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CORONAL POLISH

Clock Hours:


Lecture/Demonstration



3 hours


Laboratory/Clinical




3 hours laboratory









8 hours clinical


Written Examination



          30 minutes

Final Practical Examination:
For the convenience of both students and examiners, it is suggested that the final exam for this course be offered concurrently with the final exam for pit and fissure sealant.  By doing, so, it will be necessary to obtain only one patient.

Course Description:

The primary objective of this course is to provide dental assistants with the background knowledge and clinical experience in coronal polishing to enable them to perform this procedure in a practice setting.  Upon successful completion of this course, the students will receive a certificate of completion/recognition indicating competency in performing this procedure.

Required Text:

Coronal Polish, a self-study module developed by Carole Kawamura, RDH, MEd.; Idaho State University; 1991, and edited and revised by Anita Herzog, RDH,  MEd; Idaho Sate University 2004.

Supplemental Text:

Robinson, Debi., MS. Ehrlich and Torres Essentials of Dental Assisting, 3rd ed.

Philadelphia:  W.B. Saunders Company, 2001. (ISBN: 0-7216-8863-2)

Course Requirements:

For successful completion of this course, each participant must complete the following requirements:

1. Attend all class, laboratory and clinic sessions.

2. Polish on a dentoform in the laboratory setting.

3. Polish on a clinic partner and a patient who is not a course participant.

4. Achieve a minimum of 85% on a written examination.

5. Successfully complete the final practical examination to receive a certificate of completion/recognition to perform this function.

6. Materials to be supplied by the student:

a. slow speed dental handpiece

b. prophylaxis/right angle

c. rubber polishing cups

d. bristle brushes 

e. polishing paste

f. cotton swabs

g. disclosing solution

h. dental tape

i. dental floss

j. finishing strips

Objectives :


Following completion of lecture and laboratory/clinical activities the student will be able to:

1. Explain the Idaho regulation with regard to coronal polish for dental assistants.

2. Explain the rationale for selective polishing vs. polishing the entire dentition.

3. Recognize when modification or deferment of coronal polish is indicated.

4. Recognize situations where skills and training beyond personal ability are required and request assistance as needed.

5. List the armamentarium required to perform coronal polish.

6. Explain the function of each component of the armamentarium.

7. Evaluate the patient’s mouth and determine the appropriate polishing agent for the coronal polish procedure.

8. Explain aseptic technique as it applies to this procedure.

9. Explain the technique for polishing with motor driven instruments and auxiliary polishing aids.

10. Explain why a secure grasp and stable fulcrum are necessary for this procedure and describe how to establish them. Explain the uses of the mouth mirror when coronal polishing.

11. Evaluate procedure and the final product to determine whether it meets the criteria for acceptability.

12. Maintain armamentarium and treatment area as required.

Procedure:

1. Read self-study module, Coronal Polish.

2. Answer study questions in the module.

CORONAL POLISHING

PIT AND FISSURE SEALANTS

PERMISSION SLIP

This is to verify that I examined _____________________________________________








(patient name)

on ________________________ and diagnosed the treatment approved below.  I give my



(date)

permission for this patient to receive coronal polishing and /or pit and fissure sealants as 

part of the Statewide Expanded Functions for Dental Assistants certification program.

· Coronal polish (check here if hard deposits have been removed and treatment is approved)

· Pit and Fissure Sealants (check here if teeth were radiographically and clinically examined and treatment is approved)

Please list tooth/teeth approved for sealants:

__________

__________

__________

__________

__________

__________

__________

__________

__________

__________





Dentist Signature____________________________





Date______________________________________

According to Idaho State law, the application of pit and fissure sealants and coronal polishing are procedures that must be diagnosed by a dentist.  Patients receiving treatment in this program must receive permission from his/her family dentist before the procedure(s) can be performed.  Return this form to the course instructor.

INTRODUCTION


This course is designed for currently employed assistants to provide them with the knowledge and skills necessary to perform, under direct supervision, the expanded function of coronal polish as provided for in the Rules of the Idaho State Board of Dentistry. Rule 35, Dental Assistants- Practice.

01. Prohibited Duties. Subject to other applicable provisions of these rules and of the Act, dental assistants are hereby prohibited from performing any of the activities specified below.

f. The following expanded functions unless authorized by a Certificate of Registration or certificate or diploma of course completion issued by an approved teaching entity:

(v)
Coronal polishing, unless authorized by a Certificate of Registration;

this refers to the technique of removing soft substances from the teeth with pumice or other such abrasive substances with a rubber cup or brush.  This in no way authorizes the mechanical removal of calculus nor is it to be considered a complete prophylaxis.  This technique (coronal polish) would be applicable only after examination by a dentist and removal of calculus by a dentist or dental hygienist.”


Therefore, this course presents the knowledge and skills necessary for coronal polish using a rubber cup and bristle brush and does not present the techniques for coronal polish using any air abrasive polishing device such as the Prophy Jet.

CORONAL POLISH

Definitions:


Coronal or traditional polishing: the use of a polishing agent on the crowns and root surfaces of teeth to remove bacterial plaque and extrinsic stains.  All teeth are polished in traditional polishing.

Selective polishing: the targeted removal of extrinsic stains from the surfaces of the teeth after instrumentation; other teeth are left unpolished.  Stain removal is for aesthetic reasons only.

Goal of Selective Polishing:


Selective polishing seeks to remove any targeted extrinsic stain after instrumentation and to remove soft deposit with minimum trauma to the hard or soft tissues with minimum discomfort to the patient.  Again, only teeth with extrinsic stain are polished.
Rationale:


Polishing has traditionally been viewed as the finishing procedure of the oral prophylaxis. Since the early 1980’s, the concept of selective polishing of teeth exhibiting stain, rather than routine polishing of all the teeth has been discussed.  The rationale for selective polishing is partly to ensure that the patient realizes his or her role in maintaining oral cleanliness because the patient has the major responsibility for plaque removal. Additionally, selective polishing minimizes polishing away the fluoride-rich outer layer of enamel.
In fact, three times more surface enamel is lost polishing on a demineralized surface compared to polishing on intact enamel.  Routine polishing of all tooth surfaces has also become questionable because studies have shown polishing does not improve the uptake of professionally applied fluoride, and polishing with abrasive agents changes the shape of the teeth after several years of routine care.


The main purpose of coronal polish under this new concept is for removal of stain that cannot be removed by the patient.


Your own office philosophy regarding coronal polishing should be determined.  Should the office decide to follow the concept of selective polishing, it is wise to share with the patient the purpose for polishing, the effect of repeated polishing on the teeth, the rate of reformation of plaque in the teeth after polishing, and how the patient can participate in ongoing prevention of dental disease.  A discussion of these concepts is recommended because many patients have previously learned that coronal polishing is a necessary part of a complete oral prophylaxis for the maintenance of “healthy gums.”

Scope of the Module:

This module is a pre-laboratory and pre-clinical exercise that will provide you with the basic knowledge necessary to prepare you for laboratory practice and then clinical practice in coronal polish procedures.  One laboratory exercise is included in this module to enhance understanding of the principles and procedures of coronal polishing.  This laboratory practice will include coronal polishing of all surfaces of all the teeth in order to develop the skill necessary to coronal polish all teeth in all areas of the mouth.


The polishing method described includes all the basic techniques required to accomplish a satisfactory coronal polish except for the procedures required for polishing removable dental appliances.

LEGAL AND ETHICAL CONSIDERATIONS


Each state has a dental practice act which regulates the practice of dentistry in that state.  The law differs as to who may perform which types of dental procedures including the coronal polish procedure.  It is the responsibility of each dental auxiliary to be aware of and abide by the governing regulations of the state in which they practice.

Idaho State Dental Practice Act:


As of July 1, 1989, the Regulations of the Idaho State Board of Dentistry were amended to include polishing of coronal surfaces of the teeth and application of pit and fissure sealants by dental assistants who have successfully completed courses, which have been approved by the Idaho State Board of Dentistry.


A dental assistant is defined by the Idaho Code as a person who need not be licensed, but who is regularly employed by a dentist at his office, who works under the dentist’s direct supervision, and is adequately trained and qualified according to the standards established by the Board to perform the dental services permitted to be performed by assistants by this Chapter and applicable rules of the Board.


The role of the Idaho State Board of Dentistry is to assure the public health, safety and welfare in the State of Idaho by the licensure and regulation of dentists and dental hygienists.

The student should be aware that this module does not include the techniques for removal of hard deposits (i.e., calculus) from the tooth surface.  Calculus removal is a highly technical procedure which requires extensive training.  Also, the Rules of the Idaho State Board of Dentistry prohibits assistants from performing “any oral prophylaxis.”  The law specifically forbids an assistant from performing a prophylaxis—this must be done by a licensed dentist or a licensed hygienist.  (Rule 35, 01., e.) The coronal polish includes only polishing techniques for removing extrinsic dental stains which are not incorporated within hard deposits and soft deposits from the clinical crowns of teeth.  Coronal polish is to be accomplished only after complete removal of all hard deposits by a qualified person.  Should you find any hard deposits remaining on the teeth while you are performing the coronal polish, it is your responsibility to see that they are removed by a qualified person.


This module only presents the technique for coronal polishing with a prophylaxis angle using a rubber cup or bristle brush as specified in the Regulations of the Idaho State Board of Dentistry, Rule 35, 01., f, v.  It does not include the technique of air abrasive air-powder polishing, as this technique has not been approved as a function which may be performed by a dental assistant.

Ethics:


The law requires formal training and education before one can perform this procedure.  It is also the moral and ethical responsibility of every auxiliary performing coronal polishing to sufficiently prepare himself/herself to be able to perform at a high standard.


The patient’s health and safety are your responsibility when performing this procedure.  If an emergency arises or if diagnostic decisions are necessary during treatment, request immediate assistance from the dentist/supervisor.


It is also your responsibility to request assistance or consultation from a more qualified individual when the procedure requires skills or training beyond your level of competency (as when calculus is present and you are not legally qualified to remove it).

PATIENT CARE


There are some important factors which should be considered when performing a coronal polish for a patient.  This section addresses those factors.

Evaluation of the Patient’s Condition:


Evaluation of the patient’s medical, dental and psychological condition prior to, during, and following the coronal polish is an important aspect of the coronal polish procedure.  It will assist you with making appropriate clinical decisions about the care and service you provide for the patient.


Prior to patient care it is important to explain the rationale for polishing and the dental office’s philosophy on coronal or selective polishing.  Discuss the sequence of procedures and address any concerns the patient may have.


Before beginning the coronal polish, determine whether the patient’s oral and medical conditions have been evaluated by another qualified person and briefly review the findings with him/her to familiarize yourself with any conditions requiring special care.  If the patient has not been previously evaluated, you should review the medical/dental history with the patient, assess his/her current psychological state, and perform an oral examination to determine whether any conditions exist which might contra-indicate or modify your procedures.  After a thorough discussion of the procedure, obtain written consent prior to beginning the procedure.


It is suggested that coronal polishing should be postponed or is contraindicated in the following situations: 

1. No unsightly stain is present; the principle of selective polishing is not to polish unless necessary; when stain is present on specific tooth surfaces, polishing can be applied to selected areas without having to cover all the teeth in a generalized procedure.

2. When a patient is at increased risk for dental caries; such as rampant caries (nursing bottle caries, root surface caries), presence of thin enamel (amelogenesis imperfecta), areas of demineralization, and the presence of xerostomia (dry mouth).

3. Patients with respiratory problems.

4. In areas of hypersensitivity. 

5. Newly erupted teeth.

6.    When instruction for personal plaque removal has not yet been given or the patient has not demonstrated adequate plaque control.
7.
When gingival tissues are soft and spongy and bleed readily upon brushing or gentle instrumentation.

8.
Immediately following deep subgingival scaling, root planning, or soft tissue curettage.

9.  When the patient exhibits kerostomia.


The medical/dental conditions which might contra-indicate coronal polish procedures are the same as those which contra-indicate other types of general dental procedures.  It is expected that you are already familiar with the implications of findings from the medical/dental history and oral inspection as they relate to providing dental care.  If not, review this information before attempting this procedure for clinical patients.


Consult with your instructor or the supervising dentist if you have questions concerning the advisability of performing coronal polish procedures on a particular patient.

Conditions Requiring Modification in Technique/Procedure:

When instruction for personal plaque removal has not yet been given or the patient has not demonstrated adequate plaque control, postponement of polishing is indicated.

When the gingiva tissues are soft and spongy and bleed readily upon brushing or gentle instrumentation; and, immediately following deep subgingiva scaling, root planing or soft tissue curettage the procedure should be postponed.  


Herpes simplex (cold sores) are readily transmissible, therefore, contraindicate performance of the coronal polish procedures.  When herpes are present, the coronal polish should be deferred until the lesions have healed.

Allergies may indicate the need to substitute another product for one you normally use.  Fortunately, allergies to most of the commonly used products for coronal polish are fairly unusual.  The products of concern for allergies are specific ingredients contained in disclosing solutions, lip lubricant, or polishing agent.

Coronal polish procedures may aggravate ulcerations and/or wounds of the lips and intraoral tissues and highly inflamed or traumatized gingiva thereby complicating the healing process.  When these conditions are present, it is best to postpone coronal polishing until healing takes place.  If the lesions are small or are located in an area that will not be disturbed, you may proceed with coronal polishing.  Lip wounds may be covered with a light coating of lubricant to protect them.

Hand pressure applied to the tooth with a rapidly moving rubber cup or brush can produce heat to the tooth causing pain and discomfort for the patient, particularly if he/she has hypersensitive teeth.  In fact, hypersensitive teeth require slight modification in the coronal polish procedure.  The pain resulting from a hypersensitive area is very sharp and extremely uncomfortable. Consequently, areas of hypersensitivity should be avoided with the rubber cup and abrasive agent.  Use of the rubber cup and abrasive agent is contraindicated because hypersensitivity is the result of exposed dentinal tubules due to minimal or lack of cementum or enamel.  Use of an abrasive agent further reduces the amount of cementum or enamel.  Stain and/or plaque in these areas need to be removed but should be removed through scaling or toothbrushing as indicated.  Local anesthesia may be required to perform the scaling.  The plaque may be removed by scaling or by toothbrushing.  Use of compressed air to dry the teeth should be avoided in areas of hypersensitivity.  A gauze wipe, cotton roll, cotton swab, or cotton pellets may be used instead.  Use only lukewarm water for rinsing.  Avoid positioning the vacuum tip or saliva ejector close to the sensitive teeth as they may also cause discomfort due to temperature change.

When green stain due to chromogenic bacteria is present, it requires slight alteration of the polishing procedure.  Enamel underneath green stain is frequently decalcified making it easy to burnish the stain into the enamel if only a rubber cup and polishing agent are used.  When green stain is present, a solution of 3% hydrogen peroxide diluted in an equal amount of water should be prepared in a dappen dish.  

Apply the solution to the stained areas with a cotton swab.  Leave the solution in place for 20-30 seconds, then rinse thoroughly. The peroxide should remove most of the stain. Use the rubber cup and polishing agent as you would normally, if any deposit remains.  


Try to avoid applying peroxide on the gingiva in order to minimize tissue irritation.  The peroxide may make the gingiva tingle slightly so you should forewarn the patient that this may occur.


Orthodontic and other fixed appliances or temporary restorations may require alteration of normal procedures.  Consult your instructor, or the supervising dentist for specific procedures to be followed for each situation.

Patient Preparation:


Before the coronal polish procedure is begun, the patient should be physically and psychologically prepared for the procedure.  The patient should be seated comfortably.  A patient bib should be placed to protect clothing. Full and partial dentures should be removed and placed in a container with water or mouthwash until they can be polished.  The lips should be lubricated to keep them from drying out and to prevent them from becoming stained when applying disclosing solution. Protective eyewear should be provided for the patient to protect their eyes from splattering debris.  At the completion of polishing, all polishing debris must be removed from the patient’s mouth, face, hair and clothes before he/she is dismissed.


The patient should be prepared psychologically for the procedure by informing him/her of what you think he/she might want to know about the procedure.  The information given will vary for each individual but will generally include:

1. The reasons for doing a coronal polish;

2. The sequence of procedures to be performed; and,

3. A description of any sensation the patient might experience during the procedure.

4. Any patient concerns.

Chart Entry:


For legal documentation, the coronal polish must be recorded completely and accurately in the patient’s record.  The entry should be in ink, dated and signed by the person who performed the procedure.  A description of any additional procedures performed at the appointment should also be included in the chart entry.  

Summary

1. Review all the patient assessment data (medical/dental history, oral examination, psychological condition) before performing the coronal polish procedure.

2. Contra-indications for coronal polish should be identified.

3. Conditions which require modification in coronal polish technique and procedures include:

a. Herpes simplex

b. Allergies

c. Ulcerations or other wounds of the lips or intra-oral tissues

d. Highly inflamed or traumatized gingiva

e. Hypersensitive teeth

f. Presence of green stain

g. Orthodontic and other fixed appliances

h. Temporary restorations 

4. The patient should be prepared both physically and psychologically for the coronal polish procedure.

5. Accurate chart entry for coronal polish should be made.

IDENTIFICATION OF DEPOSITS PRIOR TO CORONAL POLISH


It is very important to evaluate the deposits present before beginning the coronal polish.  You should determine whether the stain can be removed.  If it can be removed, determine if removal can be accomplished by coronal polishing procedures or if it requires scaling.


If stain is present it must be determined if it is removable.  A removable stain is called extrinsic, meaning it is on the outside surface of the tooth.  There are four common types of extrinsic stain:  1) green stain; 2) black line stain; 3) tobacco stain; 4) yellow stain.


Intrinsic stain, or stain within the tooth, cannot be removed by any polishing technique.  Three types of intrinsic stain are:  1) tetracycline stain; 2) dental fluarosis; 3) amelogensis imperfecta.


You must also determine the presence of supramarginal calculus as polishing a tooth surface with calculus will burnish the calculus making it more difficult to detect and remove.


Soft deposits should also be identified so they can be effectively removed. If  selectively polishing, identify the areas to assist the patient with plaque removal using the appropriate cleansing device. 

INTRODUCTION


On completion of this module, you should be able to perform a coronal polish which will render the tooth surface free of stains and soft deposits with minimal trauma to the patient’s hard and soft tissues.

ARMAMENTARIUM

The armamentarium required for this procedure is listed below. It should be placed on a clean instrument tray and kept covered or placed in a clean storage area until ready for use. The items left-to-right correspond with the numbered items in the list below and in the diagram on the next page.

1. Tray with tray cover

2. Mouth mirror

3. Explorer

4. 12-18” piece of dental floss

5. Dappen dish containing disclosing solution 

6. 2 x 2 gauze sponges (3-5 should be sufficient)

7. Cotton tip applicators (2)

8. Finger cup containing wet abrasive agent or commercially prepared abrasive agent

9. Rubber prophylaxis cup

10. Prophylaxis brush

11. Prophylaxis angle

13. Saliva ejector or vacuum tip

14. Handpiece

15. Patient bib and chain

16. Dental tape

17. Lip lubricant  (i.e., vaseline)

18. *Bridge /floss threaders

19. *Abrasive polishing strips

20. *Hydrogen peroxide



*Required only for specific patient conditions. 


Following is an explanation of each component of the armamentarium for coronal polishing (see the diagram on page 17). 

1. Tray with tray cover
2. Mouth mirror

3. Explorer

4. 12-18” piece of dental floss

5. Dappen dish containing disclosing solution

6. 2 x 2 gauze sponges (3-5 should be sufficient)

7. Cotton swabs (2)

8. Finger cup containing wet abrasive agent or commercially prepared abrasive agent

9. Rubber prophylaxis cup

10. Prophylaxis brush

11. Prophylaxis angle

12. Saliva ejector or vacuum tip

13. Handpiece

14. Patient bib and chain

15. Dental tape

16. Lip lubricant (i.e., Vaseline)

17. *Bridge/floss threaders

18. *Abrasive polishing strips

19. *Hydrogen peroxide

*Required only for specific patient conditions.
[image: image1.wmf]

The mouth mirror is used for retraction of the lip, tongue, or cheek, indirect vision, and to reflect light onto the working (operative) area.  A front surface mirror will generally provide a clearer image. It should be sterilized before and after use. 


The explorer is used to check the tooth surface prior to polishing. It helps to determine if stains present are intrinsic, extrinsic or attached to calcified deposits and to determine whether all deposits have been completely removed. It should have a fine, flexible tip which allows maximum tactile sensitivity. It should be sterilized before and after use. 


The handpiece is used to hold the prophylaxis angle with its various rotary attachments. It is attached to the dental unit before beginning the polishing procedure. 

A handpiece which runs at a relatively slow speed is recommended. The speed of the handpiece is critical for minimizing frictional heat and ensuring effective polishing. The handpiece should be operated at the slowest speed possible that moves the prophylaxis cup or brush against the tooth without stalling. Sound also provides a clue for determining whether a cup is rotating too rapidly. A high whine or whistle in the handpiece usually indicates excessive speed. Some handpieces have an adjustable speed changer with ultra/high and low speed settings. This should be set at the slowest speed. Review the instructions for the handpiece you have if you are in doubt about its operation.  An ultra or high speed handpiece should not be used for polishing teeth.


The handpiece must be carefully cleaned and lubricated according to the manufacturer’s directions. Use of an autoclavable handpiece is mandatory and it must be sterilized before and after use. Use of a non-sterilizable handpiece is not recommended.


The prophylaxis angle is the attachment for the handpiece to which the rubber cup or the prophylaxis brush is attached. It is often referred to as a prophy angle or right angle. The prophy angle may be a right angle screw-on variety or a right angle snap-on variety. The screw-on type prophy angle has a threaded hole into which the attachments are placed. The snap-on type prophy angle has a small button-shaped protrusion at the head on which the polishing attachments are placed. If desired, a button-shaped adaptor may be screwed into the screw-type prophy angle head so that snap-on polishing attachments may be used. When selecting the attachments for the prophy angle, be sure to select those designed to fit the chosen prophy angle.


If using screw-on attachments, be sure the rotation of the handpiece is adjusted so the polishing attachments (i.e., cups and brushes) rotate in the direction that will keep them on rather than screw them off. 


As stated previously, the prophy angle must be carefully cleaned and lubricated according to the manufacturer’s directions and then autoclaved. 


The rubber prophy cup is used to clean the labial, lingual, and buccal surfaces of the teeth and as far into the proximal surfaces as possible. Its effectiveness is limited on the occlusal surface because it does not extend into the pits and groves. The prophy cup should be soft and flexible enough to readily adapt to the contours of the teeth and to flex under the gingiva margin.


Prophylaxis cups come in a variety of sizes. Size selection is dependent on the size of the dentition being polished. The cup should be small enough to easily adapt to the contours of the teeth, particularly at the gingiva margin. Generally, two sizes meet the needs for coronal polishing (pedodontic size cups and regular or adult size cups.)  Trauma to the gingiva can result when the rubber cup is placed too close to the gingival margin and run at high speeds.  Severe inflammation can occur.
If two abrasive agents of different abrasiveness are used, it is recommended that    two cups be included in the armamentarium to prevent altering the abrasiveness of   either agent.

The rubber prophy cup is screwed on or snapped on to the prophy angle prior to beginning the coronal polish procedure. The prophy cup should be autoclaved before use and discarded after each use.

Polishing cups are made in a choice of either natural or synthetic rubber. Cups made of natural rubber will not stain teeth. Synthetic rubber cups should be selected for use with patients who are latex sensitive. Because the synthetic rubber can cause teeth to stain, cups that are white in color should be chosen. 

The prophy brush is used to remove stain and soft deposits from the occlusal surfaces of the posterior teeth. It may also be used (with extreme caution after polishing technique has been perfected) to clean deep developmental grooves on the lingual surfaces of the anterior teeth. The brush should not be used at the gingiva one-third of the buccal or lingual surfaces of the teeth as it could cause severe damage to the gingiva or soft tissue it contacts. 

The brush selected for coronal polish may have a flat or tapered cut, and it be the slip-on, screw-on, or latch (mandrel mounted) type. The diameter of the bristles of the brush should be such that the bristles are flexible enough and small enough to adapt to all of the occlusal pits and fissures. If the brush is too stiff, it may be soaked in hot water to increase its flexibility.  The brush is left on the tray until polishing with the rubber cup is completed, then it is attached to the prophy angle. The brush is autoclaved before use and discarded after each patient use.

The abrasive agent is the material applied to the tooth with the rubber cup, prophy brush, or dental tape that removes the stains or soft deposits, leaving a clean tooth surface. Abrasive is defined as a material composed of particles of sufficient hardness and sharpness to cut or scratch a softer material when drawn across its surface. An abrasive agent causes abrasion, the wearing away of surface material by friction. Marked or severe abrasion would be destructive to the tooth surface. Polishing is the production, especially by friction, of a smooth, glossy, mirror like surface that reflects light. A very fine agent is used for polishing after a coarser agent is used for cleaning.  Abrasive particles are characterized by their shape, hardness and size.  Particles that are irregularly shaped with sharp edges produce deeper grooves and a faster rate of abrasion than rounded particles with dull edges.  The particles in an agent must be harder than the tooth surface to be polished.

The type of abrasive agent selected for a particular patient is determined by 1) the type of surface being polished, e.g., enamel, exposed root surface (cementum, dentin), restorative materials; and 2) the type and amount of stain and soft deposit that must be removed with coronal polishing. 

The abrasive agent(s) used in coronal polishing should be just coarse enough to remove stains and soft deposits by abrasion without removing tooth structure unnecessarily, abrading gingiva tissue or producing excessive frictional heat. If the abrasive agent selected does not also function as a polishing agent, the abrasive agent should be followed with a finer polishing agent. 

Commercially prepared abrasive agents or dry abrasive agents that must be moistened or lubricated are available. Commercially prepared abrasives frequently contain pumice or silicon dioxide as the abrasive agent. These agents are generally available in a variety of grits or particle sizes, e.g., coarse, medium, fine, extra fine or supra-fine. The other ingredients of commercially prepared prophylaxis pastes are: 1) humectants which function to stabilize the ingredients and retain the moisture; glycerin or sorbitol are generally used, 2) binding agents to prevent separation and splatter, 3) sweetener which is artificial and non-carcinogenic, 4) flavoring agent, and 5) coloring agent.

The following is a description of abrasive agents which are commonly used for coronal polishing.

Pumice is available in a variety of particle sizes or grits.  Super-fine or pumice flour is the least abrasive and is used to remove soft deposits and most stain from teeth. Heavier stain or stain more difficult to remove can be polished using fine, more abrasive, pumice. Coarse pumice should not be used on the tooth surface. 

Zirconium silicate (brand name Zircate) is both a cleaning and a polishing agent. It’s abrasive particles lose their projections during use as  a cleansing agent and will then act as a fine polishing agent. It may be used on enamel as well as root surfaces (cementum and exposed dentin) and metallic restorations, including gold.

Calcium carbonate (whiting, calcite, chalk) is available in various grades which is used for different polishing techniques. Calcium carbonate or whiting is a polishing agent rather than abrasive agent. 

Tin oxide (putty powder, stannic oxide) is another polishing agent which can be used for teeth on metallic restorations. Tin oxide, however, is more frequently used for amalgam polishing procedures rather than for polishing all tooth surfaces because of its distasteful metallic taste. 

Silex is used for stain removal in the superfine form on tooth surfaces.

Rouge, commonly called jewler’s rouge, is red in color and is a compound of iron oxide.  It is used on composite restorations and on the margins of porcelain restorations.

Emery (corundum) is not to be used direct on the enamel.  In its pure form it is called aluminum oxide.

Diamond particles are often used to polish porcelain surfaces.

The six ingredients of commercially prepared pastes are:

1.  Abrasives – 50-60% of main ingredient.  Example – pumice.

2.  Humectant – 20-25%, retains moisture in product and stabilizes the ingredients.  Example – sarbitol

3.  Water – 10-20%, solvent which provides desired consistency.

4.  Binder – 1.5-2%, prevents separation and helps prevent splatter.  Example – agar.

5.   Sweetener – artificial and non cariogenic.

6.  Flavoring and coloring agents.

Packaging of abrasive agents are in the form of pastes, powders and tablets.  They are available in measured amounts in individual packets as well as in bulk.

Preparation of dry abrasive agents for use in coronal polishing involves mixing the abrasive with water, mouthwash, or glycerin. Glycerin is used as a spreading agent and to prevent splatter as well as being a wetting agent. The consistency of the paste produced should be moist, but transportable from the finger cup or dappen dish to the patient’s mouth. If the paste is too moist a 2 x 2 gauze wipe may be used to absorb the excess moisture. If the paste gets too dry, water or mouthwash may be added. 

Fluoride prophylaxis pastes are also available. Research studies, to date, have not been consistent in their results on the benefits of topical fluoride applied via prophylaxis paste. Some limitations of fluoride prophylaxis pastes include incompatibility of the fluoride with the abrasive agent or other ingredients of the prophylaxis paste. This can result in decreasing the shelf-life or neutralizing the fluoride. Another limitation is that certain abrasives can remove a thin layer of enamel during polishing. With the removal of enamel, the outer layer of fluoride is also removed, possibly as rapidly as fluoride is added to the enamel from the fluoride paste. Because of insufficient and inconsistent research, use of fluoride containing prophylaxis paste is not contra-indicated, but definitely should not be used to take the place of professionally applied topical fluoride.

There are a variety of abrasive agents and commercially prepared prophylaxis pastes (based on abrasive quality) available. It is recommended that you refer to the ADA recommendations published in the book Accepted Dental Therapeutics for recommendations and instructions for use when attempting to make a decision about an unfamiliar polishing agent. That information is also available on the American Dental Association website.  

The rate of abrasion during coronal polishing is not only determined by the abrasive agent used but also by the manner in which the abrasive agent is applied to the tooth surface, e.g., the quantity applied, the speed of application, and the pressure of the application. The more particles applied per unit of time, the faster the rate of abrasion. Abrasive particles should be moistened with water, mouthwash, glycerin or other vehicle to decrease the number of abrasive particles applied to an area of the tooth surface and thereby decrease the rate of abrasion and reduce the amount of frictional heat produced. Reducing frictional heat is important since heat can damage the dental pulp. Moistening the abrasive agent also facilitates the movement of the abrasive particles across the tooth surface thereby reducing frictional heat production. Use of dry abrasive agents is contra-indicated for coronal polishing because the increased frictional heat that is produced increases the potential of thermal injury to the dental pulp as well as pain for the patient.

The greater the speed of application of abrasive particles, the faster the rate of abrasion. The amount of frictional heat produced is also increased. 

Pressure of application of the abrasive particles also affects the rate of abrasion. The greater the pressure applied against the tooth the faster the rate of abrasion. Abrasive particles to which pressure is applied produce deep grooves in the tooth surface at first, but fracture according to their impact strength and may disintegrate. Heavy pressure is contra-indicated because it increases the production of frictional heat and pain.

When applying abrasive agents during coronal polishing, wet agents and low speeds should be used, and the abrasive particles should be applied with a light, intermittent stroke.  Improper polishing technique and high handpiece speed can force particles from polishing agents into the sulcus causing irritation to the tissue.

Dental tape and floss are made of spun silk, nylon, or teflon thread. Tape is flat like a ribbon and floss is round. Tape usually has a wax coating. Floss may be waxed, slightly-waxed, or unwaxed. The wax coating affords some protection for the tissues, facilitates movement of the floss or tape, prevents excessive absorption of moisture, and helps to prevent shredding. 

Dental tape is used for polishing interproximal tooth surfaces and the gingiva surface of fixed partial dentures. Dental floss is used for removing debris and food particles, particles of polishing agents at completion of polishing procedures from interproximal areas, gingiva sulci and gingiva surfaces of fixed partial dentures, and removal of abrasive particles after use of finishing strips. Waxed dental tape or unwaxed/waxed floss may be used for coronal polishing. Research has shown that the wax coating of tape or floss does not inhibit fluoride uptake by the tooth surface.  

A cotton swab is used to apply the disclosing solution to the teeth. Another swab is used to apply lubricant such as Vaseline to the patient’s lips. Vaseline may be applied prior to application of disclosing solution to prevent staining the patient’s lips and is also used as a lubricant for increased patient comfort. Cotton swabs should be sterilized prior to use.  

Disclosing solution is used to help identify plaque and debris on the tooth surface. Disclosing solution may be used to identify plaque which must be removed during coronal polish or by the patient depending on your office philosophy on coronal polishing. It may also be used to evaluate the effectiveness of your polishing technique. A disclosing solution rather than tablets are recommended for coronal polishing since the area of application can be limited. Also, the application can be better controlled rather than relying on the patient’s ability to thoroughly chew the tablet and swish the disclosant mixed with saliva to effectively color the plaque. Disclosing solutions should be prepared and used according to the manufacturer’s directions. Some solutions need to be diluted. Discard all solutions placed on the tray after use.  

A discussion of the types of disclosing solutions available is not within the scope of this module. It is expected that you are familiar with the various types of disclosing solutions used in dentistry and know the indications and contra-indications for use of the type available. 

The 2 x 2 gauze sponges will be used as a wipe to remove pumice and saliva from the rubber cup or brush before refilling with abrasive agent to prevent splattering and maintain the desired consistency of the prophylaxis paste. A gauze sponge may also be used to stabilize the finger cup on the thumb or index finger. The 2 x 2 gauze is folded in half and placed on the index finger or thumb and the prophy cup is placed over the 2 x 2. The third use of a 2 x 2 gauze during coronal polishing is for drying the teeth to prevent slippage of your fulcrum finger. 


The saliva ejector is used to control moisture and debris during the coronal polish. Disposable saliva ejectors are recommended. They are discarded after each patient. If the saliva ejector is metal, it should be cleaned and sterilized after use. 


Pumice and saliva tend to clog up the saliva ejector system so it is recommended that water be run through the system after each coronal polish and at the end of the day a mild detergent solution should be run through the saliva ejector system. The saliva ejector is placed in the dental unit hookup before beginning the coronal polish.



The vacuum tip rather than the saliva ejector may be used to remove saliva and debris from the patient’s mouth during and after the coronal polish. One precaution is that a vacuum hook-up system with plastic parts may become stained by disclosing solution, so you may want to use the saliva ejector rather than the vacuum system for this reason. Vacuum tips are available in metal and plastic. The plastic tips come in autoclavable and non-autoclavable types. Use of metal or autoclavable type is recommended and they should be cleaned and sterilized after use. Non-autoclavable tips should not be used. To help prevent sealing against the soft tissues of the patient’s mouth when used, drill several small holes in the tip with a bur designed for laboratory use. 


The vacuum tip is placed in the vacuum hose of the dental unit prior to beginning the coronal polish. 


Bridge/Floss threaders should be included in the armamentarium when they will be needed to help guide floss under bridges or around orthodontic appliances. There are a variety of bridge or floss threaders and any of the types may be used. A small, narrow, flexible threader will generally be easier to use under the pontic without causing tissue trauma or patient discomfort.


Abrasive polishing strips or finishing strips should be included in the armamentarium when stain is present on the proximal surfaces of anterior teeth. Finishing strips are made of linen or plastic with one smooth side and one side with abrasive particles bonded to it. “Gapped” strips are available with an abrasive-free portion to permit sliding the strip through the contact area without abrading the enamel. Finishing strips are available in extra narrow, narrow, medium, and wide widths and extra fine, fine, medium, or coarse grit. Only extra narrow or narrow strips with extra fine or fine grit are suggested for stain removal and only with discretion. They are used for stain removal on the proximal surfaces of only anterior teeth and only when other polishing techniques are unsuccessful. Use of the finishing strip should be limited to use on the enamel surface. It should be used with caution as the edge of the strip is sharp and may lacerate the gingiva tissue or lip. Caution should also be used to prevent creating a loose contact area. The abrasive side is capable of removing tooth structure and may make nicks or grooves in the cementum. A six to eight inch length strip is generally appropriate. 


The patient bib and chain are used to help protect the patient’s clothing during this procedure. The bib is placed on the patient as soon as the patient is comfortably seated in the dental chair. The bib is not to be used to wipe instruments or as a resting place for instruments. 


A waste container (i.e., cup or sack) should be placed close to the instrument tray for use during the procedure to be used for disposal of the used gauze sponges, dental tape and floss, etc.


3% hydrogen peroxide solution should be available for use when green stain is present. Green stain is produced by chromogenic bacteria and fungi and decomposed hemoglobin. It is more readily removed when hydrogen peroxide is applied to it before polishing the area. The hydrogen peroxide is prepared for use by diluting a small portion of it in an equal volume of water in a dappen dish. It is applied to the green stain with a cotton swab or small cotton pellet. The unused portion of the solution is discarded. 

Summary: 

1. Collect the coronal polish armamentarium.

2. Select the abrasive agents, disclosing solution and any addition armamentarium needed for specific patient conditions.

3. Prepare each component of the armamentarium as described.

4. Use suitable aseptic procedure for each component of the armamentarium before and after use.

ASEPTIC TECHNIQUE


Prevention of disease transmission by careful attention to aseptic technique before, during and after coronal polishing is required, as it is for all intra-oral procedures. Infection control guidelines for dental offices which have been published by the Center for Disease Control should be followed. Personal protection and barrier protection measures should be followed (e.g., gloves, mask, protective eye wear and lab coat). Cross-contamination should be avoided. Do not touch instruments, areas which have not been sterilized or disinfected; practice proper hand washing techniques; properly clean, sanitize, disinfect or sterilize all instruments and equipment. Over gloves should be worn if the need arises to obtain more supplies. 


Rotary instruments should be used with caution on a patient with a communicable disease.  Aerosols are created during polishing and remain suspended in the air for extended periods of time.  This creates a great risk for disease transmission.  Individuals who present in the office with such a disease should be encouraged to reschedule their appointment.


During coronal polishing, the patient’s eyes should be protected by providing a shield or eyeglasses.


The patient treatment area should be clean and orderly and as sanitary as possible before, during, and after use. The laboratory area used for preclinical practice in coronal polishing should also be kept as clean, orderly, and sanitary as possible. 


All products used should be as sanitary as possible. Dental tape and floss, saliva ejectors, abrasive agents, disclosing agents, lip lubricant, patient bib, bridge threaders, polishing strips are considered sanitary when taken from the manufacturers container. Cotton swabs and 2 x 2 gauze sponges are generally labeled as sterile or non-sterile from the manufacturer. If non-sterile ones are purchased, they should be sterilized at the office. 


Any item placed on the patient’s tray and not used is discarded unless it can be sterilized before returning to storage (e.g., 2 x 2 gauze sponges, cotton swabs). 

Summary:

1. Use aseptic technique to prevent disease transmission.

2. Follow the Center for Disease Control guidelines for infection control.

3. Protect the patient’s eye during coronal polish.

4. Keep the operatory or laboratory clean and orderly at all times. 

5. Use appropriate maintenance procedures for the components of the armamentarium.  

STUDY QUESTIONS #1

1. Why must the patient’s condition be evaluated before, during and after the coronal polish procedure?

2. Allergic responses, though rare, might be related to which components of the 

coronal polish armamentarium?

a.

b.

c.

3. Describe the procedure for using 3% hydrogen peroxide for removing green stain. 

4. What information should the patient be told about the coronal polish procedure?

a.

b.

c.

5. What information should be included in the chart entry after a coronal polish has 

been completed? 

6. T
F
State laws regulating dental practice including performance of the coronal polish are uniform.

Study Questions #1

7. T
F
Morally, you are obligated to request assistance and /or consultation when the procedure requires skills or training beyond your level.    

8.  What is the goal of coronal polishing?

9. Which of the following are functions of the explorer as used in the coronal polish procedure?

a. used to determine if stains are intrinsic

b. used to determine if stains are attached to calcified deposits

c. used to determine if all deposits have been removed

d. a and c only

e. all of the above

10. Which surfaces of the teeth are not adequately polished with the rubber prophy cup?

a. facial

b. lingual

c. interproximal

d. occlusal

e. b and d

f. c and d

11. List three criteria to be used when choosing a rubber prophy cup.

a.

b.

c.

12. Define an abrasive agent.

Study Questions  #1

13.  Differentiate between abrasion and polishing.

14. What two factors would you consider when choosing an abrasive agent for a 

particular patient?

a.

b.

15. Write yes or no in each blank to indicate whether or not the listed abrasive agent is 

appropriate on these surfaces. 

Flour or pumice          Zirconium silicate          Tin oxide          

Enamel​​​​​​​​​_______          Enamel________           Enamel__________

Root surface___          Root Surface___             Root Surface_____

Gold_________          Gold__________            Gold____________

16. Why must the abrasive agent be prepared with water or lubricant?

17. Describe the desired consistency of the prepared abrasive agent. 

18. What armamentarium is available for checking the surfaces of the teeth for 

complete removal of deposits upon completion of the coronal polish?

a. 

b.

Study Questions  #1

19. List two uses of gauze sponges during the coronal polish procedure:

a.

b.

20. Name two devices that can be used to remove moisture and debris from the 

patient’s mouth during coronal polishing. 

a.

b.

21. Abrasive strips are sometimes utilized for coronal polish. Fill in the blank with

information appropriate to use of these strips in the coronal polish procedure.  

Acceptable width(s):

Acceptable grit (s):

Appropriate tooth surfaces: 

22. What agent is effective in removing green stain?

23. List three precautions that can be taken to maintain operator safety.

24.
T
F
Items placed on the patient tray need to be sterilized or disposed of only if they have directly contacted the patient’s mouth.

Study Questions   #1         

25.
T
F
A handpiece that provides a relatively high speed is recommended for coronal polish because it allows for easier removal of deposits.

26.
T
F
If fluoride is to be applied following the coronal polish, it makes no difference whether waxed or unwaxed floss is used for polishing proximal tooth surfaces.

ANSWERS TO STUDY QUESTIONS

1. Why must the patient’s condition be evaluated before, during and after the Coronal polish procedure?


It will allow you to make sound clinical judgments about the care  and service you provide the patient. You will be able to determine whether there are:

1. contra-indications to treatment; and,

2. conditions requiring modifications in treatment procedure.

2. Allergic responses, though rare, might be related to which components of the coronal polish armamentarium?

a. abrasive agent

b. disclosing solution

c. lip lubricants

3. Describe the procedure for using 3% hydrogen peroxide for removing green stain.

In dappen dish prepare a solution of 3% hydrogen peroxide diluted in equal amounts of water. Apply solution to the stained areas with cotton swab. Leave solution in place 10-20 seconds and rinse away thoroughly. Polish normally. Avoid applying peroxide directly onto gingiva.

4. What information should the patient be told about the coronal polish procedure?

a. The reasons why coronal polishing is done

b. General sequence of procedures to be used

c. A description of any sensation he/she might experience during the procedure

5. What information should be included in the chart entry after a coronal polish has been completed?

Statement about coronal polish and description of all procedures accomplished at the appointment. All entries in ink with signature and date. 

6.
T
F
State laws regulating dental practice including performance of the coronal polish are uniform. 

7.
T
F
Morally, you are obligated to request assistance and /or consultation when the procedure that needs to be performed requires skills or training beyond your level. 

Study 
Questions  #1-Answers

8. What is the goal of coronal polishing?


To remove stains, film, and dental plaque after all hard deposits are removed from the teeth. 


Rationale:  A coronal polish is done to provide a smooth, shiny tooth surface which:

a.
resists accumulation of new deposits

a. makes the teeth easier for the patient to keep clean

b. enhances the appearance of the teeth

c. aids in motivating the patient to take care of his/her teeth since he/she will be able to recognize the appearance and feeling of a clean mouth. 

9. Which of the following are functions of the explorer as used in the coronal polish:

d. All of the above:  the explorer is used to determine if the stains are intrinsic, extrinsic or attached to calcified deposits and to help determine when all deposits have been completely removed. 

10. Which surfaces of the teeth are not adequately polished with the rubber prophy cup?

e. interproximal, occlusal

11. List three criteria to be used when choosing a rubber prophy cup.

a. soft

b. flexible

c. size

d. not frayed

12. Define an abrasive agent. 


A material composed of particles of sufficient hardness and sharpness to cut or scratch a softer material when drawn across its surface. 

13. Differentiate between abrasion and polishing.

Abrasion is the wearing away of surface material by friction. Polishing is the production, especially by friction, of a smooth, glossy, mirror-like surface that reflects light. 

Study Questions  #1-Answers

14. What two factors would you consider when choosing an abrasive agent for a particular patient?  

a. type of surface being polished

b. type and amount of stain and soft deposits that must be removed. 

15. Write yes or no in each blank to indicate whether or not the listed abrasive agent is appropriate on these surfaces.  

Flour or pumice
Zirconium silicate
Tin oxide 
Enamel-yes
Enamel-yes
Enamel-yes

Root Surface-no
Root Surface-yes
Root Surface-yes

Gold-no
Gold-yes
Gold-yes

16. Why must the abrasive agent be prepared with water or lubricant?

To facilitate particle movement across the tooth surface thereby reducing the frictional heat produced. 

17. Describe the desired consistency of the prepared abrasive agent. 

As moist as possible yet easily transportable between the prophy cup ring and the teeth with whatever polishing device is being used.

18. What armamentarium is available for checking the surfaces of the teeth for complete removal of deposits upon completion of the coronal polish?  

a. disclosing solution

b. explorer

c. air syringe (not specifically mentioned in armamentarium)

19. List two uses of gauze sponges during the coronal polish procedure.

a. as a wipe to remove pumice and saliva from the rubber cup or brush

b. to stabilize the prophy finger cup on the index finger. 

20. Name two devices that can be used to remove moisture and debris from the patient’s mouth during coronal polish.

a. saliva ejector

b. vacuum tip

Answers to Study Questions #1

21. Abrasive strips are sometimes utilized for coronal polish. Fill in the blanks with Information appropriate to use of these strips in the coronal polish procedure.


Acceptable width (s): extra narrow or narrow

Acceptable grit (s): fine or extra fine

Appropriate tooth surfaces: interproximals on enamel of anterior teeth
22. What agent is effective in removing green stain?


3% hydrogen peroxide diluted

23. List three precautions that can be taken to maintain operator safety.

a. wear safety glasses

b. wear gloves

c. wear masks

24.
T
F
Items placed on the patient tray need to be sterilized or disposed of only if they have directly contacted the patient’s mouth.

25.
T
F
A handpiece that provides a relatively high speed is recommended for coronal polish because it allows for easier removal of deposits.

26 
T
F
If fluoride is to be applied following the coronal polish, it makes no difference whether waxed of unwaxed floss is used for polishing tooth surfaces. 

CORONAL POLISH PROCEDURE

This section of the module describes the techniques for performing a coronal polish.

Sequence of Procedures:

The sequence of procedures used when performing a coronal polish on a patient is more involved than the laboratory coronal polish sequence. Coronal polish on a patient involves careful evaluation of the patient’s psychological, medical, and dental condition prior to and during the procedure. Some of the important considerations in patient care and management are discussed in this section, while others were discussed in more detail in the section on Patient Care and Management. 


The general sequence of events for coronal polish as a lab exercise and as a patient procedure is listed below for easy comparison.

	Lab Procedure
	Patient Procedure



	
	1. Read patient chart and review medical/dental history and oral examination forms.



	1.   Prepare and set up armamentarium.


	2.
Prepare and set up armamentarium.

	2.
Prepare dentoform for lab exercises by marking it with a lead pencil.
	3. Prepare patient for treatment  (seat and place patient bib; explain procedure).



	
	4. Review medical/dental history with patient. (Record any significant changes since previous appointment.)



	
	5.
Perform general appraisal and oral inspection.

	
	6.
Determine type and extent of deposits on the teeth by visual and tactile examination.


	
	7. 
Have a qualified dental hygienist or dentist remove all hard deposits, if present.

	3.
Polish the buccal and lingual surfaces with the rubber cup and abrasive, working as far proximally as possible (toothpaste may be used to minimize the amount of splatter.


	8. 
If your office philosophy is selective polishing, disclose to identify the areas of plaque and work with the patient on an effective technique of removing the plaque.

	
	9. 
Polish buccal and lingual surfaces exhibiting stain with the rubber cup and abrasive; OR, if your office philosophy is to polish all teeth, polish all buccal lingual surfaces with rubber cup and abrasive, working as far proximally as possible.

	4.
Polish occlusal surfaces with brush and abrasive.
	10.
Polish stained occlusal surfaces with brush and abrasive; OR, Polish all occlusal surfaces (posterior teeth) with brush and abrasive.



	5.
Rinse and evacuate all polishing agent and debris.
	11.
Rinse and evacuate all polishing agent and debris. Frequency of evacuation will vary from patient to patient.



	6.
Polish all proximal surfaces with abrasive using dental tape.
	12.
Polish proximal surfaces which exhibit stain with abrasive using dental tape. If stain is present on anterior teeth and abrasive with tape is ineffective you may use an abrasive polishing strip.



	7.
Rinse and evacuate thoroughly.
	13.
Rinse and evaluate thoroughly.



	8.
Floss all proximal surfaces to remove abrasive particles.
	14.
Floss all proximal surfaces to remove abrasive particles.



	9.
Rinse and evaluate thoroughly.
	15.
Rinse and evacuate thoroughly.



	10.
Dry teeth with air.
	16.
Dry teeth with air.



	
	17.
Apply disclosing solution to all tooth surfaces.

	11.
Evaluate polish.
	18. Evaluate polish.



	12.
Re-polish any areas missed.
	19. Re-polish any areas missed.



	13.
Re-evaluate polish.
	20. Polish any removable appliances.



	
	21.
Have dentist/supervisor evaluate final product before dismissing the patient.

	
	22.
Write up patient chart.

	14.
Clean up lab area and armamentarium.
	23.
Clean up treatment area and armamentarium.


Additional considerations for patient procedure:

1. Saliva ejector or vacuum tip may be used periodically throughout the polishing procedure to remove saliva and debris. Frequency will vary from patient to patient. 

2. An additional step may be indicated between #19 and #20 if the abrasive agent selected needs to be followed by a less abrasive agent or a polishing agent.

Patient Operator Position:


It is assumed that you are already familiar with the requirements for satisfactory patient/operator position. However, the important factors will be reviewed since both you and the patient should be comfortably seated in order to increase the ease and efficiency with which the coronal polish is accomplished. 


First, it is important for the operator stool to be at the proper height for the operator. This height is such that the upper and lower leg form a right angle (90 degrees) at the knee. Your body weight should be completely supported by the chair (avoid sitting on the edge of the chair).


When the patient is positioned in the supine to semi-supine position, the following positions should be evaluated. The patient’s mouth should be at approximately the level of your elbow when you are both seated (measure this level when your arm is hanging beside your body). This will allow you to work comfortably with your back straight and your arms in a position which minimizes strain.  If the patient is too high, you must raise your arms to reach into the mouth and this can be very fatiguing. If the patient is too low, you will have to bend over to work and this can be very tiring.


It is recommended that when working on the maxillary teeth, the back of the chair be positioned parallel to the floor and the patient be requested to tilt the head so the occlusal plane of the maxillary teeth is perpendicular (at a 90-degree or right angle to the floor).  When working on the mandibular teeth, the back of the chair is raised to a position of approximately a 20-degree angle to the floor and the patient instructed to tip the head so the occlusal plane of the mandibular teeth is parallel to the floor. The patient’s head can be tilted toward you or away from you. A good rule of thumb is to request that the patient turn the head slightly away from you when you are working on the tooth surface which is facing you and have the patient turn the head toward you when you are working on the tooth surface which is away from you (e.g., buccal of maxillary or mandibular right, lingual of maxillary or mandibular left)—patient turns head away from you. Lingual of maxillary or mandibular right and buccal of maxillary or mandibular left—patient turns head toward you.


Access and visibility of the buccal aspect of the maxillary posteriors is frequently difficult. A helpful technique for this area is to have the patient slide the lower jaw toward the side you are polishing and open approximately half way. Sometimes access to the buccal aspect of mandibular molars is hampered by the patient opening too wide which decreases the space between the tooth and cheek.


For patient comfort and to assist in maintaining aseptic technique, ask the patient to make the changes in their head position, rather than touching the face or head to move it. Also, to maximize patient comfort and minimize disease transmission, you should try to keep your face 14-16 inches from the patient’s face. 


Your position will vary from an 8:00-12:00 o’clock position if you are right-handed, and if you are left handed, a 4:00-12:00 o’clock position. Your position will depend on which area of the mouth you are polishing and which position affords optimal visibility and accessibility. It is suggested that in your early training you work from 8:00-11:00 o’clock if right handed; 4:00-1:00 o’clock if left-handed while working on the facial surfaces of the anterior teeth, and from 12:00 o’clock when polishing the lingual of the maxillary and mandibular anterior teeth. Experience will help you decide which positions are most comfortable and which give the best visibility and accessibility.  


Position all equipment and armamentarium as close and convenient as possible to reduce reaching distance and maximize efficiency. 

Grasp/Fulcrum:


All instruments and the handpiece with prophy angle attached are held with a modified pen grasp while performing coronal polish procedures. A modified pen grasp is accomplished by placing the index finger and thumb opposite each other on the handle of the instrument or handpiece with the pad of middle finger placed on the shank of the instrument. On the handpiece, the pad of the middle finger is placed on the prophy angle at a distance from the polishing end that allows the greatest control and balance of the handpiece. When possible, the handpiece should rest against your hand for balance and to help minimize operator fatigue from the weight of the handpiece.  Hand size will affect the exact positioning of your fingers but remember to use the pad of the third finger on the instrument, not the side of the finger. Using the pad of the middle finger is critical for providing a secure grasp, which will keep the instrument from slipping or rotating unintentionally. 


After a secure grasp is established a stable fulcrum must be established to assure complete control of the instrument and handpiece during polishing. The ring finger is used as the fulcrum finger when using the modified pen grasp. The purpose of a fulcrum while using dental instruments or the handpiece is to provide a pivot point for the hand in order to move the instrument or handpiece to adapt them to the contours of the teeth. 


The fulcrum must be established on a stable surface. Whenever possible, the fulcrum should be on tooth-structure (e.g., occlusal or incisal surfaces or embrasure areas of facial or lingual surfaces of the teeth). Placement of the fulcrum finger on the direct labial or lingual surfaces is not recommended as these surfaces are generally slippery, so do not provide a stable fulcrum. Soft tissue such as lips, cheeks, and chin also do not provide a stable fulcrum. Additionally, pressure is applied when fulcruming and this may pinch or bruise the tissue. Placing the fulcrum on the lips, cheeks, and chin is also not recommended because aseptic technique is not maintained. Mobile or sensitive teeth should be avoided as a fulcrum area because of the pressure which must be applied against them when fulcruming.


Sometimes, suitable tooth structure is not available for a secure fulcrum (e.g., only missing, mobile, or sensitive teeth are present in the fulcrum area). When these situations occur, it may be helpful to place a finger of the opposite hand against the alveolar ridge or in the vestibule and fulcrum on your finger. 


There may be times when fulcruming on soft tissue cannot be avoided. In these cases, it is advised that the soft tissue have a firm base (e.g., alveolar ridge, chin) and you should dry the tissue with a 2 x 2 gauze or compressed air to prevent slippage of the fulcrum finger. You should also place your fulcrum finger so the fingernail of your fulcrum finger does not cause patient discomfort. 


A proper grasp and a stable fulcrum are important during coronal polishing for stability and controlled action of the handpiece or instrument. This will enhance patient comfort and confidence in the operator’s ability to manipulate the instrument and decrease the risk of injuring the patient’s soft tissue. 

Use of Mirror/Explorer:


The mouth mirror and explorer are used for the detection of stain and deposits before, during and after coronal polishing.


It is assumed that you know how to clinically identify stains, deposits, tooth structure, and restorations through visual and tactile sense. When you are in doubt about the nature of the stain or deposit present on the teeth you are about to polish, consult with your instructor, dentist or hygienist. When you discover deposits which must be scaled off, it is your responsibility to have these deposits removed by a qualified person (i.e., dentist or dental hygienist).


The mirror is used for indirect vision, indirect illumination, or retraction during coronal polishing. The mirror is used for indirect vision to view teeth or other intra-oral surfaces which are difficult or impossible to view directly. You position the mirror to see the reflection of the tooth or structure in the mirror. Indirect vision is very useful when working on the lingual surfaces of the teeth and in the most posterior areas of the mouth. You will find that by angulating the mirror, that is, by turning and tilting the mirror, even very inaccessible areas can be easily seen.


It is important that you learn to use a mouth mirror for indirect vision so you can see where you are working with each polishing instrument. This will help prevent damage to the soft tissue. It will also help you evaluate whether or not you are removing the stain and deposit with your polishing technique. If you have difficulty using the mouth mirror during coronal polish, consult your instructor.


Using the mouth mirror, for indirect illumination, is very advantageous for areas where you cannot direct sufficient light for good vision. To use the mouth mirror for indirect illumination, adjust the dental unit light to provide the best illumination possible in the area, then position the mouth mirror so that it will catch and reflect light directly onto the surfaces you want to see.


The mouth mirror is also used for retraction of the lip, cheeks, or tongue to increase your view of the areas in which you are working. 


When using the mouth mirror, there are some precautions to consider to prevent patient discomfort. Avoid resting the mouth mirror against the patient’s alveolar bone. Also avoid pinching the lip between the mirror handle and the teeth or setting the mirror or mirror handle directly against the teeth. It can also be very uncomfortable for the patient if the mirror handle is allowed to pull at the corner of the patient’s mouth. To avoid doing this, use the back of the mirror to retract the corner of the mouth. 


A right-handed operator usually holds the mirror in the left hand to have the right hand free to manipulate other instruments such as the handpiece or explorer. A modified pen grasp and stable fulcrum should be used. Also practice holding the mouth mirror in your left hand throughout the polishing procedure to keep efficiency at a maximum. When the mirror is not being used, palm grasp it with the mirror head next to your little finger. 


The explorer is used for tactile examination of the clinical crowns of the teeth  to help you decide whether stains are intrinsic, extrinsic or are attached to calcified deposits and to help you decide if the deposit can be polished off or if it must be scaled off. 


The explorer is generally held in the right hand of the right-handed operator. A modified pen grasp and a secure fulcrum should be used. A light touch is used to enhance detection of deposits. The side of the tip of the explorer is positioned against the tooth surface and short controlled strokes are used over the surface being examined. 

Use of Handpiece:


The rheostat (foot pedal) activates the dental engine that runs the handpiece and rotates the end of the prophylaxis angle. A steady foot pressure is applied against the rheostat to produce an even, slow speed.


The dental unit will have a pressure gauge to identify the pounds of pressure being used as you run the handpiece. Check where this pressure should be for your particular dental unit and handpiece. Most handpieces run between 10-13 pounds of pressure. If the pounds of pressure are insufficient, there will not be enough torque created to keep the cup or brush running when it is applied against the tooth. The handpiece will stall. The handpiece should be run at the slowest speed possible without the handpiece stopping when the rubber cup or brush is placed against the tooth.


Running the handpiece at higher speeds will increase the frictional heat produced and it is possible to overheat the tooth, causing pulp damage and patient discomfort. At higher speeds, tooth structure may be unnecessarily removed since abrasive agents applied at a high speed cause more abrasion. At high speeds, it is also more difficult to control placement of the handpiece, increasing the risk of inadvertently abrading the soft tissue adjacent to the area you are polishing. 


Learn to monitor the speed of the handpiece by its sound. A whining sound of the handpiece is an indicator of a speed that is too fast. It will require a little practice to maintain a constant speed with the handpiece. Once learned, it will save time and energy.


The handpiece is activated after the rubber cup or brush has been placed inside the mouth and just prior to placing them against the tooth. This allows you to adjust the speed before applying the polishing instrument to the tooth and to prevent splattering of the polishing agent. Also, to prevent splattering of the polishing agent, saliva and debris, release the foot pedal to stop the rotation of the cup or brush if they are to be removed from the tooth surface for more than a moment. 

Maintenance of Operative Area:


For the greatest effectiveness and efficiency, the area being polished should be kept dry and an adequate amount of abrasive agent must be used. If a prophy finger cup or prophy paste holder with the abrasive is placed on the index finger or thumb, the prophy paste can be readily carried to the tooth surface. Fill the rubber cup with prophy paste or pick up abrasive on the ends of the bristle brush by placing the cup or brush into the abrasive and slowly engage the foot pedal to fill the rubber cup with abrasive or adhere abrasive to the end of the brush. Wipe the abrasive over the tooth surfaces of the area being polished (surface of 3-4 teeth) then refill the rubber cup with paste when you are ready to move to the next group of teeth.


To prevent splattering of the polishing agent or saliva which adheres to the cup or brush, stop the rotation of the instrument before it is removed from the mouth, and do not engage the handpiece until the cup or brush is next to the tooth surface. Also, wipe the cup or brush frequently to remove saliva or debris. The saliva ejector or vacuum tip may also be used to remove saliva or debris from the cup or brush.


The operating area should be kept free of saliva and excessive polishing agent for better vision, to provide a less slippery surface for fulcruming, and for increased patient comfort. To accomplish this, the saliva ejector or vacuum tip may be used to remove saliva and the abrasive agent. It is desirable to rinse the patient’s mouth occasionally to debride the operating area.

Use of the Rubber Cup:


The rubber cup can be used to polish all surfaces of the teeth and fixed appliances with the chosen abrasive agent. It is most efficient on the buccal and lingual tooth surfaces and should be worked as far interproximally as possible. When fixed appliances (e.g., bridges) are present, the cup is adapted as much as possible onto all surfaces of the appliance without abrading the gingiva.


The only portion of the rubber cup that polishes is the edge. Consequently, the edge of the cup must be the portion of the cup which is continually adapted to the area being polished. In order to accomplish this, slight pressure is applied against the tooth to phalange/flex the edge of the cup so more of the edge of the cup touches the tooth surface. The cup is moved either up or sideways and upward to effectively have the edge of the cup with abrasive move over the tooth surface to remove stain or soft deposit. The center of the rubber cup aids only in transporting the abrasive agent to the area being polished and will create a suction effect if the cup is placed flat on the tooth surfaces. 


The polishing movement or stroke using the rubber cup should be short, intermittent, overlapping, with light to medium pressure applied against the tooth surface. The amount of pressure applied is determined by how difficult it is to remove the stain or soft deposit. The stroke can be described as “touch and wipe,” “pat and sweep,” painting or brush stroke. In other words, the slowly revolving rubber cup is applied to the tooth surface with light to medium pressure to adapt the cup edge, then moved a short distance on the tooth, lifted off, then reapplied in an adjacent area so the next stroke slightly overlaps the last. Short, intermittent light to medium pressure strokes are used to minimize the amount of frictional heat produced. When you encounter stain that is difficult to remove, move to another area, let the tooth cool, then return to polish the area again. 


A systematic sequence of polishing each tooth surface ensures all areas will be cleaned. One effective sequence is to begin with the cup placed just above the gingiva margin as far onto the mesial or distal proximal surface as possible. Flex the cup by applying slight pressure into the sulcus, then sweep it toward the occlusal or incisal edge without jamming it into the contact. Lift the cup off the tooth at the occlusal or incisal edge and place it near the gingiva in the next stroke. Repeat this process around the buccal or lingual surface of the tooth until the other proximal surface is reached. The occlusal surface can be polished using the rubber cup; however, the rubber cup is less effective than the bristle brush, particularly when the occlusal surface contains definite fissures and grooves. The brush is indicated for use on the occlusal surfaces. 


One must be careful to prevent the edge of the cup from abrading the gingiva tissue. This abrasion appears as a whitish burned area or a raw bleeding area depending on the severity. Healing takes approximately 7-14 days. 


In addition to polishing each tooth surface systematically, it is important to develop a sequence for polishing the entire mouth, so all areas will be polished as efficiently as possible. One efficient sequence is to begin on the distal lingual surfaces of the most posterior tooth in the mandibular right quadrant, polish all the lingual surfaces of the teeth around to the most posterior tooth of the lower left, then polish all the buccal surfaces around to the point where you started. The maxillary arch is then polished in the same type of sequence. Whatever sequence you prefer to use is acceptable as long as you establish a definite pattern for routine use. 

Use of Bristle Brush:


The occlusal surfaces are more effectively and efficiently cleaned with a soft bristle brush—especially occlusal surfaces without restorations. The bristles of the brush reach into the pits and grooves more effectively than the edge of a rubber cup.


The use of the brush is generally limited to the occlusal surfaces. The brush can also be used, with caution, to polish the lingual pits of maxillary anterior teeth, if necessary. Using it on the other tooth surfaces increases the possibility of lacerating the gingiva tissues or causing grooves or scratches in the tooth surface, particularly the roots. 


Distribute the abrasive agent on the occlusal surfaces of the teeth to be polished. Establish a stable fulcrum and bring the brush almost in contact with the tooth before engaging the foot pedal. Use a short, brushing stroke beginning in the central fossa of the occlusal and stroking or brushing toward the buccal or lingual tooth surface following the inclined planes of the cups. 


The slowest speed of the handpiece should be used. The mouth mirror or fingers should be used to retract the tongue or cheek to protect them from the revolving brush. 

Use of Dental Tape:


The rubber cup cannot effectively polish the proximal surfaces of the teeth or the gingiva surfaces of fixed bridges. Dental tape  with the abrasive agent is used to polish these surfaces. 


Wipe some polishing abrasive along the buccal surfaces of the teeth with your finger so it can be carried onto the proximal surface with the tape, or wipe the abrasive agent directly onto the tape. If you choose to spread the abrasive directly onto the teeth,  do one quadrant or sextant at a time so the abrasive does not dry out before you use it. 


A piece of tape 12-18” long should be of sufficient length to polish all proximal tooth surfaces. Use the same technique with the tape as used for floss being careful that you polish the entire proximal tooth surface without traumatizing the interdental papilla or free gingiva margin.


Hold the tape with the thumb and index finger of each hand. Grasp it firmly with approximately ½ inch of tape between the finger tips. The ends of the tape may be tucked into the palm and held by the ring and little finger or the tape may be wrapped around the middle fingers with more tape on one side than on the other. The tape can then be unwound from one middle finger and wound onto the other middle finger so a new piece of tape can be used in each interproximal area.


Establish a secure fulcrum for one hand to maximize control. You may use the side of a finger or the thumb for the fulcrum. Position the tape at an oblique angle, then carry the tape through the contact using a short back and forth motion and gentle pressure. This technique will help prevent “snapping” the tape through the contact and injuring the papilla. If the contact is very tight, it may be helpful to apply gentle pressure against the proximal surface of one of the teeth as you work through the contact to open the contact slightly. 
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A. Tape Oblique

B. Tape Horizontal

C. Pressure against one tooth

       -correct-


       -incorrect-


     to open tight contact

As the tape is carried through the contact, it is gently pressed against the surface of one of the teeth and wrapped around that tooth to at least cover the line angles. Use an up and down and back and forth motion to polish the entire proximal surface. When one tooth is polished, bring the tape over the top of the interdental papilla and adapt it to polish the proximal surface of the adjacent tooth in the same manner as previously described. Remove the tape through the contact or pull it out through the facial embrasure area. The distal of the most posterior teeth or other surfaces which do not have contacting teeth should not be left unpolished.


As you work from tooth to tooth, use a new section of tape in each interproximal. Replenish the polishing agent as needed. After taping, rinse the area thoroughly and evacuate all debris. For patient comfort, it is a good idea to rinse after taping one arch before going on to the next arch. 


When there are fixed appliances (e.g., bridges or splints), the gingiva surface of the appliance must be polished with abrasive using dental tape. Thread the tape under the appliance at the facial gingiva embrasure area using bridge threaders, if necessary. When the threader or tape is pushed through, it is caught on the lingual and the tape is pulled through. Polish with short back and forth motions, employing gentle pressure in an occlusal/incisal direction. Cover the entire gingiva surface of the appliance and the proximal surface of the abutment teeth. Rinse thoroughly. 
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Use of Abrasive Polishing Strips:


Abrasive polishing strips are used only on the proximal surfaces of anteriors and their use is limited to the situations when small areas of stain remain on the proximal surface of anterior teeth after other polishing techniques have been unsuccessful (i.e., rubber cup and dental tape).


Abrasive strips should be used on enamel only, never on cementum, because of the roughness of the abrasive particles on the strips. 


Abrasive strips are available in extra fine, fine, medium or coarse grit. Only extra narrow or narrow strips with fine or extra fine grit are suggested for stain removal. Selection is based on the space available for use and the type and amount of stain to be removed. 


The edge of the strip is sharp and can easily lacerate the soft tissue. Thus, retraction of the lip and tongue and a secure fulcrum are important when using the abrasive strip for stain removal.


A strip no longer than 6 inches is most easily controlled. Establish a well-controlled fulcrum and grasp. Protect the lip by retracting it with the thumb and index finger.


Direct the abrasive side of the strip toward the proximal surface to be treated. Slowly and gently work the strip just through the contact area with a slight sawing motion. If the strip breaks, floss the area to remove the abrasive particles. Press the abrasive side of the strip against the tooth and draw the strip back and forth in a 1/8 inch arch (facial/lingual) 2 or 3 times by rocking or pivoting on the established fulcrum. Caution should be taken to avoid altering the contact area (i.e., loosening or grinding the contact). Remove the strip. Do not attempt to turn the strip while it is in the interdental area. In other words, the strip must be removed and repositioned to polish the adjacent tooth surface, if indicated. 


When the interdental papilla is missing so a space is clearly visible through an interproximal area, a narrow finishing strip may be threaded through. The end of the strip may be cut on a diagonal to facilitate threading the strip through the interproximal area. 


After polishing with strips, floss the proximal surfaces and rinse thoroughly to remove all abrasive particles. 

Use of Dental Floss:


All the teeth should be flossed after polishing to remove any particles of abrasive agent, which may remain after rinsing. This will prevent gingiva irritation from the abrasive agent. 

Evaluation Procedure:


The final result of the coronal polish procedure is the lustrous shine of thoroughly cleaned teeth. Polished enamel has a high gloss which reflects light. All restorations and exposed tooth surfaces should have a glossy appearance as well. All extrinsic stain, plaque, and other debris should no longer be present. The mouth should be free of all abrasive and polishing particles and teeth should be smooth when explored with an explorer. Soft tissue should be free of lacerations or abrasions. 


Disclosing solution, the mouth mirror, air, and the dental light should be used to evaluate the results of your polishing procedure.


To apply disclosing solution, first apply Vaseline to the patient’s lips then dry the teeth thoroughly. Using a cotton swab, apply disclosing solution to the clinical crowns of the teeth (DO NOT apply disclosing solution to the dentoform). Have the patient rinse. Check each tooth carefully using the mouth mirror and compressed air. Make sure the dental light is adjusted for optimal illumination to facilitate your identification of any stain, plaque, or debris remaining on the tooth surface. Re-polish any missed areas. 

Evaluation Criteria:

The coronal polish procedure and final product should be carefully evaluated to see that they meet the criteria listed below.

1. The type of stains and deposits will be determined and appropriate removal technique will be instituted (i.e., if calculus is present, a qualified person will remove it).

2. Appropriate polishing agent (s) will be selected according to:

a. the type and amount of stain to be removed; and,

b. the restorative materials present in the patient’s mouth and will be utilized on the appropriate areas.

3.
Auxiliary polishing aids will be used when necessary (i.e., dental floss, dental tape, finishing strips).

4.
All handpiece attachments will be used on the portion of the tooth for which they were designed. 

5.
An efficient sequence for polishing will be utilized. 

6.
The technique for coronal polish will ensure effectiveness, efficiency, and patient comfort.

7.
Modifications in polishing techniques and/or procedures will be made according to special needs of a given patient.

8.
The clinical crowns of the teeth will be free of all hard deposits, extreme stain and soft debris and will be smooth and lustrous.

CORONAL POLISH EVALUATION CHART

Mark areas on this chart in blue where plaque, soft debris and/or extrinsic stain remain.


2 = tooth surfaces free of plaque, soft debris and extrinsic stain


1 = 3 tooth surfaces remain unpolished


0 = more than 3 tooth surfaces remain unpolished ( the process evaluation is unacceptable)

To complete the case all plaque, soft debris and extrinsic stain must be removed.

Mark areas on this chart in red where gingiva tissue has been traumatized.


2 = no tissue trauma


1 = 1 slight area of tissue trauma


0 = more than 1 area of tissue trauma or 1 very traumatized area (lacerated gingiva margin, etc.)


Facial
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Buccal
STUDY QUESTIONS  #2

1. Number the sequence of procedures for performing a coronal polish on a patient 

(as described in this module).

______Determine type of deposits present on teeth.  (Have hard deposits removed.)

______Polish buccal, lingual, occlusal surfaces with rubber cup and abrasive.

______Floss interproximal areas.

______Polish interproximal with tape and abrasive.

______Polish occlusal with brush.

______Dry teeth and apply disclosing solution.

2.
T
F
The patient’s mouth should be positioned at approximately the operator’s shoulder level in order to maintain optimal comfort and visibility during the coronal polish procedure.

3.
When polishing the linguals of anterior teeth, the ___________ o’clock position is usually most convenient for the operator.

4.
Describe the position of each finger when fulcruming and holding an instrument with a modified pen grasp.


Thumb:

Index finger:

Third finger:

Ring finger:

Little finger:

5.
What are the purposes for using a fulcrum and well-established grasp?


a.


b.


c.      

6.
On what structures should you fulcrum?

Study Questions  #2

7.
List three functions of the mouth mirror during coronal polishing:


a.


b.


c.

8. For the handpiece in coronal polishing, the pressure gauge on the dental unit should read  ____ to ____ pounds of pressure.

9. The handpiece should be activated before/after touching the tooth with the rubber 

cup.   (circle the correct response)

10. Which part of the rubber cup actually polishes the teeth?

a. a portion of the inner surface of the cup edge

b. a portion of the outer surface of the cup edge

c. the middle of the cup

d. the side of the cup

11. Describe the appearance and position of the rubber cup when polishing the cervical area of the tooth.

12. Describe the kind of strokes used when polishing with a rubber cup.

13. Describe the appearance of gingival abrasion caused by improper use of the rubber cup.

14.  Why is it important to have a sequence for polishing?

Study Questions  #2

15. Which procedure is followed when using the brush to polish occlusal surfaces?

a. begin on the ridges move down into the grooves, ending up in the 


central fossa

b. begin in the central fossa, move up into the grooves and end by 


going over the ridge

16. Why is it important to keep instruments and operating area free of saliva 

and excessive polishing agents? 

a.

b.

17. How are interproximal surfaces and gingiva surfaces of fixed restorations 

polished?

18. What precautions should be taken when using abrasive polishing strips?

19. Describe the final result of coronal polishing.

ANSWERS TO STUDY QUESTIONS  #2

1. Number the sequence of procedures for performing a coronal polish on a patient 

(as described in this module).

___1___Determine type of deposits present on teeth.  (Have hard deposits removed.)

___2___Polish buccal, lingual, occlusal surfaces with rubber cup and abrasive.

___5___Floss interproximal areas.

___4___Polish interproximal with tape and abrasive.

___3___Polish occlusals with brush.

___6___Dry teeth and apply disclosing solution.

2.
T
F 
The patient’s mouth should be positioned at approximately the operator’s shoulder level in order to maintain optimal comfort and visibility during the coronal polish procedure.

3.
When polishing the linguals of anterior teeth, the 11-12 o’clock position is usually most convenient for the operator.

4.
Describe the position of each finger when fulcruming and holding an instrument with a modified pen grasp.


Thumb:  Across from index finger on same side of shank as rubber cup


Index finger:  Across from thumb on side opposite rubber cup



Third finger:  Pad on shank of instrument, just a bit closer to rubber cup than index finger.


Ring finger:  Fulcruming on hard surface near working area

Little finger:  Next to ring finger, supplementary fulcrum

5.
What are the purposes for using a fulcrum and well-established grasp?

a.
stability for controlled action of handpiece or instrument

b.
prevention of injury to patient’s oral tissue

c.
comfort for patient to enhance confidence in operator’s ability to control manipulation of instrument 

Study Questions  #2-Answers

6.
On what structures should you fulcrum?



Tooth surfaces or other hard structures.

7.
List three functions of the mouth mirror during coronal polishing?

a. retraction of soft tissue

b. indirect vision

c. indirect illumination


8. For the handpiece in coronal polishing, the pressure gauge on the dental unit should read 10 to 13  pounds of pressure.

9. The handpiece should be activated before/after touching the tooth with the rubber cup.  

10. Which part of the rubber cup actually polishes the teeth?

a. a portion of the inner surface of the cup edge

11. Describe the appearance and position of the rubber cup when polishing the cervical area of the tooth.

Edge of cup and inner surface of edge should be flexed against the tooth so edge can move into gingiva sulcus area to clean cervical area of tooth.

12. Describe the kind of strokes used when polishing with a rubber cup.

Touch and wipe, pat and sweep, short overlapping strokes.

13. Describe the appearance of gingiva abrasion caused by improper use of the rubber cup.


Whitish burned area or raw bleeding area.

14. Why is it important to have a sequence for polishing?

So all areas are covered.

Study Questions #2-Answers

15.
Which procedure is followed when using the brush to polish occlusal surfaces?

b.
begin in the central fossa, up into the grooves and end by going over the ridges.

16.
Why is it important to keep instruments and operating area free of saliva and excessive polishing agents? 

a. increase vision

b. helps provide less slippery surface for fulcrum

17.
How are interproximal surfaces and gingiva surfaces of fixed restorations polished?  


Dental tape is used with polishing agent in a buccal, lingual, polish stroke.

18.
What precautions should be taken when using abrasive polishing strips?


Retract lips and tongue and use a secure fulcrum.

19.
Describe the final result of coronal polishing. 

The teeth will be free of all hard deposits, extrinsic stain and debris and gingival tissues will not be traumatized.

Lingual








3

