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The general population is continually being told that there 

is a shortage or, at least, a maldistribution of dentists and 

dental manpower, particularly in rural and “isolated" urban 

areas. As a means to counteract this shortage, dentists and 

auxiliaries are being trained in TEAM (Teaching Expanded Aux-
O

iliary Management) efforts and dental school enrollments are 

being increased. Why is there an increased need for dental man

power? Is dentistry going to control the etiologic factors or 

continue to treat the symptoms of oral disease? The answer to 

the first query is integrally related to the answer to the sec

ond. The data that indicates a great need for dentists and 

trained auxiliaries is based upon treatment of the symptoms of 

oral d i s e a s e J I t  would be much simpler and less costly 

monetarily and in dental manpower to attack the cause of caries 

and periodontal disease. Despite an incomplete knowledge of the 

etiology and mechanisms of oral soft and hard tissue destruction, 

dentists already have positive methods of prevention to offer 

people. Prevention of a disease eliminates the need to treat 

that disease.

The objectives and priorities of dental education dictate 

educational emphasis.4-6 Basically, this emphasis is derived 

from the goals for which dentistry is striving. What are these 

goals and how are they going to be accomplished? The ultimate

objective of dentistry is to maintain a healthy and functional
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oral environment for all people for a lifetime. Then the prima 

facie priority for dentistry would be to prevent any disease 

and/or debilitation of that environment. The repair of dam

aged oral structures should be subordinate to prevention.

Dental plaque, a transparent organized mass of bacteria 

and their products, is now believed to be the principal etiologic
Q

factor in gingivitis and dental caries. Therefore, elimination 

or control of plaque is of utmost importance. As of this date, 

dentistry has been unable to satisfactorily prevent dental pla

que formation, yet the profession has developed methods of con

trolling dental plaque. The effectiveness of such programs for 

systematic removal or disorganization of plaque has been docu

mented. ̂

Plaque control programs have been proven successful in the

private dental office10-^3 and in military clinic situations J 4,15

Patients need to be taught effective plaque control methods and

given adequate instructions and proper motivation ’^,18

However, as judged by clinical evidence, the success or failure

of any plaque control program is also dependent upon the dentist
10-13 19 20and his personal belief in plaque control. ’ 5 It would

appear that few dentists have such a personal conviction if the 

presence of dental disease in their own mouths can be taken as an 

indicator. The results of an American Dental Association survey 

conducted in 1970 revealed that 90% of a sample population of the
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dentists attending the annual convention showed advanced perio- 

dontal disease. A similar study conducted on dental students 

again revealed a majority of unhealthy mouths.22,23 Apparently, 

dental students learn to speak of health and high-quality den

tistry to patients while the health of their own mouths deterior

ates.^ Even though dental students have been presented with a 

didactic approach to prevention in some schools, the philosophy 

has not been sufficiently incorporated into the clinical instruc

tional operations.22,23

The clinical instructions in plaque control should be of such 

a nature that the patients obtain more than a purely didactic 

approach to preventive dental care. It is imperative that pa

tients be able to perform the techniques of plaque control in 

their own mouths. Patient education in these techniques can 

easily be accomplished in one session. However, the development 

of the skills involved to become successful with these plaque 

control methods is a prolonged process. One-session oral hygiene 

instructions have the inherent deficiency of not permitting the 

patient to adequately develop his plaque control skills J 3,25 

Therefore, the purpose of this research was to determine the 

effectiveness of a multi-session plaque control program in the

Creighton Dental School Clinic.
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In 1903 Bell25 discussed the desirability and necessity of 

school instruction in oral hygiene. However, it was not until 

1918 that the Dental Educational Council of America^ included 

courses in "oral hygiene" as a requirement for accreditation.

At that time, 32 clock hours (or less than one percent of the 

total curriculum time) was the minimum requirement. In 1934, 

the Curriculum Survey Committee of the American Association of 

Dental Schools recommended that 1.83 percent of the total curr

iculum time involve "public health and hygiene." However, 

according to a survey by Horner,2^ this recommendation had not 

been implemented as of 1942 when there was still only about 

1.0 percent of the dental education related to oral hygiene.

He further states that even this involved courses of inferior 

quality.

Later surveys of dental school catalogues presented a

problem of interpretation of the actual clock hours devoted to
29 30

preventive and community dentistry. Peterson, in his 1955 

survey, found that 0.6 percent of the clock hours were devoted to 

instruction in public health. This may have been lower than the 

actual time allotment due to variance in definition of "dental 

health education" according to the different dental school cata

logues. The determination of the actual time allotment in pre

ventive and community dentistry was still difficult to ascertain 
29

in 1968.



In the Survey of Dentistry (1961), Mann31 reported that 

questionnaires returned from 45 dental schools in 1958 showed

7

that the mean time associated with the teaching of public health

and hygiene was less than one-half of one percent of the total
32

curriculum. Blackerby, in his 1962 analysis of 44 dental

school catalogues, found 0.47 percent and 0.14 percent of total

clock hours were devoted to community and preventive dentistry
33respectively. In 1965, Sumnicht reported on the answers to his 

questionnaire concerning the status of preventive dentistry edu

cation in 19 dental schools. These schools reported an average 

of 95 clock hours of the total curriculum time was allotted to

preventive dentistry. This represented about 2.1 percent of the
34clock hours. Latzkar's questionnaire survey of 1966 found that 

ten dental schools averaged 156 clock hours, or 3.4 percent of the 

curriculum time in preventive and community dentistry. It was 

during this period in time that U.S. Public Health Service Grants 

for preventive dentistry were initially funded under Section 309 

of the Public Health Service Act as amended in 1964. This 

funding apparently contributed to further development of preven

tive dentistry in dental education.

Forty-four dental schools were surveyed by the American
35

Dental Association's Council on Dental Education in 1968. It 

was found that an average of 133.5 clock hours or 2.95 percent 

of curriculum time was set aside for preventive and community



1969 survey of 20 dental schools
29

dentistry. Petterson1s

showed an average of 201 hours or 4.5 percent of the academic

time devoted to preventive and community dentistry.

Review of the literature for the evaluation of teaching

techniques in oral hygiene education reveals an abundance of

articles. However, the total number of articles having adequate

data to substantiate the conclusions is small. One of the articl
36

by Massler and associates, (1957) concluded that cursory group

demonstration of toothbrushing techniques was of no lasting

value. At ten and fifteen weeks they were unable to observe any

real improvement in oral hygiene.

Studying 340 children in four elementary schools, Wever and 
37

Striffler (1959) found that the impact of three different 

methods of instruction in toothbrushing were ineffective in alter

ing toothbrushing habits. All methods of instruction involved a
38

single twenty minute session. Starkey (1966) presented dental 

health information to 125 parents of children receiving perio

dontic care in a university dental clinic. He concluded that of 

the four methods used, the simpler methods (i.e., reading a pam

phlet about dental health) were as effective as the more complex

methods of presentation in the education of parents.
39 40

Brandtzaeg and Jamison 5 (1964) instructed 102 Norwegian

Army recruits individually for about ten minutes in the use of 

toothbrushes and toothpicks. A control group of 104 men living



in the same barracks did not receive any instruction. Twenty 

days after the initial instructions, the experimental subjects 

were again given individual instructions of about five minutes 

duration. Fifteen days after the second instruction period all 

men were re-evaluated. They concluded that oral hygiene im

proved after instruction, but actually men in both groups im

proved. Those who had the highest scores initially improved the 

most regardless of which group they were in. The improvement in 

the control group may possibly have come about as a result of 

their interactions with the experimental group, since both

groups lived in the same barracks.
41Robinson,1 Mobley and Pointer (1967) undertook a four-year 

study to ascertain effectiveness of a dental health education 

program for 393 first-year high school students. Knowledge of 

dental health facts were learned and retained over the four 

years the students were followed, although the number of sub

jects who practiced proper procedures was small and the debris 

index increased. This led the authors to conclude that such a 

program had been relatively ineffective, possibly because of the

tenacity of habits acquired prior to high school years.
42Findings by Williford and his associates (1967), using 

high school students between the ages of 15 and 18, suggest the 

effectiveness of extended oral hygiene programs. For a six- 

week period a dentist or dental hygienist gave lectures and
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audio-visual aid demonstrations on the importance of oral health. 

Students had received oral debris, calculus, and periodontal 

evaluations as well as a Dental IQ test prior to the start of the 

study and again at the conclusion of the study three months 

later. They concluded that significant improvements in oral 

hygiene may result from an organized dental health education 

program.
43

Shiller and Dittmer (1968) exposed naval enlisted per

sonnel to eight different one-session oral hygiene motivation 

methods and concluded that no significant effective debris re- 

ducation or increase in toothbrushing frequency occurred as a 

consequence of the methods utilized. In a study by Bjorby and 

Loe44 (1970), fifty-eight 15-year-old girls were examined and 

scored for gingivitis and plaque. Instructions in oral hygiene 

techniques were given and repeated two months later. These girls, 

and a different group of fifty 15-year-old girls as controls,

/ were examined at the start of the study and four and thirteen 

months later. At the four-month examination, the plaque and 

gingival index scores of the instructed group were reduced 

significantly compared with the initial scores and with those 

of the control group. At the thirteen-month examination, how

ever, both groups had similar plaque and gingival index scores.

The authors concluded that to maintain a good standard of oral 

hygiene in girls, reinstruction at intervals of two to three 

months is necessary.
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Podshadley and Shannon^3 (1970) employed a single lecture 

and toothbrush!ng demonstration to study the effectiveness of 

such a program in altering oral hygiene behavior of fifth and 

sixth graders. The experimental group consisted of students 

from one fifth grade and one sixth grade; the control group con

sisted of students from another set of fifth and sixth grade 

classrooms. It was concluded that a single lecture presentation

produced so little improvement that it was of no clinical impor-
46 ,

tance. Podshadley and Schweikle (1970) conducted an inves

tigation comparing the effectiveness of teaching different 

methods of toothbrushing to two groups of eight to ten-year-old 

children. A third group of children who did not participate in 

the educational program served as controls. An initial plaque 

score was calculated for each child and additional plaque scores 

were calculated at two weeks and at four months after the educa

tional presentation. The results of this investigation reveal no 

significant difference in oral hygiene between the controls and 

either of the study groups, or between the study groups them

selves. One may conclude, therefore, that neither of the two 

methods taught by a single lecture on concepts of dental health 

and a. demonstration of toothbrushing is effective in changing the 

performance of eight to ten-year-old children.

Zaki and Bandt^ (1970) used 96 sophomore dental students 

to study the effectiveness of a procedure they called model
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presentation and reinforcement. In session one, techniques of 

brushing and flossing for each individual were taught. Session 

two was devoted to the students observing their level of per

formance and, if necessary, receiving additional instruction to 

eliminate undesirable responses. The third session was primarily 

an evaluation session although additional corrective instruction 

was provided if necessary. Session four was an unannounced 

examination ten weeks after the third session to ascertain the 

effectiveness of the program. Statistically significant im

provement was observed at the third session compared to the 

initial session, and this improvement was maintained through the 

ten week examination. They concluded that this multi-session 

technique had been effective in improving the oral hygiene prac

tices of dental students and that it had possible implications

for improving the oral hygiene practices of other groups.
48

Stolpe, Mecklenburg and Lathrop (1971) using fourth, fifth, 

and sixth grade students on two Indian reservations observed that 

although improvement in oral hygiene occurred during the school 

year the improvement was not retained. Intensive classroom 

instruction improved dental health knowledge, but was not signif

icantly more effective than instruction by graded textbooks.

Utilizing 90 Naval Academy midshipmen, Elliott and his 
24colleagues (1972) divided them into three equal groups. Group 

A used their usual oral cleansing methods and were given no
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instructions, education, or motivation throughout the study.

Group B was supplied with toothbrushes and floss, but were not 

instructed in their usage. Members of Group C were given the 

same devices as Group B but, in addition, they were given thor

ough instructions, education, and motivation in plaque control. 

Subjects practiced toothbrushing under supervision at the initial 

and subsequent appointments. Plaque and periodontal scores were 

obtained initially and at intervals up to one year thereafter. 

Group C showed the most significant and consistent improvement. 

The control group showed some improvement; however, this was 

attributed to the communal living quarters for all the midship

men studied, Wherein there was probably some exchange of infor

mation .
9

In 1968, Suomi and associates concluded a three-year oral 

hygiene study which tested the hypothesis that gingival inflam

mation and destructive periodontal disease are retarded in an 

oral environment in which high levels of hygiene are maintained. 

They found that persons who received frequent oral prophylaxes ■ 

and personal oral hygiene instructions on a regular basis had 

cleaner teeth, less gingival inflammation, and a slower rate of 

attachment loss than control subjects who did not receive such 

benefits. In order to determine the carryover effect of such a 

program, Suomi, Leatherwood, and Chang49 (1973) re-evaluated this 

previous group 32 months after the end of the original study.
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There had been no contact with the subjects during this interval. 

Plaque and periodontal scores prior to the end of the 32 months 

were compared. It was concluded that the subjects who had re

ceived intensive oral hygiene instructions and frequent prophy

laxes during the original study continued to show cleaner teeth, 

less gingival inflammation, and less loss of attachment than

persons who had not received these benefits.
50

Clark, Fintz, and Elwell (1973) reported the development 

of a program in Cleveland's schools designed to test the dentists' 

ability to teach removal of dental plaque by sixth graders and, 

in addition, study the degree of behavioral change developed in 

the children. The study was organized as a dual educational 

program for both students and teachers. A dentist, through a 

five-hour session, shared with each group of teachers the basic 

background and the skills used in the control of dental plaque 

in order to acquaint the teachers with the course that later 

would be taught by a dentist to the class of sixth-grade students 

at four parochial schools. The aids utilized by the teaching den

tist to enhance behavioral changes were phase microscopy, movies, 

chemical demonstrations of acid in vivo and in vitro, pressure 

by peers, five-hour instructional sessions in the classroom, 

and demonstrations and participation in staining, flossing, and 

brushing. These procedures were performed by the dentist with 

the students. Then, over the next eight months, during periods
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of tan minutas once a week, a dental assistant supervised the 

staining, flossing, and brushing of teeth whenever indicated.

The children were not supervised between the eighth and fourteenth 

months of the project. The instructions given the children in the 

control group consisted of a presentation in their classrooms with 

the same content given the study-groups. This presentation, how

ever, consisted of only a one-hour lecture. At the end of this 

lecture, kits were dispensed which contained floss, staining 

tablets, and a toothbrush. None of the additional activities to 

enhance behavioral change described for the study-groups were 

used. Plaque scores were obtained on all students initially and 

at eight and fourteen months. This study showed that conven

tional methods of instruction did not produce significant change 

in the behavior of the children in the control groups as reflected 

in the varying amounts of plaque identified on their teeth from 

the time the study was initiated until its completion. For the 

children in the experimental groups, however, instruction plus 

sustained motivation resulted in a substantial lowering in 

scores for plaque. The mouths of these children remained 

relatively free of plaque six months after instruction and 

motivational exercises were terminated. The data suggests that 

good oral habits were maintained once they were soundly estab

lished.
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1 3
The Professional Budget Plan of Madison, Wisconsin,

(1971) surveyed prevention programs across the country to find 

out how they operated, and why some were successful and others 

not. Dentists were asked what percentage of their patients were 

doing a better job in caring for their mouths six months or a 

year after their training. The successful programs, those where 

doctors claimed 90 percent or more of their patients showed 

improvement, showed a positive correlation with the number of 

office training visits by the patients. It was concluded that 

it takes a number of appointments before the patient has 

learned manipulative skills, and has shed an old habit in favor

of a new one.
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I. ORIENTATION FOR STUDENTS:

Orientation for the entire sophomore class of 51 male dental

students was conducted in five sessions. The first session was
51

devoted to evaluation of the student's oral hygiene. A plaque 

index was obtained on each student. The results were recorded on 

Form S (see FIGURE 1 and Section I-A of Methods and Materials).

An explanation of the scoring and recording methods, as well as 

their significance, was presented to the students at that time.

At the close of this session, outside reading on dental plaque 

and its relationship to caries and periodontal disease was 

assigned. The second session was a lecture to advise the 

students of the importance of their own personal plaque control. 

Plaque formation was explained, as well as some general theories 

of the cause and effect of periodontal disease and caries.

Slides were shown to demonstrate progressing stages of perio

dontal disease and caries. Some suggestions for "turning 

patients on" to effective oral hygiene were made. These sug

gestions concerned language techniques such as advising patients 

that they were not doing an "efficient" job of cleaning their 

teeth rather than telling the patients they were doing a "poor" 

job. Questions frequently asked by patients along with some 

possible answers (FIGURE 2) were discussed. A hand-out (FIGURE 

3) and pamphlets (Professional Education Products) describing 

periodontal disease, caries, and effective oral hygiene
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procedures were distributed. Sessions number one and two were 

supervised by the investigator. The third session was a demon

stration. Five groups of four students were selected, and the 

entire procedure was outlined in the guideline for patient par

ticipation form was demonstrated for each of these groups. 

Techniques, materials involved, Form T (FIGURE 4), Form C (FIGURE 

5), and the Plaque Control Appointment Form (FIGURE 6), (refer to 

section A below) used in the study were explained. Students then 

applied their new knowledge to practice their skills by teach

ing fellow students plaque control. However, going through all 

phases of the program in one session rather than in multiple 

sessions as outlined in Section II, students alternated as 

patient or dentist. The appropriate forms were completed by the 

student and checked by the investigator. The fourth and fifth 

sessions were participation sessions in which students previously 

instructed (during session three) now instructed other students. 

These students then instructed other students until each student 

had an opportunity to be instructed and then to instruct another 

student. Therefore, the total indoctrination was three hours -- 

one hour of general lecture, one hour of demonstration, and one 

hour of practice teaching. All demonstration and teaching 

sessions were held in the general clinic area under the super

vision of the investigator with the assistance of a faculty 

member and a dental assistant.
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A. EXPLANAiION OF FORMS UTILIZED

The following is a list and an explanation of the pur

pose of forms utilized in this research which required 

informational input:

Form S (FIGURE 1): This form was utilized by the inves
tigator to record the plaque scores 
(Oral Hygiene Index Simplified, OHI-S, 
modified)52 on the students. The 
scorings were obtained prior to student 
orientation and ten months after orien
tation in the plaque control program.
A new Form S was used for the control 
and ten month scores. As this form was 
utilized for scores recorded on students, 
it was designated Form S .

Form T (FIGURE 4): This form was utilized for plaque score 
(OHI-S, modified) recording and as a gen
eral information sheet on patients. The 
student and the investigator utilized a 
new Form T for the patient at each of 
the initial, final, and recall appoint
ments. The investigator retained all 
copies for the thesis data; thus it was 
called Form T.

Plaque Control 
Appointments Form 
(FIGURE 6): This form was utilized by the student 

to reserve a clinic chair for his patient 
and was utilized during the instructive 
phase of the plaque control program only.

Recall Information 
Form (FIGURE 11): This form was utilized by the students to 

indicate to the investigator, in advance, 
when and where their patient would be in 
the clinic for the recall evaluation.
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II. SELECTION OF PATIENTS:

Patients were obtained from the Oral Diagnosis Department, 

or students were allowed to bring in their own patients subject 

to approval by the investigator. Patients from the Oral Diag

nosis Department were randomly assigned to participating students. 

There were three prerequisites for approval of patients to the 

program: (1) The patient must have had no previous organized 

oral hygiene instructions, (2) the patient's treatment plan must 

not be for complete dentures, and (3) the patient must have re

ceived no treatment at Creighton Dental School within the last 

three years. A total of 119 patients started the program.

These patients ranged in age from 12 to 69 years. Ten patients 

either moved or became ineligible because students performed 

non-emergency dental treatment before completing the plaque 

control program; four failed to return for further sessions 

after the first visit. Therefore, 105 patients completed the 

initial phase of the instructions. Of these patients, 45 were 

males and 60 were females. Eighty-six returned for recalls.

Ill- GUIDELINES FOR PATIENT PARTICIPATION:

Forty-six students participated in this phase of the pro

gram. Each student treated a minimum of one or a maximum of four 

patients. There were 38 scheduled plaque control appointment 

sessions. Students were required to reserve a chair by signing 

the Plaque Control Appointment Form (FIGURE 6) prior to their
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patient's appointment. The guidelines were designed for a three- 

visit program. However, flexibility of the procedures involved 

allowed for a minimum of two appointments and a maximum of five.

In any appointment instructions could be extended or repeated 

dependent upon the investigator's assessment of the patient's 

skill in that aspect of the procedures. The guidelines for 

patient participation are outlined as follows:

GUIDELINES

Appointment No. 1 - Schedule for one hour

A. Explain why patient is to receive plaque control instructions.

1. explain caries

2. explain periodontal disease

3. explain dental plaque

4. explain the relationship of plaque to caries and 
periodontal disease

5. give patient "Effective Oral Hygiene" sheet (FIGURE 3)

B. Explain how disclosing solution stains dental plaque.

1. have the following materials and instruments assembled 
for use with plaque disclosing solution on the patient's 
mouth. (This armamentation is shown in FIGURE 7):

a. adequate light source

b. disclosing solution (or tablets)

c. mouth mirror

d. table mirror (product of Creative Concepts)

e. periodontal probe
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demonstrate disclosing solution in patient's mouth 
(OisplaqueR - Pacemaker Corp.; TraceR - Lorvic Co.;
POH wafers^ - Oral Health Products, Inc.)

3. utilize Form T (FIGURE 4) to record patient and program 
information

a. complete form as indicated through step 4
no

b. have scoring (OHI-S, modified) verified and 
initialed before proceeding

4. patient asked to explain, in his own words, plaque and 
its relationship to decay and gum disease

C. Explain the type of toothbrush to be distributed and its use.

1. demonstrate toothbrushing technique on models (pro
duct of Columbia Dentoform.)

2. have patient demonstrate toothbrushing technique on 
models

3. demonstrate toothbrushing in patient's mouth

4. have patient demonstrate toothbrushing in own mouth- 
including tongue using Oral BR - SulcuslM or Oral B-30 
toothbrush

5. demonstrate the use of patient mouth mirror (MiroliteR - 
John 0. Butler Co.)

6. ask patient if there are any questions about what was 
discussed or demonstrated at this appointment

7. explain that gums may bleed and/or be tender for first 
few days but will gradually improve

8. prepare patient for dismissal

a. reappoint within one week

b. make certain patient leaves with:

(1) toothbrush

(2) mouth mirror
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(3) 14 disclosing tablets

c. remind patient to bring toothbrush to next 
appointment

d. dismiss aptient

E. Complete Forms T (FIGURE 4) and C (FIGURE 5) as indicated.

Appointment No. 2 - Schedule for 45 minutes

A. Review techniques taught in Appointment No. 1.

1. ask patient whether there are questions or problems with 
the toothbrushing technique or information explained at 
the last appointment

2. disclose patient's plaque

3. have patient brush entire mouth and observe technique

4. re-di sclose

5. survey the entire mouth, pointing out:

a. clean areas -- praise patient

b. areas of plaque -- demonstrate in patient's mouth; 
then have patient brush those areas

B. If patient obviously is not demonstrating toothbrushing skill:

1. re-teach technique with the patient demonstrating in 
his own mouth

2. prepare patient for dismissal

a. reschedule patient within one week

b. give patient 14 disclosing tablets

c. dismiss patient

C. If patient successful with toothbrushing skill:

1. explain flossing
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2. demonstrate flossing on model (Product of Columbia 
Dentoform)

3. have patient demonstrate on model

4. demonstrate in patient's mouth

5. have patient demonstrate in own mouth

6. ask patient whether there are any questions about 
what he has been taught

7. prepare patient for dismissal.

a. reappoint within one week

b. ask patient to brush and floss just prior to 
coming to the next appointment and to bring the 
toothbrush and dental floss to that appointment

c. give patient:

(1) floss (waxed - Johnson & Johnson; unwaxed - 
John 0. Butler; floss holder with semi-waxed 
floss cartridge - Preventive Dentistry Products, 
give all three)

(2) 14 disclosing tablets

d. dismiss patient

Appointment No. 3 - Schedule for 15-45 minutes

A. Review techniques taught in Appointments No. 1 and Mo. 2.

1. ask patient whether there are any questions or problems 
with techniques or information previously covered

2. disclose patient's plaque, score, and record on a new 
Form T, having the score verified

3. praise patient for success in skill

4. point out areas where plaque was not removed

5. have patient demonstrate technique of brushing and/or 
flossing in weak areas - reinstruct, if necessary
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demonstrate use of other adjunctive dental aids as 
indicated (bridge cleaner - John 0. Butler Co.; 
water spray - Texell Co.; interproximal brush - 
John 0. Butler Co.)

7. prepare patient for dismissal

a. explain recall procedures to him (her)

b. dismiss patient

8. complete Forms C and T as indicated

B. Alternates to A to be used with slow patients:

1. teach flossing technique using procedure as outlined 
in Appointment No. 2-C

2. have patient return and follow procedure as in 
Appointment No. 3-A

Each appointment was held in either the dental school clinic 

(FIGURE 8) or the student lounge area (FIGURE 9). No dental 

treatment other than emergency care was instituted prior to the 

parient being released from the plaque control program. The 

total charge to the patient was $6.00 for the plaque control 

program. This charge included all sessions (numbering from two 

to five depending upon how many were necessary), all materials 

supplied, (FIGURE 10), and the recall. There was a separate 

charge for prophylaxsis or any other dental treatment.

TV. RECALLS:

This was performed at either three or six-month intervals 

after completing the multi-session instruction phase of the 

plaque control program. An appointment book was set out for the
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students to fill in the indicated information so that the inves

tigator was notified in advance when and where a patient would 

be available for the recall evaluation (FIGURE 11). Most recall 

evaluations were accomplished when the patients were already in 

the clinic for other treatment. The remainder of the patients 

were called in specifically by a telephone contact. Instruments 

used were a mouth mirror, a hand mirror, a periodontal probe,

Displaque liquid disclosing solution, a cup of water, and 

several gauze squares. The patient's plaque was disclosed, scored, 

and recorded on a new Form T by the invesitgator. The patients 

were shown in their own mouths areas which were stained as well 

as areas that were clean. All patients in the multi-session 

program were asked the following questions:

1. frequency of toothbrushing?

2. frequency of flossing?

3. preference of flossing technique (holder vs. fingers)?

4. bleeding (if bleeding was present when eating, brushing, 
or flossing)?

5. if there were any oral problems? (Many patients had not 
been under treatment since the control program ended.
If indicated, patients were referred for immediate treat
ment; otherwise, they were told that the dental student 
assigned would contact them shortly.)

V. MEASUREMENT OF PLAQUE ACCUMULATION:

The plaque scoring system utilized in this investigation
r  "j

was a modification of the Simplified Oral Hygiene Index (OHI-S).
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The OHI-S is normally composed of a debris index (OHI-S) and a 

calculus index (CI-S). There were three alterations from the 

original criteria as established by Greene and Vermillion.52 In 

stead of scoring soft debris (which would include plaque as well 

as mucin and food debris) and obtaining a debris index (DI-S), 

a plaque index (DpI-S) was obtained. Plaque was differentiated 

from other tooth accumulated debris by utilizing a stream of air 

apphed directly to the disclosant-visible debris on all tooth 

surfaces being scored. Any debris that remained adherent to the 

tooth surface was considered to be plaque and scored accordingly. 

The second alteration was that a calculus index was not obtained. 

The final variation from the standard OHI-S system was that in 

this investigation extrinsic tooth accumulated stains, such as 

tobacco stains, etc., were not included in the criteria for 

plaque score determination.

The six surfaces examined for the OHI-S are selected from 

four posterior and two anterior teeth. In the posterior portion 

of the dentition, the first fully erupted tooth distal to 

the second bicuspid, usually the first molar, but sometimes the 

second or third molar, was examined on each side of each arch.

The buccal surfaces of the selected upper molars and the lingual 

suriaces of the selected lower molars were inspected. In the 

anterior portion of the mouth, the labial surfaces of the upper 

right and the lower left central incisors were scored. In the
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absence of either of these anterior teeth, the central incisor on 

the opposite side of the midline was substituted.

For this procedure each surface, buccal or lingual, was 

considered to encompass half of the circumference of the tooth.

For example, the buccal surface of the molar included half of 

the mesial and half of the distal surfaces.

Only fully erupted permanent teeth were scored. A tooth was 

considered to be fully erupted when the occlusal or incisal sur

face had reached the occlusal plane. Natural teeth with full 

crown restorations and surfaces reduced in height by caries or 

trauma were not scored. Instead, an alternate tooth was examined. 

The following» scoring system was used for each tooth surface:

0 - no plaque

1 - plaque covering not more than one third of the tooth
surface from the free gingival margin

2 - plaque covering more than one third but not more than
two thirds of the exposed tooth surface from the free
gingival margin

3 - plaque covering more than two thirds of the exposed
tooth surface from the free gingival margin

Refer to Form T (FIGURE 4) for diagramatic view of scoring cri

teria.

After the scores for plaque were recorded, the Index value 

was calculated. For each individual, the plaque scores were 

totalled and divided by the number of surfaces scored. According 

to Greene and Vermillion, at least two of the six possible
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surfaces must be examined for a score to be calculated for a given 

individual. A score for the group of individuals was obtained by 

computing the mean of the individual scores. The average indiv

idual or group score was known as the Simplified Plaque Index 

(DpI-S).

Student plaque scores were recorded on Form S. Patient 

plaque scores were recorded on Form T. A new Form S or Form T 

was utilized for each scoring session so that the investigator 

would not be influenced by comparison with the prior score(s).

The individual tooth plaque index scores recorded on Form S 

or Form T were reduced to a mean plaque index for each student or 

patient respectively, for each scoring session. Mean plaque 

indices for students were determined initially and at ten months 

after completion of their orientation. Recordings of mean plaque 

index scores were obtained for each patient at the time of the 

initial visit, at the end of the multi-session plaque control 

program, and at the time of either a three or a six-month recall.

The mean and standard deviation of the mean was determined 

for each group at each phase of the experiment. Initial student 

plaque score values were divided into two groups: Those who did 

return (Group I) for ten month recall evaluations, and those who 

did not return (Group II). The mean scores of these two groups 

were evaluated to determine any difference using a standard 

t-test for the difference of two sample means. The difference
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in plaque scores initially and at ten months for those students 

who returned was measured by the paired observation t-test.^4 

Each patient served as his (her) own control, and only those who 

finished the initial phase were evaluated. Sample means were 

compared using the paired observation t-test54 to determine if 

there was a significant change in plaque scores. Comparisons 

were made: (1) between the initial score and the final score 

(105 patients); (2) between the initial score and the three- 

month recall score (40 patients); or, alternatively to the latter, 

between the initial score and six-month recall score (49 

patients.) Three patients were seen at both three months and six 

months and are included in each group. A comparison of the initial 

plaque scores of the dental students with the plaque scores of the 

clinic patients was made to determine if there was a statis

tically significant difference between the group scores in the 

populations studied. Because only one observer was available 

to measure the plaque indices, an effort was made to reduce 

the possibility of error due to random sample error. Therefore, 

a low probability (P) value was assigned as the requirement for 

acceptance of significant difference in plaque scores. This 

value is P < .001.
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Most patients were seen for three instructive appointments 

however, the number of these appointments ranged from two to five. 

The time span for completion of the instructive phase was a mini

mum of three days and a maximum of ninety days.

Initial plaque scores obtained on the fifty students result 

in a mean score of 0.86 with a standard deviation of +0.27 

(TABLE I). The mean plaque score at recall on those 23 students 

(Group I) who returned for a scoring after ten months is 0.38 + 

0.28 (TABLE I). Since all students did not return for a recall 

scoring, the total student population is divided into two groups 

for a comparison of the initial mean plaque scores on those stu

dents who returned for the ten month recall (Group I) and those 

students who did not (Group II). There was no statistically 

significant difference between these two groups. However, a com

parison of the differences between Group I recall plaque scores 

and their initial plaque scores (TABLE I) in the form of paired 

observations shows a highly significant reduction in plaque 

scores (P< .001). The mean reduction in the plaque scores be

tween the recall and initial scores for those students in Group I 

is 0.42 +_ 0.36 (TABLE I). This represents a 54.5 percent reduc

tion in dental plaque accumulation on the teeth scored (TABLE I).

The initial mean plaque score on all 105 patients who com

pleted the instructive phase of this program is 1.37 +0.43 

(TABLE II). The finish mean plaque score for the patient
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population is 0.77 +0.33 (TABLE II). This represents a plaque 

score mean difference of 0.60 +0.47. This represents a 43.3 

percent reduction of plaque accumulation on the teeth scored 

(TABLE II). The t-test value (TABLE II) shows this to be 

highly significant (P-< 0.001). Statistical comparison of the 

three-month group with the six-month group was done on their 

scores obtained at the initial visit. There was no statistically 

significant difference between the plaque scores of these two 

groups at this time. A similar comparison was done again at the 

finish of instructions with the same results. The three-month 

recall group has an initial mean plaque score of 1.46 +0.41 and 

a recall plaque score of 0.85 +0.32 for a mean difference of 

0.61 +0.36 (TABLE II). This represents a 41.8 percent reduction 

(TABLE II) in plaque accumulation on teeth scored. A t-test54 

shows this difference to be highly significant at P <  .001 (TABLE 

II). Similarly, the six-month recall group has an initial mean 

plaque score of 1.35 +0.46 and a recall plaque score of 0.73 +

0.39 for a mean difference of 0.62 +0.39 (TABLE II). The t-test54 

value (TABLE II) shows this to be highly significant (P <  0.001). 

This represents a 45.9 percent reduction (TABLE II) in plaque 

accumulation on teeth scored.

Comparing the finish scores and recall scores within either

group showed no statistical difference between scores acquired
54

at these times. The t-test value (t = 1.00; P >■ 0.3) for the
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plaque score mean difference between the three-month recall

and that group's finish scores was not significant. Similarly, 
54

the t-test value (t = 1.22; P >  0.2) for the plaque score mean 

difference between the six-month recall and that group's finish 

score was not significant.

A comparison of the initial plaque scores of the dental

students with the initial plaque scores of the clinic patients

indicates a statistically significant difference between group
54

scores. The t-test value is t = 5.55 at P <  .001.





TABLE I

Student Plaque Score, Means, and Standard Deviations

All Students Grouo I Group II 
- i —  V |-------------------  m____  (23) (27)

II
Minus

IInitial ---------- ------
Score 0.86 +0.27 0.80 + 0.28 0.91 + 0.25

10-Month Re
call Score o.38 + 0.28

0.11*

Mean " ~  ----------------- ——
Difference 0.42 + 0.36 **

Reduction 54.5%

Scores were acquired for the sophomore class of Creighton Dental 
School (1972-73) using OHI-S (modified) method. Group I consists 
of those who were available for recall examination. Grouo II con
sists of the remaining students. "II minus I" indicates the 
difference in initial scores between the two groups. Numbers 
in ( ) indicate sample size.

* t - 0.44 48 df, P > 0.5 .* Not Significant 

** t = 5.48 22 dfj P < 0.001 Significant
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TABLE II

Patient Plaque Score, Means, and Standard Deviations

Score All (105)
3-Month Recall 

Group (40)
6-Month Recall 

Group (49)

Initial 1.37+0.43 1.46+0.41 1.35+0.46

Finish 0,77+0.33 0.83+0.33 0.76+0.34

3 Mos. 0.85+0.32

6 Mos. 0.73+0.39

Mean
Diff. 0.50+0.47 0.61+0.36 0.62+0.39

Reduc
tion 43.8% 41 .8% 45.9%

t Value 12.66* 10.65* 18.75*

df 104 39 48

Scores were acquired for the Creighton Dental School Clinic 
patients (1972-73) using the OHI-S (modified) method. Num
bers in ( ) indicate sample size.

* P < .001 -*• Signi ficant
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PLA Q U E C O N T R O L  P R O G R A M

Frequently Asked Questions by Patients: Dr. Kresch

Q. "Why hasn't someone told me about plaque before?"

A. "It hasn't been until the past few years that dentistry realized the importance 
of complete oral hygiene and its relationship to decay and periodontal disease. 
Dentistry now knows that we cannot undo what the patient fails to do between 
his visits with the dentist."

Q. "Why is there a fee for the control program?"

A. "Because it not only requires various equipment or devices for the patient to
use, it also requires the personnel to help guide the patient to learn the various 
skills. And, we all know anything offered for nothing is usually worth just that."

Q. "What kind of guarantee can you give me that this will work?"

A. "The success of this program depends on your ability and desire to do a thorough 
job each and every day. You must effectively remove plaque every day for the 
rest of your life, otherwise the program will fail. It is up to you. Only time 
will show you how successful you can be."

Q. "Why do you call it preventive dentistry to have my missing teeth replaced?"

A. "The teeth are In constant motion and will drift to fill any empty space which 
eventually will cause the loss of more teeth, it's just as though you were to 
pull the middle brick out of a brick wall, eventually the wall will collapse 
and try to fill in the empty space and finally years later it will collapse 
completely. W e  are trying to prevent the complete collapse of the dental 
arch. No dentist can make you a set of teeth, that will begin to do as good 
a job as what you have."

Q. "Why do my gums bleed?"

A. "It is nature's way of warning you of a serious problem that exists in your mouth 
and body. If is a result of the gum tissue being irritated by the products given 
off by the plaque bacteria. Unfortuantely, bleeding is not always a sign as when 
the disease process becomes chronic bleeding may stop. This indicates the 
disease has reached deeper tissue."

Q. "Is there anything that I can do to help the soreness?"

A. "One-fourth teaspoon of fable salt w/8 oz. warm wafer. Vigorously swish
three or four times a day."
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FIGURE '3: Effective Oral Hygiene: Form given 
to patients on initial visit to acquaint 
them with the purpose of the plaque con
trol program.
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EFFECTIVE ORAL HYGIENE 

(Plaque Control)

One of the major causes of tooth decay and periodontal (gum) disease is bacterial 

plaque. Bacterial plaque is an almost invisible film of decomposed food particles and 

millions of living bacteria. To prevent these dental diseases you must effectively remove 

this destructive film daily. By keeping your mouth clean and in good health you will 

benefit in the following ways:

1. Have better health .

2. Retain your natural appearance.

3. Enjoy chewing and talking .

4. Prevent bad breath.

At the present time, there is a waiting list for patients to have restorative dental 

treatment in the Creighton Dental Clinic. Therefore, the information and instructions 

you are being given now concerns one of the most important aspects of dental treatment 

we can offer our patients. Effective plaque control on your part can prevent most dental 

and periodontal diseases from occurring in your mouth. It may even help clear up some 

disease conditions that may already exist in your mouth.

As part of our overall plaque control program, we believe that periodic recall 

appointments are essential . You v/ill be contacted personally for these appointments.

W e  will attend to your other oral health needs as soon as we are able. In the meantime, 

we sincerely believe that effective oral hygiene on your behalf will be of great benefit to

you.



FIGURE 4 : Form T: Scoring and general information 
sheet used by student and researcher to 
record patient information for initial, 
final, and recall visits.



FO R M  T

Patient Name 

Date

Age Examiner

Clinic Number Instructor

Total number of plaque control visits

Number of days between visit number one and number two

Number of days between visit number two and number three

STEP I - Stain mouth with disclosing tablet or solution after having patient complete normal 
oral hygiene requirements.

STEP 2 - Score the representative surfaces in boxes below.*

Scoring:
OHI-S

0

= Score I

= Score 2

RIGHT 

Buccal of ̂ 3 

Lingual of ̂ 30 

Facial of ̂ 8

Buccal of 14

Lingual of ̂ \ 9

Facial of ̂ 24

NOTE: If tooth is missing, score the surface of next tooth distal for posteriors 
or incisor on opposite side of midline for anteriors.

STEP 3 - Add all six scores.

STEP 4  -  Divide total score by total numberof teeth scored

Methods employed: Check appropriate box (es)

Total

Total 
Number of Teeth

Tooth brush instruction first □ Flossing instruction first
Tooth brush and floss at same app't „ E=3 Floss holder
Water spray □ Perio aid
Other a Interproximal brush

To be completed: I - at first visit, 2- at last plaque control visit, 3 - at each recall visit„ 
Please circle visit indicated on this form . Have instructor check and initial completed form.

Promptly return completed and initialed form to Dr. Kresch „

□
Q00



FIGURE 5 : Form C: Form filled in by student, 
recording instructions given to the 
patient at each session.

<



FO R M  C

C O N T R O L  CHART

Control
Patient's Name Age Started 19

Address Phone Completed 19

CONTROL LESSONS____  ] 2 3 4 5 6 Comment's, Responses & Initials

Plaque Story Review
Film Shown
Patient Disclosed
Microscope

TEACHING SKILLS

Flossing Session
Brushing
Other
Water Spray
Perio-Aid
Perio Brush
Bridge Cleaner
360° Flossing

ITEMS GIVEN PATIENT
(Specify Brand) 

Brush
F loss
Mouth Mirror
Disclosing Tablets
Perio-Aid
Bridge Cleaner
Literature
Other

RECALL W K 0
RECALL WK„
RECALL M O .
RECALL M O .
RECALL M O .



FIGURE 6 : Plaque Control Appointments: Appointment 
form used by students to reserve a clinic 
chair for use during the instruction phase.





FIGURE 7 : Materials and instruments used to demonstrate 
disclosing solution in the patient's mouth.
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FIGURE 8: Dental unit used for plaque
control instructions.



FIGURE 9: Student lounge area used for 
plaque control instructions.
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FIGURE ,11: Recall Information Form: For the student 
to indicate to the investi gator, in advance, 
when and where the patient would be avail
able in the clinic for recall evaluation.

65773
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There is a substantial (54.5%) reduction in the mean plaque 

scores of the students who returned for a recall scoring (Group 

I). This indicates that their oral hygiene improved. As judged 

by other investigations, 5 ’ the success or failure of any

plaque control program is strongly dependent upon the dentist and 

his personal belief in plaque control. It is inferred from the 

marked reduction in the student's plaque scores that they are 

not only taking better care of their own mouths but their be

lief in plaque control is better. Likewise, their presentation 

and effectiveness in teaching plaque control should be improved.

Initially, it appeared that the dental students were quite

apprehensive1 about teaching plaque control to their patients,

probably because the students had not convinced themselves about

the value of good oral hygiene. Thus, it would be quite difficult

to teach patients. Perhaps, as the students gradually became

more cognizant of the fact that preventive measures are a part

of dentistry, they felt that they had an obligation to their

patients to teach preventive measures to them. This has been
6 -8

demonstrated in other investigations. Had the students been 

clinically exposed earlier in their dental education,! .e., their 

freshman year, and had they been oriented for a longer period of 

indoctrination with the ideas of prevention, perhaps the system 

would have run more smoothly and the patients benefitied even

more.
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46 55 56
Results of other studies * ’ indicate that one-session

plaque control programs initiate little, if any, change in oral 

hygiene habits and/or plaque removing abilities of patients. 

There is a definite advantage to a multi-session plaque control 

program when comparing the plaque removal efficiency of these 

patients with those in a one-session program. This is related 

to the relationship between teaching and learning. Teaching 

is a rapid procedure; learning is slow and gradual. The pro

cedure of teaching someone an oral hygiene technique may only 

take several minutes. However, the learning process of develop

ing skill at that technique is protracted. Dentists are trained 

in their educational development by repetition of a technique 

under supervision in laboratory endeavors followed by further 

repetition in clinical procedures. Yet, we fail to give the 

patient a similar opportunity of "development by repetition of 

a technique under supervision" when we teach them several 

techniques in a one-session oral hygiene program and assume 

they can learn them.

At recall the multi-session patients in the present study 

presented with approximately forty-five percent less plaque than 

at their initial visit. The three and six-month recalls appear 

to be adequate time spans for assessing plaque control perfor

mance retention. The periodontal patient is usually on a three- 

month recall initially and thereafter on a six-month recall
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schedule. A six-month recal1 cycle is the strived-for period in 

general dentistry also. Although The Creighton Dental School at 

the present time does not have a recall system for its clinic 

patients, a program is being devised to initiate recalls after 

six-month intervals. It is concluded that the proposed six-month 

recall in conjunction with the multi-session plaque control pro

gram described in this study would make an ideal combination for 

reinforcing good oral hygiene techniques.

Another reinforcement method which was utilized in this study, 

was based upon the philosophy that plaque control did not terminate 

when the patient was released from the instructive phase of the multi- 

session control program. Rather, a continuing effort was exerted to 

reinforce plaque control throughout all phases of clinical treatment. 

Utilization of this technique, coupled with the fact that the course 

of clinical treatment in a dental school is prolonged, gives ample 

opportunity for continued reinforcement and motivation for plaque 

control.

At recall it is assumed that the vast majority of patients 

showed a reduction in plaque scores as a consequence of skill 

improvement in removing dental plaque. However, it was found 

that no patient, s entire mouth was visibly plaque free, although 

the teeth scored may have been. Since only a very small per

centage of the patient population seen at recall utilized any 

oral cleansing devices other than a toothbrush, it is believed
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a toothbrush is the main clinical plaque removal instrument for 

the mouth; however, it is not the answer to complete plaque re

moval . Other studies have shown that dental students do very well
51 56 57with just a toothbrush and clinically can be plaque free. ’ ’ 

This raises two important questions. In clinical studies are we 

scoring all plaque associated with the tooth surfaces? Are the 

results of studies in which the subjects are dental students 

applicable to the general population?

The plaque score index is the result of the visual obser

vation of plaque associated with the tooth or teeth being scored. 

It is now felt that the parameters in a plaque study should have 

a more complex scoring system to obtain more precise information. 

Using the OHI-S did not take into account that a single isolated

area of plaque accumulation at the gingival margin counted the
52

same as a thick, narrow band of plaque in that area. An index
58

system such as the RHP (Personal Hygiene Performance) which 

divides the tooth up into multiple small areas would have provided 

a better indication of patient improvement than on the OHI-S 

system.

It was also observed during the course of this study that

interproximal bleeding occurred but with the OHI-S method the

interproximal findings could not be documented. The interproximal

area is the most common area in the mouth for periodontal disease

to occur^’̂  and chronic inflammation is the most common cause
61

of abnormal gingival bleeding. Ulceration may result from the
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bacterial toxins originating in the dental plaque which initiate

the deterioration of the epithelial layer of the gingival sulcus

lining. Subsequently inflammatory progression of periodontal 
62

disease occurs. Ulcerated sulcular epithelium, the initial

stage of periodontal disease, will not show in a roentgenograph,

nor, in most cases, will the patient report bleeding gums.

Usually, bleeding from the gingival sulcus will not be observed
63

even by the dentist, unless the tissue is stimulated. Just

as a dental explorer is routinely used to detect caries, sim

ilarly a periodontal probe should be routinely used to detect 

periodontal disease. Bleeding on probing would be one indication 

of a disease process and/or plaque in the sulcus area. The G.I. 

(Gingival Index)® takes gingival discoloration and sulcular 

bleeding tendencies into account when being scored. The combin

ation of a plaque and a gingival index, both of which are precise 

enough for gaining the necessary data yet uncomplicated enough 

for easy use and reproduceability, are necessary for a thorough 

evaluation in any study.

The second question challenges the validity of extra

polating the results or conclusions derived from studies on 

dental students directly to the general population. The results 

of this study indicate that dental students are not directly com

parable to the general population. The problem is that dental 

students are probably more adept with their hands than the



63

average person. For this reason, they will probably be more 

successful in any maneuver requiring dexterity. Dental students 

will also be more motivated in a situation involving dental 

research. This motivation may result from pure interest in 

the situation or, it may be an assumed or real pressure from 

their dental superiors. Most probably it would be a combination 

of the two. Since the dental student's dexterity and motivation 

would be absent in the great majority of the general population, 

this would consequently invalidate studies pertaining to plaque 

removal where dexterity and motivation are key factors.

Several of the sessions in which the students began intro

ducing the patients to plaque control by explaining plaque 

control procedures and rationale, disclosing the patient's 

plaque, and scoring the plaque, were performed in the student 

lounge on comfortable chairs. These sessions were initiated in 

the student lounge because there was a problem scheduling chairs 

in the clinic. Rather than cancel the patients, it was decided 

to use the lounge area, which was used for six sessions. The 

room was approximately 20' x 30', allowing ten students to work 

at a time. The patient and student faced each other beside a 

small table (FIGURE 9). It appears to work very well. The 

impression is that after the students got over the initial shock 

of this strange environment, they could actually perform some 

phase of dentistry without seating patients in a dental chair.
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The patients seemed much more at ease in these surroundings from 

the beginning. It was a more relaxed atmosphere than when they 

sat in the dental clinic. There seemed to be an easier flow 

between patient and student. The need to use a dental chair for 

plaque control instructions is seriously questioned by this inves

tigator. An informal, adequately lighted room, as described in 
. i „ 19,21
the liuerature, separated from the noise and distractions 

of a clinic environment appears to function successfully in a 

dental school. This also relieves the demand for clinic dental 

units.

Questions asked at recall, such as frequency of toothbrushing 

and flossing, were included as part of an overall attempt at 

complete treatment of the patients. The patient response to 

these questions indicates more extensive study in these areas is 

necessary as a further evolution of this multi-session method 

of plaque control.
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The purpose of this research was to determine the effective

ness of a multi-session plaque control program in The Creighton 

Dental School Clinic using materials already available to the 

dental profession.

Fifty sophomore dental students were evaluated for plaque 

accumulation prior to instruction in the multi-session plaque 

control program. Twenty-three were evaluated again ten months 

after the instruction period and their Simplified Oral Hygiene 

Index (OHI-S, modified) scores at that time were compared to 

their initial scores.

One-hundred and nineteen clinic patients entered the 

program, ofiwhich 105 completed the initial experimental plaque 

control phase. Eighty-six returned for either a three or a six- 

month recall. The patient instructive phase was a multi-session 

(2-5 visits) program for instructions in oral hygiene. Mo other 

dental treatment, except emergency care, was performed during 

this period. Modified OHI-S scorings were obtained on the 

patients at the initial session and the final session. At a 

three or a six-month recall, these patients were also scored for 

plaque accumulation.

Emphasis was placed on the philosophy that plaque control did 

not terminate when the patient was released from the control 

program. Rather a continuing effort should be exerted to rein

force plaque control throughout all phases of clinical treatment.
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Utilization of this technique coupled with the fact that the 

course of clinical treatment in a dental school is prolonged, 

gives ample opportunity for continued reinforcement and motiva

tion for plaque control.

In this study there was a marked decline in plaque scores 

of both dental students and clinic patients after a multi- 

session plaque control program. These declines are highly 

statistically significant and remain in effect for up to six 

months for clinic patients or ten months for dental students. 

Further, comparison of initial plaque scores of dental students 

and general clinic patients indicates that these two groups 

are not truly equatable for experimental purposes. These initial 

scores are significantly different.

The need to use a dental chair for plaque control instruc

tions is seriously questioned by this investigator. An informal, 

adequately lighted room separated from the noise and dis

tractions of a clinic environment appears to function successfully 

in a dental school. This has the added benefit of relieving the 

demand for clinic dental units.

It is evident that a multi-session plaque control program is 

effective in The Creighton Dental School Clinic. The results of 

this study indicate that the effects achieved during the instruc

tional phase of the program continue for up to six months and 

would, therefore, be a clinically significant contribution to 

reduce oral disease.
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THE EFFECTIVENESS OF A MULTI-SESSION PLAQUE CONTROL 

PROGRAM IN THE CREIGHTON DENTAL SCHOOL CLINIC 

Charles H. Kresch, D.D.S.

Creighton University School of Dentistry 
Omaha, Nebraska

The purpose of the present study was to determine the 

effectiveness of a multi-session plaque control program in The 

Creighton Dental School Clinic. Fifty dental students and 105 

clinic patients were scored by the Modified Simplified Oral 

Hygiene Index (OHI-S) system prior to the program. The patients 

were again scored for plaque accumulation at the finish of 

instructions and at recall, while the students were scored only 

at recal1.

The dental students had an initial mean score of 0.86 j^0.27 

and a recall mean score of 0.38 +0.28. The clinic patients had 

an initial mean score of 1.37 +0.43. Their finish mean score 

of 0.77 +0.33 remained essentially the same up to six months.

All post-instruction scores were significantly different from 

initial scores. Comparison of dental student initial plaque 

score and clinic patient initial plaque score indicated that 

these two groups were significantly different from each other.

This study indicates that a multi-session plaque control 

program is effective and that this program is clinically useful.
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