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INFECTION CONTROL AND HYGIENE IN
OROFACIAL MYOLOGY
Anne Struck-Bock, M.A.

Orofacial Myologist, Private Practice, Stockton, California

High standards of infection control, hygiene and
cleanliness must exist in the office of the orofacial
myologist for the benefit of patient and clinician alike.
Numerous serious infectious diseases are found in den-
tistry which the clinician should not ignore. These
diseases include viruses such as AIDS, hepatitis A and
B, hepatitis (non-A and non-B), hepatitis Delta, herpetic
conjunctivitis, herpes simplex Il (HSV-2), herpetic
whitlow, chicken pox, the common cold, infectious
mononucleosis, influenza, German measles, Rubeola
(measles), mumps and viral pneumonia. They include
bacterial diseases such as gonorrhea, legionellosis,
bacterial pneumonia, staphyloccus infections, strep-
tococcus infections, syphillis, tetanus and tuberculosis.
The CDC estimates that in a dental practice of 20 pa-
tients daily, an estimated average of at least two patients
with oral herpes, one carrier of hepatitis B, and an
unknown number of patients infected with the AIDS virus
are seen in seven working days. Dental personnel can-
not always identify carriers and may be exposed to them
unknowingly. In fact, the clinician may be exposed
unknowingly to all of the above-mentioned diseases.

Orofacial myologists must consider each patient as
potentially infectious and employ infection control pro-
cedures. In a dental (and, similarly, an orofacial myology)
practice, contamination may occur in three ways:
Transmission from staff to patient, transmission from pa-
tient to staff, transmission from patient to patient.
Transmission of microorganisms may be direct or indirect
through personnel or dental instruments. The degree of
risk depends on the type of microorganism, national and
local factors, and changes in the numbers of infected pa-
tients. A checklist for infection control includes immuniza-
tion, sterilization of intraoral instruments, high level
disinfection of therapy equipment, correct storage of
sterilized items, surface disinfection, hand washing and
use of gloves and other protective attire, correct disposal
of waste material, careful handling of contaminated items
and communication of procedures to co-workers in the
office. In addition, the clinician’s own hygiene and office
cleanliness must reflect exemplary standards.

HEPATITIS B: The following information directly af-
fects the orofacial myologist. Hepatitis B infection is the
most critical infectious occupational hazard for the den-
tal professional. Dental health care workers have a five
to ten-fold greater chance of acquiring the infection than
the general population. Hepatitis B infection may be a
severe or even fatal acute illness resulting in possible work

loss, infection of one’s family, and/or the development
of a carrier state. A carrier state can result in chronic liver
disease, cirrhosis, and/or primary hepatocellular car-
cinoma. Dental health care workers with acute or chronic
hepatitis B infection may transmit the infection to their
patients, although this is a relatively rare occurrence
(CDC, 1986).

Unfortunately, as many as two-thirds of individuals in-
fected with hepatitis B are asymptomatic and unaware
that they have the disease, although they can transmit
it. Approximately one-in-ten of all infected individuals re-
main carriers, usually for a lifetime. According to the CDC,
the United States had 800,000 to 1,000,000 carriers
of hepatitis B in 1984. An increase of 20,000 cases an-
nually is expected.

Hepatitis B is transmitted via blood and other body
fluids through percutaneous or mucosal contact. The
virus is highly concentrated in the blood. As little as one
millionth of a milliliter of blood can transmit hepatitis B.
Hepatitis B is relatively stable when exposed to en-
vironmental siresses and can survive on surfaces at room
temperature for one week or perhaps much longer.

The CDC reports that the risk of transmission from staff
to patient is very small relative to the total number of pa-
tients treated. However, the risk of transmission from pa-
tients to staff is much higher. Risk groups are patients
and staff in hemodialysis and hematology/oncology units,
patients requiring frequent or large-volume blood transfu-
sion or clotting-factor concentrates (e.g., patients who
have hemophilia, thalassemia), residents and staff of in-
stitutions for persons with severe handicaps, those who
have household and sexual contacts among persons with
persistent hepatitis B antigenemia, morticians and em-
balmers, blood bank and plasma fractionation workers,
persons at increased risk because of sexual practices,
drug users who share needles, prisoners and interna-
tional travelers. In addition, populations with high in-
cidence of the disease are Alaskan Natives, Indo-Chinese
refugees, Haitian refugees, Native Pacific Islanders and
Sub-Saharan Africans.

Tests can detect the hepatitis B virus in the blood, the
degree of infectivity, previous infection and immunity to
hepatitis B. Hepatitis B vaccine can eliminate risk of ac-
quiring hepatitis B and is best administered during pro-
fessional preparation. Three doses usually assure im-
munity: the initial dose is followed with doses at 1 month
and 6 months after the first; a booster is probably
necessary every 5 years. The vaccine has been proven
safe and serious side effects have not been found.
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The CDC cautions that vaccinations are no reason to
relax strict adherence infection control procedures.
Because the clinician is frequently exposed to spatter
and since it may contain microscopic amounts of blood,
the clinician may wish to ask a physician about
immunization.

AIDS: Acquired immunodeficiency syndrome, first iden-
tified in 1981, is a severe viral disease caused by the
human T-lymphotropic virus type lll, or lymphadenopathy-
associated virus (HTLV-III/LAV). AIDS is a serious and
usually fatal complication of infection. High risk groups
include homosexual men, intravenous drug abusers and
hemophiliacs. By June 1986 nearly 21,000 cases were
reported with the number expected to double every 13
months (CDC, 1986).

Transmission routes are sexual, and via exposure o
blood, blood components, and products such as clot-
ting factor concentrates, or perinatally. The virus has
been found in the saliva of a few men and the tears of
one women, but the role of saliva or tears in the transmis-
sion of HTL-II/LAV has not been established. Although
the possibility of infection with HTLV-III/LAV is “almost
certainly less” than with hepatitis B or herpes, the large
number of potential exposures make AIDS a concern to
the clinician.

A screening test, licensed by the Food and Drug Ad-
ministration, is designed to detect antibody to HTLV-IIl.
Further testing procedures can detect false positive
results. People with positive test results should be
notified by the blood bank after verification of results. On-
ly a small percentage of those infected with the HTLV-
I/LAV virus have actually developed AIDS, or AIDS
related complex (ARC). Asymptomatic infected in-
dividuals can transmit the virus to other persons sexual-
ly, through blood, or perinatally. Oral signs and symp-
toms of HTLV-III/LAV infection include unexplained oral
candidiasis and lymphadenopathy, among the earliest in-
itial manifestations. Kaposi’'s sarcoma of the mouth is
usually diagnostic of AIDS in high risk groups. The mouth
or skin of the head and neck are often the first affected
by bluish-purple hemorrhagic lesions in AIDS patients.
Severe oral herpes simplex and oral hairy leukoplakia are
commonly associated with HTLV-III/LAV infection. Oral
hairy leukoplakia is a distinct corrugated white lesion,
usually apparent on the lateral borders of the tongue
(CDC, 1986).

Although dental professionals are a “sentinel popula-
tion,” they are in little danger of acquiring HIV infection
in their work. However, only a small percentage of den-
tal professionals have been evaluated. Clinician’s should
stay informed and follow established infection control
procedures.

HERPES: Virtually everyone becomes contaminated with
this virus and about 50 percent of Americans have reac-
tivated herpes simplex. Except for the common cold and
influenza, herpes infection may be the most common viral
infection. Antibodies to herpes simplex virus |
(HSV-I) are nearly universally present in the adult popula-
tion. The CDC reports that nearly all adult dental patients
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have been exposed to herpes. Primary acute
gingivostomatitis is the first manifestation. Small red
vesicular lesions may appear on any or all oral tissues,
including the palate, buccal mucosa and lips, which are
usually the most severely involved. Infection often begins
when children are below age 6, usually 3 to 6 years old.
The acute infection can last up to 14 days. Complica-
tions of primary gingivostomatitis can include death from
encephalitis or visceral dissemination, but this is very
rare. The most common complication is recurrent herpes
simplex infection. Allergy, stress, fatigue, illness, or
menstrual cycle may precipitate recurrent infection. Con-
tact with the fluid from these vesicles, or with saliva or
blood, transmits herpes. About 5% of asymptomatic oral
herpes patients may shed virus in saliva. HSV is relatively
stable, especially in proteins (blood, sputum); it may sur-
vive for hours or even days at room temperature; it is
heat and acid-sensitive. The clinician should use
established infection control procedures and allow in-
dividuals with active lesions to postpone therapy when
possible. Sterile gloves should be worn for intraoral
contact.

Herpetic whitlow (herpetic lesions of the finger) are less
common but significant. The CDC reports the case of
an ungloved dental hygienist who transmitted 20 cases
of herpes to patients from a herpetic whitlow lesion. The
clinician with exudative lesions or weeping dermatitis
should refrain from direct patient care and from handling
myofunctional equipment.

Transmission of herpes may occur from spattering of
saliva or blood droplets to the eye, although auto-
inoculation of the eye from the oral cavity via the hand
is believed to be more common. While infection of the
eye is an infrequent occurrence, the risk of complica-
tions associated with ocular herpes, such as irritation to
the eye and possible visual impairment can be reduced.
Position the patient carefully to reduce direct transmis-

sion from spatter, wear eyeglasses and use established
infection control procedures.

Most herpes simplex type 2 (HSV-2) infections involve
the genital area. But approximately 10 percent of oral
lesions are type 2. HSV-1 lesions are not clinically
distinguishable from HSV-2 lesions. Tests can determine
antibody to herpes, but are inadequate in determining
whether herpes is type 1 or type 2, and typing is ex-
pensive and usually unnecessary.

TUBERCULOSIS: Primary infections with
mycobacterium tuberculosis occur in the lungs. They can
persist for years. Tuberculosis is disseminated ex-
trapulmonary in 15 percent of cases. It involves the
mouth in 3.5 percent of cases. All oral tissues except
teeth may be infected with tuberculosis. The tubercle
bacilli can survive for a long time outside the body. A clini-
cian who treats a patient with open tuberculosis runs a
risk of contamination via aerosol formation {coughing).
Similarly, a tuberculosis-positive clinician can put a pa-
tient at risk.

GONORRHEA: Infections with Neisseria gonorrhoeae
can occur in the mucous membranes of the oral cavity,
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the tonsils and the pharynx. The bacterium, highly sen-
sitive to hypothermia and dehydration, can nevertheless
cause infections of the eyes, and nasal and oral mucosa
via airborne transmission in exudate from patients with
oral infections. Proper positioning of the patient can help
here. Use established infection control procedures.

Syphilis: This four-stage infectious disease is caused
by Treponema pallidum. The hard chancre of primary
syphilis and the multiform skin eruptions of secondary
syphilis are the major sources of contamination. Con-
tamination is also possible via infected blood. Contamina-
tion via objects is less likely to occur, because the bacteria
are highly sensitive to cooling and oxygenation, and can-
not survive long in the atmosphere. The disease is world-
wide and the highest morbidity is found in the 15 to 30
age-group (sexually most active)....Dentists and oral
hygienists run an increased risk of contamination through
contact with skin lesions and mucosal lesions in and
around the oral cavity.... The formation of aerosol may
fead to infection of the dentist’s own mucous membranes
and eyes, but transmission of Treponema pallidum may
also occur via microlesions on the hands of dentists and
oral hygienists (Van Amerongen, 1988). Clinicians should
use established infection control procedures.

LEGIONNAIRES' DISEASE: The water-loving
bacterium, legionella pneumophila, was rediscovered and
named after the epidemic of severe pneumonia which
occurred during a reunion of Korea veterans in
Philadelphia in 1976. It is often found in pipelines of
heating systems and in humidifiers of air conditioning
systems of hotels, hospitals, and apartment buildings.
Transmission of legionella infections occurs via aerosols
formed from contaminated water. Legionella have not yet
been described in dental practices, but one should take
into account the possibility of infection. Personnel of a
certain dental department had significantly higher an-
tibody titres than a matched control group; further, a
larger percentage of persons had antibodies than the
matched control group. Since these bacteria can multiply
very quickly, water left stagnant at room temperature for
a few hours may contain vast numbers of
microorganisms. Pipelines should be regularly washed
out and water in reservoirs replaced (Van Amerongen,
1988).

OTHER VIRAL INFECTIONS AND BACTERIAL
DISEASES: Preventive infection control strategies for
hepatitis B, AIDS, and other infectious diseases caused
by bloodborne viruses are similar. Additionally, risks for
occupational transmission of any disease will be minimiz-
ed by adhering to a standard set of protocols (CDC,
1986). Information and suggestions for such protocols
are as follows.

STERILIZATION VERSUS DISINFECTION: The clini-
cian should be well aware that Sterilization is the pro-
cess by which all forms of microorganisms are destroyed,
including viruses, bacteria, fungi, and spores. Methods
of sterilization include the use of steam under pressure

(autoclave), prolonged dry heat, chemical vapor, ethylene
oxide gas, or immersion in chemical sterilants. Disinfec-
tion is generally a less lethal process than sterilization.
It eliminates virtually all recognized pathogenic
microorganisms, but not necessarily all microbial forms
(bacterial endospores) on inanimate objects. A chemical
agent for disinfection in dental settings must be registered
by the Environmental Protection Agency (EPA) as a
hospital disinfectant, and must be tuberculocidal.
Virucidal efficacy must include, as a minimum, both
lipophilic and hydrophilic viruses (Council on Dental
Therapeutics, 1988). For a list of ADA Accepted Pro-
ducts, write to the Council on Dental Therapeutics,
American Dental Association, 211 East Chicago Avenue,
Chicago, lllinois 60611, or call 1-800-621-8099.

STERILIZATION: The clinician can use steam under
pressure (autoclave), chemical vapor, or ethylene oxide
gas if available. However, units for these types of
sterilization can cost thousands of dollars and are pro-
hibitively expensive to the solo practicioner. Chemical
immersion using ADA accepted products requires full-
strength, 10-hour immersion which eventually destroys
instruments and container alike. The most practical
technique is undoubtedly dry heat using an ordinary
toaster oven reserved for the purpose. Metal in-
struments, foil-wrapped cotton rolls, Boley gauges, etc.,
must remain in the oven at 320 to 360 degrees
fahrenheit for three hours or 160 to 180 degrees cen-
tigrade for three hours. Include a pair of tongs. Cooling
time may take approximately an additional half hour. Simp-
ly remove the sterile items with the tongs and place in
disinfectant solution. (When removed from the disinfec-
tant solution with sterile gloves, items should be rinsed
in sterile water). An accurate thermometer is necessary
to assure the correct temperature of the oven.

HAND WASHING: Clean hands are critical to hygienic
office procedures. Hands should be washed before and

after seeing each patient and after leaving the therapy
room. The Council on Dental Therapeutics can provide
a list of accepted antimicrobial hand cleaners. Dry hands
with new, disposable toweling. If no water source is
available, the next best choice is a one to ten clorox solu-
tion applied with gauze.

TO GLOVE OR NOT TO GLOVE: We often wish to em-
phasize an educational rather than a medical model in
the therapy setting to maintain motivation. Wearing
gloves, masks, and caps during therapy is extreme.
However, new sterile gloves for each patient should be
used for any intraoral contact with the patient. The hands
should be washed before the gloves are put on and after
they are removed. Non sterile gloves should be used for
clean-up when touching surfaces or materials con-
taminated with any body fluids or secretions. Use gloves
when handling contaminated cheek retractors, for exam-
ple, to prevent transmission to microlesions. Reusing
gloves is not recommended, since defects in the used
material may exist. If gloves break, remove immediately,
wash hands, and reglove.
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PROPER PATIENT POSITIONING: Minimize cross-
infection by careful seating and positioning of patient and
clinician.

PROTECTIVE ATTIRE: Eyeglasses are recommend-
ed to protect the eyes from saliva and saliva-borne blood
and aerosol. Clean the glasses with water and soap after
each patient. Clothing can further protect the clinician
from spatter. Use humorous or atiractive long aprons,
cobbler aprons, laboratory coats, jackets, front button-
ing blouson tops, or smocks if appropriate. Some aprons
are particularly appealing to children. An impervious
plastic apron which can be wiped at intervals with sur-
face disinfectant is another option. If no aprons are worn,
then your clean outer clothing changed daily can serve
the function of a smock. Long sleeves and high collars
give further protection. Some dental uniforms contain
BIOGARD, an antimicrobial treatment claimed to disrupt
growth of bacteria for the life of the garment and be safe
for the wearer. Laundering at 80 degrees centigrade for
ten minutes as a rule suffices to kill most microorganisms.
To make sure that even highly resistant microorganisms
such as hepatitis B virus are killed, it is advisable to add
an amount of chlorine (0.75 1 per 100 kg) to the laun-
dry. (De Graaff, 1988).

STANDARDS FOR THERAPY EQUIPMENT:

Cheek retractors and other intraoral in-
struments: Mere disinfection of cheek retractors is
unacceptable in our profession. This rules out chlorine
bleach. This also makes impractical the use of plastic
retractors, as their chemical immersion in full strength
solution for 10 hours will soon destroy both the retrac-
tors and the sterilizing container. Metal retractors such
as the Columbia, Shuman, Bishop, Black, or University
of Minnesota retractors are available. (The Columbia has
adult and child sizes on either end. The Shuman has
separate sizes for adult and child.) The simplest and
cheapest way to sterilize these is to expose them to dry
heat. They must first be cleaned to remove debris. Clean
by thoroughly scrubbing with soap and water or
detergent, or by using a mechanical device such as an
ultrasonic cleaner.

squirt bottles: Each patient needs a squirt bottle
to bring to each therapy session. The patient’s first and
last name can be printed on the bottom of the bottle with
permanent black magic marker in case it is left at the of-
fice. The clinician should personally use a separate
demonstration bottle. No one should interchange bottles.
Should the patient forget a bottle, one newly disinfected
in 10-hour solution, can be supplied. Bottles can be
prepared ahead and stored in new sealed plastic bags.
Protocol for an individual's use of the squirt bottle re-
quires research by our profession to determine how often
the bottle should be emptied and allowed to dry, how
often it should be cleaned and how long refrigeration of
a filled bottle would prolong time between emptying and
washing. In the meantime, treating the bottle with the
same standards as a drinking glass seems sensible.
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Tongue depressors, straws, orthodontic rub-
ber bands: These are disposable items which should
be new for each patient. Wearing sterilized gloves, the
clinician can prepare packets in baggies ahead of time
which contain individual supplies. With hands washed
with antimicrobial soap, touch depressors only in the mid-
dle and straws only on the end during therapy and only
if necessary.

Mirrors: Avoid using touchables; a free standing mir-
ror or wall mirror may work best. The patient can be pro-
vided with a hand mirror to bring to each session. If office-
supplied hand mirrors are used, a clean baggie, new with
each patient, can be taped to the mirror hangle, or the
handle can be covered with saran wrap or aluminum foil.
The clinican should have a separate demonstration mir-
ror. Do not interchange mirrors.

SURFACES: Surfaces which may become saliva or
blood-contaminated may be covered with impervious-
backed paper, aluminum foil or clear plastic wrap. The
coverings should then be removed while wearing gloves
which may be non sterile and discarded appropriately.
The gloves should then be removed, the hands washed
and clean materials prepared for the next patient.

Uncovered surfaces should be wiped with absorbent
toweling to remove debris and the towel disposed of ap-
propriately. The surface should then be disinfected with
a suitable chemical disinfectant. Overall, Lysol Spray
Scent II fhas] performed best across all 5 test organisms
(TB organism, poliovirus I, P. seruginosa, S.
choleraesuis, and S. aureus) using 3 EPA test methods
and a wipe test developed by CRA in both absence and
presence of whole human blood. The wipes tests forced
disinfectants to perform in surface wipe mode with con-
tact times that did not require re-wetting of surfaces (3
minutes versus 10 minutes) and demonstrated that an-
timicrobial action of 79% ethy! alcohol + 0.1% o-
phenylphenol surpasses iodophors, chiorines, phenolics,
glutaraldehydes, and quaternary ammonium com-
pounds....Products recommended currently for medical
environmental surfaces disinfection (iodophors and
diluted household bleach) were unable to perform ade-
quate disinfection in presence of blood when used as wipe
on sterile plastic laminate surfaces. Wescodyne iodophor
at 75 ppm also failed EPS’s standard AOAC Use-Dilution
Method for P. seruginosa, S. choleraesuis, and S. aureus
(Clinical Research Associates, 1987).

DISPOSAL OF WASTE MATERIAL: Disposal materials
contaminated with body fluids should be carefully hand!-
ed and discarded in sturdy, impervious plastic bags to
minimize human contact. Liquid chemicals should be
carefully poured into a drain connected to a sewer while
Sflushing with copious amounts of water unless labeling
or local, state or federal regulations prohibit such a prac-
tice (Council on Dental Therapeutics, 1988).

WORK WITH CARE: Work in an ordered fashion. Be
careful not to puncture gloves. Use gloves with caution
around heating devices.
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OFFICE ENVIRONMENT: The office should be
vacuumed and/or mopped and dusted regularly. Win-
dows, walls, and carpeting should be kept clean. Chairs,
the treatment chair headrest and arms, tables, counters,
and units which are likely to become contaminated should
be surface disinfected. Use protective disposable cover-
ings when needed. The office should be well-ventilated.
The germicidal Lysol Il can eliminate many odors and
germs in the air. Wastebaskets can be cleaned with Lysol
II; they should not be overflowing; a step-on waste can
with a lid can prevent garbage from being an eyesore
and minimize contact with discarded items. Telephones
and doorknobs need regular attention. Sinks and toilets
should look and be meticulously clean. Liquid pump soap
should be used and disposable toweling provided. Even
office color and decor can reflect high standards of
cleanliness. Consider the psychological effect of color:
Near-black (a rich black brown) and off-white have the
quality of making all colors in a room look cleaner and
livelier (Allen, 1972).

THE CLINICIAN'S HYGIENE: It goes without saying
that the clinician’s hygiene reflects the degree of
cleanliness in the office. The clinician’s clothing, hair, and
fingernails must be clean and neat. The nose must be
clear of debris. To greet the patient with a healthy smile,
the teeth must be kept clean, brushed gently, probably
for a minimum of 3 minutes flossed and kept free of food
particles. Clinicians should consult their dentists for
specific recommendations. Tongue scraping or tongue
brushing (done since antiquity) is suggested. This is
because the papillary structure of the tongue dorsum af-
fords a unique ecological site that provides an extreme-
ly large surface area favoring the accumulation of oral
microorganisms and oral debris. Dry brushing can be
worthwhile. Let toothbrushes dry out between brushings.
Having two of different colors can be helpful. Replace
the toothbrush when it becomes splayed, at least every
2-4 months. Have one at each work site. Control oral
malodor. Lung air may contribute to oral odor in smokers
and in those who have ingested odoriferous foods
(e.g.,garlic), drugs, or have consumed alcoholic

beverages. The oral malodor is generated by local oral
conditions in all but about 10% of the cases, in which
it may be caused by nonpathogenic extraoral causes. Of
the latter cases, volatile aromatic compounds circulating
in the blood can be excreted via the fungs (Harris, 1987).

WRITTEN PROTOCOLS: The author suggests that the
clinician document the office infection control procedures
and communicate them to those who share and clean
the office. The author proposes, similar to the 1987 ADA
Annual Session Executive Committee support of a state-
ment on infection control in dental auxiliary education pro-
grams that the IAOM develop asepsis, infection and
hazard control protocols, and establish mechanisms for
monitoring compliance and mechanisms for periodic up-
dating of the protocols.

CONCLUSIONS: In view of the information gathered
here, the following guidelines seem necessary:
Immunization against hepatitis B.

Hand washing between each patient with antimicrobial
cleanser and drying with clean, disposable toweling.

Correct seating and positioning of patient and clinician.

Use of eyeglasses by clinician.

Use of protective clothing.

Use of sterile gloves for intraoral examination. Use of non
sterile gloves for clean-up of contaminated materials.

Correct sterilization, not disinfection, of cheek retractors
and other items used intraorally.

Correct storage of sterilized items.

Correct disinfection of surfaces.

Correct handling of touchables such as squirt bottles,
mirrors, tongue depressors and orthodontic rubber
bands.

Correct disposal of contaminated materials.

Clean, well-ventilated, pleasant offices with clean heating
and air conditioning systems.

Meticulously clean sanitation facilities.

High standards of personal hygiene.

Communication of infection control procedures to all
workers who share the therapy environment.

Documentation of infection control procedures.



32 International Journal of Orofacial Myology

Volume 14
Number 3

REFERENCES

Acquired immune deficiency syndrome (AIDS): Precau-
tions for clinical and laboratory staffs (1982). Mor-
bidity and Mortality Weekly Report, 31: 577-80.

Acquired immunodeficiency syndrome (AID): Precautions
for health-care workers and allied professionals
(1987). Ohio Medicine, 83(11): 776-7.

Allen, P.S. (1972). Interior environment. Provo, Utah:
Brigham Young University Press.

“Antiseptic and Germicide’ (1974). Encyclopaedia
Britannica, 1:995. Chicago: William Benton.

Bad breath is in your tongue? International Association
of Orofacial Myology Newsletter, March, 1988.
Cottone J.A., et al (1988). Selection for dental practice
of chemical disinfectants and sterilants for hepatitis
and AIDS. Australian Dental Journal, 32(5): 368-74.

Courtney W.L. (1987). Technicians at risk (letter). British
Dental Journal, 163(4): 109.

Council on Dental Materials, Instruments, and Equipment,
et al (1988). Infection control recommendations for
the dental office and the dental laboratory. Journal of
the American Dental Association, 116: 241-8.

De Graaff J., et al (1988). Hygiene in dental practice.
Part II: Measures to reduce the risk of contamination.
ASDC Journal of Dentistry for Children, 55(1):
56-63.

Environmental surface disinfection (1987). Clinical
Research Associates Newsletter, 11(10): 2-3.

Executive committee report (1988). Journal of Dental
Education, 52,7.

Flynn N.M., et al (1987). Absence of HIV antibody
among dental professionals exposed to infected pa-
tients. Western Journal of Medicine, 146: 439-42.

Guggenheim B., et al (1987). [Hepatitis B vaccination.
Hepatitis B vaccination and booster vaccination--
duration of vaccine protection]. Schweiz Monatsschr
Zahnmed, 997(12): 1529-31. (Ger)

Hardie J. (1987). Hepatitis B prevention. The new vac-

cine, and recent recommendations. Canadian Den-
tal Association Journal, 53(11). 826-7.

Hardie J. (1987). Dentists’ attitudes towards AIDS. A
survey. Canadian Dental Association Journal,
53(11): 823-5.

Harris, Norman O., and Christen, Arden G. (1987).
Primary preventive dentistry. Norwalk, Connecticut:
Appleton & Lange.

Ho D.D., et al (1985). Infrequency of isolation of HTLV-
lll virus from saliva in AIDS. New England Journal of
Medicine, 313: 16086.

Klein R.S., et al (1988). Low occupational risk of human
immunodeficiency virus infection among dental pro-
fessionals. New Engiand Journal of Medicine,
318(2): 86-90.

Lees A.D. (1987). Rubber glove hygiene (letter). British
Dental Journal, 16(12): 371.

Logan M.L. (1987). Legal implications of infectious
disease in the dental office. Journal of the American
Dental Association, 115(6): 850-4.

Lubick H.A., and Schaeffer L.D. (1986). Occupational
risk of dental personnel survey. Journal of the
American Dental Association, 113: 10-1.

Mapp, |.W. (1988). Rubber glove hygiene (letter). British
Dental Journal, 164(1): 6.

McCray E., Cooperative Needlestick Surveillance Group
(1986). Occupational risk of the acquired immunodefi-
ciency syndrome among health care workers. New
England Journal of Medicine, 314: 1127-32.

Pader, Morton (1988). Oral hygiene products and prac-
tice. New York: Dekker (Cosmetic science and
technology series: 6).

Palmovic D. (1987). Prevention of hepatitis B infection
in health care workers after accidental exposure. Jour-
nal of Infection, 15(3): 221-4.

Pepper D.S. (1987). Rubber glove hygiene (letter).
British Dental Journal, 163(9): 290.

Perret J.B. (1987). [Principles of hygiene in the dental
office]. Schweiz Monatsschr Zahnmed, 97(12):
1560-2. (Fre)

Porter, S.R. (1988). AIDS Update. British Dental Jour-
nal, 164(1):24.

Preventing the transmission of Hepatitis B, AIDS, and
herpes in dentistry. U.S. Department of Health and
Human Services, Public Health Service, Centers for
Disease Control, Center for Preventive Services, Den-
tal Disease Prevention Activity (1986). Atlanta, GA
30333.

Reinthaler F., et al (1987). [Legionella pneumophila:
seroepidemiologic studies of dentists and dental per-
sonnel in Austria). Zentralbl Bakteriol Mikrobiol Hyg
[B], 185(1-2): 164-70 (Eng. Abstr.). (Ger)

Recommendations for protection against viral hepatitis
(1985). Morbidity and Mortality Weekly Report, 34:
3313-24, 329-35.

Recommended infection-control practices for dentistry
(1987). Dental Disease Prevention Activity, Center for
Prevention Svcs, Hospital Infections Program, Center
for Infectious Diseases, CDC. New York Journal of
Dentistry, 57(5): 170-3,197.

Recommended infection-control practices for dentistry
(19886). Morbidity and Mortality Weekly Report, 35:
237-42.

Rogers V.C. (1988). Dentistry and AIDS: ethical and
legal obligations in provision of care. Medicine and
Law, 7(1): 57-63.

Schaeffer L.D., et al (1987). Dental professionals and
HIV infection [letter]. Western Journal of Medicine,
147(1): 86.

Shovelton D.S., et al (1987). Precautions taken by a
group of dentists in the West Midlands against cross-
infection. British Dental Journal, 163(12): 383-6.

Tanchyk A.P. (1987). Precautions in protection [letter].
Journal of the American Dental Association, 115(6):
824.

Tilis B.P. (1988). “Barriers” and a Happy New Year
[editorial]. New York State Dental Journal, 54(1): 3.

Tumolo A.T. (1987). Practice defensively! [letter]. Jour-
nal of the American Dental Association, 115(5): 670.

Van Amerongen W.E., et al (1988). Hygiene in dental
practice--Part I: Potential pathogens and possibilities
of contamination. ASDC Journal of Dentistry for
Children, 55(1): 47-55.

Zwemer J.D., et al (1987). Dentist health status and
risks. Journal of the American College of Dentists,
54(4): 7-12.





