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C E Y L O N
D E N T A L

J O U R N A L
VOLUME 5

T H E  NEED FOR PREVENTION

Dental disease is a widespread disease in 
the world. The prevention of this disease 
lies with no one else other than the dental 
profession, itself. Efforts towards prevention 
of dental disease date back to the time 
of Hippocrates. Yet it will be seen that 
organised preventive efforts have developed 
only in the recent past.

Worldwide prevalence of this disease 
reminds us of the need for educating the 
population of preventive measures. Dentistry 
being a health profession invests with it 
the responsibility of securing for every 
member of the population a healthy natural 
dentition. The dental services today are 
mainly geared to cater to demand, What 
we should try to achieve is to have a 
service which would cater to the needs.

Dental health education is of paramount 
importance in trying to achieve this goal 
of a dentally healthy population. Infor
mation regarding this should be provided 
to the population. Yet the difficulty will 
lie with motivating the population to 
accept this, sinbe many do not still accept 
that dental disease is preventable. It is 
evident that it is essential to develop a 
possitive dental health concept. There are 
several barriers which may hinder this. 
Health seems to be appreciated only when 
it is impaired. In dental health too, early

symptoms of dental disease frequently go 
unnoticed or is regarded as of little signi
ficance. The very nature of dental disease 
being a chronic disease it is generaly the 
belief that dental disease is inevitable and 
is non preventable. Another factor is that 
different individuals pay different degrees 
of importance to teeth, many protect them 
for their functional and aesthetic values, 
while many others have such low values 
for their teeth that no attempt is made to 
preserve or protect them. Many do not 
seek dental care in time due to the associa
tion of dental treatment with pain and 
discomfort.

It is important to educate the population 
by imparting necessary information that 
would help them to realise the fact that 
dental disease in preventable. The most 
important role that should be played by 
the dental surgeon is his contribution to 
motivate the patient and population for 
the acceptance of the information provided 
and the preventive methods and techniques 
that should be undertaken as well as to 
make the patient and the population aware 
that they themselves have to appreciate and 
take part in the implementation of preven
tive methods. If we cannot instil these ideas 
we would have failed in our efforts to 
provide a dentally healthy nation.



HEALTH EDUCATION
W ing Com m ander S. G O O N E S I N G H E

L .D .S .(C ey), D P.D. (Univ. Dundee). F .l .C .D .  
Command Dental Officer, Sri Lanka Air Force.

The World Health Organisation defines 
health as ‘a state of complete physical, 
mental and social well being’. Health edu
cation thus may be considered as the giving 
of information or advice which seek to pro
mote physical, mental and social well being.

The health education programme may be 
divided into four main types,

a) Education about specific preventive 
measures requiring individual co-ope
ration on a limited number of occa
sions. e. g. Immunisation.

b) Inculcation of habits and attitudes 
which will promote health and pre
vent disease either in a positive man
ner as hand washing after using the 
toilet or negatively as refraining from 
some form of harmful behaviour as 
cigeratte smoking.

c) To provide understanding of commu
nity health measures as clean air or 
fluoridation.

d) Encouragement to seek advice from 
the doctor at an early stage thus pre
venting the progress of disease. Se
condary prevention.

Health education and health propaganda 
campaigns are important. There is a diffe
rence between these two and superficially it 
is easy to distinguish between education and 
propaganda. Since the former aims at in
dependence of judgement, the latter suplies 
ready made judgements for the unthinking. 
The educator aims at a slow process of deve
lopment, the propagandist at quick results, 
the former tells the people how to think, the 
latter tells the people what to think, one 
strives to produce individual responsibility 
and an open mind, the other using mass 
effects, contrives to produce a closed one.

The health educator talking to a mother- 
craft group is educating the poster saying 
‘Be Wise’, Immunise’ is propaganda

H ow best could we run a health education 
campaign?

At present and in the past the efforts have 
been amateur as compared with industry. 
No campaign could be undertaken without

a) Market research - Who do we aim at?
(sociology and anthropology)

b) Design of campaign-How to get them? 
(Psychologists and advertising indus
try)

c) Pilot Survey -  Are we on the right
lines?

d) Mass campaign.

Market research - Have we been success
ful in the groups we aimed at as well as in 
total?

With a few exceptions health education 
campaigns have been in general haphazard, 
without research before or after campaigns, 
in other words health education should be 
scientifically organised, better co-ordinated 
and this should apply to both short term 
campaigns aimed at a specific target as well 
as the more long term health educational 
projects proper like health visiting and 
school health education.

The personnel participating in such a 
campaign should be

a) A small cadre of highly trained health 
educators whom I consider the strate
gist

b) Field workers -  Doctors, Dental Sur
geons and Public Health Inspectors.

c) School Teachers.

d) Dental Health Educators.

The team should include all the above. 
The unfortunate mistake of the past has
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been to regard Dental Health Education in 
isolation.

Mass Media This mainly concerns 
health education and not propaganda. But 
health practice is allways at its lowest in the 
social groups likely to respond to educatio
nal methods. It is sometimes more efficient 
to use propaganda where teaching has failed, 
where the group you are out to teach are in
accessible. Everyone virtually is accessible 
to the mass media specially the middle aged.

What should we leach in Dental Health 
Education?

a) Personal Health Measures;-
Oral Hygiene 
Suitable diet 
Regular dental care 
Perhaps immunisation 
(Bowen, B.D. J. 18-2-69)

b) Community Health Measures;-
Fluoridation
Dextranase
Food policies (B D.J 18.3.69) 
Panel on cariogcnic foods 
Industrial health services

c) Whom to teach:-
Children-Dental health pack

scheme.

Age groups 15 to 21 years 
Parents and expectant mother 
community

d) How to teach
Mass media - Radio progammes

on dentists,
dental care, fluoridation.
Leaflets, Posters, Magazines

and Papers.

Personal communications- with parents 
and children.

Conferences-Professional meetings held 
vvith-
Womens Organisations 
Parent Teacher Organisation 
School meals organisers 
and dieticians 
Local Authorities 
Industrialists and Trade Unions

There may be difficulties but they have 
to be surmounted. Evaluation studies have 
revealed that there is need to inform, to 
change attitudes and behaviour.

Finally there is the problem of counter 
propaganda especially in the dietary field. 
Usually the advertiser spends large sums of 
money pursuading the population to con
sume tons of chocolate and confectionery.

References
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CLEFT LIP & PALATE & THE ORAL SURGEON
N

Cleft lip and palate is not uncommon in 
Sri Lanka, incidence being about 1:1000. 
They would be on the increase when our 
statistics become more accurate. It is unfor
tunate that only about 50% of these patients 
receive some form of treatment. The rest 
are left to face the world with their hedious 
deformities and nasal speeeh, which could 
be werse than death.

Ideally these patients should be managed 
in stages, from birth to adulthood, each 
stage correctly timed with regards to the age 
of the patient. This is the only way to 
obtain satisfactory results, any other method 
could place the patient in a worse predica
ment.

What happens in Sri Lanka is very differ
ent from this ideal. A busy surgeon sews up 
a lip or palate at the end of his long list of 
operations. This is about all the cleft lip and 
palate patient obtains, in the way of treat
ment today in this country. No systematic 
management from birth to adulthood is 
attempted. The importance of timing of each 
operation is ill-understood. Very few of the 
operators seem to realise the absolute essen
tiality of presurgical orthodontics (orthopae
dics as it is known).

Il is felt that the time is opportune for the 
dental surgeon to fill a bigger role in this 
field. Not only he could increase the num
ber of patients who receive treatment but 
also bring in the other important aspects of 
treatment and make it complete. True he 
may not be a specialist in any one of the 
component fields but with application he 
may become an adequate operator. With a 
little more training he could take up prosthe
tic orthopaedic, surgical and also general 
dental treatment of these patients. He needs 
only the services of a paediatrician and per
haps a speech therapist to complete the team 
to deal with the problem in its entirety. 
Briefly, what the dental surgeon could do is 
as follows: —

da E. A M A R A T U N G A , F .D .S .R  C S  ' i£din ) 
Consultant Denial Surgeon, G. H K a m i v-

(1) Increase the number of patients 
receiving treatment. At present less 
than 50% receive treatment.

(2) Introduce the all important comp
onents like orthopaedics into the 
treatment, This most essential 
aspect is totally neglected today.

(3) Integrate the various aspects of the 
treatment.

(4) Reduce the number of personnel in 
the team necessary to deliver well 
planned total management. This is 
a great advantage in a country faced 
with a shortage of skilled personnel.

(5) Make present day operators aware 
of the importance of presurgical 
orthopaedics. They seem to be 
under the impression that it is only 
an aid to surgery and not pan and 
parcel of the treatment.

It is appropriate here to see what happens 
in ether countries. In Sweden, Denmaik and 
other West European countries that can 
afford specialists in the smallest area, dental 
surgeons (stomotologists as they are called) 
have taken over the total management of cleft 
lip and palate patients vvith excellent results. 
More attention is given to presurgical ortho
paedics and the techniques are more advan
ced and elaborate. In these countries it is 
felt that the dental surgeba is the best equip
ped (when trained in both dental ortho
paedics and surgical closure of clefr lip and 
palate) to deal with the complex problem. 
Involvement of too many individuals wish 
divergent view points may have an adverse 
effect upon decisions that matter. This could 
be avoided if the decisions are made by as 
few individuals as possible. Exnert opinion 
may be sought in ‘problem cases’. Every 
one may not agree with their reasoning but 
we have other different reasons for adapting 
this system and tkese have been dealt with 
before.
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This brings us to the question of the dental 
surgeon’s surgical skills. It is true that the 
dental surgeon is not trained to perform sur
gical closure of cleft lip and palate but then 
neither is the general surgeon nor the E.N T. 
surgeon. They learn by watching, reading 
and practicing on patients. Ethics of this 
method of learning is ques'ionable, as human 
beings arc subjected to corrective surgery in 
trainee hands. It is felt that a more satis
factory training programme which is also 
ethical could be adapted to suit the existing 
conditions. In this method of training a lot is 
self taught, and therefore suits best those 
with adequate experience in oral surgery, 
Steps in the programme could be as 
follows ;

(1) Be thorough with the theory of the 
surgical management of the cleft lip 
and palate patient. ( reference is 
given at the end of the article).

(2) Practical exercises to develop con
trol of fine movements of the 
fingers; e.g. stiching of two pieces 
of cloth fixed at the bottom of a 
box so as to simulate palate 
closure. Making boats inside bottles 
and similar exercises. Dental 
surgeon already possesses this skill 
to a certain degree.

(3) If possible observe and also assist 
trained surgeons at operation on 
cleft lip and palate. Plastic 
surgeon’s co-operation will have to 
be solicited for this.

(4) Operate on adult patients at the 
beginning. There is a whole lot of 
adults with untreated clefts in this 
country. They could easily be 
persuaded to subject themselves to 
surgery as it could be shown to 
them that the result would be an 
improvement on the existing dis
figurement. It is prudent to operate 
on males first and later, on females. 
As one gains experience and con
fidence, one may take on older 
children.

(5) When results on these patients are 
satisfactory, one may embark on 
well planned cleft lip and palate 
work, in which surgery is perform

ed on patients as young as 4 - 6 
months. On these patients success 
is essential, These small babies 
bear up stresses of surgery apprecia
bly well and complications are 
extremely rare.

At the General Hospital, Kandy, these 
patients are managed as given below:—

(a) within few days of birth thepaedia-* 
trician refers the baby to me.

(b) Prcsurgical orthopaedics (in comp
lete cleft palate cases) is instituted 
immediately, Elastic strapping over 
the cleft lip which helps in bringing 
the alveolar segments into better 
alignment, is carried out as a 
routine. The patient is sent to 
Dental School, University of Ceylon 
for appliance therapy.

(c) The baby is admitted to the hospital 
with mother when it is 5 to 6 months 
old and when the other conditions 
for surgery are satisfactory. The 
paediatricians advice is always 
obtained. The cleft lip and the 
anterior palate are closed under a 
general anaesthetic.

(d) Orthopaedic appliance therapy is 
terminated with the lip closure.

(e) The palate is closed before the child 
reaches the age of 10 months at 
which age most children begin pho- 
nation.

(f) The patient is observed until 2 years 
for development of speech Services 
of a speech therapist would be most 
valuable in this period.

(We at Kandy have not come to the late 
treatment stages yet, as this would become 
necessary when the child is about 5-6 years 
old. We arc glad to mention that the parents 
of our patients are quite satisfied with the 
results. This is mentioned en-passe, as an 
incentive to those who are interested in the 
subject and not intended as propaganda).

Now that the question of competency has 
been dealt with we come to the question of 
ethics; Is the dentist working within the con
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fines of dentistry when he operates on cleft 
lip and palate? If we base the question on 
tradition, then obviously the answer is; he is 
not. But, one has to look beyond tradition. 
Has not the dentist’s field of interest and 
areas of operation, grown beyond teeth and 
gums, to embrace a wider scope. This is not 
due to encroaching, but a direct consequent 
of the realisation that these areas are best 
covered by the dentist because;

(1) the relevent diseases have a direct 
bearing on the teeth and their sup
porting tissues,

(2) he has the best opportunity of re
cognising these diseases early,

(3) he has more experience of working 
inside the mouth than any other 
operator,

(4) his knowledge in the manupulation 
of materials that are used in the re
constructive procedures puts him at 
an advantage over others.

The growth beyond tradition is seen, 
mainly, in the branches of; oral surgeryi 
maxillo-facial prosthodontics, and perhaps 
oral medicine. When an oral surgeon treats 
a fracture of the middle third of the facial 
skeleton or a maxillofacial prosthodontist 
reconstructs a nose or cheek together with an 
upper jaw, traditionally as dentists, they are 
not working within their boundaries, but in 
each situation, the person most suitable for 
the job is at work.
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A SURVEY AND AN ANALYSIS OF
MALOCCLUSION (2)

K. B A M B E R A D E N I Y A

( 1 )

In an earlier study (1966) the writer 
made an analysis of 200 study models 
taken at random from amongst those of 
patients who attended the Dental School 
Orthodontic clinic for treatment. He found 
the prevalence of malocclusion as follows:

Angle’s Class I

Class II div.l 

Class II div.2 

Class III

58.7% (Males 66.6% 
Females 50.9%l 

41.8% (Males 312% 
Females 46 5%) 

1.1% (Males 1.1% 
Females 1.1%) 

0.45% (Males 0 0%) 
Females 0.9%)

Class II div. 2 9% (See Fig. 1) 
Class III 13%

(3).and Chinese children in Hongkong (1969)
Angle’s Class I 66.86% (Males 64.1%

Females 68 24%) 
Class II div. 1 13.42% (Males 15.36% 

Females 12 45%) 
Class II div.2 0.86% (Males 17% 

Females 0.-3%) 
Class III 18.86% (Males 18.81% 

Females 18 88%)

Using Baeklunds method, using the inter 
molar and inter-canine measurements of 
these models, the writer found that the pre
maxillary length of the typical upper dental 
areh in the children of Sri Lanka was 
greater than that of an ideal parabolic arch.

It is interesting to compare these figures 
with a similar study on treated orthodontic

(2)
patients among English Children. (1968):-

Angie’s Class I 66.8%
Class II div. 1 34%

It is clear that each country and each 
ethnic group has its own orthodontic 
problem

In the present study, which is in fact, a 
continuation of an earlier project, the 
treatment cards of patients from the 
Orthodontic clinic were analysed for maloc
clusion and associated etiological factors.

The results are tabulated.

DISTRIBUTION OF SAMPLE ACCORDING TO SEX TABLE 1
Mean

Number Age (yrs) S D.

Male
i

210 11.9 1.8

Female 365 12.6 1.6

Total 575
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DISTRIBUTION OF MALOCCLUSION CORRESPONDING TO AETIOLOGICAL 
FACTORS

TABLE 2

Malocclusion Sex N o .

Sk Pattern
■ Tong. Thumb

Lips

. 2 3
Thrust Sucking

Comp. In
comp

Pot.
com p

Angle Class I
M 100 73 23 4 37 12 26 73 5

F 189 142 35 12 84 29 45 127 15

Angle Class
M 98 22 76 — 62 19 19 79 6

II. Div. I
F 158 44 113 1 92 31 10 129 11

Angle Class
M 12 2 — — — 1 2 — —

2. Div. II
F 5 — 5 — 2 1 Oz 4 —

Angle
M 10 3 — 6 6 — 3 7 —

Class 3
F 14 5 2 7 7 4 4 9 __

PERCENTAGE DISTRIBUTION OF MALOCCLUSION ' TABLE 3

Angle 50.4
M 49.9

Class 1 F 51.9

Angle 
Class 2 
div. 1

43.6
M 4,J - !
F 46 2

Angle 
Class 2 
div. II

1.3
M 1.1

F 1.5

Angle 4.7
M 4.2

Class 3 F 5.2
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DISTRIBUTION OF TONGUE-THRUST AMONG SKELETAL TYPES TABLE 4

Sex Skel. I Per
cent Skel. 2 Per

cent Skel. 3 Per
cent

M 46 16 55 19 3 1

F 75 26 104 36 7 2

DISTRIBUTION OF THUMB—SUCKING AMONG THE SKELETAL TYPES

J  TABLE 5
Sexj • Skel. I

■
Per
cent Skel. 2 Per

cent Skel. 3 Per
cent j

% 13 16 10 12 0 0 I
F 23 27.7 3 i 37 6 y \

DISTRIBUTION OF THE LIP TYPES TABLE 6

Sex Competent Per
cent

Incompe- Per 
tent cent

Pot. com
petent

Per
cent

M 50 23.3 159 73.9 10 4.8

F 61 14.3 269 15.5 26 10.2
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Discussion

The data collected for this investigation 
was from patients treated over a period of 
three years by at least four members of the 
Dental School staff.

Skeletal Pattern relates the mandibular 
dental base to the maxillary dental base. 
Ideally this should be obtained from a ce
phalometric lateral skull radiograph in 
which angle SNA minus angle SNB Jiould be 
measured in every case (fig 2) (the assump 
tion being that points A and B lie on the 
basal bone.) Tulley and Cryer^^ however do 
not think that a cephalometric radiograph 
is always necessary to assess the skeletal 
pattern clinically. According to Ballards 
method the axial inclination of the upper 
incisor is mentally positioned to the Frank
furt plane, and the lower incisor to the 
mandibular plane. The skeletal discrepency 
is then estimated by noting the relationship 
of the upper to lower ‘corrected’ incisors 
to each other.

Other clinical methods relate AB to orbi
tal plane and to cranial base reference 
planes.

The specific method used by the clinician 
in the examination of the patients under in
vestigation, has not been recorded in the 
treatmnt cards.
Tongue -thrust has been defined as a forward 
raovemet of the tongue between the 
teeth, to meet the lower lip,{5) in degluti
tion and in sounds of speech so that the 
tongue becomes interdental. There is a 
theory «6> that this is due a to delay in the 
maturation of the infantile swallow' pattern. 
However this is controversial.

Thumb-sucking. Many explanations have 
been advanced for the persistence of this 
hbita among children.

Peterson (7> has suggested that it is a 
sign of the ‘lack of early physical mani
festations of love and affection by the 
mother infeeding and holding a child.’ Gale 
e ta l00 on the other hand dismisses the 
literature on such views as 'anecdotal in 
nature with mytho - poetic characteristics 
of Freudian paradigm.’

Lips: In the present analysis the descrip
tion of lips was the most difficult to assess.

Lips have been classified into three basic 
types:-competent, potentially competent, and 
incompetent. Ballard W refers to lips as 
being incompetent, if, at rest, a conscious 
effort is required by the patient to effect the 
‘lip-seal’. This is difficult to assess clini
cally uad is liable to subjective errors. For 
example some true mouth breathers have 
lips which are quite competent, but they are 
necessarily held apart to allow the passage 
of air. Even after the nasal obstruction is 
removed the lip seal may not be established 
immediately. Therefore the data concerning 
the character of lips in this study has to be 
evaluated with caution.
Results: In the analytical data there appears 
to be a high incidence of Angle Class II divi
sion 1 malocclusion among the children of 
Sri Lanka, who seek orthodontic treatment. 
(The value obtained is even greater ihan the 
earlier figure.) This type of malocclusion is 
higher than in similar groups among the 
English and the Chinese children.

On the other hand Angle Class III maloc
clusion is rare and is less than that for 
Chinese children.

Angle Class II division 2 malocclusion is 
higher than in the Chinese, but lower than 
the English group. The highest number of 
‘tongue-thrusters’ and ‘thumb-suckers’ wras 
found among patients with skeletal 2 rela
tionship. Since the basal bones, are 
genetically inherited one would question as 
to whether these habits primarily serve to 
compensate the skeletal discrepency, in 
order to produce a seal at the oral orifice.

Even after making allowance for the 
various interpretations of the discription of 
of the lips, one cannot overlook the fact 
that there is a disproportionately high inci
dence of lips that are less than competent.

The writer has reported from an earlier 
investigationu0) that the mesio-distal 
lengths of the anterior permenant teeth of 
Ceylonese do not differ very markedly from 
the ethnic groups of other countries.

Therefore there is room to believe that the 
malocclusion common in Sri Lanka is 
aggravated by the tongue-thrust, caused by 
sounds of speech in which the tongue strik



are shown with reference to the incidence of 
some associated aetiological factors.

I wish to thank the Chairman, School of 
Dentistry, for permission to publish th§ 
results. 1 am indebted to Mrs. S. Fernando, 
the Nurse in charge Orthodontic Department, 
for helping me to collect the data for this 
investigation.
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es against the upper anterior teeth, pushing 
them forward — the lips being too weak to 
restrain them.

Summary:

The present investigation is a continu
ation of an earlier study of malocclusion 
common in children of Sri Lanka. The results
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TRISMUS FOLLOWING INFERIOR 
DENTAL NERVE BLOCK

Dr. A . P U N N I A M O O R T H Y  B.D S. (Cey.) 
Assistant Lecturer, School o f  Dentistry, Peradeniya Campus.

Report of a case

A case of trismus following inferior 
dental nerve block is reported and the 
literature reviewed.

History

A 32 year old male presented at the 
Dental School on June 17, 1974 complaining 
of inability to open the mouth. He gave 
a history as follows.

On May 23, 1974; the patient underwent 
extraction of 5/ at a Dental Hospital. He 
stated that the tooth was badly decayed 
and painful for a period of time. During 
the extraction the root fractured and it was 
removed the following day after an X-ray 
was taken. Two days later he experienced 
difficulty in opening the mouth. He reported 
back to the Hospital where he was given 
some capsules (Tetracyclines ?). There was 
no improvement and the condition worsened 
till he was barely able to open the mouth. 
He reported back at the hospital 15 days 
later where he was apparently given infra
red ray therapy daily for about six days- 
On questioning patient said he had injections 
at the back of the jaw on both occasions 
(inferior Dental Nerve Block). Since there 
was no improvement he reported to Dental 
School on June 17, 1974.

Examination

Opening of mouth was severely limited 
(about 4 MM). There was no evidence of 
infection. The extraction socket of 5/ had 
healed normally and there was no masse
teric spasm. General extra and intra-oral 
examination did not reveal any obvious 
lesion to account for the condition.

Treatment

June 17, 1974. Patient’s condition was 
tentatively diagnosed as due to spasm

of both pterygoid muscles of the affected 
side. In order to confirm this view, 
inferior dental nerve block and infratem
poral injections were given hoping to 
relieve spasm. There was slight improve 
ment. Patient was advised to use hot 
fomentation and chew on a piece of 
cloth to encourage active movements 
of the jaw. Patient reported back on 
the following day with the condition 
relapsed. Injections were repeated and 
the patient was asked to report on 
the next day.

The following x-rays were ordered

1. (R) and (L) TMJ x-rays
2. (R) Leteral oblique view of the 

mandible
3. Periapical view of 5/ region.

June 19, 1974 On reviewing the patient
no improvement in the condition was 
seen. No abnormalities were detected 
in the x-rays. Injections were stopped. 
Patient was given mild muscle relaxants. 
Meprobamate (Equanil) 400 mg 1 tds to 
be used for three days. When seen on 
June 21, 1974 slight improvement in 
the opening of the mouth was noted 
(about 1.2 cm). Continued meprobamate 
till June 26, ’74.

June 26, 1974. No further improvement 
was seen. The problem was re-evaluated 
and it was decided to prise open the 
mouth under general anaesthesia. 
Patient was referred to General Hos
pital Kandy for this purpose.

July 1, 1974 Mouth was prised open under 
general anaesthesia using mouth gags 
on both sides Slight resistance was 
felt during the procedure which ulti
mately gave way with a cracking noise. 
Marked improvement in opening of 
the mouth (about 3.2.cm) was seen in 
the days following Patient had slight 
pain on the right side over the masseter
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and (R) TMJ area. Discharged patient 
on July 3, 1974.

July 12, 1974. Mouth opening about 4cm. 
Patient had no complaints. Full mouth 
scaling was done.

July 26. 1974. Patient was able to open 
the mouth fully without any difficulty.

Discussion

A non inflammatory condition with 
marked trismus is not an uncommon 
occurence. Though the clinical picture seems 
unique, the nature of pathology of such 
a condition remains obscure. Furthermore, 
at present there is no scientific basis to 
the type of treatment instituted for such 
cases.

A non inflammatory type o f trismus could 
be due to spasm of masticatory muscles. 
According to Travell (1960) a noxious 
Stimulus; mechanical, emotional, infections, 
metabolic, nutritional or a combination of 
these results in spasm and shortening of 
muscles of mastication. They lose the capa
city for voluntary relaxation and resist 
passive lengthening. An accidental injection 
into the medial pterygoid muscle while 
giving the inferior dental nerve block may 
provoke mechanical irritation of muscle 
fibres and cause spasm giving rise to trismus.

Peterson (1971) in an extensive radio- 
graphic study of spread of local analgesic 
solution has reported that in 33 percent 
of the failures of mandibular foramen block, 
an injection was made into the substance 
of the medial pterygoid muscle and the 
patients in which th>s happened, complained 
of trismus for five days post-operatively star
ting the day after surgery. In patients 
where the trismus is due to mascular spasm, 
the muscles involved will be tender due 
to accumulation of metabolic products 
following ischaemia. Such patients will 
complain of pain in addition to inability 
to open the mouth. The fact that the 
References

injection of local anaesthetic solution 
around pterygoid muscles and a course of 
muscle relaxants did not improve the 
condition of the case under discussion showed 
that the trismus was not entirely due to 
muscular spasm but to some other cause. 
Killey & Kay (1967) have reported a con
siderable number of cases o f severe trismus 
following inferior dental nerve block 
injections, According to them, the injection 
was painless and uneventful, but later a 
progressive trismus developed over a period 
of 3 or 4 days, resulting eventually in 
complete inability to open the mouth. On 
examination of such a case no tenderness 
or swelling was present and the only sign 
is extreme limitation of opening. No im
provement in mouth opening occurs with 
the passage of time. If the mandible is gently 
prised open under general anaesthesia, using 
a mouth gag between the teeth oa either 
side of the jaw, a characteristic cracking 
sensation is detected in the region of the 
medical pterygoid muscle as the impedi
ment to movement is overcome Following 
this action normal mouth opening is res
tored. The patient does not experience any 
post operative pain and there is no tendency 
to recurrence. According to the authors, 
the most likely cause appears to be that 
with the modern thin, sharp hypodermic 
needle there is a greater risk o f penetra
ting a small artery. Rupture of the vessel 
would then cause formation of a haematoma 
with subsequent organisation of a band of 
fibrous tissue in the vicinity o f the medial 
pterygoid muscle This would explain the 
gradual onset of the trismus and the re- 
rulting mechanical locking effect.

Although this is a possible explanation 
it is more likely that the haematoma for
mation and organisation of fibrous tissue 
would occur inside the substance of the 
medial pterygoid muscle rather than in its 
vicinity, when one realises how easy it is 
to inject into this well vascularised tissue. 
This opinion is expressed by Peterson (1971) 
who did not agree fully with the explana
tion of Killey and Kay.
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EARLY DETECTION of ORAL CANCER

A booklet essential for all associated with the practice
of dentistry

in full colour with brief explanatory notes, this booklet 
provides the practitioner with the means to develop and 
improve his diagnostic skills in the early detection of oiai 
cancer.

Twenty-six pages with thirty-six superbly printed colour 
illustrations place the main emphasis upon oral examination, 
appearance of early cancer, and correct biopsy procedures.

Professor J. J. Pindborg (Denmark), Director of the two 
W. H. O. International Reference Centres for Odontogenic 
Tumours and Oral Precancerous Conditions says :

“ It is simply the best brochure on oral cancer 
ever produced, ’’. . . . “every dentist should get 
a copy *’

Us publication has been supported by a generous gram 
from Procter & Gamble.

Available in English, French, German, or Spanish from :

THE EXECUTIVE DIRECTOR, 
Federation Dentaire Internationale 
64, Wimpole Street,
London WIM 8AL, England,

Price : Single copies US S 2 . 50
Orders of 50 -  99 copies US S 2 . 00 each 

• Orders of 100 and over US S 1 . 50 each



The return 
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mint flavour!
Kem

the family toothpaste

The fresh mint flavour 
is back to make cleaning your^  
teeth a real pleasure! "
Kem toothpaste contains special 
nutrients which keep gums 
healthy, make teeth white . . .  
and it's the nicest way to brush !
Another quality lANKEM product.
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now introduces for the first time in Sri Lanka
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S E N S I T I V E  T E E T H  

For the relief of dental hypersensitivity associated with 
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