture the new behaviour until the 
client becomes accustomed to the technique and routine. 
Dental hygienists must consider their own biases and 
preferences in addition to the scientific evidence when rec-
ommending oral self care products to their clients.

ConClusion
The interdental brush is an easy to use alternative, inter-

dental self care aid for clients with gingivitis and intact 
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interdental papilla in the posterior sites, who cannot or 
choose not to use dental floss as part of their oral self care 
preventive routine. Study subjects were more willing to use 
the interdental brush than dental floss for their daily inter-
dental self care due to its ease of use, which may enhance 
oral self care compliance.
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figure 2: frequency of subjects’ responses to exit survey. the coloured bars represent the five point likert scale ranging from “strongly agree” 
to “strongly disagree” that subjects used. the length of the bars represents the frequency of the subjects’ responses for each statement.
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rather uninterested teenager monotone voice he said, “Kyle, 
these people are like ROCK STARS to mom. You know, like 
ACDC, you dummy! She wants to meet them. Mom is like 
a groupie.”

At that point Kyle understood. How could he stop Jan 
from going to see her own ACDC? Or, as in Jan’s case, RAC? 
So, as Jan drove to Vancouver she thought about what her 
wise teenager had said to calm what could have been a 
rather difficult transition for Kyle. She told me “He was 
right. All these people I was about to meet were the ROCK 
STARS of the profession. The icons who have worked 
hard to make this profession better, stronger for each and 
every dental hygienist in Canada. And I was going to meet 
them!!! AND I forgot my camera... ”

So, on that note I salute the RAC members as well as 
all of the other ROCK STARS of the profession who lead 
passionately with conscious intention towards positive 
contributions. You may recognize a few of your own “rock 
stars” gracing the front covers of this journal, or featured 
on our website’s homepage through the year. And in the 
spirit of an embracing community, join me in this salute.

©CDHA

n Ceo’s message, Rock stars …continued from 55

et traduisit pour elle sous le regard d’Oliver, 4 ans, et Taia,  
2 ans. Dans une voix plutôt monotone d’adolescent désintéressé, 
il dit : « Kyle, ces gens-là sont comme des ROCK STARS pour 
maman. Tu sais, comme ACDC, imbécile! Elle veut les rencon-
trer. Mom est comme une groupie. » 

Kyle a compris sur-le-champ. Comment pouvait-il empêcher 
Jan d’aller voir ses propres ACDC? Ou, pour Jan, CCR? Ainsi, 
en roulant vers Vancouver, Jan a pensé à ce que son habile ado-
lescent avait dit pour atténuer ce qui aurait pu être un moment 
difficile pour Kyle. Elle m’a dit : « Il avait raison. Tous ces gens 
que j’allais rencontrer étaient les ROCK STARS de la profession. 
Des idoles qui ont travaillé fort pour améliorer la profession, 
la rendre plus forte pour chacune des hygiénistes dentaires du 
Canada! Et j’allais les rencontrer!!! PUIS, j’avais oublié ma 
caméra… »

Alors, sur cette note, je salue les membres du CCR de même 
que toutes les autres ROCK STARS de la profession qui ont pris 
les devants avec une intention bien arrêtée vers des contributions 
positives. Vous reconnaîtrez peut-être certaines de vos propres 
« rock stars » qui ornent la couverture de ce journal ou figurent 
sur la page titre de notre site Web au cours de l’année. Puis, au 
diapason d’une communauté vivante, joignez-vous à moi dans 
cet hommage. ©CDHA

n message de la Cd, Les rock stars …suite 55

les composantes du manuscrit :
1. page de titre : le titre doit désigner clairement le contenu de 

la soumission en 12 mots. il devrait être suivi du nom de cha-
cune des auteurs (prénom, initiale et nom de famille) ainsi que 
leurs titres universitaires et leurs institutions. nom de l’auteure 
correspondante, adresse postale et courriel. toutes les auteures 
doivent avoir participé suffisamment à l’ouvrage pour en assumer 
le contenu.

2. résumé : il ne doit contenir ni références ni titres de section. en 
voici les formats typiques :

 a.  Compte-rendu d’étude et de recherche : contexte (question 
à l’étude, problème traité et raisons); méthodes (comment 
l’étude a été effectuée); résultats (principales données statis-
tiques); examen et conclusion (ce que les auteures ont tiré des 
résultats).

 b.  revue de la littérature : contexte (sujet ou procédure exa-
minés); méthodes (stratégie suivie, avec données de base); 
résultats et discussion (constatations et analyse de la documen-
tation); conclusion (ce que les auteures ont tiré de l’analyse).

 c.  exposé de principe : (même structure que la précédente)
 d.  observation : introduction (nature générale de la condition 

ou du programme); description du cas (avec données); discus-
sion (du cas fondée sur la documentation), conclusion.

3. mots clés : fournir une liste de 6 mots clés tout au plus ou de 
courtes phrases extraites du texte aux fins d’indexation. on utili-
sera de préférence les termes de la liste Index Medicus du Medical 
Subject Headings (mesh).

4. corps du texte : structuration logique de l’information. tout fait 
prétendument réel doit l’être au moment de la rédaction.

5. remerciements : reconnaissance de l’aide ou du soutien apporté 
par les personnes, organisations, institutions ou entreprises. les 
personnes ou organismes mentionnés doivent avoir consenti, 
document à l’appui, à la publication de leurs noms, vu que cela 
peut laisser entendre qu’elles adhèrent au contenu, aux données 
ou aux conclusions de l’article.

6. maquette : elle comprend les illustrations, figures, photos, gra-
phiques et toute autre expression graphique qui soutiennent ou 
rehaussent le texte dans le format de leurs fichiers originaux (fi-
chiers sources).

	 •	 	Sont	acceptables	les	formats	de	fichier	.eps,	.pdf,	.tif,	.jpg,	.ai,	
.cdr haute résolution, prêts à imprimer :

  i.  minimum de 300 dpi pour les gammes de gris et les demi-
teintes couleurs,

  ii. 600 dpi pour les dessins au trait,
  iii. 1 000 dpi au minimum pour les maquettes pixélisées.
	 •	 	Les	illustrations	en	couleur	doivent	toutes	être	en	mode	couleur	

cmyK (et non en rgB).
	 •	 	Elles	devraient	être	numérotées	à	la	suite	les	unes	des	autres	et	

indiquées dans le texte.
	 •	 	Les	auteurs	doivent	indiquer	dans	la	légende	la	source	des	illus-

trations publiées antérieurement.
	 •	 	La	rédaction	se	réserve	le	droit	de	reporter	la	publication	d’un	

manuscrit accepté s’il survient des retard dans l’obtention des 
documents d’impression dont elle doute de la qualité.

7. données et tableaux : Présentation en format excel ou Word. 
ces tableaux et données peuvent aussi être inclus à la fin du do-
cument Word.

8. abréviations et unités : elles doivent être conformes au système 
international d’unités (si). on peut utiliser les symboles si et les 
symboles des éléments chimiques sans les définir dans le corps de 
l’article. les abréviations doivent être indiquées entre parenthè-
ses après la première mention de l’expression concernée dans le 
texte; ne pas dresser de liste d’abréviations.

9. information supplémentaire : toute information supplémen-
taire doit être fournie dans son format définitif, car elle ne sera 
pas corrigée et paraîtra en ligne exactement comme elle aura été 
présentée. veuillez vous renseigner auprès de la rédaction avant 
d’envoyer des fichiers de plus de 1 mbit.

10. style des références et citations : la présentation des référen-
ces s’inspire du style vancouver au http://www.nlm.nih.gov/
bsd/uniform_requirements.html les références devraient être 
numérotées dans l’ordre où elles sont citées dans le texte. une 
référence citée plus d’une fois dans un même texte conservera 
toujours son numéro et l’auteur en fera rappel en utilisant des 
adverbes ou abréviations telles que op cit, ibidem ou ibid. on utili-
sera des chiffres arabes en exposant pour identifier les références 
dans le texte (e.g. 1,2 ou 3–6). la liste de la section références suivra 
l’ordre numérique paraissant dans le texte.

(version condensée, janvier 2010) ©CDHA

http://www.nlm.nih.gov/bsd/uniform_requirements.html
http://www.nlm.nih.gov/bsd/uniform_requirements.html
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Get CONNECTED

Join the Conversation
Come see us at booth 2033!

COMMUNITY
SOCIAL 

NETWORKING

PROFESSIONAL 
DEVELOPMENT 

PROFESSIONAL 
IDENTITY

INFORMATION 
EXCHANGE

To your professional community at the 
Paci� c Dental Conference, Vancouver, BC, 15-17 April 2010
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Have you:
•	 An	upcoming	vacancy	to	advertise?
•	 A	dental	clinic	to	rent	or	lease?
•	 Dental	equipment	to	sell?
•	 A	job	posting	for	a	registered	dental	hygienist?

 as a member of cdha, www.cdha.ca offers you the outreach you 
seek. Post your classifieds online for two months. Just follow the online 
path from careeremployment opportunitiesPost your ad
 advertise online for $100. or take advantage of the option of  
combining your online and journal classified for a discounted fee.

Online classifieds

Call 
us.

online classifieds, contact  Journal only classifieds,  
membership helpline at  contact the editorial office at 
1-800-267-5235. 1-800-267-5235 ext. 135.

C a n a d i a n  d e n t a l  H y g i e n i s t s  a s s o C i a t i o n

http://www.cdha.ca
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News
recognizing excellence in 2009

cdha is once again proud to announce the recipients of 
the Recognition Prize Program for 2009. this program an-

nually acknowledges dental hygienists and dental hygiene 
students from across canada who promote oral health and 
overall wellness, and who advance the dental hygiene profes-
sion. congratulations to all participants and winners of the 
2009 dental hygiene recognition Prize program.

CDHA Global Health prize 2009  
in  participation with Sunstar 
G•U•M
 this honour, with a $3,000 prize, is 
presented to andrea slater of vancouver, BC, a dental hy-
gienist who has made a commitment to volunteering as part 
of an initiative to provide oral health related services to a dis-
advantaged community or country.
 in 2008, when andrea was nearing graduation she con-
tacted the charity, Kindness in action (Kia) service society of 
alberta, and set in motion events that would help realize her 
commitment to provide oral care services to a disadvantaged 
community. in 2009, andrea travelled with a group of twenty-
four volunteers to cambodia to the Peaceful children’s home 
orphanages in chamnaon village, and then to a prison near 
Battambang to provide oral health care. she was able to col-
lect donations of sufficient oral hygiene aids to provide for all 
the children and inmates, and through interpreters taught self 
care techniques, and provided debridement services. andrea 
has made a firm promise to continue volunteering with Kia 
and hopes to inspire other dental hygienists to investigate vol-
unteer activities.

CDHA Leadership prize 2009   
in participation with 
Dentsply
 this honour, with a $2500 
prize, is presented to emilie 
laforge of north Bay, on, currently enrolled in a dental hy-
giene program, who has contributed significantly to her local, 
academic or professional community through involvement 
and leadership.
 right from her first days as a dental hygiene student, emilie 
recognized an opportunity to support her classmates as part-
ners in health care and to be the “best she could be.” her prior 
educational and life experiences not only enriched her learning 
but will continue to enhance her professional career. emilie’s 
ability to remain unbiased when addressing issues, and her ap-
proachability have enabled her to become an effective voice 
and advocate for her fellow students as class representative.
 the team of dental hygiene students that emilie led was 
awarded the first place in the 2009 north Bay santa claus pa-
rade. dressed in colourful purple shirts representing canada’s 

olympic hockey team, they distributed tubes of dentifrice 
and a message promoting the use of mouth guards. as emily 
reflects on her academic achievements and professional con-
tributions to date, she is confident that she will continue to 
take a leadership role throughout her dental hygiene career.

CDHA Achievement prize 2009   
in participation with Sunstar 
G•U•M
 this honour, with a $2,000 prize, is 
presented to Kera mcClement of riverview, nB, a student 
who has overcome a major personal challenge during her 
dental hygiene education.
 Kera was completing her college chemistry prerequisites 
when her son was born in may 2008. he was extremely ill; 
and was hospitalized for three months. his doctors gave a very 
guarded prognosis. devastated by this news, Kera neverthe-
less brought her textbooks to the hospital and studied by his 
side in order to complete her course. 
 her son proved to be a fighter, and was released after many 
tests and surgeries just as Kera began first year dental hygiene 
studies. that year was very challenging as financial hardships, 
as well as caring for an infant who had repeated hospital ad-
missions meant physical and mental exhaustion. in addition, 
Kera’s own father was deployed to afghanistan at this time. 
 during her second year of studies, Kera’s son required 
additional surgery, and dealing with his further health compli-
cations required the administration of medications every three 
hours around the clock. inspired by her child’s struggle, Kera 
has persevered through these challenges and has realized that 
through overcoming these obstacles she has developed the 
skills essential to grow and contribute as a health professional 
herself.

CDHA Visionary prize   
2009 in participation  
with TD Insurance Meloche 
Monnex
 this honour, with a $2,000 prize, is presented to Janice 
murray of Hope, BC, currently enrolled in the master of sci-
ence in oral health (msoh) program through ohio state 
university.
 While attending a humanitarian event in vancouver, aimed 
at canadian youth, Janice was privileged to hear the dalai 
lama, and activist mia farrow speak about the global con-
sciousness and commitment for change possessed by this 
generation. subsequently, observing her own dental hygiene 
students’ involvement with the issues of those populations 
lacking the benefits of oral health care, Janice realized that this 
future cohort of dental hygienists embodies all that previous 
visionaries have struggled to accomplish.
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 however, with the increased educational and professional 
opportunities such as private dental hygiene practice, also 
comes greater responsibility. it is more important than ever to 
contribute, though research, to the body of knowledge that 
is uniquely dental hygiene. Janice’s vision for her profession 
includes the availability of higher level learning in canada 
through a master of science degree in dental hygiene, a de-
velopment that she believes will act as a catalyst in propelling 
the profession forward.

CDHA Oral Health   
Promotion prize  
2009 in participation  
with Crest Oral-B
 these prizes are presented for creative promotion of dental 
hygiene including education, community impact, and innova-
tive partnerships. the three categories are: 
 1. a dental hygiene school, 
 2. a clinic team, and 
 3. an individual.
 the prize money is shared equally by the winner and the 
winner’s local dental hygiene society.

1. Dental Hygiene School prize of $2,000 to university of 
the fraser valley dental Hygiene program, Chilliwack, BC 
 learning from research that many children do not protect 
the teeth and mouth while playing sports, the senior dental 
hygiene class recognized an opportunity to reach the com-
munity and promote oral health and the dental hygiene 
profession. 
 targeting parents or guardians of young athletes, the 
class decided to create an infomercial to be displayed on the 
jumbotron at the local arena during a chilliwack Bruins home 
hockey game. this venue provided an audience of approxi-
mately 5,000 spectators. the short video, starring the Bruins 
mascot “Bruiser” demonstrated the process of having a cus-
tom sportsguard fabricated and fitted. 
 the class members also constructed an attractive booth 
featuring information on mouthguards, sports nutrition, oral 
self care instructions, and interactive oral health games for 
children. the booth became a drop off facility for the local 
food bank, and contributions from local dental offices pro-
vided over 1,000 toothbrushes to distribute in return for non 
perishable food items. 
 this initiative has made further educational opportunities 
possible as the students have made the infomercial available 
for other community events.

2. Clinic Team prize of $2,000 to Harbour City dental 
Hygiene, nanaimo, BC
 “smiles for life” is a compassionate prenatal oral care pro-
gram offered by heather cooper and the harbour city team. 
each month, expectant mothers who do not have access to 
dental insurance or benefits receive free dental hygiene care 
for the duration of their pregnancy. this program is aimed 
at helping mothers deliver healthier babies by minimizing 
any effect that uncontrolled periodontal disease may have on 
pregnancy. it also provides access to mothers in order to pro-
vide education about the importance oral health.
 in march 2009, Harbour City Dental Hygiene launched 

a residential care program for seniors’ care facilities and for 
homebound clients. the team is currently partnering with 
such non profit organizations as samaritans Purse and heal-
ing hands foundations to utilize its mobile dental equipment 
for international missions.
 Harbour City Dental Hygiene also contributes to dental hy-
giene education and volunteers its time and facilities to mentor 
students as an introduction to private dental hygiene practice. 
the clinic also played an integral role in the development of 
the local dental hygiene study club.

3. Individual prize of $1,000 to monica maletz of 
Chilliwack, BC
 in the late 1990s, monica received her British columbia 
residential care qualification, purchased mobile dental equip-
ment, and began to seek out residential care contracts. it took 
several years of committee meetings before monica signed 
the first health authority dental hygiene contract in Bc to 
provide services to the five extended care facilities in the fra-
ser valley. other privately managed facilities followed and in 
2009, monica provided services for over 1,000 patient beds in 
nine health facilities.
 monica has presented regional in-services for nursing and 
health care aids and serves on the dental hygiene advisory 
Board at university of the fraser valley. in november 2009, 
monica coordinated an oral health booth at the fraser valley 
health and Wellness show in chilliwack. the booth was sup-
ported by the British columbia dental hygiene association, 
and monica scheduled local dental hygienists and students to 
volunteer at the booth over the three-day event. she arranged 
for donation of a powered toothbrush to be given away in a 
draw for attendees.
 as a visiting instructor to the dental hygiene program at 
the university of the fraser valley, monica lectures on residen-
tial care and takes each graduating class to her facility. she 
hopes in this way to encourage the next generation of dental 
hygienists to seek out career opportunities in this community 
health specialty area. 

CDHA Dental Hygiene 
Baccalaureate Student  
prize 2009 in participation  
with Crest Oral-B
 this honour, with a $1,500 prize is presented to alison 
C. macdougall of Charlottetown, pe, (university of alberta 
distance education degree completion program) for contrib-
uting to the advancement of dental hygiene.
 five years after receiving her diploma in dental hygiene 
from dalhousie university, alison decided to further her 
education, first at a local university and now as a distance 
education dental hygiene degree student at the university of 
alberta. alison is actively involved in the Prince edward island 
dental hygienists association (Peidha) where she has served 
as president and representative to the cdha Board and is cur-
rently chair of the Peidha visionary committee.
 over the past year alison has been involved in three im-
portant projects that were created to raise awareness about 
dental hygiene within the local professional community. the 
Peidha visionary committee is mandated to increase access 
to dental hygiene care through modernizing practice regula-
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tions, and has been able to influence some early changes. 
 during oral health month in april, alison created an oral 
health awareness display at a local pharmacy, and was avail-
able to answer customers’ questions about oral care products. 
she has organized a dental hygiene study club to encourage 
local dental hygienists to access cdha online professional de-
velopment opportunities.
 the flexibility of the university of alberta’s distance educa-
tion degree program has allowed alison to continue practising, 
remain at home with her family, and to stay active in her local 
dental hygiene association.

CDHA Dental Hygiene   
Diploma Student prize 
2009 in participation  
with Crest Oral-B 
 this honour, with a $1,000 prize, is presented to nicole 
moore of north vancouver, BC, for contributing to the ad-
vancement of dental hygiene.
 When nicole first entered the dental hygiene program at 
vancouver community college, she anticipated a profession 
involving slightly more responsibility than her previous dental 
assisting career. now, halfway through her final year of stud-
ies she finds that she is constantly challenged by the need 
for accountability and responsibility. recently, nicole and 
some classmates prepared and presented community table 
clinics on “alcohol and oral health.” While dental hygienists 
have become more comfortable with discussing tobacco use 
with clients, nicole believes that alcohol use still seems to be 
a “don’t ask, don’t tell” topic. the table clinic will be pre-
sented again at the mid-Winter clinic in vancouver in hopes 
of having other dental professionals recognize this gap in their 
practices.
 nicole has also developed a series of three presentations for 
secondary school esl students. this information includes den-
tal terminology, oral self care techniques, and how to locate 
and access dental professionals. nicole has been challenged 
in many ways by the dental hygiene profession, and plans to 
continue to seek out ways to share all that she has learned.

CDHA Student   
Leadership prize 2009 in  
participation with P&G
 this honour, with a $2,000 prize, is presented to tanis 
maxwell of victoria, BC, currently enrolled in a dental hy-
giene program, who has contributed significantly to her local, 
academic or professional community through involvement 
and leadership.
 tanis took her role and responsibility as class president 
at camosun college as her initial steps to dental hygiene 
leadership. she coordinated a fundraiser endeavour to bene-
fit cool-aid community dental clinic that provides oral care 
for people who do not have medical coverage, many of 
whom suffer from mental health and addiction illnesses. on 
a fundraiser mode, tanis took the lead to initiate and compile 
donated recipes in Cookbook Fundraiser. tanis understands 
the importance of representing the dental hygiene profes-
sion within her community. she has delivered early childhood 
caries presentations to a prenatal group at the victoria native 
friendship centre as well as to a class of grade 6 students at a 
local elementary school.
 tanis finds interdisciplinary collaboration appealing with 
the nursing students at their already established “feet first” 
program. tanis is excited to be able to participate in the 2010 
mexico field externship, giving her the opportunity to pro-
vide dental hygiene services and education in another culture. 
she believes her strong organizational skills and positive at-
titude are the necessary attributes to succeed in her diverse 
enterprises.

 cdha received many excellent submissions for these prizes 
and wishes to thank all participants for the effort and creativity 
displayed in their submissions. We also express our apprecia-
tion to the program sponsors for their support in collaborating 
with cdha to increase awareness across canada of our pro-
fession, and oral health. ©CDHA



Establishing a
Dental Hygiene Practice

in British Columbia
SATURDAY, 17 APRIL 2010

Vancouver Community College  
Downtown Campus

250 West Pender Street
Vancouver, BC  V6B 1S9

If you think you might be ready to go  
out on your own but don’t know where  

to start, this workshop is for you.

	•  Learn from knowledgeable experts in 
the fields of both dental hygiene and 
regulated health practices.

	•  Participate in the panel discussion with 
dental hygienists who own a dental 
hygiene business.

	•  Find out about everything from 
equipment and facility needs, timelines 
and financial projections to risk 
management and liability.

Interested in having your own
dental hygiene practice?

Then you don’t want to miss this  
one-day workshop jointly hosted by 

Canadian Dental 
Hygienists Association 

and
British Columbia Dental 
Hygienists’ Association

To register/ more information 
go to www.cdha.ca/events
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Celebrate National Dental Hygienists 
Week™ - 11 to 17 April

march is Nutrition Month across canada. in celebration of 
healthy eating, dietitians across canada unite to organize 
events and communications to reinforce the importance of 
nutrition in achieving health and wellbeing. Nutrition Month 
celebrated its 25th anniversary in 2006. since the early 1980s, 
the campaign has grown to be one of the most recognized 
social marketing campaigns in canada. Nutrition Month 
stimulates nutrition activities in communities across canada, 
and shows you where to find dietitians, your best source 
of reliable nutrition information. for more information, visit 
www.dietitians.ca

Nutrition Month 2010

International Women’s Day 2010

http://www.cdha.ca/events
http://www.dietitians.ca
http://www.internationalwomensday.com
http://www.internationalwomensday.com
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Chairperson shafik dharamsi, Phd

faculty lead, community liaison for 
integrating study & service, department 
of family Practice, faculty of medicine & 
associate director, centre for international 
health, college of health disciplines

university of British columbia, 
vancouver

member susanne sunell,  
Ba, dipdh, ma, edd

oral Biological & medical sciences 
online instructor, dental hygiene degree 
Program

university of British columbia, 
vancouver

member marilyn goulding,  
Bsc, mos faculty member, health science niagara college, Welland

member Brenda Currie, dipdh, 
rdh, Bdsc (dh), msc

online instructor oral microbiology / 
immunology, dental hygiene Program

university of British columbia, 
vancouver

member Cindy isaak-ploegman, 
rdh, Ba, med graduate student education university of manitoba, 

Winnipeg

member Judy lux, Ba, msW health Policy communications specialist canadian dental hygienists 
association, ottawa

member susan Ziebarth, dm ceo canadian dental hygienists 
association, ottawa

research advisory Committee (raC)
its mission is to create a vision for research within the dental hygiene profession. the committee will also assist cdha to 
operationalize cdha’s vision for research and guide cdha’s involvement in creating, supporting, disseminating, and translating 
dental hygiene research.

cdha advisory  committees

 I also believe that each of us has the ability to influence 
change within our working environment. You, as a dental 
hygienist, are not just an employee but an integral part of 
a collaborative team. In fact, you have unique skills and 
knowledge that no other professional in your office has, 
and you are essential to each client’s professional care pro-
gram. The challenge is to have open communication with 
your employer and discuss your needs and your goals. It 
really does start with you.

To quote Gandhi, “Be the change you wish to see in the 
world”. ©CDHA

n president’s message, It starts with you …continued from 51

mais vous faites partie intégrante d’une équipe de travail en col-
laboration. De fait, vous avez des capacités et des connaissances 
uniques que n’ont pas les autres professionnels du cabinet, et 
vous occupez une part essentielle des soins professionnels dont 
chaque client a besoin. Le défi est donc de communiquer ouver-
tement avec votre employeur et de discuter de vos besoins et de 
vos buts. Ça commence vraiment avec vous.

Pour citer Gandhi : « Soyez le changement que vous souhai-
tez voir dans le monde. » ©CDHA

n message de la présidente, Ça commence avec vous …suite 51



Visit www.cdha.ca for weekly 
programming updates and registration 

Learn by accessing CDHA’s live 
interactive online sessions

WEBINAR WATCH
All you need is a computer and 

Internet connection

NEW CDHA WEBINAR
Professional development  

coming to you.

7 April 2010

SRP+ARESTIN®: Working 
together for your clients

Find out why dental hygienists 
use ARESTIN® (minocycline 

hydrochloride) as an adjunct to 
scaling and root planing (SRP).

Join us for this one hour webinar 
from Johnson & Johnson, in 

partnership with CDHA.
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8th International 
Dental Ethics  
and Law Congress

ACHD Appel à l’action

mailto:journal@cdha.ca
mailto:journal@cdha.ca
http://www.cdha.ca
http://www.ideals.ac/congress/?event=4


Position for commercial advertisement



Position for commercial advertisement



“ ... It is not enough to stare up the steps 

~ Vance Havner

– CDHA Leadership Event
13–14 August 2010, Montreal, Quebec

CDHA is proud to host “Vision to Venture – CDHA Leadership Event” a unique day and a half event, fulfi lling CDHA’s commitment 
to the CDHA community members’ professional growth.

- we must step up the stairs. ” 
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CDHA welcomes your feedback: awright@cdha.ca

Bus iness  develoPment and Pract ice  success

your message is your business
Business development manager, ann e. Wright

how many times have you called a business and been 
greeted by a disinterested receptionist? Have you had 

to endure listening to a long winded recorded telephone 
message that completely taps your patience? Cute personal 
messages our friends have on their home phones, family 
jingles, babies cooing, music playing, and attempts at hu-
mour, much of which misses the mark, are inappropriate 
in a business setting. We tolerate, and are amused by these 
messages because more often than not, we know the family. 
However, the telephone is a powerful asset in your dental 
hygiene business. Your message and the manner you an-
swer the telephone is often the first point of contact with 
a new client. The last thing you want to do is irritate or 
frustrate your caller.

There are several commercial message options for your 
voicemail. With such features as “on hold”, you have 
the capability to offer a running advertisement for your 
practice. These features provide your business with a profes-
sional image, but may not capture the personal connection 
many dental hygienists hope to create with clients. Gener-
ally, most dental hygienists starting out in business rely on 
a personal greeting or voice message to connect with their 
callers. Let’s look at some message pointers.

answering in person
1. Number of rings before pick up: All calls should be 

answered before the third ring.
2. Courtesy and enthusiasm: This is what establishes 

the impression of your company and the tone for the 
conversation. If you answer the phone in a brusque manner, 
your caller will become brusque as well. If you answer the 
phone pleasantly, your caller will respond in kind. We may 
have experienced the situation when we called a business 
with a complaint to have our anger diffused by a helpful, 
gracious representative at the other end.

Practise sitting up straight, taking a deep breath, and 
smiling as you answer the phone. You will notice that 
your voice becomes calmer and friendlier. Avoid negative 
statements. If you don’t know the answer to a specific 
question, rather than saying “I don’t know”, try “Let me 
find out about that for you, and I will get back to you this 
afternoon”.

3. Be specific: No one should ever have to ask if they 
have reached the right business.

Welcome callers and identify yourself and your business. 
For instance, “Good morning, Smiles for Life, Dental 
Hygiene office, this is Susan speaking. How may I help 
you?” Speak clearly and enunciate. Practise speaking much 
more slowly than you normally would, so your caller can 
understand you and you will not have to repeat the message. 
Refrain from using slang and phrases like “No problem”, 
“Can do”, “Got it” etc. It may seem old fashioned, but 
callers respond much more positively to a professional 
approach, especially if you can solve their problem. Use 

words such as “Certainly”, “Yes, I understand”, “I can take 
care of that right now for you”.

4. Always ask if you can put a caller “on hold” saying 
that you are getting them the information or person they 
have called about. If your callers anticipate a tedious wait 
without any justification provided, they are likely to hang 
up the receiver. This is not what you want potential clients 
to do.

5. Speaker phone: Speaker phones are intended for calls 
that involve multiple people in the room. If you need your 
hands free to use the computer to schedule an appointment, 
then it may be wise to invest in a headset. If you must put 
your clients on speaker phone, tell them that you are doing 
so in order to access their data.

reCorded messages
1. Number of rings before recorded message picks up: 

The same advice as for answering the phone live applies. 
Ensure that calls are answered before the third ring.

2. Record a professional and concise message: “Thank 
you for calling Smiles for Life, dental hygiene office. We are 
dedicated to providing you with excellent oral healthcare 
services, so that you keep your smile for life. All of our 
lines are currently busy, so please leave your name, phone 
number, and time of your call, and we will return your call 
as soon as possible.”

3. Try to resist giving out too much information: I called 
a dental hygiene office and received a voicemail that ran 
along these lines. “Hello, you have reached Susan at Smiles 
for life, dental hygiene office. Our office is located at 300 
Smiley Place, just behind the Tim Horton’s, across from 
Canadian Tire and adjacent to the city library. Our office 
hours are Monday, 6–9 p.m., Tuesday 8–2, Wednesday 9–6, 
Friday 5–8 and Saturdays, by request from 9–4.” As you can 
imagine, the caller is completely lost after the details about 
the office location, and confusion further compounded 
by the lengthy schedule of office hours. Even if you have 
decided on a limited number of business hours, resist the 
temptation to communicate this to your caller. The menu 
of office hours makes it seem more difficult to get an 
appointment.

4. Length of recorded message: Generally, the message 
should be no longer than 45 seconds. Allow time for the 
caller to leave you their call-back information.

5. Important announcements: Change your message 
for holidays, or to announce events.

Your voicemail greeting, in many cases, is your client’s 
very first impression of you as a professional, and indicative 
of the treatment they are likely to receive when they 
visit. Are you able to provide service to your bilingual or 
multicultural community, if your business is so located? 
It could even help callers determine whether they will be 
doing business with you. What you say and how you say it, 
whether in person or on the phone, has a direct impact on 
your client’s feelings, decisions, and actions.

Your message is your business. ©CDHA
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l iBrary  column

Considering client satisfaction
cdha staff

measuring client satisfaction is essential for all health 
care providers. This importance is reflected by an em-

phasis on client approval, motivated in part by the interests 
of the client as consumer, and as an independent health 
care end result. Evaluation of client satisfaction using a 
variety of data collection, self assessment, and communi-
cation techniques, is included in dental hygiene practice 
standards as a significant oral care outcome.1

The delivery of high quality preventive oral care has 
always been the goal of the dental hygiene profession.2 
Implementing formal quality assurance programs is one 
way that the profession has encouraged this value. Self 
assessment is a key component of quality assurance and 
can be applied to the delivery of dental hygiene care in 
private, community, and educational settings. Quality 
assessment criteria relative to private practice are of par-
ticular concern to the profession because most dental 
hygienists are employed in somewhat isolated settings and 
practice without the benefit of peer review.

 Self assessment can be simply described as the process 
of gathering and evaluating data on one’s own actions. 
The four major uses of self assessment are: evaluate per-
formance, identify learning needs, improve performance, 
and reinforce cognitive abilities and skills. As primary oral 
health care providers and professionals, dental hygien-
ists are accountable for regular review of their knowledge, 
skills, and judgment. Studies indicate that the acquisition 
of self assessment skills can promote mature, productive, 
and collaborative environments.2

refleCtive praCtiCe
How can dental hygienists develop these self assessment 

skills? Certainly, dental hygienists do informally compare 
their own clinical actions to professional standards each 
day, but may lack the specific outcome measurements they 
use when evaluating therapy results. Reflection has been 
defined as an internal process that individuals use to help 
refine their understanding of situations, and that may lead 
to changes in their perspectives.3 Reflection is particularly 
important for health care providers where evidence based 
practice and client centred care require the practitioner 
to analyze scientific evidence while also considering the 
values, beliefs, and goals of each client. Being reflective 
practitioners will assist dental hygienists maintain the atti-
tude necessary to their professional role.

silenCe versus satisfaCtion
Consumers of oral health care have traditionally been 

unable to evaluate objectively the quality of care they 
receive.2 Although their feedback is valued, the fact is that 

most clients hesitate to make negative remarks. Health 
care is composed of two primary elements—the tech-
nical adequacy of therapy, and the art or manner of care. 
Depending on their perspective, clients tend to perceive 
“good” practitioners as either kind or technically capable. 
Client satisfaction or dissatisfaction is a complex issue 
linked to expectations, health status, and personal char-
acteristics. What is perceived as merely acceptable care by 
one person may be an exceptional experience to another 
while unacceptable to a third.4 Clients commonly object 
to mechanical or impersonal care, so rather than limiting 
evaluations to technical skills, dental hygienists do need 
to address the broader aspects of quality assurance.5 For 
example, clients with low self esteem or perceived lesser 
status may hesitate to offer comments. At the same time 
such behavioural indicators as high no-show rates could 
indicate less satisfaction with the care they have received.

It is important that the voices of clients are heard. One 
of the simplest quantitative evaluation techniques for 
client feedback is the use of comment cards. While this 
method does not yield statistically valid data, it can pro-
duce an understanding of clients’ overall experience. For 
example, if the card responses indicate a recurring prob-
lem, attention can be directed to correcting this situation. 
On the other hand, positive remarks can reinforce many 
exceptional aspects of the care provided. Brief personal 
interviews, using a standardized script, can also be con-
ducted to determine clients’ perceptions of their care. This 
informal dialogue could be accomplished onsite by the 
practitioner or office manager at little or no cost. Finally, 
by working together as a unit, the members of the dental 
care team can convey both confidence and competence 
to their clients.6 Clients are more satisfied when they are 
cared for by professionals who are part of a cohesive team 
that shares values, ideas and a clear sense of mission.
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2010 Dental Hygiene Programs Recognition Award 
Prix de reconnaissance 2010 pour les programmes en hygiène dentaire

The Canadian Dental Hygienists Association is proud to announce the recipients of the Dental Hygiene Programs  
Recognition Award. This award officially recognizes dental hygiene programs whose faculty achieves 100% membership in CDHA. 

CDHA congratulates these educators for demonstrating outstanding commitment to the dental hygiene profession by  
supporting and promoting their national professional association, and for being exceptional role models to their students.

APLUS Institute, Toronto, ON
Camosun College, Victoria, BC

College of New Caledonia, Prince George, BC
University of Alberta, Edmonton, AB

University of the Fraser Valley, Chilliwack, BC
Vancouver Community College, Vancouver, BC

Vancouver Island University, Nanaimo, BC

L’Association canadienne des hygiénistes dentaires est heureuse de présenter les récipiendaires du Prix de reconnaissance pour les programmes 
en hygiène dentaire. Ce prix récompense officiellement les programmes en hygiène dentaire dont 100 % des membres du corps professoral 
à temps plein et à temps partiel font partie de l’ACHD. L’ACHD félicite ces corps professoraux de montrer de façon exemplaire, par leur 
appui à leur association professionnelle nationale et la promotion qu’ils en font, que la profession d’hygiéniste dentaire leur tient à coeur. 

Elle les félicite aussi de servir de modèles exceptionnels auprès de leurs étudiants et étudiantes.
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cdha became an affiliate member of the canadian cochrane network and centre in march 2008. cdha 
is pleased to publish selected cochrane review abstracts related to oral health without any modifications 
in this issue of the journal. these intervention review abstracts are the copyright of cochrane collaboration, 
and are reproduced with permission.

Based on the best available information about health care interventions, cochrane reviews explore the 
evidence for and against the effectiveness and appropriateness of treatments in specific circumstances.

cochrane rev ieW aBstracts

 dental fillings for the treatment of caries in the primary dentitioni

Veerasamy Yengopal1, Soraya Yasin Harnekar2, Naren Patel3, Nandi Siegfried4
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Cochrane Database of Systematic Reviews 2009, Issue 2. Art. No.: CD004483. DOI: 10.1002/14651858.CD004483.pub2. Copyright © 2009 
The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

abstract
Background

Childhood caries (tooth decay) consists of a form of 
tooth decay that affects the milk teeth (also known as baby 
or primary teeth) of children. This may range from tooth 
decay in a single tooth to rampant caries affecting all the 
teeth in the mouth. Primary teeth in young children are 
vital to their development and every effort should be made 
to retain these teeth for as long as is possible. Dental fillings 
or restorations have been used as an intervention to repair 
these damaged teeth. Oral health professionals need to 
make astute decisions about the type of restorative (filling) 
material they choose to best manage their patients with 
childhood caries. This decision is by no means an easy one 
as remarkable advances in dental restorative materials over 
the last 10 years has seen the introduction of a multitude 
of different filling materials claiming to provide the best 
performance in terms of durability, aesthetics, symptom 
relief, etc when placed in the mouth. This review sought 
to compare the different types of dental materials against 
each other for the same outcomes.

Objectives
The objective of this review was to compare the out-

comes (including pain relief, survival and aesthetics) for 
restorative materials used to treat caries in the primary 
dentition in children.  Additionally, the restoration of 
teeth was compared with extraction and no treatment.

Search strategy
Electronic searches of the following databases were 

undertaken: the Cochrane Oral Health Group’s Trials Regis-
ter (up to January 2009); CENTRAL (The Cochrane Library 
2009, Issue1); MEDLINE (1966 to January 2009); EMBASE 
(1996 to January 2009); SIGLE (1976 to 2004); and con-
ference proceedings on early childhood caries, restorative 
materials for paediatric dentistry, and material sciences 
conferences for dental materials used for children’s dent-
istry (1990 to 2008). The searches attempted to identify all 
relevant studies irrespective of language.

Additionally, the reference lists from articles of eligible 
papers were searched, handsearching of key journals was 
undertaken, and personal communication with authors 
and manufacturers of dental materials was initiated to 
increase the pool of suitable trials (both published and 
unpublished) for inclusion into this review.

Selection criteria
Randomised controlled trials (RCTs) or quasi-ran-

domised controlled trials with a minimum period of 6 
months follow up were included. Both parallel group 
and split-mouth study designs were considered. The unit 
of randomisation could be the individual, group (school, 
school class, etc), tooth or tooth pair. Included studies had 
a drop-out rate of less than 30%. The eligible trials con-
sisted of young children (children less than 12 years) with 
tooth decay involving at least one tooth in the primary 
dentition which was symptomatic or symptom free at the 
start of the study.

Data collection and analysis
Data were independently extracted, in duplicate, by two 

review authors. Disagreements were resolved by consulta-
tion with a third review author. Authors were contacted for 
missing or unclear information regarding randomisation, 
allocation sequence, presentation of data, etc. A quality 
assessment of included trials was undertaken. The Coch-
rane Collaboration statistical guidelines were followed for 
data analysis.

Main results
Only three studies were included in this review. The Fuks 

1999 study assessed the clinical performance of aesthetic 
crowns versus conventional stainless steel crowns in 11 
children who had at least two mandibular primary molars 
that required a crown restoration. The outcomes assessed 
at 6 months included gingival health (odds ratio (OR) 0.3; 
95% confidence interval (CI) 0.01 to 8.32), restoration 
failure (OR 3.29; 95% CI 0.12 to 89.81), occlusion, prox-
imal contact and marginal integrity. The odds ratios for 
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occlusion, proximal contact and marginal integrity could 
not be estimated as no events were recorded at the 6-month 
evaluation. The Donly 1999 split-mouth study compared 
a resin-modified glass ionomer (Vitremer) with amalgam 
over a 36-month period. Forty pairs of Class II restorations 
were placed in 40 patients (21 males; 19 females; mean age 
8 years +/- 1.17; age range 6 to 9 years). Although the study 
period was 3 years (36 months), only the 6- and 12-month 
results are reported due to the loss to follow up of patients 
being greater than 30% for the 24- and 36-month data. 
Marks 1999a recruited 30 patients (age range 4 to 9 years; 
mean age 6.7 years, standard deviation 2.3) with one pair 
of primary molars that required a Class II restoration. The 
materials tested were Dyract (compomer) and Tytin (amal-
gam). Loss to follow up at 24 and 36 months was 20% and 
43% respectively. This meant that only the 24-month data 
were useable. For all of the outcomes compared in all three 

studies, there were no significant differences in clinical 
performance between the materials tested.

No studies were found that compared restorations versus 
extractions or no treatment as an intervention in children 
with childhood caries.

Authors’ conclusions
It was disappointing that only three trials that compared 

three different types of materials were suitable for inclu-
sion into this review. There were no significant differences 
found in all three trials for all of the outcomes assessed. 
Well designed, randomised controlled trials comparing 
the different types of filling materials for similar outcomes 
are urgently needed in dentistry. There was insufficient 
evidence from the three included trials to make any rec-
ommendations about which filling material to use.

abstract
Background

The permanent canine tooth in the upper (maxillary) 
jaw sometimes does not erupt into the mouth correctly. 
In about 1% to 3% of the population these teeth will be 
diverted into the roof of the mouth (palatally). It has been 
suggested that if the deciduous canine is removed at the 
right time this palatal eruption might be avoided.

Objectives
To evaluate the effect of extracting the primary maxillary 

canine on the eruption of the palatally ectopic maxillary 
permanent canine.

Search strategy
We searched the Cochrane Oral Health Group’s Trials 

Register (to April 2008); CENTRAL (The Cochrane Library 
2008, Issue 3); MEDLINE (1966 to April 2008); EMBASE 
(1980 to April 2008). There were no language restrictions. 
Authors of trials were contacted for further data.

Selection criteria
Trials were selected if they met the following criteria: a 

randomised or quasi-randomised controlled trial, involv-
ing the extraction of the primary maxillary canine and 
assessing eruption/non-eruption of the palatally displaced 
maxillary permanent canine.

Data collection and analysis
Seven review authors independently, in duplicate, 

examined the studies found in the search. The primary 
outcome was the reported prevalence of eruption or non-
eruption of the ectopic permanent canine into the mouth 
following observation or intervention. Results were to be 
expressed as risk ratios for dichotomous outcomes with 
95% confidence intervals and mean differences for con-
tinuous outcomes. Heterogeneity was to be investigated, 
including both clinical and methodological factors.

Main results
The search identified 324 publications of which 295 

were excluded after reviewing the abstract. Full articles 
were obtained for the remaining 31, of which 19 were 
non-English and required translation. Three reports of two 
randomised controlled trials were identified for possible 
inclusion in the review; however, the data in the publica-
tions were not presented in a form that could be usable 
and the authors have been contacted for further details.

Authors’ conclusions
There is currently no evidence to support the extraction 

of the deciduous maxillary canine to facilitate the eruption 
of the palatally ectopic maxillary permanent canine. Two 
randomised controlled trials were identified but unfortu-
nately, due to deficiencies in reporting, they cannot be 
included in the review at the present time.

  extraction of primary (baby) teeth for unerupted palatally displaced permanent canine teeth 
in children
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abstract
Background

Correction of the type of dental problem where the bite 
is deep and the upper front teeth are retroclined (Class II 
division 2 malocclusion) may be carried out using differ-
ent types of orthodontic treatment. However, in severe 
cases, surgery to the jaws in combination with orthodon-
tics may be required. In growing children, treatment may 
sometimes be carried out using special upper and lower 
dental braces (functional appliances) that can be removed 
from the mouth. In many cases this treatment does not 
involve taking out any permanent teeth. Often, however, 
further treatment is needed with fixed braces to get the best 
result. In other cases, treatment aims to move the upper 
first permanent molars backwards to provide space for the 
correction of the front teeth. This may be carried out by 
applying a force to the teeth and jaws from the back of the 
head using a head brace (headgear) and transmitting this 
force to a part of a fixed or removable dental brace. This 
treatment may or may not involve the removal of perma-
nent teeth. In some cases, neither functional appliances 
nor headgear are required and treatment may be carried 
out without extraction of any permanent teeth. Instead of 
using a headgear, in certain cases, the back teeth are held 
back in other ways such as with an arch across or in con-
tact with the front of the roof of the mouth which links 
two bands glued to the back teeth. Often in these cases, 
two permanent teeth are taken out from the middle of the 
upper arch (one on each side) to provide room to correct 
the upper front teeth. It is important for orthodontists to 
find out whether orthodontic treatment only, carried out 
without the removal of permanent teeth, in children with 
a Class II division 2 malocclusion produces a result which 
is any different from no orthodontic treatment or ortho-
dontic treatment only involving extraction of permanent 
teeth.

Objectives
To establish whether orthodontic treatment, carried out 

without the removal of permanent teeth, in children with 
a Class II division 2 malocclusion, produces a result which 
is any different from no orthodontic treatment or ortho-
dontic treatment involving removal of permanent teeth.

Search strategy
The Cochrane Oral Health Group’s Trials Register, the 

Cochrane Central Register of Controlled Trials (CENTRAL), 
MEDLINE and EMBASE were searched (to June 2008). There 
were no restrictions with regard to publication status or 
language of publication. International researchers, likely 
to be involved in Class II division 2 clinical trials, were 
contacted to identify any unpublished or ongoing trials.

Selection criteria
Trials were selected if they met the following criteria: 

randomised controlled trials (RCTs) and controlled clinical 
trials (CCTs) of orthodontic treatments to correct deep bite 
and retroclined upper front teeth in children.

Data collection and analysis
Screening of eligible studies, assessment of the meth-

odological quality of the trials and data extraction were 
to be conducted in duplicate and independently by two 
review authors. Results were to be expressed as random-
effects models using mean differences for continuous 
outcomes and risk ratios for dichotomous outcomes with 
95% confidence intervals. Heterogeneity was to be investi-
gated including both clinical and methodological factors.

Main results
No RCTs or CCTs were identified that assessed the treat-

ment of Class II division 2 malocclusion in children.

Authors’ conclusions
It is not possible to provide any evidence-based guid-

ance to recommend or discourage any type of orthodontic 
treatment to correct Class II division 2 malocclusion in 
children.
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abstract
Background

Group therapy offers individuals the opportunity to 
learn behavioural techniques for smoking cessation, and 
to provide each other with mutual support.

Objectives
We aimed to determine the effects of smoking cessa-

tion programmes delivered in a group format compared to 
self-help materials, or to no intervention; to compare the 
effectiveness of group therapy and individual counselling; 
and to determine the effect of adding group therapy to 
advice from a health professional or to nicotine replace-
ment. We also aimed to determine whether specific 
components increased the effectiveness of group therapy. 
We aimed to determine the rate at which offers of group 
therapy are taken up.

Search strategy
We searched the Cochrane Tobacco Addiction Group 

Trials Register, with additional searches of MEDLINE and 
PsycINFO, including the terms behavior therapy, cognitive 
therapy, psychotherapy or group therapy, in July 2008.

Selection criteria
We considered randomized trials that compared group 

therapy with self help, individual counselling, another 
intervention or no intervention (including usual care or 
a waiting list control). We also considered trials that com-
pared more than one group programme. We included 
those trials with a minimum of two group meetings, and 
follow up of smoking status at least six months after the 
start of the programme. We excluded trials in which group 
therapy was provided to both active therapy and placebo 
arms of trials of pharmacotherapies, unless they had a fac-
torial design.

Data collection and analysis
We extracted data in duplicate on the participants, 

the interventions provided to the groups and the con-
trols, including programme length, intensity and main 

components, the outcome measures, method of random-
ization, and completeness of follow up.

The main outcome measure was abstinence from smok-
ing after at least six months follow up in patients smoking 
at baseline. We used the most rigorous definition of abstin-
ence in each trial, and biochemically validated rates where 
available. Subjects lost to follow up were analysed as con-
tinuing smokers. Effects were expressed as a relative risk 
for cessation. Where possible, we performed meta-analysis 
using a fixed-effect (Mantel-Haenszel) model.

Main results
A total of 53 trials met inclusion criteria for one or more 

of the comparisons in the review. Thirteen trials com-
pared a group programme with a self-help programme; 
there was an increase in cessation with the use of a group 
programme (N = 4375, relative risk (RR) 1.98, 95% con-
fidence interval (CI) 1.60 to 2.46). There was statistical 
heterogeneity between trials in the comparison of group 
programmes with no intervention controls so we did not 
estimate a pooled effect. We failed to detect evidence that 
group therapy was more effective than a similar intensi-
ty of individual counselling. There was limited evidence 
that the addition of group therapy to other forms of treat-
ment, such as advice from a health professional or nicotine 
replacement, produced extra benefit. There was variation in 
the extent to which those offered group therapy accepted 
the treatment. Programmes which included components 
for increasing cognitive and behavioural skills were not 
shown to be more effective than same length or shorter 
programmes without these components.

Authors’ conclusions
Group therapy is better for helping people stop smok-

ing than self help, and other less intensive interventions. 
There is not enough evidence to evaluate whether groups 
are more effective, or cost-effective, than intensive individ-
ual counselling. There is not enough evidence to support 
the use of particular psychological components in a pro-
gramme beyond the support and skills training normally 
included.
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abstract
Background

A number of treatments can help smokers make a suc-
cessful quit attempt, but many initially successful quitters 
relapse over time. Several interventions were proposed to 
help prevent relapse.

Objectives
To assess whether specific interventions for relapse 

prevention reduce the proportion of recent quitters who 
return to smoking.

Search strategy
We searched the Cochrane Tobacco Addiction Group 

trials register in August 2008 for studies mentioning relapse 
prevention or maintenance in title, abstracts or keywords.

Selection criteria
Randomized or quasi-randomized controlled trials of 

relapse prevention interventions with a minimum follow 
up of six months. We included smokers who quit on their 
own, or were undergoing enforced abstinence, or who 
were participating in treatment programmes. We included 
trials that compared relapse prevention interventions to a 
no intervention control, or that compared a cessation pro-
gramme with additional relapse prevention components 
to a cessation programme alone.

Data collection and analysis
Studies were screened and data extracted by one author 

and checked by a second. Disagreements were resolved by 
discussion or referral to a third author.

Main results
Fifty-four studies met inclusion criteria, but were 

heterogeneous in terms of populations and interventions. 
We considered 36 studies that randomized abstainers sep-
arately from studies that randomized participants prior to 
their quit date.

Looking at studies of behavioural interventions which 
randomised abstainers, we detected no benefit of brief 
and ‘skills-based’ relapse prevention methods for women 
who had quit smoking due to pregnancy, or for smokers 
undergoing a period of enforced abstinence during hos-
pitalisation or military training. We also failed to detect 
significant effects of behavioural interventions in trials in 
unselected groups of smokers who had quit on their own 
or with a formal programme. Amongst trials randomising 
smokers prior to their quit date and evaluating the effect of 
additional relapse prevention components we also found 
no evidence of benefit of behavioural interventions in any 
subgroup. Overall, providing training in skills thought to 
be needed for relapse avoidance did not reduce relapse, but 
most studies did not use experimental designs best suited 
to the task, and had limited power to detect expected small 
differences between interventions. For pharmacological 
interventions, extended treatment with varenicline sig-
nificantly reduced relapse in one trial (risk ratio 1.18, 95% 
confidence interval 1.03 to 1.36). Pooling of five studies 
of extended treatment with bupropion failed to detect a 
significant effect (risk ratio 1.17; 95% confidence interval 
0.99 to 1.39). Two small trials of oral nicotine replacement 
treatment (NRT) failed to detect an effect but treatment 
compliance was low and in two other trials of oral NRT 
randomizing short-term abstainers there was a significant 
effect of intervention.

Authors’ conclusions
At the moment there is insufficient evidence to support 

the use of any specific behavioural intervention for help-
ing smokers who have successfully quit for a short time 
to avoid relapse. The verdict is strongest for interventions 
focusing on identifying and resolving tempting situations, 
as most studies were concerned with these. There is little 
research available regarding other behavioural approaches. 

Extended treatment with varenicline may prevent 
relapse. Extended treatment with bupropion is unlikely 
to have a clinically important effect. Studies of extended 
treatment with nicotine replacement are needed.
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abstract
Background

Most people who stop smoking gain weight, on average 
about 7kg in the long term. There are some interventions 
that have been specifically designed to tackle smoking ces-
sation whilst also limiting weight gain. Many smoking 
cessation pharmacotherapies and other interventions may 
also limit weight gain.

Objectives
This review is divided into two parts. 
(1) Interventions designed specifically to aid smoking 

cessation and limit post-cessation weight gain 
(2) Interventions designed to aid smoking cessation that 

may also plausibly have an effect on weight

Search strategy
Part 1: We searched the Cochrane Tobacco Addiction 

Group’s Specialized Register which includes trials indexed 
in MEDLINE, EMBASE, SciSearch and PsycINFO, and other 
reviews and conference abstracts. 

Part 2: We searched the included studies of Cochrane 
smoking cessation reviews of nicotine replacement ther-
apy, antidepressants, nicotine receptor partial agonists, 
cannabinoid type 1 receptor antagonists (rimonabant), 
and exercise interventions, published in Issue 4, 2008 of 
The Cochrane Library.

Selection criteria
Part 1: We included trials of interventions designed 

specifically to address both smoking cessation and post-
cessation weight gain that had measured weight at any 
follow-up point and/or smoking six months or more after 
quitting.

Part 2: We included trials from the selected Cochrane 
reviews that could plausibly modify post-cessation weight 
gain if they had reported weight gain by trial arm at end of 
treatment or later.

Data collection and analysis
We extracted data in duplicate on smoking and weight 

for part 1 trials, and on weight only for part 2. Abstinence 
from smoking is expressed as a risk ratio (RR), using the 
most rigorous definition of abstinence available in each 
trial, and biochemically validated rates if available. The 
outcome is expressed as the difference in weight change 
between trial arms from baseline. Where appropriate, we 
performed meta-analysis using the Mantel-Haenszel meth-
od for smoking and inverse variance for weight using a 
fixed-effect model.

Main results
We found evidence that pharmacological interventions 

aimed at reducing post-cessation weight gain resulted in a 
significant reduction in weight gain at the end of treatment 
(dexfenfluramine (-2.50kg [-2.98kg to -2.02kg], fluoxetine 
(-0.80kg [-1.27kg to -0.33kg], phenylpropanolamine (PPA) 
(-0.50kg [-0.80kg to -0.20kg], naltrexone (-0.76kg [-1.51kg 
to -0.01kg])). No evidence of maintenance of the treatment 
effect was found at six or 12 months.

Among the behavioural interventions, only weight con-
trol advice was associated with no reduction in weight gain 
and with a possible reduction in abstinence. Individual-
ized programmes were associated with reduced weight gain 
at end of treatment and at 12 months (-2.58kg [-5.11kg to 
-0.05kg]), and with no effect on abstinence (RR 0.74 [0.39 
to 1.43]). Very low calorie diets (-1.30kg (-3.49kg to 0.89kg] 
at 12 months) and cognitive behavioural therapy (CBT) 
(-5.20kg (-9.28kg to -1.12kg] at 12 months) were both asso-
ciated with improved abstinence and reduced weight gain 
at end of treatment and at long-term follow up.

Both bupropion (300mg/day) and fluoxetine (30mg and 
60mg/day combined) were found to limit post-cessation 
weight gain at the end of treatment (-0.76kg [-1.17kg to 
-0.35kg] I2=48%) and -1.30kg [-1.91kg to -0.69kg]) respect-
ively. There was no evidence that the weight reducing effect 
of bupropion was dose-dependent. The effect of bupropion 
at one year was smaller and confidence intervals included 
no effect (-0.38kg [-2.001kg to 1.24kg]).

We found no evidence that exercise interventions sig-
nificantly reduced post-cessation weight gain at end of 
treatment but evidence for an effect at 12 months (-2.07kg 
[-3.78kg, -0.36kg]).

Treatment with NRT resulted in attenuation of post-ces-
sation weight gain (-0.45kg [-0.70kg, -0.20kg]) at the end 
of treatment, with no evidence that the effect differed for 
different forms of NRT. The estimated weight gain reduc-
tion was similar at 12 months (-0.42kg [-0.92kg, 0.08kg]) 
but the confidence intervals included no effect.

There were no relevant data on the effect of rimonabant 
on weight gain.

We found no evidence that varenicline significantly 
reduced post-cessation weight gain at end of treatment 
and no follow-up data are currently available. One study 
randomizing successful quitters to 12 more weeks of active 
treatment showed weight to be reduced by 0.71kg (-1.04kg 
to -0.38kg). In three studies, participants taking bupropion 
gained significantly less weight at the end of treatment 
than those on varenicline (-0.51kg [-0.93kg to -0.09kg]).
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Authors’ conclusions
Behavioual interventions of general advice only are not 

effective and may reduce abstinence.
Individualized interventions, very low calorie diets, and 

CBT may be effective and not reduce abstinence.
Exercise interventions are not associated with reduced 

weight gain at end of treatment, but may be associated with 
worthwhile reductions in weight gain in the long term.

Bupropion, fluoxetine, nicotine replacement therapy, 
and probably varenicline all reduced weight gain while 
being used. Although this effect was not maintained one 
year after quitting for bupropion, fluoxetine, and nicotine 
replacement, the evidence is insufficient to exclude a mod-
est long-term effect. 

The data are not sufficient to make strong clinical rec-
ommendations for effective programmes.
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abstract
Background

Gingival recession is defined as the oral exposure of the 
root surface due to a displacement of the gingival margin 
apical to the cemento-enamel junction and it is regularly 
linked to the deterioration of dental aesthetics. Successful 
treatment of recession-type defects is based on the use of 
predictable periodontal plastic surgery (PPS) procedures.

Objectives
To evaluate the effectiveness of different root coverage 

procedures in the treatment of recession-type defects.

Search strategy
The Cochrane Oral Health Group’s Trials Register, CEN-

TRAL, MEDLINE and EMBASE were searched up to October 
2008. The main international periodontal journals were 
handsearched. There were no restrictions with regard to 
publication status or language of publication.

Selection criteria
Only randomised controlled clinical trials (RCTs) of at 

least 6 months’ duration evaluating recession areas (Mil-
ler’s Class I or II > 3 mm) and that were treated by means 
of PPS procedures were included.

Data collection and analysis
Screening of eligible studies, assessment of the meth-

odological quality of the trials and data extraction were 
conducted independently and in duplicate. Authors were 
contacted for any missing information. Results were 
expressed as random-effects models using mean differences 

for continuous outcomes and risk ratios for dichotomous 
outcomes with 95% confidence intervals.

Main results
Twenty-four RCTs provided data. Only one trial was 

considered to be at low risk of bias. The remaining trials 
were considered to be at high risk of bias. 

The results indicated a significant greater reduction in 
gingival recession and gain in keratinized tissue for subepi-
thelial connective tissue grafts (SCTG) compared to guided 
tissue regeneration with resorbable membranes (GTR rm). 

A significant greater gain in the keratinized tissue 
was found for enamel matrix protein when compared to 
coronally advanced flap (0.40 mm) and for SCTG when 
compared to GTR rm plus bone substitutes. 

Limited data exist on aesthetic condition change related 
to patients’ opinion and patients’ preference for a specific 
procedure.

Authors’ conclusions
Subepithelial connective tissue grafts, coronally 

advanced flap alone or associated with other biomaterial 
and guided tissue regeneration may be used as root cover-
age procedures for the treatment of localised recession-type 
defects. In cases where both root coverage and gain in the 
keratinized tissue are expected, the use of subepithelial 
connective tissue grafts seems to be more adequate. 

Randomised controlled clinical trials are necessary to 
identify possible factors associated with the prognosis of 
each PPS procedure. 

The potential impact of bias on these outcomes is 
unclear.
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netWorKing Without Borders

social networking
ronald l. shafer, Phd (organizational leadership) 
elizabeth cooper, Ba (hons.) english

this column on social networking is 
intended to help CDHA members under-

stand the elements of social networking, 
and how these elements benefit dental hy-
gienists. 

Blogs
The replacement of the newspaper has 

arrived, and it is called a blog. The name 
is derived from a contraction of the term 
‘Weblog’ (Web Log). Blogs started out being 
individuals’ journals, and then moved to 
more sophistication using graphics, vid-
eos, and commentaries. CDHA’s sphere of 
blogs could be for each provincial associa-
tion, and its outreach possibilities are vast. 
The dental hygienist community itself will 
determine what blogs are needed and how 
long these are to be maintained.

Many organizational newsletters have 
left the print media and electronic websites 
for what is called the blogosphere, or the 
community of all blogs. The uniqueness of the blog is that 
not only can a blogger provide a journal or coverage on an 
event or idea but also receive instant reader feedback. An 
example of an effective blogger was the then United States 
presidential candidate Barack Obama delivering his cam-
paign messages to millions of readers, and getting almost 
instant feedback from those readers.

How can a blog benefit dental hygiene, and more 
importantly, dental hygienists? The Canadian Dental 
Hygienist Association’s (CDHA) initial membership was 
200 in 1964; today that membership number approach-
es 16,000. CDHA’s membership spans the spectrum from 
student members to established leaders, to distinguished 
life members. Members come from so many different 
backgrounds such as regions of the country, ethnicities, 
experience, and type and scope of practice.

What an incredible pool of knowledge, experience, cul-
ture, and information! Within CDHA’s social networking 
environment, individuals can provide to their colleagues, 
organizations, and provincial associations their experiences 
within the dental hygiene profession. A global discussion 
of practices and methodologies can enhance the very core 
of the profession. A dental hygienist in British Columbia 
can instantly share new treatments or procedures with 

someone in Nova Scotia. The experiences of setting up pri-
vate practice or that of a graduating student transitioning 
to practice are valued topics in a blog on professional 
issues.

ConClusion
Dental hygiene practice is gaining traction in many 

dispersed areas, and instead of taking the road less trod-
den alone, dental hygienists can share their experiences 
informally through blogs. The wheel does not need to be 
reinvented every time. Participation is critical to a blog’s 
success.

Please take the time to visit the CDHA website and click 
on the community tab. Browse the blog offering and the 
doors open to you to respond to a posted blog or to write 
one yourself. The more practical knowledge that is shared, 
the better client care and work place conditions can be. 
Enjoy the power of communication and the sharing of 
knowledge.

CDHA is striving to bring cohesion to the very dynamic 
and exciting professional community of dental hygien-
ists. The more we share our knowledge and information 
in a timely and accurate basis, the better the profession 
and its individuals. It’s a small step into the CDHA blogos-
phere—seize the opportunities, and join the conversation.

©CDHA

mailto:info@cdha.ca
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MARCH–APRIL 2010, VOL. 44, NO. 2

Interdental care: client’s perspective

Cochrane Review Abstracts

Vancouver College of Dental Hygiene, Vancouver, BC, 94

ABOUT THE COVER
The outer front covers in the six issues of Volume 

44 in 2010 feature dental hygiene educators 
in Canada, honouring their service to the dental 
hygiene profession. This picture was one among 
the entries selected for the front cover competi-
tion first advertised mid-November 2009 in the 

journal. ©CDHA. Printed with permission.

The group huddle is held prior to the completion of clinical sessions 
at the Vancouver College of Dental Hygiene Inc. The students and 
instructors engage in this educational interaction of reflection. The 
huddle promotes cooperative learning while sharing experiences, 
triumphs, and challenges. 

Clinical instructors from left to right: 
Lois Sullivan, Heidi Kang, Christine Chore, and Kelly Mabey. 
©CDHA. Printed with permission.

15–17 April 2010 Vancouver, BC Catch us at the Pacific Dental Conference

 17 April 2010 Vancouver, BC Private Practice Workshop - BCDHA and CDHA

13–14 August 2010 Montreal, QC Vision to Venture: CDHA Leadership Event

10–11 June 2011 Halifax, NS CDHA 2011 National Conference

22 March 2010 Webinar Oraqix®: Needle free anesthesia for non surgical periodontal therapy

7 April 2010 Webinar SRP+ARESTIN®: Working together for your clients

24 June 2010 Virtual Q & A Oraqix®: Needle free anesthesia for non surgical periodontal therapy

Every April  is Oral Health Month.
Help spread the message.

11–17 April 2010 is National Dental Hygienists Week™
An annual event dedicated to heightened awareness about 

preventative oral health care, and to help Canadians understand 
the role and importance of the dental hygiene profession.
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Plan ahead. Participate in the events posted on this page. Or mark your calendar.

Programs may be subject to change.

Programs may be subject to change.
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