In today’s lab we’ll discuss Caries..

1) A patient showing his posterior teeth, the lower molars having discoloration on the occlusal surface.
Diagnosis: Pits and fissures caries.

They’re the most destructive type of caries ;

                             -Enamel over them is very thin so it gets easily to the                    underlying dentine.

                              - Base toward the dentine—Early involvement of the dentine.

**How to confer your diagnosis? –if it’s caries or a discoloration only-

-Radiographs. But in case of the superficial caries they’re of no use since there’s no radiolucency in the early stages.

-Probe. But it can cause cavitation to the surface zone but some dentists use a blunt end probe for examination.
Till now there’s no universal method for detecting caries.

2) Smooth Surface Caries (Interproximal)
In early stages you’ll find a white spot below the contact point gingivally mainly in the anteriors.

In the posteriors we use bite wing radiographs.

      A blunt probe may be used with gentle pressure.
      If the caries got to the dentine the lesion will appear blue; because the undermined enamel is filled with air.

3) A patient showing his upper and lower permenant teeth -( there’s gingival recession and black spots on the cervical 3rd of the root

Diagnosis: Root / Cemental Caries.

Characteristics of Root caries: -Elderly patients mainly.

                                                   -caused by Actinomyces.
                                                   -Saucer-shaped and shallow

                                                   -Spread is laterally and surrounding the root since the     

                                                    cementum is aligned in layers around the root. 
4)Recurrent Caries

At the margins of the restoration you‘ll find discoloration caused by micro leakage it may be recurrent caries or just a discoloration.. you can confer it by the use of radiographs.
The radiograph is showing radiolucency underneath the restoration –so now we’re sure that its caries not a discoloration.. Now There are two options:

-Either you didn’t remove all the caries and left some of them (the radiograph taken after the restoration and it showed radiolucency) ( Residual caries.
-Or you’ve removed all the caries and a radiograph after the restoration that didn’t show radiolucency, but after a period of time you took another one and it did show radiolucency ( Recurrent caries.

5) All the primary teeth and the erupted pemenant first molar are destructively carious  ( Rampent / Acute caries.
 Its seen on all the teeth and on all sides even the unusual ones –like incisal edges-
Its mainly due to habits : in shildren where they drink sweetened milk and sleep after
It ,, so allthe night there will be demineralization.
In adults – like bad oral hygiene or the saliva composition

In children since the pulp chamber is wide there will be early involvement of the pulp.

6)Arrested caries, the Remeniralization process is more than the demineralization so the progression of the caries is arrested it appears dark and hard

It may be due to change in oral hygiene habits or the carbohydrates intake.

They may get back to a carious lesion when the demineralization progress more than the demineralization.

Their clinical significance is mainly aesthetic if its on incisor or if its on a posterior unseen tooth you can leave it untreated.

Zones of enamel caries:

a. translucent zone(if rampant caries this zone would be larger.
b. dark zone

c. body of the lesion 
d. surface zone

if the caries got to dentine the only present layer will be the body of the lesion extending from the surface to the dentine.

-if you have a tooth that contains an extremely small carious lesion, would you restore the tooth? Or apply the dental measures by improving the oral hygiene? 
The radiograph is showing that there’s radiolucency in enamel ONLY.

The question that you have always to ask your self is: Does this tooth need a cavity preparation? RCT? Or just improving the oral hygiene

The doctor’s answer was since the lesion isn’t very deep we just give the patient some advices and follow-up with the patient.

-How radiographs can tell you if you have to do a cavity preparation or not? –esp. In interproximal caries-

**Only within enamel( its still reversible so no need for a cavity preparation

** < ½ in dentine( 40%-80% there’s cavitation.

** > ½ in dentine ( 100% cavitated.

Dentinal Zones: 

Zone of fatty degeneration ((Not seen in ground section since its soft cells)

Zone of Sclerosis

Zone of Demineralization

Zone of Bacterial invasion

Zone of Destruction

The first zone to be formed is Zone of Demineralization.. when the acids get to the dentine demineralization occur then the irritants will get to the odontoblasts and they’ll form the fatty degeneration and sclerosis zones, then the bacteria is back to the demineralization zone and it will be zone of bacterial invasion then the zone of destruction will be formed.
When doing a cavity preparation for dentine we remove the soft layers which are the destruction and invasion layers and leave the hard dentine.

But if the cavity is really deep and you’re afraid of pulp exposure we only remove zone of destruction which is very soft and can be removed by an excavator and pt of bacterial invasion which is a little bit harder than the destruction –but still soft- and can be removed by a bur.. we leave pt of it.

So we left pt of bacterial invasiom and demineralization and app;y a good seal with a temporary restoration then do a permenant one after 6 months.

The last thing that the doctor has mentioned thae difference between liqifactive foci and transverse cleft is that the multiplying bacteria in the transverse cleft is out where in the liquifactive foci it’s inside it.

Best of luck all (
