Slide 2 : what is different in caries in elderly patients is the presence of recession and root exposure which lead to the development of new category of caries which is root caries , and we know that the bacteria which is associated with root caries is different.
Now how to manage it ?  there is a lot of debate in the literature about management of caries in the elderly patients , do we treat , do we just try to prevent ?
The evidence based recently is that we try to prevent rather than to treat, which means if we have established root caries we try to reverse it  or to arrest it. And if there where occlusal pits we also try to reverse the process through specific regimens   by using chlorhexidine , sodium fluoride rinses and applications . however after following a preventive regimen for 6 months  and only after 6 months if cavitated lesions still there then we decide to treat.
So the idea here is not to harry up and do restoration that probably would not be needed if we following some preventive measures  .
Slide 3 : caries risk assessment means that with all the etiological factors controlled what is the possibility of developing new carious lesions .
Slide 4 : this table is very important , the factors are listed in the middle , and depending  each factor we classify the patients into low risk at the right side and high risk at the left side. 
Of course any diet that is rich in fermentable carbohydrates make the patient at high risk , also high frequency of intake between the meals make the patient at high risk  , in addition to the plaque  amount  and nature,  larger amount of plaque make the patient more prone to caries ,thick saliva with low flow rate or patients with dry mouth , or presence of large amount  of specific type of bacteria like sreptococcus and lactinobacilli  also make the patient more prone to caries,   the lower socioeconomic status and lower dental IQ makes the patient at high risk as well , the most important indicator is the past disease experience ,when the patient  had history of caries we expect that it will continue as he gets older , and for the attendance pattern , if the patient comes irregularly to the dentist we expect him to be at high risk ,also the infrequent use of fluoride and chlorhexidine  , if the patient isn’t drinking fluoridated water he will develop high caries risk , medical history xerostomia caused by medications for hypertension and  depression ,in addition to other factors for example the patient s with  partial dentures have more caries risk than the patients with bridges. so if an elderly patients comes to you and they have  just a couple of missing teeth on each side and it was an option to do fixed work rather than removable and they can afford it, we definitely go for the fixed work because in the future as they get more elderly the possibility of having caries around the fixed work is less than that around the removable. 
So to assess the caries risk for certain patient we sum all the factors that make him at low risk, and sum all the factors that make him at high risk , the higher summation will put the patient in one category if they were equal so the patient is at moderate risk.
Slide 5 : how to deal with high risk patient . 
here what the doctor meant by the application of chlorhexidine , is the in office application of chlorhexidine gel.
Slide 7 :
Here we are going to forget about applying chlorhexidine and no need to take baseline photograph although it still favorable but we don’t do it.
The dr mentioned the use of chlorhexidine as a part of the regimen when lesions progress or new lesions arise.
Slide 8 :
Here at the follow up we look for any white lesions and we take bitewings to check for interproximal lesions.

 ** Recently there is a new debate in the literature about secondary or recurrent caries, is it secondary or it’s residual caries that we didn’t clean perfectly during our cavity preparation  or it’s a new lesion that progress adjacent to the old restoration .
The idea here is that we don’t need to replace any restoration just because we think that the margins isn’t perfect. We talk about the elderly .
For example if we have a crown and there is slight overhang in it’s margin unless we catch caries or see any sign of pathology on a a radiograph we don’t harry up and replace it. 
And that’s what we mean by restorative cycle of staircase that is mentioned in slide 9 : the lesion starts as small cavity we restore it , then after few years class 1turns into class 2 then few years later the tooth will need endodontic treatment then it may need post build up and crown then extraction then implant so it’s not a cycle anymore  because we aren’t  removing old restoration and replace it , but we are actually  going down the stairs till we completely lose the tooth.
That’s because when we replace any filling definitely we are taking more of the tooth structure no matter how conservative we were  , so the idea is trying to conserve tooth structure by not replacing any filling that we think it might be defective.
Slid 11 :
Non caries lesions as we know are erosion attrition and  abrasion , It’s anything that causes tooth surface loss other than caries. 
Slide 12 :
If we notice that the patient is having a lot of erosions or attritions or abrasions the first thing to do is to make a study casts then after 6 months the patient comes back we make another set of study cast and we compare . 
Once the diagnosis is made and we know that cause of abrasion for example is the way the patient is using his tooth brush , or the cause of attrition is bruxism or the cause of  erosion is gastric problem, once we reached the proper diagnosis the management will be mainly preventive .
Slide 13 :
A lot of old patients that comes to our clinics we notice that they have abfraction or class 5 like lesions and we usually harry to put composite or glass ionomer , but in reality we shouldn’t . if the patient isn’t complaining of sensitivity or esthetics definitely we don’t put composite because we will enter that restorative staircase.
Slide 14 :
In a attrition  cases when we notice deterioration we construct them a stabilization splint (occlusal splint / night guard ) to prevent further attrition of teeth plus it can be used as diagnostic aid .
We all know that at centric relation we should have even contacts bilaterally , basically only the functional tips of the cusps should be touching .on lateral movement only the canines , and on protrusive movement only the anterior teeth. No non working interferences.
We use facebow record to register relation between the maxilla and the base of skull or the hinge axis, it’s important in splint construction because in splint we are going to raise the vertical dimension and the only way to make sure that we reproduced the arc of movement or the arc of opening and closing is to use facebow record and of course semi adjustable articulator. 
For sure we are talking about hard splints not soft ones .
Now there is classification called turners classification for tooth wear according to aggressiveness of tooth loss there is some patients that have attrition to the degree that pulp is exposed so these patient we can’t just leave and  do prevention .we need to do full mouth rehabilition foe them and in order to do that we need to raise the vertical dimension  by how much here we use stabilization splints as diagnostic aid to make sure that the patient can tolerate.

 


