Mouth Protection Program

PREFACE

This toolkit is designed to assist in the implementation of a Mouth Protection Program.  The model used in this package is the effective mouthguard program developed at Fort Leonard Wood and implemented collaboratively by line commanders and the Fort Leonard Wood Dental Activity (DENTAC).  The program’s target population is soldiers entering Initial Entry Training and Officer Basic Course.

As demonstrated at Fort Leonard Wood, the critical factors for success in any mouth protection program are:  

· High-level leadership commitment from both line commanders and dental service providers.

· Adaptation of the mouth protection program to the local needs of the target group and dental care providers.

· Clearly delegated responsibility for coordinating the activities of the mouth protection program.

· Data-driven, continuous quality improvement.

Many aspects of a Mouth Protection Program may be adapted to the local installation environment and infrastructure.  For this reason, only the central program components have been included in this toolkit.  The Dental Command responsible for the Mouth Protection Program at an installation can identify areas where local adaptations may be necessary.  The Dental Command can also determine how each adaptation will function within the program.

The U.S. Army Center for Health Promotion and Preventive Medicine (USACHPPM) and the U.S. Army Dental Command (DENCOM) are engaged in the proliferation of this mouth protection program.  The points of contact for this program are MAJ Georgia dela Cruz, USACHPPM (410-436-5454, DSN 584) and Pamela Richter, DENCOM (210-221-6823).
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Chapter 1 – Program Coordinator’s Guide

Section I.
Purpose of the Mouth Protection Program Toolkit

This Mouth Protection Program toolkit is written for dental care program coordinators who will perform essential program administration tasks and implement a Mouth Protection Program at their installations.  The materials contained within this toolkit provide the necessary framework and step-by-step guidance on program implementation.

Section II.
Introduction and Scope

This Mouth Protection Program toolkit is derived from the mouthguard program at Fort Leonard Wood.  The initial program was funded through the Health Promotion and Prevention Initiatives (HPPI) Program and produced a 74 percent reduction in oro-facial injuries.  Since implementation of the mouthguard program at Fort Leonard Wood, not one soldier has lost a tooth during training.   In addition, dental care providers have not reported any adverse outcomes such as allergies to the mouthguard material.

The success, resource savings, and cost/resource avoidance of the Fort Leonard Wood mouthguard program have justified the replication of the program at several other US Army installations during fiscal year 2002 (FY02).  The replication of this program will provide data to validate the effectiveness of the Mouth Protection Program and delineate critical success factors.

Section III.
Description of the Mouth Protection Program

A population-based Mouth Protection Program consists of the collection of orofacial injury data and issuing boil-and-bite mouthguards to soldiers.  At Fort Leonard Wood, injury data collection is done by the dental clinics that see trainees for sick call and mouthguards are issued as soldiers inprocess through the Dental Reception Center.  Boil-and-bite mouthguards are heated in warm water then given to each soldier.  The mouthguard material adapts over the teeth and then is allowed to cool in place.  In addition to getting a mouthguard, soldiers are also given small plastic bags for mouthguard storage along with information on the importance of mouth protection and when they are required to wear a mouthguard.

The overall goal of a Mouth Protection Program is to reduce the number of dental injuries that are sustained during training or playing a high-risk sport.  For this reason, injury data should be collected for approximately three to six months before instituting a program, to verify that training-related preventable injuries are occurring.  Additional program objectives include educating soldiers about the importance of mouth protection and initiating a change in command culture regarding the importance of mouth protection.

This population-based Mouth Protection Program is meant to supplement, not replace, the fabrication of custom mouthguards by installation dental clinics.  A custom mouthguard, fitted by a dentist using a cast of the patient’s teeth, provides a better-fitting, more comfortable mouthguard.  Custom mouthguards interfere less with speaking, have little effect on breathing, and cover the back teeth adequately.  Overall, a custom mouthguard is preferable to a boil-and-bite mouthguard.  If adequate time and financial resources are available, a custom mouthguard should be fabricated.
However, funding and manpower may constrain the number of custom mouthguards that can be fabricated.  The time needed to fabricate a custom mouthguard cuts into the time available for patient care.  

This toolkit provides the resources and framework necessary to begin a population-based Mouth Protection Program.  The following are important considerations in the implementation of a Mouth Protection Program:

· Education of soldiers and leadership

· Timing of implementation

· Dental manpower

· Cost

· Liability

Section IV.  Definitions

Stakeholder.  A stakeholder has an interest in the success of a program.  Stakeholders can include commanders, dentists, dental ancillary staff, and cadre.  

Participant.  A participant benefits from a program.  Participants include the soldiers who receive mouthguards.

Chapter 2 – Rationale and Background

The Fort Leonard Wood Dental Command noted that approximately five dental injuries per month were seen in the dental clinics.  The majority of these injuries were sustained by soldiers in Initial Entry Training.  The greatest number of the injuries were noted after pugil stick, M16, and confidence course training.

The Dental Activity Commander understood the value of mouthguards in preventing dental injuries.  A mouthguard is a device or appliance placed inside the mouth to reduce mouth injuries, particularly to teeth and surrounding structures. 1
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The protective benefits of mouthguards include the:

· Reduction of tooth fracture and dislocations,

· Protection against intraoral soft tissue lacerations and bruises,

· Protection against jaw fractures by absorbing energy from traumatic blows to the chin, and

· Prevention of mandibular condyle displacement. 2  

In addition, mouthguards may protect the brain against concussions by cushioning the shock from a blow to the jaw and by preventing the transmission of the shock through the mandibular condyle to the skull.2,3,4,5

Dental injuries from trauma may result in the fracture of the crown or root of the tooth, which may necessitate root canal therapy, crowns, tooth extraction, and surgical intervention to repair the injury.  These injuries may be immediate, or may be noted years later.  Once the integrity of the teeth is altered by injury, the teeth can never be repaired to the same strength as before the injury.  Dental injuries can result in disfigurement, pain, and emotional stress to the soldier.

In addition, dental injuries result in lost training time, time away from the mission, and significant financial expense to the Army.  The cost to treat just one damaged tooth is, on average, $1,000.6   The fiscal burden these injuries impose on the Army Dental Care System (ADCS) and the Military Health System (MHS) has never been studied.  One reason for the replication of the Fort Leonard Wood Mouthguard Program is to examine the financial impact of these injuries.

The question arose at the Fort Leonard Wood DENTAC: Could mouthguards prevent some, if not all, of these training-related injuries being seen in the Fort Leonard Wood dental clinics?  There is little or no research on mouthguard use by military personnel and, each year, only a few thousand mouthguards are fabricated across the entire ADCS.  This indicates that mouthguard use by soldiers is low.  

Mouthguards can have a significant impact on injury reduction.  According to the American Dental Association (ADA), over 5 million teeth are knocked out at sporting events each year.7  Civilian studies indicate that athletes have a 10 percent chance of sustaining an injury to the face or mouth for a single sport during a single playing season.3    More importantly, studies have documented that mouthguards can have a substantial impact on reducing these injuries.8,9,10

The Academy for Sports Dentistry published a list of 40 sports where the risk of oro-facial trauma places the athletes at high risk (see Mouth Protection PowerPoint Brief, slide 4).  The ADA also recommends that mouthguards be used for all sports “where the risk of injury is significant.”11   Other organizations that recommend use of mouth protection include the National Youth Sports Foundation for the Prevention of Athletic Injuries, the American Association of Pediatric Dentists, and the American Society of Orthodontists.

Further research into the subject of mouthguards indicated that the incidence of oro-facial trauma in the Army is unknown and no military research had been conducted on the effectiveness of a mouthguard program.  However, one of the top five injuries leading to hospitalization of active duty Army personnel was the fracture of face bones (CY 1994).12   Anecdotal evidence from the Fort Leonard Wood DENTAC suggested that oro-facial trauma could occur during military training events such as pugil stick combat, weapons firing, rappelling, running through obstacle courses, and orienteering through land navigation courses.  

In addition to the risks faced during training, soldiers frequently engage in sporting activities during physical training as well as after duty hours.  Given that many soldiers play multiple sports over the course of a year, their odds for oro-facial injury may significantly exceed the 10 percent risk suggested by civilian studies.  There are no published studies of sports-related oro-facial injury rates for a military population.

Despite the fact that little research was found, anecdotal evidence suggested that dental injuries resulting from a sport or training accident could be less severe or avoided entirely if mouth protection was used.  The overt need for mouth protection was clear.  Therefore, the DENTAC staff at Fort Leonard Wood planned and implemented a mouthguard program for IET and OBC soldiers.  The program consisted of soldiers receiving boil-and bite mouthguards as they processed through the Inprocessing Dental Reception Center.
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Chapter 3 – The Mouth Protection Program

Section I.
Program Components

A.  Surveys

The following forms are used in the Mouth Protection Program.  Examples can be found in Appendix A of this toolkit.

· Orofacial Injury Questionnaire

· Participant Satisfaction Survey

· Stakeholder Satisfaction Survey

B. Educational Materials and Formal Instruction

Soldiers receive instruction on the importance of mouth protection and the requirement to wear a mouthguard during specific training activities. The following resources are used:

· “Soldiers and Mouthguards” Information Sheet 

· “Use ‘Em or Lose ‘Em” Videotape


C. Budget

The Mouth Protection Program requires minimal overhead.  After purchasing the basic equipment needed to heat the boil-and-bite mouthguards, all additional funds may be used to purchase mouthguards.  A sample budget is below:
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Estimated Start-Up Costs:

Equipment (crockpots and microwave)
$350
 

Estimated Yearly Costs

Mouthguard supplies for target pop.
X $.50

Small plastic bag for each soldier 
X $.01

Other Cost

For large installations, a part-time
$10,000

employee may be needed to supplement 

the work force to prepare mouthguards.
 

Section II.
Prevention of Procedural Errors

The mouthguard program should be designed to promote compliance and prevent procedural errors.  Specific steps taken include:

· The mouthguard is an official issue item and part of a trainee’s packing list.  Therefore, in-processing trainees are required to have a mouthguard before they ship to IET or OBC.

· A policy letter on mouth protection for the entire installation should be issued by the Commander.  This policy letter should state that a mouthguard is required for pugil stick, hand-to-hand, M16 with bayonet, confidence course training or parachute operations. 

· Sergeants ensure the use of mouthguards during training and prepare replacement mouthguards on an “as needed” basis if a trainee loses one.

· Mouthguard material does not contain latex. No allergies have been documented and no allergic reactions have occurred.

Section III.
Basic Program Guidelines

A.  Suggested Steps for Preparing and Implementing a Mouth Protection Program

1. Deliver a briefing for the installation commander with data that supports the need for mouth protection (see Appendix A for sample briefings).  Emphasize injury reduction, cost savings, and conservation of training time.  Obtain guidance and approval to begin the program.

2. Identify and describe the target population.  This population could include soldiers engaging in military training events (e.g., pugil stick combat, weapons firing, rappelling, running through obstacle courses, orienteering through land navigation courses, etc.) and soldiers who engage in high-risk sports. 

3. Identify personnel who will operate the program.  Designate a program coordinator to be responsible for data collection and analysis.

4. Collect orofacial injury data for at least three months (preferably six) prior to starting the program to establish an injury baseline for injury rate comparison.  Data collected should not include identifiers such as name or social security number.  Suggestions for sources of data include the Dental Officer of the Day (DOD) log and the Dental Clinic that handles trainee sick call.  Successful strategies:

· Distribute data collection forms to all dental clinics, including the after-hours emergency clinic.  Make sure all CQs are briefed on where the forms are kept.

· Have the front desk staff attach a form to the record whenever a patient presents with an oral injury.

· Brief dental clinic staff on the Mouth Protection Program and the importance of mouth protection in preventing orofacial injuries.  Sample briefs (slides) are provided.

a.  Discuss program components, roles, and responsibilities.

b.  Introduce the program coordinator.  

c.  Emphasize the need for timely reporting of injury data to coordinator.

5.  Plan financial resources including budget and accounting systems.  Resource planning should also include any standard operating procedures (SOPs) related to funding expenditures and resource management issues.  Establish timelines for all resource expenditures.

6. Identify and develop sources for obtaining information and materials to support the Mouth Protection Program at the installation.  These sources may include: 

· Ancillary support staff

· Print plant

· Equipment/supply offices

· USACHPPM

7. Develop policies and regulations.

a. Develop and/or state SOPs and program accountability.  Address implementation issues.

b. Work with installation leadership to develop a policy for mouthguard use requirements during training.  Training activities that benefit from mouthguard use include pugil stick, hand-to-hand, M16, and confidence course training.

c. Develop procedures for mouthguard preparation and soldier education.

d. Develop memoranda of understanding (MOUs) or cooperative agreements or collaborations with other commands as necessary.

e. Identify and state limitations for program stakeholders and participants, such as unit responsibility for providing soldiers with replacement mouthguards.

8. Conduct a training program.  

a.  Recruit dental military occupation specialties (MOS) as Mouth Protection Program specialists.  

b.  The training program should include the Mouth Protection Program PowerPoint Briefings (Appendix A), informational handouts (Appendix A), videotape (“Use ‘Em or Lose ‘Em”), and instructions on preparing and issuing the mouthguards.

9. Develop and implement a marketing plan.  The marketing plan may include briefings, fliers, and articles to inform and remind the command at large of the Mouth Protection Program.  The marketing plan should include direct communication to soldiers as well as to the command and include the following:

a.  A plan to continue to solicit senior leader and cadre buy-in.  At Fort Leonard Wood, mouthguards are fabricated for cadre to encourage buy-in and program success.

b.  Provision of educational mouth protection materials to gymnasiums and fitness centers.

c.  Inclusion of  collected data that supports the mouth protection program in briefings, articles, and other promotional materials.

d.  Provision of all DENTAC soldiers with custom-made brightly-colored mouthguards to wear during Army sporting events to show DENTAC support of the Mouth Protection Program.

11.  Brief commanders and drill sergeants on injury reporting process for data collection.
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12.  Implement the Mouth Protection Program.

a.  Prepare and issue mouthguards.

b.  Instruct soldiers on the benefits of mouth protection.  Distribute information sheets, including “Soldiers and Mouthguards” (Appendix A).

13.  Conduct quality assurance activities.

a. As mouthguards are prepared, they should be checked for the following and replaced if necessary:

· Adequate thickness in all areas to provide for the reduction of impact forces.

· A fit that is retentive with no “rocking.”

· A comfortable fit that does not interfere with breathing.

· The mouthguard should extend to posterior teeth as far as possible.

b. Mouthguards should be checked periodically and replaced if there are:

· Distortions

· Bite-throughs

· Tears

c.  At a minimum, a mouthguard should be replaced at the end of each sport’s season.

d.  Mouthguards should be made of a material that meets Food and Drug Administration (FDA) approval.

14. Monitor orofacial injury reporting for the beneficiary population to ensure continued clinic compliance.  Commanders at sites that successfully collect injury data have utilized the following procedures:

· At every OIC meeting the Commander requests that the OICs remind their clinicians to complete the injury report forms whenever they treated a patient with an injury.

· At every Commander’s call or Quarterly training the Commander reminds staff of the importance of completing injury report forms.

15. Use orofacial injury data to provide feedback to the training brigade Commander.  Consider the following in the data analysis:

· Number of soldiers receiving a mouthguard

· Total number of orofacial injuries

· Number of injuries sustained during “mouthguard-required” activities while a mouthguard is being used

· Number of injuries sustained during “mouthguard-required” activities while a mouthguard is not being used

· Number of injuries sustained during sporting events

· Number of injuries sustained during training activities when a mouthguard is not required

16.  Evaluate the following Mouth Protection Program elements and make changes as necessary.  

a. Injury data

The subject matter expert and DENTAC officers, using orofacial injury data, should conduct an on-going evaluation of the program.  All dental injuries should be reviewed to see if a mouthguard might have prevented the injury.  Data should be compiled to look for injury trends.

b.  Program stakeholders

Survey drill sergeants and training battalions on the impact of the Mouth Protection Program. Focus on effectiveness, process improvement and workload.  Provide feedback and data-summary information to stakeholders.  A Stakeholder Satisfaction Survey is included in Appendix A of this toolkit.

c.  Program participants

Survey Mouth Protection Program participants.  A Participant Satisfaction Survey is included in Appendix A of this toolkit.

d.  Number of mouthguards issued

This data demonstrates the total number of soldiers who have received mouthguards and mouth protection information.

e.  Evaluation checklist

Develop a checklist that may include the following questions:

· Are mouthguards being provided as soldiers process through the dental clinics?

· Are there enough mouthguards for all program participants, including extras for replacements?

· Is there cooperation from the drill sergeants in enforcing the use of mouth protection during specified activities?

· Is injury data collected for all dental injuries?

· Have drill sergeants, dental care providers, command, or other stakeholders identified either increased or decreased workload burdens (e.g., time, costs, personnel, workload) as a result of the Mouth Protection Program?

17.  Continue program implementation.

Appendix A - Mouth Protection Program Resources

1.  Information Sheets


Soldiers and Mouthguards (Info Sheet – Soldiers and Mouthguards.doc)

Do You Need A Mouthguard? (mouthguard_ADA.pdf)

Sink Your Teeth Into Injury Prevention With Mouthguards (Info Sheet – Sink Your Teeth.doc)
2.  Logos for posters, fliers, and other promotional material 

Soldiers at Risk Poster

Mouthguard Fabrication Poster

3.  Mouthguard Information

For further information regarding mouthguards, including contact MAJ Georgia dela Cruz (410-436-7390) or Pamela Richter (210-221-6823).
4.  PowerPoint Briefing Slides


Mouth Protection Program 


Put More Bite Into Health Promotion, Mouthguard Initiative 

5.  Surveys/Forms

Orofacial Injury Report Form

Participant Satisfaction Survey 

Stakeholder Satisfaction Survey 

6. Videotape

“Use ‘Em or Lose ‘Em”
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