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Course Objectives:

•Analyze effective
protocols for implementing
diagnostic, preventive and
periodontal codes

•Discuss the paradigm
shift
within the nonsurgical
approach to
periodontal therapy

•Review clinical

parameters
involved in


distinguishing

periodontal


classifications,

including contrasting


terms of gingival

disease and


periodontitis

•List, describe, and

differentiate the various


periodontal diseases

•Explore future trends of
periodontal classifications as

discussed by the American Academy

of
Periodontology
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NOTES

93.9% of subjects ranging age 18-90 years old without
attachment loss had a GI above .50.



55.7% of subjects had a GI at 1.0 or higher

What is the National

Prevalence of Gingivitis?

The ADA estimates a 47.2% prevalence of

periodontitis among U.S. adults [in patients age

30-79] by the Journal of Dental Research
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Periodontal Classifications
As described by the American
Academy of Periodontology

2017 AAP Classifications

1999 AAP Classifications

3



Periodontal Health &

Gingival Health

Spectrum of

Clinical Health

Clinical gingival health on an intact periodontium

Clinical gingival health on a reduced periodontium
Stable periodontitis patient
Non-periodontitis patient
Recession, crown lengthening

Chapple ILC, Mealey BL, et al. Periodontal health and gingival diseases and conditions on an intact and a

reduced periodontium: Consensus report of workgroup 1 of the 2017 World Workshop on the Classification of

Periodontal and Peri-Implant Diseases and Conditions. J Periodontol. 2018;89 (Suppl 1): S74-S84

Longitudinal studies have demonstrated that sites that progress to

attachment loss have persistently greater levels of gingival inflammation
Chapple ILC, Mealey BL, et al. Periodontal health and gingival diseases and conditions on an intact and a reduced periodontium: Consensus report of workgroup 1 of the 2017
World Workshop on the Classification of Periodontal and Peri-Implant Diseases and Conditions. J Periodontol. 2018;89 (Suppl 1): S74-S84

NOTES
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Periodontal H
ealth on a 

Reduced Periodontium

Characterized by an absence of bleeding on probing, erythema, edema
and patient symptoms in the presence of reduced clinical attachment

and bone levels.

Example: recession, crown lengthening
No current evidence for increased risk of periodontitis

Chapple ILC, Mealey BL, et al. Periodontal health and gingival diseases and conditions on an intact and a reduced periodontium: Consensus report of workgroup 1 of the 2017
World Workshop on the Classification of Periodontal and Peri-Implant Diseases and Conditions. J Periodontol. 2018;89 (Suppl 1): S74-S84

Chapple ILC, Mealey BL, et al. Periodontal health and gingival diseases and conditions on an intact and a reduced periodontium: Consensus report of workgroup 1 of the 2017
World Workshop on the Classification of Periodontal and Peri-Implant Diseases and Conditions. J Periodontol. 2018;89 (Suppl 1): S74-S84

NOTES
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A nonspecific inflammatory
condition •Dental biofilm-induced
•Non-dental biofilm induced

Gingivitis
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Systemic (Modifying):
Metabolic

Systemic (Modifying): Smoking

Excess glucose is toxic and directly
induces mitochondrial stress and

enhanced respiratory burst in

inflammatory cells that activate

proinflammatory mediator cascades

Chapple ILC, Mealey BL, et al. Periodontal health and gingival diseases and conditions on an intact and
a reduced periodontium: Consensus report of workgroup 1 of the 2017 World Workshop on the
Classification of Periodontal and Peri-Implant Diseases and Conditions. J Periodontol. 2018;89 (Suppl
1): S74-S84
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Modified by

Nutrition
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Drug-influenced gingival enlargements
Anticonvulsants
Immunosuppresants
Calcium Channel Blockers
Antihistamines
Antidepressants
Anticoagulants



Severity of overgrowth is affected by

level of self-care.

Pharmacological Agents

Systemic

(Modifying):

Hormones

Chapple ILC, Mealey BL, et al. Periodontal health and gingival diseases and conditions on an intact and a reduced
periodontium: Consensus report of workgroup 1 of the 2017 World Workshop on the Classification of Periodontal
and Peri-Implant Diseases and Conditions. J Periodontol. 2018;89 (Suppl 1): S74-S84
9



Systemic Factors:

Hematological
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Non-Dental

Plaque-Induced
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Bacterial Origin
Neisseria gonnorrhoeae
treponema pallidum
Mycobacterium

Primary lesion: ulcer with painless
regional lymph enlargement.

Secondary: painful induration w
exudate
Streptococcal

Group A: Strep throat, scarlet fever,
impetigo, TSS, cellulitis

Viral Origin

Chapple ILC, Mealey BL, et al. Periodontal

health and gingival diseases and conditions

on an intact and a reduced periodontium:

Consensus report of workgroup 1 of the 2017

World Workshop on the Classification of

Periodontal and Peri-Implant Diseases and

Conditions. J Periodontol. 2018;89 (Suppl 1):

S74-S84
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Primary Herpetic Gingivostomatitis
(HSV1)

Clinical manifestations: widespread

inflammation, intense pain of the

gingiva, small clusters of vesicles
which later burst forming yellowish

ulcers that are surrounded by a red

halo, headache, fever, swollen lymph

nodes, sore throat, malaise.

Kaposi’s Sarcoma

Cancer that develops from the cells

that line lymph or blood vessels,

appears as tumors on mucosal

surfaces/skin surfaces

Most common: epidemic or AIDS-

related KS.
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Oral Infections
of Fungal Origin
Candida species infections
Histoplasmosis
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Previously termed HIV-associated
gingivitis (HIV-G)
Characterized by a 2-3mm marginal band
of intense erythema in the free gingiva
Criterion: lack of response to
conventional self-care and periodontal
therapy
Standard protocol should include .12%

chlorhexidine gluconate, consideration of

antibiotics.

Antiretroviral therapies with antifungal
therapy

Linear Gingival Erythema

Mucocutaneous Disorders

Erythema
 multiformesle
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Lichen Planus

AFTER 4 wks w/CloSYS

BEFORE (Lichen Planus)
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Mucocutaneous Disorders
Mucous Membrane Pemphigoid
Oral Pemphigus Vulgaris
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NECROTIZING Disease

Non-Plaque Traumatic Lesions

Primary sign: punched out papilla (NOT
hyperplasia)
Pseudomembrane 
Fetid odor
Pain
Severe inflammation

•NUP can be a sequelae of a single or
multiple episodes of NUG or may be the result
of the occurrence of necrotizing
disease at a previously periodontically
involved site.
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NOTES:

PERIODONTITIS
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Radiographic
Assessment
A comprehensive overview
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Periodontitis definitions based on marginal

radiographic bone loss suffer from severe limitations

as they are not specific enough and miss detection of

mild and moderate periodontitis

Radiologic Bone Loss

Early attachment loss is NOT seen on radiographs1

Bone loss can only be identified radiologically when approximately 30-50% of the bone has been
demineralized2



Radiographically, the cortical bone plates may hide slight bone loss1

Stage I periodontitis is defined as radiologic bone loss of less than 15% of the coronal third3
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Clinical Assessment
“The very earliest signs of periodontitis must be detected
clinically, not radiographically”
~Gehrig

REFERENCE: 1. Gehrig JS, Willmann DE, eds. Foundations of Periodontics for the Dental Hygienist. 3rd ed. Philadelphia, PA: Wolters Kluwer; 2011.
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Pseudopocketing

Gingival Disease

Bulbous papilla, intact

Position of the margin: above the CEJ

NOTES

Periodontal

Bulbous, blunted papilla or cratered

papillae

Position of the margin: above or below

the CEJ

Apical Migration of the Junctional

Epithelium

Gingival Disease vs.
Periodontal Disease
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Comprehensive

Periodontal Assessments

Periodontal Charting
Pocket depth
Bleeding points
Recession Points
Furcation Involvement
Mobility
Gingival Assessments
Color, contour, consistency, texture
Enlargement
Malodor, pain
Deposit Assessment

Calculus, plaque, materia alba, food impaction, stain

20.5% of patients had routine periodontal charting done
13% of charts included gingival bleeding notation
16.3% of clinical notes recorded a periodontal diagnosis
“The data suggest that, except for radiographs, the majority of patient
records do not contain sufficient diagnostic information to describe patients’
periodontal health.”

1. McFall, W. et al. Presence of Periodontal Data in Patient Records of General Practitioners. J Periodontol.
https://doi.org/10.1902/jop.1988.59.7.445 59(7): 445-449
2. Nathan L Brown, Victoria EL Jephcote, James N Morrison and Jessye E Sutton, Inaccurate dental charting in an audit of 1128 general dental
practice records, Dental Update, 10.12968/denu.2017.44.3.254, 44, 3, (254-260), (2017)
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NOTES
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Almost two thirds (62.3%) ofpatients exhibit one or more sites with at

least 5mm of clinical attachment loss, and almost half present with

one or more sites with periodontal pockets.

Progressive clinical attachment loss
Pockets that get deeper over time
Pockets that bleed upon probing
Pockets that exhibit exudate
Radiographic evidence of progressing bone
loss Increasing tooth mobility

Activity of Periodontitis

re·cur·rent
/rək̍ ə̍rənt/

Clinical Recognition of Disease Recurrence

NOTES:

G
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INSIDE the Periodontal Pocket

Periodontal Inflamed Surface Area (PISA)

Full mouth Clinical Attachment Level (CAL)
Recession
Bleeding On Probing (BOP)
Six sites per tooth

NOTES
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28

PISA = 37 cm2  (approximately 5.7 inches2)

PISA: Gingival Health

Periodontal Inflamed Surface Area (PISA) 

Ulcerated area within the gingival sulcus/pocket

PISA = 0.3 cm2 (approximately 0.05 inches2)

PISA: Localized Severe Chronic Periodontitis

PISA: Generalized Severe Chronic Periodontitis

Periodontitis Stage 3,

Grade B/C, 

Localized Distribution

Periodontitis Stage 3/4, Grade B/C, Generalized Distribution



Staging

Permits moving beyond a one-dimensional approach of
using past destruction alone
Permits assessing of prognosis and complexity
Relies on standard dimensions of severity and extent of
periodontitis at present

Introduces the dimension of complexity for managing
the individual patient



1.Rate of periodontitis progression
2.Recognized risk factors for periodontitis progression
3.Risk of an individual’s case affecting the systemic health of
the subject

N o t e s
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“The identification of individual patients who are more likely to

require greater effort to prevent or control their chronic disease

long-term” (AAP, 2018)

Permits estimation of future risk of periodontitis progression,

responsiveness to standard therapeutic principles and potential

health impact of periodontitis on systemic disease requiring

potential co-therapy with medical colleagues

Integrate risk factors

Grading

Licensed to use ADA CDT codes granted to Katrina Sanders, enabling the speaker and host association to present CDT Codes. The Code on Dental Procedures and Nomenclature is published in CDT
2018 Current Dental Terminology, Copyright 2018, American Dental Association (ADA) All rights reserved.
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NOTES:

Grading Periodontitis

Tonetti MS, Greenwell H, Kornman KS. Staging and grading of periodontitis: Framework and proposal of a new classification and case definition. J Periodontol. 2018; 89 (Suppl 1):
S159-S172.
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Periodontitis as a manifestation of systemic disease

© Ultimate Perio Symposium

Systemic diseases or conditions affecting the periodontal supporting tissues

Periodontal infection and inflammation, as well as common genetic and acquired risk factors, are the scientific

basis that explains the biological plausibility of the associations between periodontitis and systemic diseases.

Currently, up to 57 diseases and conditions have been studied with regards to their connection with periodontitis

Conditions with at least minimal evidence of an association with periodontitis include:
COPD, pneumonia, chronic kidney disease, rheumatoid arthritis, cognitive impairment, obesity, metabolic
syndrome and cancer
There are many diseases and conditions that can affect periodontal tissues to include: Mainly rare diseases
Common diseases such as: Down Syndrome, Systemic Lupus Erythematosus, HIV infection, inflammatory
bowel disease, Diabetes Mellitus, Osteoporosis, Osteoarthritis, Emotional stress & depression, Smoking,
Medication
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Systemic Diseases

Early exposure to inflammation poses a risk.
May be related to elevation of c-reactive proteins

Oral bacteria is easily aspirated.
P. gingivalis, F. nucleatum and B. oralis
Contribute to diseases: bronchitis, pneumonia and
emphysema.

P. gingivalis as a two-fold risk of pancreatic cancer.
F. nucleatum linked to colorectal cancer.
Oral cancer linked to patients with greater than 1.5mm
attachment loss.

Oral disease elevates risk of premature, low-birth-weight
delivery.
Occurs in approximately 1 in 10 deliveries.
Peridontal scaling reduced risk.

Diabetic patients are more susceptible to oral disease.
Uncontrolled diabetes elevates blood glucose.
Periodontal scaling and root planing could control HbA1c
readings.

Connection between myocardial infarction and oral disease.
50% increased risk for heart disease.
30% increased risk of stroke.

Cancer

Diabetes

Respiratory Disease

Alzheimer’s Disease

Cardiovascular Disease

Adverse Pregnancy outcomes

35



N o t e s

Mucogingival Deformities and Conditions

Periodontal Abscesses and Endodontic-Periodontal Lesions

Gingival


Periodontal


Pericoronal


Endodontic

gingival/soft tissue recession

facial or lingual surfaces

interproximal (papillary)

lack of keratinized gingiva

decreased vestibular depth

aberrant frenum/muscle

position
gingival excess
pseudo‐pocket

inconsistent gingival
margin
excessive gingival
display

gingival enlargement
abnormal color
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•Enamel Pearl

•Palatolingual groove

•Root fractures

•Cemental tears

•The term biologic width was replaced by supracrestal attached tissues.

•Primary Occlusal Trauma

•Secondary Occlusal Trauma

•Non-carious cervical lesions

•“There is lack of evidence from human studies implicating occlusal trauma in the
progression of attachment loss in periodontitis”



•~AAP, 2018

N o t e s

Traumatic Occlusal Forces

Tooth and Prosthesis Related Factors
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a Periodontitis patient is a periodontitis patient for life

A patient who has periodontitis remains at risk for

further periodontal destruction even with treatment. It is

important to define a periodontitis patient as an ‘at risk’

individual because this patient requires am ore intensive

level of maintenance and evaluation than a patient who

has not had periodontitis.

A periodontitis patient who has been treated and is now

stable should not return to a level of evaluation and

maintenance identical to a patient who has never had

periodontitis [example: annual or semi-annual

exam/prophylaxis]

AAP Updates | Periodontal Patients

American Academy of Periodontology. Acquired from: https://www.ada.org/~/media/JCNDE/pdfs/Perio_Disease_Classification_FAQ.pdf?la=en. Accessed on: September 
2021.
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AAP Updates | Applying Extend

& Distribution

American Academy of Periodontology. Acquired from: https://www.ada.org/~/media/JCNDE/pdfs/Perio_Disease_Classification_FAQ.pdf?la=en. Accessed on: September 21, 2021

40

AAP Updates | Severity- Based Diagnosis
Using a stage for each quadrant is not

permitted.
Staging is designed to give information about

the whole mouth, relative to the severity and

complexity. The stage will also inform the

clinician of the initial difficulty and complexity

of required treatment as well as expected

prognosis since It provides some perspective on

the individual patient’s response to the disease

challenge at the time of examination



AAP 
Updates:

Determining Stage

American Academy of Periodontology. Acquired from:

https://www.ada.org/~/media/JCNDE/pdfs/Perio_Disease_Classification_FAQ.pdf?la=en. Accessed on: September 2
2021.
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AAP Updates | Missing Teeth
If a patient is missing teeth due to periodontitis and the
clinician must extract additional teeth due to periodontitis,
these teeth count as being lost due to periodontitis.
In the staging table, tooth loss is defined as ‘tooth loss due to
periodontitis’.
Tooth loss should include those teeth planned for extraction
due to periodontitis as part of active therapy.



The stage does not typically regress or move to a lower stage.
If a patient has been treated and is now clinically stable, he/she

is now described as having periodontal stability.
If sites demonstrate further clinical attachment loss, radiographic

bone loss and deeper probing depths, it becomes an unstable

case of recurrent periodontitis; in this case, the stage could

change to a higher level depending on criteria.

AAP Updates | Changing the Stage

American Academy of Periodontology. Acquired from: https://www.ada.org/~/media/JCNDE/pdfs/Perio_Disease_Classification_FAQ.pdf?la=en. Accessed on: September 21,

2021.
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AAP Updates | Grading for

Treatment Planning



NOTES:
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Peri-Implant

Health

40



Peri-Implantitis

Peri-Implant Mucositis

Contributed by etiological factors:

systemic disease, medications, tissue

turnover, trauma, local disease,

biochemical factors, tissue morphology

Pathological condition characterized by
plaque-induced inflammation of the

peri-implant connective tissue and

subsequent progressive loss of

supporting bone

Inflammatory lesion of the soft tissue
surrounds implant
Bleeding on probing & visual signs of
inflammation.
Reversible with plaque elimination

Peri-Implantitis
Peri-Implant Soft and Hard Tissue Deficiencies
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Implant maintenance procedures
Including removal of prosthesis, cleansing

of prosthesis and abutments and

reinsertion of prosthesis.

This procedure includes a prophylaxis to

provide active debriding of the implant and

examination of all aspects of the implant

system including occlusion and stability of

the superstructure. The patient is also

instructed in thorough daily cleansing of

the implant.

Scaling and debridement in the presence of inflammation or mucositis of a single implant

Including cleaning of the implant surfaces, without flap entry and closure.
This procedure is not performed in conjunction with d1110, d4910 or d4346

D6080

D6081
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This slide contains content from the "ADA Guide to Reporting D4346" that is protected by
copyright (©2018 American Dental Association (ADA). All rights reserved)

D4355
Full mouth debridement involves the preliminary removal of plaque and

calculus that interferes with the ability of the dentist to perform a

comprehensive oral evaluation. Not to be completed on the same day as

D0150, D0160, or D0180.

Verbiage should include inability to acquire appropriate assessments

NOTES:
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NOTES:
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Healthy

Periodontium

45



Clinical Gingival Health on an Intact

Periodontium/Incipient Gingivitis

Stable on a Reduced Periodontium [Non-

Periodontitis Patient]

Gingival

observations:


coral pink, may

have localized

erythema &


edema

Gingival

observations:


coral pink, may

have localized

erythema &


edema

Probing

Depths: 1-


3mm

Probing

Depths: 1-


3mm

Bleeding: Healthy

includes less

than 10%. 

10%-30% of sites

notes incipient


gingivitis

Gingival

Margin: stable.

NO recession

noted.

Furcations:

none.

Bleeding: LessGingival Margin:Furcations: 
than 10% of sitesstable withPossible.

localized areas of
possible

recession.



No Patient Report of Periodontitis/Periodontal Therapy

Mobility: none

Mobility: none

Radiographic

Bone: may


demonstrate

signs of loss

Radiographic

Bone: stable;


no defects

NOTES:
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NOTES:
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Gingivitis
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Moderate/Severe Gingivitis on an
Intact Periodontium

Gingivitis on a Reduced Periodontium
[Non-Periodontitis Patient]

00

Gingival

observations:


coral pink, may

have localized

erythema &


edema.  Possible

hyperplasia

Gingival

observations:


coral pink, may

have localized

erythema &


edema.  Possible

hyperplasia

Probing Depths:

1-3mm.  Possibly


4mm.

Probing Depths:

1-3mm.

Bleeding:

30% of sites


or more.

Bleeding: 10% or

more.

NOTES:

Gingival Margin:

stable or


inflammation.

Recession is


possible.

Gingival Margin:

stable or


inflammation.

NO recession


noted.

Furcations:

possible.

Furcations:

none.

Mobility: none

Mobility: none

Radiographic

Bone: stable;


no defects

Radiographic

Bone: May


demonstrate
some signs of loss

No patient report of periodontitis or periodontal therapy.  Notation of source of attachment loss is encouraged to clarify a non-periodontal diagnosis.
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Scaling in presence of generalized moderate or severe gingival inflammation –

full mouth, after oral evaluation

The removal of plaque, calculus and stains from supra- and sub-gingival
tooth surfaces when there is generalized moderate or severe gingival

inflammation in the absence of periodontitis. It is indicated for patients who
have swollen, inflamed gingiva, generalized suprabony pockets, and
moderate to severe bleeding on probing.  Should not be reported in

conjunction with prophylaxis, scaling and root planing, or debridement
procedures.

D4346

This slide contains content from the "ADA Guide to Reporting D4346" that is protected by copyright (©2018 American Dental
Association (ADA)All rights reserved) 53



Stage I Periodontitis

NOTES:
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Stage II Periodontitis

NOTES:
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D4921

D4341 | D4342

00

Gingival Irrigation - Per Quadrant
Irrigation of gingival pockets with medicinal
agent. Not to be used to report use of mouth
rinse or non-invasive chemical debridement

This procedure involves instrumentation of the

crown and root surfaces of the teeth to remove

plaque and calculus from these surfaces.  It is

indicated for patients with periodontal disease and

is therapeutic, not prophylactic, in nature.  Root

planing is the definitive procedure designed for the

removal of cementum and dentin that is rough,

and/or permeated by calculus or contaminated
with toxins or microorganisms.  Some soft tissue

removal occurs.  This procedure may be used as a

definitive treatment in some stages of periodontal

disease and/or as a part of pre-surgical procedures

in others.

NOTES:
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NOTES:

Stage III Periodontitis
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Stage IV Periodontitis

NOTES:
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Mechanically remove all detectable plaque and
plaque-retentive factors. Remove endotoxins from
root surfaces (specifically complex
lipopolysaccharides {LPS} found in cell walls of
gram-negative bacteria.
Facilitate shift in oral flora from disease-related to
health-related organisms
Stimulate patient’s immune response
Stop progress of disease and allow for tissue
healing & institute maintenance program
Does NOT include purposeful and aggressive
cementum removal
Assessment of host response (smoking, diabetes,
medications, etc.)

Achieve hard, glassy smooth root surfaces
Promote effective daily plaque control by patient
Use of hand-activated instrumentation is preferred over powered instruments
Belief: endotoxins are firmly bound and absorbed into the cementum, removal
of cementum is an essential component of nonsurgical therapy
Evaluate success of therapy immediately following instrumentation

Previous Paradigm in
Instrumentation

New Paradigm in Instrumentation

This work has shown that cavitation does occur around the free end of ultrasonic scaler
tips. The area of cavitation near the free end of the tips increases with power as well as
with the amplitudes of displacement at the tips. 
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Nonsurgical Success

NOTES:

On average, 39% of patients treated with nonsurgical scaling &
root planing achieve successful healing
Anterior teeth have an 85% success rate
Molar teeth have a 47% success rate

When a pocket depth is equal to 5mm or less, it is likely met with
a successful outcome

Evaluation
D0171: re-evaluation – post-operative office visit

“Some dental insurance companies have started


imposing a little known and undisclosed six-week

waiting period between treatment codes”

D1110 and D4341 or D4342
D4355 and D4341 or D4342
D4910 and D4341or D4342
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Gingivitis on a Reduced Periodontium [Successfully

Treated Periodontal Case]

Stable on a Reduced Periodontium [Successfully Treated

Periodontal Case]

There is a history of active [not restorative] periodontal therapy

61



D4910

D4381
Localized delivery of antimicrobial agents via a controlled
release vehicle into diseased crevicular tissue, per tooth



FDA approved subgingival  delivery devices containing
antimicrobial medication(s) are inserted into  periodontal
pockets to suppress the pathogenic microbiota.  These
devices slowly release the pharmacological agents so they
can remain at the intended site of action in a therapeutic
concentration for a sufficient length of time.

This procedure is instituted following periodontal therapy and continues at

varying intervals, determined by the clinical evaluation of the dentist, for the

life of the dentition or any implant replacements.  It includes removal of the

bacterial plaque and calculus from supragingival and subgingival regions, site

specific scaling and root planing where indicated, and polishing the teeth.  If

new or recurring periodontal disease appears, additional diagnostic and

treatment procedures must be considered.
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A clinical dental hygienist, author and international speaker, Katrina is a vibrant, passionate and charismatic award-winning

educator with a unique approach to delivering continuing dental education. A distinguished speaker with many dental


hygiene study clubs, Katrina’s lectures incorporate a caring, comedic and supportive style. She is passionate about

educating, empowering and instilling compassion within the dental hygiene industry. Katrina’s zest for dental hygiene is


infused throughout her content as she lectures on provocative topics while leaving participants with a call to action and an
abundantly renewed sense of pride for their industry.Katrina is the founder, CEO and keynote speaker for Sanders Board


Preparatory, a comprehensive program designed to supplement student learning and enhance understanding of
concepts, terminology and procedures commonly discussed in preparation for the National Board Dental Hygiene


Examination. She is also the co-founder, co-owner and Executive of Dental Hygiene Programs with The Core Group, a

consulting firm dedicated to a customized approach to elevating standards within the dental practice. Known as “The


Dental Resultant”, Katrina integrates a unique approach to dental consulting through effective communication,
unwavering standards, inspiration and empowerment.Katrina is the Clinical Liaison, Hygiene Excellence and Innovation for


AZPerio the country’s largest periodontal practice. She works alongside Diplomates to the American Board of

Periodontology to instruct on collaborative professionalism and standard of care protocols while delivering education


through hygiene boot camps and study clubs. Katrina is the co-host of Tooth or Dare Podcast and is a published author

with DentalTown, Today’sRDH, a columnist and advisory board member for Modern Hygienist and brand ambassador for


Dimensions of Dental Hygiene. Her philanthropic efforts include dental humanitarian work in developing countries,

supporting abused and homeless animals and spreading awareness about the benefits of organ and tissue donation.

Katrina M Sanders RDH, BSDH, M.Ed, RF
The Dental WINEgenist

www.katrinasanders.com katrina@katrinasanders.com
63

http://www.instagram.com/thedentalwinegenist
https://www.facebook.com/TheDentalWINEgenist
https://www.instagram.com/advanceddentalhygiene/


The images, text, and all other copyrightable materials contained in this text are


protected by United States copyright law and may not be reproduced,


distributed, or transmitted in any form or by any means, including

photocopying, recording, or other electronic or mechanical methods, without


the prior written permission of Katrina Sanders, except in the case of brief


quotations embodied in critical reviews and certain other noncommercial uses


permitted by copyright law. Trademarks featured or referred to in this text are


the property of their respective trademark holders. Any use of such trademarks


is intended for reference or identification purposes only and does not indicate


affiliation, sponsorship, or endorsement of Katrina Sanders or any product or


service they may offer.
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