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SUMMARY

The object of the study is administered to the child
the correlation between the reversible and irreversible caries
lesions must be ascertained. A 1000 children aged 6-15,
divided into 10 groups each comprising a hundred children,
were subjected to epidemiological research.

Childhood and adolescence is characterised by an
active and progressing caries process. The processis evinced
in a big number of caries lesions at different stages of
development. Many of the lesions are reversible nevertheless.
Theirreversible lesions are few in number, especially in the
youngest patients. As the children grow older, the number
of lesions increases, including the number fo irreversible
lesions. Thisisindicative of the fact that no management of
caries process has been administered, which makes it
possible for the process to progress freely. The big share of
reversible pathology makesit pretty obvious what should the
character of medical treatment be. Reversible lesions can be
cured non-operatively and preventively. Such a treatment
requires systematic control of the caries process and a
remineralisation non-operative treatment of the lesion. In this
way full regeneration of the structure affected can be
achieved which is the only adequate therapeutic approach.

Permanent teeth begin to cut when achild issix. They
find themselves in an oral environment having not yet
undergone complete mineralisation and for about two years
face therisk of developing caries (1, 2,). A parallel risk at this
ageisthe fact that the still existent temporary teeth have been
already undergoing a progressing caries process. Children
have caries lesions at this age many of which have not been
cured. Thisis a precondition for the increase in the number
of microorganisms causing caries which is a serious risk.
Childhood goes hand in hand with a preference for sweet
things and with a big and unwanted consumption of
carbohydrates. Habits concerning oral hygiene have not been
created yet or are not good enough. This puts the new
permanent teeth at risk in a dangerous oral environment and
causes the quick development of carieslesions (6, 7, 9, 11).
In the beginning the lesions are reversible and could be
successfully treated non-operatively (3, 4, 5, 7, 18). Modelling

of the caries process as an illness followed by a
remineralisation treatment is necessary if non-operative
treatment is to be applied, though (8, 10, 11, 12).

In order that the necessary treatment is administered
to the child the correlation between the reversible and
irreversible caries lesions must be ascertained in the first
place.

Thisis exactly the object of the study.

MATERIAL AND METHODOLOGY.

A 1000 children aged 6-15, divided into 10 groups each
comprising a hundred children, were subjected to
epidemiological research. The research was conducted
employing the following diagnostic terms: DO — earliest
possible changes visible after long drying and airing; D1 -
non-cavitated enamel lesion; D2 — cavitated enamel lesion;
D3 — dentine lesion and D4 — complicated dentine lesion.
For the statistical analysis average value, standard deviation
and O-criterium of Student for comparison of two medium were
used. An interval of verifiability of 95% was accepted.

RESULTSAND DISCUSS ON
Diagram No. 1. Age distribution of caries lesionsin
children’s permanent teeth
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In this diagram the correlation between the different
degrees of caries lesions in the permanent teeth of children
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aged 6-15 is represented. The so-called Nyvad , iceberg” of
the caries pathology can be seen here. The diagram shows
that the tip of the iceberg are theirreversible lesions D3 and
D4. These are the irreversible dentine caries and the
complications from the caries that have affected the pulp or
the periodoncium. These two stages are the smallest part of
the pathology. Hence their being at the top of the iceberg.
They are what we clearly see during a routine checkup. They
cannot be identified with the caries process, though. As is
the case with each lesion observed, they are just a symptom
of the process causing caries. They are a reminder of our
inactivity as the process unfolds. If we only restrict ourselves
to dealing with thistip of the iceberg, we are doomed to keep
fighting its consequences as the process intensifies and
broadens thus making operative treatment inefficient. Radical
measures are increasingly applied making the treatment of the
patient a much harder, much less likely to succeed and much
more expensive ajob.

We must look under the tip of the iceberg, though.
There we can see the broad foundation of the pathology. It
is comprised of abig number of reversible lesions. It islesions
that can be easily, painlessly, unexpensively and kindly
influenced. It is a possibility for us to display our
professionalism as true healers, whose actions bring about
recuperation and not about repair with artificial substitutes.

Diagram No. 2, lceberg” of the caries pathology
within the group of 15-year old children
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The “iceberg” is created by the progressive
arrangement of the pathology discovered according to the
degree of its progression. The basis of the iceberg is the
broadest part. It is created by diagnostic band DO. At this
diagnostic level the earliest visible manifestations of the caries
process are detected. In order that such alevel of diagnostics
is achieved, clear classification criteria, thorough visual
examination, good lighting, careful drying and airing, as well
as modern equipment must be applied. The next level of the
iceberg comprises the lesions detected within diagnostic
band D1. It is the clearly visible reversible stages in the
development of the early caries process that we usually call
white spots. The amount of pathology monitored here is
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much smaller since the very early stages in the process of
caries have already been detected within diagnostic band DO.
The next level of diagnosing is aimed at weighing the
cavitated white enamel lesions. This is diagnostic band D2.
At this stage of diagnostication the pathology detected is
partly reversible. Then comes another level of the iceberg. It
is diagnostic band D3 which comprises the dentine lesions.
A small part of the dentine lesions on the surface of the enamel
are potentialy reversible. Lesions at this level are usually
considered irreversible. There is evidence aready that part
of these lesions — the ones situated around the enamel-
dentine border or on the surface of the dentine — can be
cured. This shows that even part of the lesions within that
level must not be immediately subjected to operative
treatment. A careful analysis of the extent to which the
dentine has been affected has to be conducted. Accordingly,
if possible, non-operative treatment must be administered.
Thelast level —embracing lesions D4 — is there to accentuate
the occurrence of complications from the caries process. Such
complications are least common in childhood and are
completely irreversible.

Considering the whole range of the pathology
occurring allows usto arrive at a couple of important findings.
The first one is that much of the pathology is reversible.
Hence the need for a change in our way of thinking and acting
as specilists. The second finding is that the criteria for
determining the dental pathology in the examinations we
conduct — whether epidemiological or individual — should be
precise and clear enough to allow us to detect the reversible
stages in the caries process. The third finding is that both
routine daily diagnosing and epidemiological research should
be backed up by supplementary diagnostic instruments so
that the smallest changest — which are also the most easily
reversible ones - could be detected. Such an approach to
diagnostication would allow for a better control of the risk
environment at each moment in time. We must bear in mind
that the caries is not simply the lesion we observe. The
process itself has begun before the emergence of the lesion.
And this process is the result from a disturbance in balance
of the variousrisk factors.

And there is afinding that summarises the previous
ones. It is the finding that the irreversible pathology is just
the tip of the iceberg. Thistip is very small but we must not
be misled by that. However small the tip of the iceberg the
health status of our children is not good. Diagnostic level
D3 only alows usto determine the irreversible pathology and
leads us into neglecting the irreversible stages in the process
of caries. And it is precisely these stages that comprise the
massive foundation of the iceberg.

CONCLUSION:

Childhood and adolescence in our country is
characterised by an active and progressing caries process.
The process is evinced in a big number of caries lesions at



different stages of development. Many of the lesions are
reversible nevertheless. The irreversible lesions are few in
number, especialy in the youngest patients. As the children
grow older, the number of lesions increases, including the
number fo irreversible lesions. This is indicative of the fact
that no management of caries process has been administered,
which makes it possible for the process to progress freely
(13, 14, 15, 16, 17). The big share of reversible pathology
makes it pretty obvious what should the character of medical
treatment be. Reversible lesions can be cured non-operatively
and preventively. Such atreatment requires systematic control
of the caries process and a remineralisation non-operative

treatment of the lesion. In this way full regeneration of the
structure affected can be achieved which is the only adequate
therapeutic approach.

Conclusions:

LIn childhood and adolescence reversible lesions
prevail which can be treated preventively and non-
operatively;

2 Irreversible lesions requiring operative treatment are
few in number;

3. At this age the appropriate therapeutic approach is
non-operative preventive treatment.
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