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Continuing Education

One can imagine the sigh of relief of a new 
dental graduate after four years of University 
education. He is once and forever through 
with the anguish of sweating out at exams 
and clinics. He has come to the end of 
paying obeisance to his teachers and answer
ing questions of the unreasonably demanding 
instructors. He has become a member of a 
profession which gives him a social status. 
He has learned a trade which would enable 
him to earn a living. The extent one succeeds 
in achieving a “good life’’ it seems is directly 
proportional to the number of academic 
degrees one adds to the name plate. He has 
got his first qualifications to a good life. His 
degree certificate attest to the fact that he has 
learnt almost everything there is to learn 
about dentistry.

But has he? Is this knowledge adequate 
for the rest of his professional life. Is his 
education sufficient to fulfil the demands of 
a society in which he practises his trade? 
Has he learnt almost everything about den
tistry?. •  ̂...v * ■' -

The new dentist does not believe that he 
has learnt everything he needs to know 
about dentistry. The dental school covers 
the minimum essential principles of dentistry ' 
in the period prescribed for the dental course.

Just like in any other profession, a dental 
surgeon is obliged to continue his education 
throughout his professional life. The right of 
a dentist to a professional status rests in the 
knowledge, skill and experience with which 
he serves the public and society. Every 
dentist has the obligation of keeping his 
knowledge and skill freshened by continuing 
education throughout his professional life. 
Continuing education is more a liberal 
education, voluntary and on ones own ini- 
tiative. The goal of liberal education is to 
teach people to think the why and when 
and place the what and how in the proper 
focus. Liberal education is more than col
lecting information and memorising facts and

more than learning to do intricate and diffi
cult technical procedures skillfully. The 
liberally’ educated, though he is specialised 
in a particular field will be capable of under* 
standing anything important that is said in 
a different field and can see and use the light 
it sheds on his own speciality. Perhaps 
more than anything else education is a state 
of mind. It is out of the humanities that the 
dental profession, for that matter all other 
professions, have developed their code of 
ethics and fomulated their standards of excel
lence. Thus this callings which could have 
prospered a little mere than a highly skilled 
trade have evolved into a great and hon
ourable profession of today.

Continuing education could be organised 
by formal educational methods like short 
term courses of one or two days to a couple 
of weeks duration or seminars, lectures and 
clinical attachments. Informally by organis
ing scientific meetings lectures, and discus*

; siqn groups, instruction classes reading clubs 
and by making available dental literature in 
t-he form of books and periodicals. Scienti
fic films exhibits and recordings are also 
means of imparting continued education.

The problem of providing a comprehen
sive continued education program to a dental 
surgeon is formidable. The burden of 
providing such education falls mainly cn the 
profession and then on the state and the pub

lic .  It is through their combined support 
, that dentistry in Sri Lanka cquld meet the 
needs of a growing population and improve 
its record of excellence in oral health care. 
A fund for dental education could be or
ganised in collaboration with business, trade 
industry foundations, trusts and dental 
profession and general public. For all of 
these have a stake in continuing develop
ment of dental education. Through their 
continued support dentistry can meet the 
needs of a growing population and improve 
its record of excellence m oral health care*
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An Analysis of Oral Clefts in Patients Attending the University 
Dental School Peradeniya

Prof: K. Bamberadeniya

There are several views on the formation 
of oral clefts. During the formative period 
of the palate, 8th to 12th week of fcetal life, 
there may be partial fusion or non fusion 
of the fronto-nasal process with the maxil
lary prcces.es—(Primary palate); or maxil
lary processes with each other—(Secondary 
palate). It is possible that there is a break
down of epithelium, or failure of disintegra
tion, at the region of contact. More recent
ly it has been suggested that the continuity 
of epithelium between the processes is pre
sent, but the available mesoderm is insuf
ficient >,2

Arne Bohn (1963),5 has stated that the lip 
cleft, and the lipjaw cleft, represent different 
degrees of the same anomaly. Trasler 
(1968)3 has induced cleft of secondary palates 
in mice, with teratogens, after the primary 
palate has formed. It would appear there
fore that the defect of the secondary palate 
is a developmental consequence of the 
abality of the primary palate. (Bhatia 
1972)4

There are several classifications for oral 
clefts. The older Veau’s classification was 
used in this study. However Kernahan 
and Stark i observed that the clefts anterior 
to the incisive foramen were in relation to 
the primary structures — (Upper lip, upper 
lip incisive alveolar bone, unilaterally and 
bilaterally). Clefts behind the incisive papil
la were in relation to the secondary struc
tures—- (Isolated cleft palates). Hence their 
classification.

Our knowledge of the etiological factors 
of Oral clefts is by no means complete. 
However there is statistical evidence of here
dity (Table 1). Other causes are believed to 
be Hormones,8 Viruses, Irradaticn6 and 
other agents causing mutant genes, Physical 
trauma and emotional disturbances in the 
mother7 (affecting possibly through hor
mones). In recent times oral clefts have 
been traced also to certain drugs.

All these factors would have to operate 
during the formative period of the palate—

that is during the first trimester. There is 
also a view that there are different aetiologi- 
cal factors for the causation of Cleft lip with 
or without Cleft palate, and Isolated cleft 
palates.14

In Sri Lanka, the earliest study of congeni
tal defects was published by Professor Soysa 
in 1969. Corea.9 has estimated the preval
ence of oral clefts to be 1 in 1000 live births, 
as compared to 0.6 among the West Indians 
and 1.33 among the East Indians.

Racially, cleft lip with or without cleft 
palate has been reported as highest among 
the mongoloids by Kobayashi (1958)10 who 
estimated 1.71 in 1000 live births, in a Japa
nese population. In the Caucasians, the pre
valence is 1 in lOOObirths, as studied in Den
mark,11 Canada, England, America, Tas
mania. In the negroid races the figure is 
very low, 0.41 in 1000 live births. (Greene 
et al. 1964)12. Fraser13 believes that the 
shape of face may influence the suscepti
bility to the defect.

At the University Dental School, Peradeni
ya, patients attend the Cleft palate clinic 
mainly for Pre-surgical Orthopedic treatment, 
or for rehabilitative prostheses. This cli
nic has been functioning since 1966. From 
1971 the treatment cards were supplemented 
by questionnaire to the parents aimed at 
obtaining information about the possible 
etiological factors. The data therefore is 
in two parts; PART ONE Descriptive (Pre- 
1971) . PART TWO Aetiological factors 
in addition to descriptive data, (Pest-1971).

Materials and Method

The treatment cards and questionnaires 
were analysed, and the results tabulated.

The control group of normal children was 
taken from the Perepheral clinic, Kadugan- 
nawa. The questionnaire was slightly 
modified to this group. (Appendix 2).
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SHOWING THE FAMILIAL HISTORY OF DEFECT.

TABLE 1.

Rev. Bhatia S.M., Genetics of Cleft lip and Palate. Brit. dent. Joun. 132. 95. (1972)

No

CL 4- CP 
with Family 
History No

Isolated CP 
with Family 
History Total

Total
with Family 
History

Denmark (1948) .... 498 36.7% 205 19.0% 703 31.6 %
Canada (1960) .... 413 31.7% 155 22.6% 568 29.2%
Tasmania {I960) .... 107 37.4% 53 22.6% 160 32.5%
Iowa (USA) (1962) .... 84 45.0% 27 37.0% 111 40.7%
Utah (USA) (1963) 418 44.1% 135 34.4% .553 41.1%
Iceland (1965) 37 51.3% 23 30.8% 50 46.4%
Fdinburgfr (1966) .... 92 42.4% 77 32.5% 169 37.9%

Sri Lanka 54 16.6% 4 25.0% 58 15.5%

PART ONE (Pre-1971) 

TABLE 1.1

Number of treatment cards analysed — 95
Males -  48
Females — 47

TOTAL — 95

TABLE 1.2

TYPE OF CLEFT J.N DIFFERENT COMMUNITIES ACCORDING TO SEX DISTRIBUTION

Veau Class 1 Class 2 Class 3 Class 4

Sinhala OO

S
'* F

4
M
2

5

F
3

M
26

45

F
19

M
10

F
6

16

Tami 1
M
0

1

F
1

A/
1

1

F
0

M
0

4

F
4

M
3

F
1

4

Muslim
M
0

1

F
1

M
0

0

F
0

M
2

4

F
2

M
1

F
2

3

Burgher
M

0
1

F
1

M
0

0

F
0

M
0

0

F
0

M
0

F
0

0
Total 11 6 53 23

2 Pre-alveolar clefts—95
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SEX DISTRIBUTION OF CLEFT LIP WITH OR WITHOUT CLEFT PALATE, AND 
ISOLATED CLEFT PALATE.

TABLE 1.3

Male Female Total

Cleft Lip Cleft palate .... ..................  42 (55 %) 34 (45%) 76
Isolated Cleft Palate 7 (42%) 10 (58%) 17

TABLE 1.4

SITUATION OF CLEFT LIP IN 78 CASES (Veau Class 3 and 4)

Right Left Bilateral

24
M
13

F M  
11 15

30
F M  
15 14

23
F

9

-j- Alveolar cleft without cleft lip —1

PART TWO (Post—1971)

TABLE 2.1

Number of questionnaries and cards analysed —54.

Sinhala Tamil Muslim Total

Male
Female

15
20

2 3
3 11 

Total -

20 
34 

-  54

TABLE 2.2

ANALYSIS OF TYPE OF CLEFT IN DIFFERENT COMMUNITIES 
ACCORDING TO SEX DISTRIBUTION

Class 1 Class 2 Class 2 Class 4

Sinhala
M  F 

0 1 
1

M  F 
0 2

2

M  F 
7 15 

22

M F 
8 2 

20 35

Tamil
F

0 0 
0

M  F 
0 0 

0

M  F 
2 2 

4

M  F 
0 1 

1 5

Muslim
M  F 
0 0 

0

M  F 
0 1 

1

M  F 
3 6 

0

M  F 
0 4 

4 14

Total 3 35 15 54
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ANALYSIS OF SITUATION OF CLEFT IN DIFFERENT COMMUNITIES 
WITH REFERENCE TO SEX DISTRIBUTION

TABLE 2.3

Rignt Left Bilateral Total

Sinhala
M  F 
4 11

M  F 
3 4

M  F  
7 2 31

M  F M  F M  F
Tamil 1 1 1 I 0 1 5

Muslim
M  F 

1 1
M  F 

2 5
M  F 
0 4 14

TABLE 2.4

SITUATION OF CLEFT WITH REFERENCE TO SEX DISTRIBUTION

Right Left Bilateral Tota 1
Male 6 (30.5%) 6 (30.5%) 7 (39.0%)

7 (23.3%)
19

30Female 13 (43-3%) 10 (33.3%)

49

TABLE 2.5

SITUATION OF CLEFT WITH REFERENCE TO SEX DISTRIBUTION IN BOTH SAMPLES

Right Left Bilateral
Male .. 
Female

19 (15.0%) 
24 (19.0%)

21 06.7%) 
25 (19.8%)

21 (16.7%) 
16 (12.7%)

Total 43 (34.0%) 46 (36.5%) 37' (29.4%) — 126

TABLE 2.6

ANALYSIS OF AETIOLOGICAL FACTORS

Cleft Children Control Children
Number 
Mean Age
Mean age of mother when child was born 
Presence of defect in family 
Consanguinity bet. parents (First cousins) 
More than 4 children (excluding present 

child)
First Trimester
Severe vomiling
Infective fevers
Physical trauma
Emotional disturbances
Medicine (incld. birth control drugs)

54
6.3 months

55
10 months2b years 26.61 years

9(8for CL-f CP) — X2 test7 02.9% ) 8 (14.5%) 0.058
15 (27.7%) 10 (18.2%) 1.42
21 (38.8 %) 20 (36.3%) 0.0745 ( 9.2%) 1 ( 1.8%) 2.9018 (33.3%) 9 (16.4%) 4.214 ( 7.4%) 4 ( 7.2%) 0.00078 (14.8%) 0 (—) 0.08

Not sig. 

-do-

-do-
-do-

Sig. at 0.05 lev. 
Not sig.

-do-
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Discussion and Conclusions

A cleft palate child is a handicapped child. 
If every child with an oral cleft is to be en
sured of adequate help in his or her rehabi
litation, a Central register for defects, on the 
lines of Denmark,11 is essential for Sri 
Lanka.

At the Cleft palate clinic, Dental School 
children are seen a few weeks after birth 
for pre-surgical maixillary orthopedics. 
When the cleft segments are satisfactorily 
aligned, these patients are referred for sur
gery. "They are subsequently seen again 
for the correction of their mal-occlusion.

From 1971, 26 patients were referred to 
the Plastic Surgeon, Dr. J. T. Fernando, and 
18 were referred to the Dental Consultant, 
Dr. N. A. de S. Amaratunge. Thus a step 
has been taken towards the concept of the 
“ Maxillo-facial Team” . The services of a 
Speech therapist would be of immense value 
to this Team.

The Dental School draws most of its 
patients from the Central Province. (Appen
dix 3). The attendance figures for the three 
principal communities were Sinhala 108; 
Tamil 15; and Muslim 22. The breakdown 
population for the Central Province, as at the 
1963 census, were Sinhala 742, 791; Tamil 
528, 956; and Muslims 81717. Therefore 
the percentage population that attended 
for treatment was, Sinhala; 0.014%, Tamil;
0.002%, and Muslims; 0.03%. As seen 
from the Map (Appendix 3), the patients of 
the different communities have been fairly 
evenly distributed. If the socio-economic 
standards, travel facilities, and the desire to 
seek treatment etc. could be said to be equal 
in the three communities, the figures indicate 
that the cleft palates in the Muslim commun
ity is twice as prevalent as in the Sinhala 
community, in Central Province.

The Familial incidence as laid down in 
Table 1, is smaller in Sri Lanka, as compared 
with other countries. The writer thinks that 
this is due to the fact that many cleft defects 
such as submucous clefts may have gone 
undetected. One must of course not rule 
out the possibility that in Sri Lanka, heredity 
is not as prominent a feature as in other 
countries. Another possible cause is that 
in Sri Lanka, an oral defect is considered a

social stigma, and in many families this oc
currence mayh ave been kept confidential. 
However the figures conform to the general 
pattern that family history is piesent one and 
half times as frequently in cleft lip. (25%) 
as in isolated cleft palate. (16.6%), showing a 
stronger genetic influence in cleft lip.

The incidence of cleft lip (with or without 
cleft palate) is greater in Boys of all com
munities. (65%). For isolated cleft palates, 
the prevalence was greater in Girls (58%). 
(Table 1.3). Comparative figures quoted 
by Bhatia4 are cleft lip, (60-70%) for boys, 
and (55-60%) isolated cleft palates for girls, 
respectively. The figures for Sri Lanka are 
similar to the general pattern.

Considering both samples, (Table 2.5)> 
more unilateial clefts tended to be on the 
left side both for boys (Left: Right—16,.7% 
15.0%) as well as for girls (Left: Right— 
36.5%: 34.0%). The ratio for the entire 
sample of 126 from both lists, was found to 
be Left: Right—35.5%: 34.0 -

Whi le the cleft group was seen over a period 
of 6 years from 1971 to 1977, the control 
group was tested in 1978. The validity of 
the findings may be questioned, chiefly 
on account of the time lag. Further, in 
the control group, we could not obtain in
formation on familial history, chiefly on 
account of the difficulty of describing the 
defect to the mother of the normal baby.

The writer identified physical trauma as a 
physical impact on the abdomen of the preg
nant mother. Evidence of a disturbance of 
the pregnancy such as bleeding, was not 
considered. One has got to accept the pos
sibility that the mother may have uninten
tionally magnified a minor incident, in order 
to explain this catastrophy occurring in her 
child. The association of drugs taken by 
the mother, for various ailments duiing the 
first trimester, was not significant.

7
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CASE HISTORY OF A CLEFT PALATE PATIENT

(APPENDIX 1) Date:

DEFECT Card No:

1. Patient

(a) Name:..... ..................................................................................................

(b) Address ....................................................................................................

(c) Date of birth:............................................................................................

(d) Weight at birth........................................................................................

(e) Age at commencement of treatment:.......................................................

(/) Weight at commencement of treatment...................................................

(?) Type of Cleft-veaus’ class I/II/III/IV/A/B/AB........................................

(h) Hearing:-Normal/defective.......................................................................

(/) Any other defects................................. ............................. .....................

(./) Treatment upto date:- Feeding appliances/Obtuarator/Pre-surgical orthopaedics

(k ) Any other observations:
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2. Mother

(a) Health history from childhood :•

(a) Any sickness:............ .........

(.b) Description

(o) Age............................................................... ................................... .................

(b) Reproductive History

(<j) Age when married...............................................................................................

(b) Age when child was born........... ,..... .................................................................

(<•) Outcome of other births-

Abortion.................................................................................................. .

Stillbirth......................................... .................................................... .

Neonatal death............ ................................................................ ................••••

Live birth................................................................................. ......... .............

(</) No. ofch'ldren:................................................................................... ..............

Age: Sex: Age: Sex:

(e) Any defects in other children

(r) Pregnancy and delivery relating to the patient:

(a) Morning sickness .....................................

(.b) Any trauma .............................................

(e) Infective diseases ......................................

(d) Emotional disturbances ...........................
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(*)

(/)

(g)

Mother's attitude towards pregnancy:
: ■ •

(i) Wanted and planned:................

(ii) Happy...... ...................................

(iii) Not really wanted but accepted.

(iv) Definitely not wanted................

Under nourished?...............................

Weight .(h) X’rays—reason 

When taken ...

(0 Complications of pregnancy..,..........

0 ) Drugs, (including Birth control drugs)

3. Father

(a) Name ..............................

(b) Age when married...........

(c) Age when child was born

(d) X-rays (i) reason.......

(ii) When .......

4. Family

(a) Wnether partners closely related:.................

(b) If so relationship............................................

(c) Abnormality in close relations........................

(d) Abnormality seen in lateral incisors of parents

(■e) Under development of maxilla.......... .

(/) Economic status: ....................................

Superior....................

Middle c 1 ass'TTT“"77?7TTT

Average ......................

Poor working class...

11
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5. Familv Tree.

FAMILY TREE OF THE PATIENT

I Paternal
\ <

( )••

( )■

( )■■

( )•

( )•

( )•

( )•

( )•

( )•

Paternal 
Grand Mother

( )........................( )-

( ) ............................ ( )••
( )....................... ( )•■

( ) .......... ................( )••
( ) .............................( )■■
( ) ............................ ( )•
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CASE HISTORY

(APPENDIX 2) Date:

NORMAL CONTROL Card No:

1. Child
(«) Name:......................................................................

(b) Address ...................................................................

(c) Date of birth:.........° •— ... * . . . ......... ..J..L...
' <: r : i c  T

-V Cr * m ?.... v rV v .................•i ft |  ■) V,*>.2
(<0 Weight at birth......................................................

(e) Hearing:- Normal/defective.................................... |

( /) Any other defects....................................................

(*) Any other observations:............. ...........................jl \  *

2. Mother
(a) Health history from childhood

(a) Any sickness:....................

(b) Description ..........................................................

0 )  Age.........................................................................

(b) Reproductive History

(a) Age when married
-y ■ ...

(b) Age when child was born.......................................

(c) Outcome of other births.-,. . sr?c. . i f  . i
Abortion..........................W y ...............................

Stillbirth................................................................

Neonatal death.......................................................

Live birth...........................................................
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(id) No. of children:............................. .....................................................
Age: Sex: Age: Sex:

(e) Any defects in other children

(c) 1 — 3 Moaths Pregnancy and delivery relating to the patient:

(a) Morning sickness ...... ..........................................................

(b) Any trauma ................................................................. .......

(c) Infective diseases .................................................................

(d) Emotional disturbances ......................................................

(,e) Mother’s attitude towards pregnancy:

(i) Wanted and planned:................... ..............................

(ii) Happy..........................................................................-

(iii) Not really wanted but accepted.................................

(iv) Definitely not wanted.................................................

(/) Under nourished ?.................................................. .............

(g) Weight ....................................... (A) X'rays—reason.....

When taken ..........

(i) Complications of pregnancy..............

(;) Drugs (including Birth control drugs)

3. Father
(a) N am e...........................................................

(b) Age when married........................................

(c) Age when child was born..............................

(d) X-rays (i) reason.....................................

(ii) When .................................
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4. Family

(a) Whether partners closely related.. .

(b) If so relationship..............................

(c) Economic status................................

Superior...............

Middle class.......

Average ...............

Poorworking class
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Discolouration of Teeth at Kekirawa

K. Sathananthan B, D. S. (Ceyl on)

The colour of enamel covered crown 
ranges from yellowish white to grayish white. 
The colour of teeth is determined by differ
ence in translucency of enamel, through 
which yellow colour of dentine is visibfe. 
Grayi h teeth have a more opaque enamel. 
The tianslucency may be due to variation 
in the degree of calcification and homogen
eity of enamel. Grayish teeth frequently 
show a slightly yellowish colour at the cer
vical area. Presumably because the thin
ness of the enamel permit the light to strike 
the underlying yellowish dentine and be 
reflected, incisal areas may have a bluish 
tinge where the thin edge consists only a 
double layer of enamel permitting mcst of 
the light to pass through. Deciduous teeth 
are whiter than permanent teeth.

“ These men have teeth, that are white as 
those of a dog” a description of a normal 
dentition of foreigners invading Sri Lanka 
in 18th Century by the native. The state
ment in reference from Knox “ The histori
cal relations of Ceylon” signifies the impact 
of the colour of teeth on the assessment of 
individuals through the ages and its socio
economic sequelae could be understandable.

My interest in this problem was aroused 
when I had number of young patients in my 
Clinic with a presenting complaint of dis
colouration of teeth varying from white 
flecks with or without pitting through a faint 
yellow to distinct brown in Kekirawa Elec
torate. There are many different causes for 
the discolouration of teeth. These can be 
divided into extrinsic and intrinsic causes. 
Extrinsic causes—Discolouration is due to 
deposits on teeth1

(1) Materia Alba — White deposit more 
frequently seen in gingival—margin around 
the necks of teeth. It often covers the entire 
surface of the teeth.2

(2) Blue-Green stain—children oftenhave 
different coloured stain at the neck of the 
teeth especially at the cervical portion of the 
incisers. The coloured pigment is produced 
by chromogenic bacteria. The colour is 
blue, browm, yellow or black.

(3) Tobacco stain—Tobacco is used fot 
smoking and chewing. Cigars and cigarette 
smoking is the habit of many people. To
bacco stain which may penetrate into pits 
and fissures and cracks of teeth or deposits 
of the end products of burned tobacco on the 
surface of the teeth causes discolouration. 
Teeth show a leathery brown or dark brown 
deposits especially on lingual surfaces.

(4) Salivary Calculus—It is a common 
deposit on the teeth. Calculus is attached 
to the necks of the teeth often extending into 
gingival crevice. It may become very 
bulky forming stone like masses which ex
tend as far as the cutting edge of the teeth. 
The colour of deposits depends on the age of 
calculus and is dependent on the staining by 
food.

(5) Betal and Arecanut Stain—Betel chew
ing habit is common in Sri Lanka—account
ing for red or brown staining of teeth often 
as sociated with reddish to brown furring of 
the tongue, palate and parts of the buccal 
mucesa as well.

(6) Similarly stains produced by seme 
fruits has been seen in identical fashicn as 
desecribed for betal chewing.

(7) Metallic deposits cn teeth can be pro
duced in various ways. Inhalation of the 
dust or fumes by workers in the metal indus
tries, use of mouth washes containing metals 
in the form of salts or metallic preparation 
taken internally for medicinal purposes 
causes discolouration.

Copper and Nickel—Green colour. Sil
ver and Iron—Black colour Tin and cad
mium—yellow—Mercury— Dirty green or
black colour.

Intrinsic causes—Deciduous teeth may be 
discoloured by abnormal pigments circulat
ing in the blood. Severe neonatal jaundice 
may cause the teeth to become yellow or there 
may be bands of greenish discolouration. In 
congenital porphyria a rare disorder of hae
moglobin metabolism the teeth are red or



purple. Endocrine disturbances in the 
young causes discolouration of teeth.

Hyperthyroidism—Bluish White. Hy
pothyroidism—milky white.
Hyperpituitarism—Greyish yellow. Supra
renal hyperfunction—yellow.
Intrinsic staining caused by broad spectrum 
antibiotic tetracycline understandably seen 
in greater numbers today depending on the 
availability of this antibiotic all over the 
world. Tt has been shown that intake of 
doses of 250 mg. 6 hrly. for a short time 
after six months of gestation by pregnant 
mothers would result in discoluration of 
deciduous teeth of the child and in perma
nent teeth only the tips of the cusps of melars 
and incisal edges are affected. After birth 
if tetracydine is taken by the child between 
0—12 months of life deciduous teeth are 
affected. Permanent teeth are affected if 
tetracydine is taken between 4 months—7 
years. Dentine is affected in greater degrees 
than enamel. Pigment is commonly seen 
in bands incervical third of all teeth and 
occlusal aspect of molars. Very heavy 
dosage may cause hypoplasia but usually the 
teeth are of normal form and translucency. 
Grossly carious and nonvital teeth also 
present a.s discoloured teeth.

Differential Diagnosis—The stain cn teeth 
due to extrinsic causes can be diagnosed by 
history, habits and the fact these stains can 
be easily removed by polishing and calculus 
by scaling. The second group which is 
caused by intrinsic causes cannot be removed 
by these simple techniques. Although the 
colour of tetrancycline stains varies from 
orange to brown, the basic colour is orange 
and cervical third of all teeth and occlusal 
aspect of molars are affected in horizontal 
bands predominently in labial surfaces a.nd 
history can be taken either from mother or 
child. In deciduous dentition all the teeth 
will be brown or black in colour. Tetra
cycline stained tooth substance flouresces 
under ultra violet light. Discolouration 
caused by jaundice congenital porphyria and 
endocrine disturbances can be easily diag
nosed. There will be several other signs 
symptoms and investigations which help in 
diagnosis. In nonvital teeth vitality test is 
helpful.

In patients who come to clinic with the 
complaint of discolouration of teeth, hypo

t*

plasia was a predcminent character, and 
large number of teeth were affected. Fur
ther, studies revealed the geographical dis
tribution of this discolouration. Previous 
reports on water analysis for fluoride content 
in Sri Lanka are available. All these led me 
to conclude that there was a repetition of the 
story of Colorado stain at Kekirawa. When 
water samples collected from different vil
lages at Kekirawa area was analysed for 
fluoride content it was found it varies bet
ween 0.5%—6.38 p.p.M. So it is not 
surprising to find different degrees of Dental 
Fluorosis at Kekirawa.

There are so many different causes for 
hypoplasia of enamel and/or dentine. In 
some conditions like hereditary and idio
pathic hypoplasia of dentine and enamel the 
cause of discolouration is unknown. Dis
colouration in the case of hypoplasia due to 
excess tetracycline the cause is of intrinsic 
origin. In most other cases like hypoplasia 
due to trophic disturbances, endemic fluo
rosis etc. discolouration is of extrinsic 
origin. Teeth with hypoplastrc areas super- 
fically seated in the enamel are more prcne 
to get discoloured due to extrinsic causes 
because the smoothness and polish of the 
surface of the teeth is affected. The external 
enamel surfaces of hypoplastic teeth show a 
tendency towards a greater miscroscopic 
roughness than the normal teeth. In ende
mic fluorosis, brown stain is acquired after 
eruption of teeth and it may be associated 
with dietary conditions or due to chrc mo genic 
bacteria.

Dental Fluorosis—The first important men
tion of the brown stain we know new as 
dental fluorosis occurred in 1902 in El Pa.se 
Country Colorado. Dr. G. V. Black did 
some work on this condition of Colorado 
brown stain in 1908. The Colorado brown 
stain eventually gave way to that of mottled 
teeth. Studies initiated in 1928 led to final 
discovery that mottled enamel was associated 
with fluoride in water. Because of this 
long association between the teim enamel 
mottling and fluorides in drinking water it 
has gradually been taken to be a cause and 
world Health Organisation Export Com
mittee cn water fluoridation (1958) defined 
Mottling as Dental Fluorosis.
Sources of fluoride are drinking water, water 
used in cooking, food materials like seafood, 
tea, fruits, vegetable etc. and dust fumes
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released from fluorine rich materials such 
as cryolite in industries. Average consump
tion of water per day by a human is 1 1/2 
litres. It varies with climatic donditions, 
physical exertion, age, sex, diet and state of 
health. Climatic Conditions in North Cen
tral Province of Sri Lanka being hot, requires 
an intake of large quantities of water and 
people use even more water for cooking. 
Wells are fairly deep and fluoride content in 
this area is high. People of Sri Lanka have 
the habit of drinking tea more often and this 
contain appreciable quantities of fluorides. 
All these factors add hereby cause dental 
fluorosis.

Fluoride is taken up by clacifying tissues 
both bone and teeth during development. 
Even after completion of development skele
ton continues to take up the element. Fluo
ride is incorporated in the apatite lattice 
replacing hydroxyl groups to produce fluo- 
roapatite. When concentrations of fluo
rides are appreciably high ameloblasts are 
damaged. Ameloblasts contribute to the 
formation of the enamel in the dental crown. 
Their activity continues only up to the 8th 
year or an year earlier. Thereafter it stops. 
By this time the Crowns of the permanent 
teeth are completely formed. Up to the 
8th year, therefore the quantities of inter
nally administered fluoride must be vigor
ously limited to the recommended dosage 
since an excessive dosage perturb the activity 
of the ameloblasts and induce fluorosis. 
Intake of high fluorides after develop
ment of teeth will not cause these effect. 
The part of the enamel chiefly affected is 
the interprismatic substance. Damaged 
ameloblats leads to defective matrix forma
tion resulting in patches of incomplete cal
cification, and in severe conditions enamel 
will be pitted and brittle.

There is considerable individual variation 
in the effects of fluorides. Dietary deficiency 
also plays a part in the effects of fluoride in 
teeth. Malnutrition in children aids den
tal fluorosis. Calcium has a protective ac
tion against fluoride intoxication. It ap
pears that diet rich in calcium eg. milk or 
drinking water with high content of calcium 
has a beneficial effect in prevention of 
fluorosis. Water in Kekirawa area has high 
content of calcium and this lessens the 
effect of fluoride on teeth,

Daily doses of 1 mg. of fluoride causes only 
a very slight degree of mottling and if the 
dosage increases the effects will be moderate 
or severe. Deposit of fluoride on teeth 
starts through the placenta as early as in the 
embryo period and then takes place through 
mother’s milk in the infant period and 
through food after growth both in the route 
of bleed stream as well as directly through 
the inside of the oral cavity. Though both 
deciduous and permanent dentitions are 
prone to dental flurcsis, deciduous dentition 
is less commonly affected. Fluorides give 
greatest protection against caries when 
available throughout the period of dental 
development. The incidence of caries in 
fluorcsed teeth is lower than in unaffected 
ones. Dental fluorosis has geographic dis
tribution where fluoride concentration in 
water is high.

In Sri Lanka phosphate rock (apatite) 
was discovered by the Geological Survey 
Department in April 1971 at Eppawala which 
is located in the North Central Province 
(16th mile stone—Kekirawa.—Talawa Road) 
The deposit is estimated to occupy an area 
of 3 square miles. The apatite is tentatively 
classed as chlorine rich fluoroapatite. 
Dental fluorosis presents with hypoplastic 
enamel with or without pitting. The teeth 
will have white flocks or brown coloured 
patches. Tn severe cases shape and contour 
of enamel is affected and it is brittle and 
chips off easily. White opaque patches are 
deeply seated in the enamel. Brown stain 
is acquired after eruption of teeth and 
these brown patches are superficially seated 
in the enamel. Dean in 1934 developed a 
most widely used method of assessment of 
Dental Fluorosis. Each tooth is examined 
according to the criteria set out below. The 
subject is then given a dental fluorosis rating 
according to the two teeth showing the most 
severe fluorosis for e.g. if two teeth are 
scored moderate and rest of the dentition 
normal the subject is counted as having 
moderate fluorosis. If one tooth is scored 
mild another moderate and rest of the denti
tion normal the subject is counted as having 
mild fluorosis.

It is recommended that the condition be 
reported in terms of

(a) percentage of persons in each category 
and
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(b) Dean’s Community index of fluorosis 
for the same age groupings.

Normal (N) Weight (0.0) The enamel pre
sents the usual translucent semivitiform type 
of surface. The surface is smooth, glossy 
and usually of a pale creamy white colour.

Questionable (Q) Weight (0.5) The enamel 
discloses slight aberration from the trans- 
lucency of normal enamel ranging from 
white flecks to occasional white spots with 
a tendency to form horizontal striations. 
The classification is used where a definite 
diagnosis of the mildest form of fluorosis 
is not warranted but a classification of 
‘normal’ is not justified.

Very mild (VM) Weight (1.0) small opaque 
paper white areas scattered irregularly over 
the teeth but involving less than about 25 % 
of the teeth surface. Frequently included in 
this classification are teeth show no more 
than 1-2 m.m. of white opacity at the tips of 
the cusps of the premolars or molars.

Mild (M) Weight (2.0) The white opaque 
areas in the enamel of the teeth are moie 
extensive but still involves less than 50% 
of the tooth.

Moderate (MO) Weight (3.0) all enamel sur
faces are affected and surfaces subject to 
attrition show marked areas. Brown stain 
is frequently a disfiguring feature.

Severe (S) Weight (4.0) All enamel surfaces 
are affected and hvpolasia. is so maiked that 
the general form of thetcoth may be affected. 
The major diagnotic sign of the classification 
is the discrete or confluent pitting. Brown 
stains are wide spread and the tooth often 
presents a corroded appearence.

The index of dental fluorosis of a group 
is computed by averaging the weights assigned 
to the individuals in the group. One weight 
figure person. As scores are easiest to tally 
in group the formula becomes.

Index -  Sum of f xw where fis frequency, 
N w is weight and N is 

number of cases examined. Investigators have 
demonstrated that the dental fluorosis occurs 
asymmetrically not only between R-L homo
logous teeth but also between upper and 
lower homologous teeth. Also asymmetrical 
attacks occur between R—L homologous

approximal surfaces of teeth. Relatively 
small area of the labial surface of an inciser 
tooth have this particular defect when rest 
of the enamel is unaffected. Normally 
lingual surfaces are not affected.

In Kekirawa people I observed an order 
in. distribution of mottling in teeth. Maxil
lary incisors are more commonly affected 
among the maxillary incisors centrl incisors 
are affected more than the lateral incisors. 
Mandibulor incisors are less commonly 
affected. Incisal third is more affected than 
the cervical third or middle third in incisor 
teeth.

If the aetiology of mottling is only fluo
ride then why there are these variations in 
its effects. Anatomical distribution sug
gests that aetiology is multifactorial, a local 
component and probably a genetic compo
nent. Seme criticise the name dental 
fluorosis to this condition of mottled teelh 
because it is based on assumed aetiology.

Treatment-—In conditions where the dis
colouration is due to extrinsic causes, the 
stains can be easily removed by simple 
techniques like brushing, polishing and scal
ing. It is difficult to remove the discolouration 
due to intrinsic causes by these simple tech
niques. In these conditions Jacket Crown 
tieatment is an effective mothod. This 
treatment should be delayed until adult life. 
In younger patients the large pulp is easily 
damaged, during the preparation of teeth 
and injuries to the tooth are also more fre
quent than in older patients. Jacket Crown 
treatment consumes lot of chair side time 
and it is difficult to perform this treatment in 
all teeth. In our country facilities are not 
available in peripheral units to perfoim this 
type of treatment. Bleaching technique is 
used, nowadays to remove discolouration in 
teeth. Superoxel is used to remove the dis
colouration and it is effective.

In case of dental fluorosis following me- 
methods are used:-

1. Dental fluorosis is prevented by de- 
fluoridating water using chemicals. 
If there is central common water sup
ply this method is effective. In our 
country except in few big towns there 
are different water sources like wells, 
rivers, tanks, ponds, channels and
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rain water. So it is not possible to 
defluoridate water in place like Ke- 
kirawa.

2. Selective grinding and polishing of 
enamel—In mild, fluorosed teeth super
ficially seated stains can be removed. 
Although discolouration is due to 
extrinsic causes this cannot be removed 
by brushing, polishing and sealing in 
moderate and severe conditions.

3. Jacket Crown. In severe conditions 
of dental fluorosis where the shape 
and contour of teeth are affected and. 
enamel is pitted jacket crown treat 
ment is adviceable.

4. Bleaching Method—Superexal, hydro
chloric acid, sodium hypochlorite and 
anaesthetic ether are used in this 
method. Depending on the severity 
of condition time of application of 
these chemicals varies. This method 
is found to be much effective and it 
can be easily performed by general 
practitioner.

5. Intake of adequate amount of calcium 
and diet in children has beneficial 
effect in prevention of fluorosis. Caries 
and periodental diseases are two im
portant diseases affecting teeth. Now 
it is observed that discoloration is 
also another condition where teeth 
are much affected. This condition 
setst he individual apart frcm other 
individuals and at the same time 
determine how others respond to him. 
A change of personality might be 
affected by treating this condition. 
Many patients will be quite pleased 
and even will display a willingness to 
smile. So it is very essential to give 
equal importance to this condition as 
to any other dental diseases.

Several patients had sought correction 
of the conditions by various means. One 
patient had the maxcillary centrals removed 
and a bridge placed, a second had the four 
maxcillary centrals removed and a remove
able partial constructed. It was also noticed

that few children at Kekirawa had used 
abrasives eg sand to remove the brown 
stains due to fluorosis. As a result enamel 
surface was abraded. They presented with 
hyposensitivity due to exposure of dentine. 
This indicates the concern caused by disco
louration of teeth. Some were willing to 
get their affected teeth extracted since they 
were discoloured. Any simple technique 
with good prognosis would have severe 
demand from patients. The best we have 
today is with Jacket Crown prosthesis.

Dental fluorosis is an epidemiological 
problem and it is much prevalent in North 
Central Province and some other parts of 
Sri Lanka. Much work has been done on 
beneficial effects of fluoride on teeth and 
methods used to fluoridate water. It is 
very unfortunate that not much of work 
has been done on Dental Fluorosis in Sri 
Lanka.
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The Efficient Utilization of Dental Auxiliaries in Sri Lanka

By Dr. K. D. 6. Saparamadu L .D .S .  (C e y .) D .D .P .H .R .C .S .
Health Education Bureau Ministry of Health

An important component of general health 
care programmes in recent years has been 
extended dental care. In planning effective 
dental public health programmes, the needs 
of the community, its demands and the 
resources available and the short and long 
term objectives has to be determined. The 
delivery of dental care may be limited to 
emergency measures, as relief of pain, if the 
resources (manpower and materials) are not 
adequate to meet the demand of the com
munity.

In many developed and developing count
ries population explosions and the volumin
ous increase in dental diseases has resulted 
in the professionally trained dental person
nel unable to provide comprehensive dental 
care to the community. Hence auxiliary 
dental personnel had to be employed to help 
the professionally trained dentist in an at
tempt to deliver a satisfactory dental service 
to the community.

. Recent years had shewn a change in the 
delivery system of dental care. The profes
sion had realised that community based 
dental public health programmes with maxi
mum involvement of the consumers and con
centrating on their ‘ ‘felt needs” could improve 
the dental health of the community to a con
siderable extent. Prevention and health 
education form important components. of 
these programmes. The utilization of auxil
iaries would increase the output of work, 
provide more coverage to the population, 
and thereby increase the efficiency and effec
tiveness of such programmes.

The medical profession had. employed 
auxiliary personnel for a long period, of time 
and with satisfactory results. The dental 
profession has to be atuned to the changing 
needs of the society. It has to be more 
dynamic and flexible and re-orientate itself 
and gear its activities to meet the require
ments of the population it has to serve.

Manpower planning is an integral part of 
general health planning. A crucial factor 
for the improvement of dental health in any

country is development of manpower pro
perly atuned to the dental health problems 
of the people and suitably trained to respond 
to the needs of the various dental program
mes. As the pattern of dental disease differ 
from country to country education and train
ing patterns cannot be stereotyped. A re
view of the present pattern of auxiliary uti
lization and training would be relevant in 
considering the effective utilization of these 
personnel in Sri Lanka.

A School Dental Service modelled, accord
ing to the Newzealand type had been in 
existence in this country for the last twenty 
years. The appropriateness and the ade
quacy of this system for a developing country 
like Sri Lanka is questionable. An evalua
tion of this system had shown veiy poor 
results in the country of its birth after being 
in existence for nearly half a centuiy.

Expansion of service facilities with increase 
in the output of these type of auxiliaries 
would not in any way improve the dental 
health of the population. A new plan 
involving changes in the managerial struc
ture and a complete re-organization of the 
oral care delivery system by these auxiliaries 
is extremely necessary.

The present non-systematic curatively 
orientated service without challenging areas 
like prevention and health education provide 
no job-satisfaction to these health workers, 
and the condition of the service deteriorate 
daily. Sporadic supervision, lack of pro
fessional stimulation in the way of seminars, 
workshops, absence of a systematic carrier 
ladder had all contributed, to the present 
frustration of these skilful health personnel. 
In short, the acceptance of these auxiliaries 
by the professionals had been minimal and 
the fact that the guidance and leadership 
should, ccmefrcm the professionals had been 
sadly forgotten.

In the efficient delivery of dental care, the 
modem concept is the Dental health team. 
The Dental Health Service, cannot be re-
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girded as a defensive enterprise any more. 
The time is opportune for the profession to 
“ fight the enemy in its own field" and adopt 
an offensive dental health delivery system 
to the masses and these could only be done 
by a well organized and efficient “ Dental 
Health Team.”

The Dental Surgeon, by his broad. Univer- 
sisty education has acquired considerable 
knowledge and skill in a vast spectrum of 
both curative and preventive procedures. 
It is imperative that he should, be the leader 
and co-ordinator of a variety of auxiliary 
health personnel working as a team.

With a frail economic infra-structure and 
an acute shortage of dental manpower in 
Sri Lanka only team work in dental health 
could show any progress in the service. 
Simple and repetitive procedures could be 
delegated to the auxiliaries. There would 
be better division of labour, more coverage 
of the target population, would foster team- 
spirit and a feeling of belonginess to a single 
body. Backed by health service officials 
at a higher level and conscious of belonging 
to a health team and not working in isola
tion as at present, these auxiliaries would 
find, their prestige and credibility strengthen
ed. The functions of the team leader would 
be efficient management of the team, monitor
ing of the work performed and evaluation 
of the services periodically for improvement 
of the services.

With this basic philosophy in mind., a 
training programme was organised, for dental 
nurses in the field of Preventive Dental 
Health. The seminar technique was adopted, 
in these programmes. After a careful task- 
analysis of these auxiliaries specific learning 
objectives were laid down with regard to 
knowledge and skills they should possess. 
(Learning) experiences were listed and an 
valuation procedure, built up. Systematic 
collection, analysis, and. interpretation, of 
basic epidemiological data in the diagnosis 
of the dental health status of the community,

educational solutions to the problem, group 
dynamics, theory of effective communica
tion, planning, implementation and evalua
tion of dental health programmes were seme 
of the subject areas that were covered, dining 
the seminar. It was realised that the nurses 
did not acquire the required skill to work 
in the community and accomplish the task 
ahead of them by a class-rccm bound 
academically orientated training strategy, 
hence great emphasis was laid, on field, prac
tise. The nurses carried on field programmes 
in their respective areas in which with the 
active participation of the community they 
identified the common dental health problems 
and the attitudes, knowledge, beliefs cf the 
people towards dental health. With these 
data as a base, they developed, a Dental 
Health Education programme which was 
designed to inform, stimulate, motivate and 
activate the individual and the community 
to the maximum for optimum dental health 
for all. In older to foster team concept 
and spirit all other field, health personnel 
were involved in these programmes. The 
local Dental Surgeon was given the oppor
tunity to direct and. co-ordinate the pro
gramme so that he would gain considerable 
experience in leadership in organising these 
activities.

Dental Health Education Programmes 
implemented by the nurses in their respective 
schools were presented during the seminars 
afforded, the opportunity for the other 
participants to share their experiences and 
gain considerable knowledge in these activi
ties. As a followup and. evaluation of the 
various programmes it is intended to held 
one day seminars in all the S.H.S. areas 
during the current year.

Preventively orientated, ccmnvunity based 
Dental Health programmes actively sup
ported by the profession carried or. by these 
auxiliaries could improve the oral health of 
the community to a considerable extent in 
Sri Lanka.

!• v  ❖ v  *> •> •;* v  *>
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Dental Plaque A Revisit

Dr. J . N. Hoover, B.D.S. (Cey.)
Dept, of Periodontology Dental School Peradeniya Campus, 
University of Sri Lanka.

The analysis of surveys all over the world 
have shown that Periodontal disease is one 
of the two major dental diseases affecting 
the human population. The other being, 
Dental Caries. The aetiology of Periodon
tal disease has been a controversial subject 
for a very long time and it only has been 
recently shown by numerous well controlled 
experiments that micro organisms in the 
Dental plaque to be the main cause of Perio
dontal disease, a finding that is also sup
ported by a wealth of other investigations.

Dental plaque is a soft deposit adhering 
to teeth and consisting of masses of several 
kinds of micro organisms in many layers 
embedded in a gluey material—the inter- 
microbial substance. We could also consi
der the Dental plaque as a localised over 
growth of micro organisms normally exist
ing in the oral cavity (the indegenous flora). 
This results in an alteration of the Host— 
parasite relationship, causing caries and 
Periodontal disease.

Dental plaque may be classified as:

(1) Coronal plaque (on the smooth sur
face of teeth, except the gingival area)

(2) Fissural plaque.
(3) Supra gingival plaque.
(4) Sub gingival plaque.

DEVELOPMENT OF PLAQL'E

The first deposit to form on a polished 
tooth surface is a thin, structureless layer 
devoid of micro organisms. This is the 
acquired pellicle. The pellicle can be re
moved mechanically (by toothbrushing), 
but it is regenerated in the mouth in a matter 
of minutes. The pellicle consists of acidic 
glycoproteins from the saliva, which have a 
a high affinity for hydroxy apatite and it is 
considered that these substances are selec
tively absorbed on to the tooth surface. 
(G. Rolla—L. Kornstad and others). The 
development of plaque starts with the ab
sorption to the pellicle, of organisms, either

single or in aggregates, from the saliva. 
Some organisms stick together in clumps by 
means of extracellular substances. Strep
tococcus mutans, S. Sanguis have the ability 
to produce glucans and fructans from Suc
rose by means of extracellular enzymes. 
The stricky glucans form the bulk of the 
intermicrobial substance.

Glucans were formally referred to as Des- 
trans but it has been shown that there is in 
addition to a 1-tf linkages, a predominance 
of X 1-3 linkages in glucan which makes it 
fairly resistant to the action of Dextransase.f

In addition to adsorption and aggrega
tion, proliferraticn of the organism'xs play 
an important role in ple'que foimaticn.

PLAQUE MICROFLORA

The predominant micro organisms in 
Dental plaque are:

(1) Gram — cocci (mainly streptococci)
(2) Gram — rods and filaments (coryne- 

bacteriusm, lactobacilli, actincmyces, 
nocrardia)

(3) Gram — cocci (Neisseria, Vieillonella)
(4) Gram — rods and filaments (Bacter- 

riods, Fuso bacterium)
(5) Vibrios, Selencmonas.
(6) Spirochetes.

In addition to the above there are the, 
mycoplasms, yeasts (Candida) and protozoa 
occuring in Dental plaque.

The gradual development of this complex 
flora in Dental plaque occurs within 10 to 
14 days. As seen in Gram stained smears, 
G— cocci and rods, constitute about 50% 
of the organisms, Gram— cocci and rods 
about 39%, Filamentous organisms 8%, 
the spirochetes and others comprising the 
remaining 12%. The coronnal plaque con
tains a higher proportion of G—cocci and 
reds fewer G— organisms than gingival
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plaque, probably due to different environ
mental conditions.

THE BIOCHEMISTRY OF DENTAL 
PLAQUE

Dental plaque consists of several kinds 
species of micro organisms in very dense 
masses, and substrates which are added, to 
the outer surface are far too small in quantity, 
resulting in these organisms growing slowly 
with a low metabolic rate. Small substrate 
molecules eg. amino acids, mono, disaccha
rides, diffuse easily into plaque unlike the 
larger starch and. protein molecules and are 
rapidly utilised by the bacteria. The pro
ducts of metabolism likewise diffuse out 
slowly and. thus accumulate in high levels 
in the plaque.

CARBOHYDRATE METABOLISM IN 
PLAQUE

Fermentation of carbohydrates in plaque 
is an anaerobic process where glucose is 
broken down to lactic or pyruvic acid. 
Streptococci produce mainly lactic acid, 
together with the homofermentive lactobacil- 
liis. The hetrofermentive lactobacilli in 
addition to lactic acid produce co2, ethonal, 
acetic acid. Lactic acid is also produced 
by Leptrotrichea. and Actinomyces and some
times by Corynebacterium and Bacterionema. 
Propionibacteriu.m produce propionic acid. 
Bicterioides oralis and fusobacteriu.m form 
a mixture of organic acids.

>unm ■: \ . 1 '
The acid production in dental plaque 

is very important because it has been 
shown to cause dental caries and could irri
tate the gingival tissues to provoke an in
flammatory response.

PROTEIN METABLOSISM IN PLAQUE

Several plaque micro organisms notably 
bacterioid.es Mdaninogenicus produce pro
teolytic enzymes which breakdown proteins. 
These bacteria are however unable to hydro
lyse the organic matrix of enamel and. den
tine unless previous deminerali ation has 
occurred. The importance of these enzymes 
are two fold, (a)
(a) During decomposition of protein and. 
amino acids, Ammonia, Hydrogen sulphide, 
mercaptons and organic acids are released.

These substances tend, to irritate the soft 
tissues. They could also contribute to the 
bad odour (halitosis) very often noted, in 
patients with fairly advanced, periodontal 
disease.

(b) The proteases decompose the intercel
lular substance of the junctional epitheliam, 
thereby producing the protective barrier of 
the epitheliam. Also the enzyem collegenase 
secreted, by MB. Melanigenicus may attack 
the Collegen Fibres of connective tissue.

Experiments reveal that the above men
tioned. chemicals namely the enzymes organic 
acids, extra cellular substances and other 
cytotoxic compounds play an active role in 
the initiation and. progress of the disease. 
It has also been recently shown that in addi
tion to the inflammotory ccmponent, there 
is also an immunological ccmponent in the 
aetiology of periodontal disease involving 
both the B. Lymhocytes and the T. Lympho
cytes. It should, also be noted that in perio
dontal disease, plaque micro organisms are 
hardly ever found, either in the epithelial 
cells or in the connective tissue.

Much research is still needed to explain 
the very intricate mechanisms involved in 
plaque formation and its effect cn teeth, and 
its supporting structures. Plaque does not 
constitute the only aetiology of periodontal 
disease. It must be borne in mind, that we 
are dealing with a complex disease entity 
with an inter play of many aetiolcgic and 
defence factors. For the prestige of the 
dental profession, nationally and. inter
nationally, socially, and academically, it is 
important to realise that the practice of den
tistry needs a face lift. The Dental Surgeon 
of the present and the future must devote 
more and more time to the prevention of 
caries and periodontal diseases. There must 
be an element of professional satisfaction not 
in the dentures and bridges we make but in 
eliminating the need for dentures and. bridges. 
The successful periodontist of tomorrow is 
not the skilled expert in advanced muco- 
gingival surgery or splinting, but the one 
who maintains adequate plaque control and 
gingival health without the use of the knife.

So let us begin today in antibacteriolcgical 
warfare!
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The Organization of Professional Association of Sri Lanka
Dr. L. S. W. Dassanayake L .  D . S . (C e y .)
Hony. Secretary. C .D .A .
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On the 5th day of December, 1974 at the 

invitation of the Association of Scientific 
and Technical workers of Sri Lanka, repre
sentatives and certain eminent members of 
the leading professions, resolved to form an 
organization of the professional associations 
of Sri Lanka and appointed a steering Com
mittee to draft a constitution and to take 
such other steps necessary for the formation 
of the organization. Dr. A. R. Abeyasinghe, 
Ceylon Dental Association and Dr. S. A. 
Silva, Independent Dental Surgeon's As
sociation were representatives frcm the Den
tal Profession, are founder members of the 
organisation.

Whereas on the 29ih day of April 1975 
the representatives o f professional associa
tions met at the A.S.T.W. Head-quarters 
and adopted the constitution hereinafter set 
out, and further, enpowered the Drafting 
Committee to convene the inaugural meet
ing of the General Forum and to take steps 
to elect the first office-bearers and the first 
Executive Council of the Organization at the 
said inaugural meeting.

The Organization of Professional Asso
ciations representing twelve professions, 
Accountancy, Architecture, Dentistry, 
Engineering, Gemmology, Law, Librarian- 
ship, Medicine, Pedagogy, Science, Survey
ing, and Veterinary Science, states the objects 
of the Organization,

(a) The providing of a Forum for discus
sion of matters of professional interest 
and the consideration of all matters 
requiring multi-disciplinary study.

(h) The promotion of the interests of the 
professions and the safe-guarding of 
the common interests of the profes
sions.

(c) The fostering of the participation by 
the professions in all matters of 
national interests.

(d) Furthering the development of existing 
and new professions of the country.

(e) The promotion of the establishment 
of an Academy of Sciences.

CD The provision of such facilities and 
services as are conducive to the func
tioning and development of the various 
constitutent bodies.

(g) The setting up of a professional centre 
for the promotion of the aims and 
objects of the organization and the 
conduct of its business and activities.

• .v. ; .. l i
The Ceylon Dental Asscciaticn was ac

cepted as a member association on 26th 
August 1976. The Hony. Secretary Dr. 
L. S. W. Dassanayake represented the asso
ciation in the Forum in 76/77, and was nomi
nated. to the Executive Council for 77/78, 
while Dr. S. A. Silva continues to serve in the 
Forum. The Ceylon Dental Asscciaticn 
pays a minimum yearly subscription of 
Rupees Two Hundred or Rupees two and 
cents fifty per member which is heigher.

The foundation stone for the professional 
centre was laid on 30;h March 1977, by the 
then Minister of Housing and Construction, 
Pest and Telecommunication Hen. C. Ku- 
marasuriya on a special site given by the 
Government at the Colombo Race Course 
grounds off Bauddhalcka Mawatha, Co
lombo 7. The extent of this land is about 
one acre in area. The Commonwealth 
Foundation has made a grant of pounds forty 
five thousand, £45,000/ the height st given 
to any professional centre in the world. 
This will be given in stages for the comple
tion of a public lobby and reception area, the 
organizations administrative block, library, 
conference halls, stores, offices of member 
associations, lounge including pantry and 
bar. Stage twe—a large Auditorium, and 
stage three will have residential acccmcda- 
tion.

In addition to the grant, member associa
tions have agreed to finance exclusive office 
space required, by them. The Ceylon Dental 
Association requested two hundred square 
feet of area.

Different committees are appointed by the 
Executive Committee of the organization as
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Professional affairs committee, professional 
centre committee, committee for the revision 
of the constitution, journal Comittee, and 
the academy of sciences committee for effi
cient work and regular reports have to be 
submitted to the Executive Council which 
meets once a month or more.

-  > - /  ■ ■ ■ -• - -  ''  -

Mr. Paul Scoon, the Deputy Director of 
the Commonwealth Foundation was in Sri 
Lanka from 16th to 22nd November 1977, 
The Ceylon Dental Association met him for 
discussions at the SLMA headquarters in 
Colombo on Thursday 17th Nove. ‘.77, at 
7.09 p.m. where a representative gathering of 
the Ceylon Dental Association, the Govern

ment Dental Surgeons Association the Inde
pendent Dental Practiticneers Association 
and the University Dental School was present. 
This fruitfjlul discussion helped the CDA 
to get financial assistance of five hundred 
pounds (£500/-) for a libraiy.

The confirmation by the Ceylon Dental 
Association in Feb. ’79, c f the requirement of 
two hundred square feet of c ffice space would 
cost the association about Twenty Thousand 
Rupees. This is an absolute necessity for our 
profession after forty-five years of existence. 
We also hope this would help us to work 
together under a common roof to fulfil the 
objectives of the organization, and fer the 
betterment of our Profession.

)
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Madras City — Sri Lanka Dental Convention

Dr. L. S. W. Dassanayaka L. D. S. (Ceylon)
(Hony. Secretary CDA)

Left to right: Doctors. V. S. Karunagaran, President C.D.A, A. Rajaseker, President 
IDA Madras City Branch, Professor K. K. Ramachandran, Chairman 
reception committee, Dr. A. Thiruvaieeswarane Secretary Madias City Br. 
of the IDA, Mr. S. Gauthamadasa, Dept. High Commissioner for Sri Lanka 
in India., Doctors. R. Goonetilleke, S. A. Silva Vice-President CDA, 
L. S. W. Dassanayake Hony. Secretary CDA.

The first Madras City- Sri Lanka Dental 
Convention was held at the Dental Wing, 
M idras Medical Cool’ege on Sunday 26th 
February 1978. Four delegates from Sri 
Lanka Doctors. V. S. Karunagaran, S.A. 
Silva, L. S. W. Dassanayake and R. Goone
tilleke, represented the Ceylon Dental As
sociation at the Convention. The total 
number of delegates, Dental Surgeons, and 
family members from Sri Lanka totalled 
eleven.

It was a historic occasion where eminent 
speakers from both Countries, exchanged 
their experiences, concepts and views of

Scientific advances in the field of dentistry. 
The Govener of Tamil Nadu His Excellency 
Thiru Prabhudas Patwari inaugurated the 
Conference along with Mr. S. Guautama- 
dasa, the Deputy High Commissioner for 
Sri Lanka in India, in the presence of a 
representative gathering.

Dr. E. G. R. Solomon was the Chaiiman 
for the first Scientific Session, when six papers 
were read. Scientific Session II, was Chaired 
by the CDA President Dr. V. S. Karuna
garan. There were thirteen interesting sub
jects that came in for deliberation and dis
cussion.
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1. Anchylosis of Tempero Mandibular 
Joint.

Dr. V. S. Karunagaran.

2. Single sitting root canal treatment of 
vital teeth.

Dr. B. P. R'tjan.

3. Surgical correction of Jaw defoimities.
Dr. C. K. Dhanasekaran.

4. The technic and application of Begg’s 
appliance.

Dr. J. G. Kannappan

5. ‘Oral Cancer.’
Dr. R. Goonetilleke.

6. Hypnotism in dentistiy.
Dr. N. M. Veeraiyan.

1. Acupunture in Oral Disorders.
Dr. S. A. Silva

8. Recent developments in fixed space 
maintainers.

Dr. B. Kaleel Ahantalh.

9. Srope of multiple crowns in restorative 
dentistry.

Dr. A. Parameswaran.

10. Orientation of occlusal plane for com
plete dentures.

Dr. Md, Aleent Abdulla.

11. Clinical aspects of sexually transmitted 
diseases with particular reference to 
oro-facial changes.

Dr. Gnanasundarani.

12. Chlorhexedine incorporated period
ontal dressings.

Dr. C. S’.Prasad ? Dr. G.Janakiraman
13. Some aspectsof Bruxism.

Dr. A. Rajasekher.

The Convention programme was well 
organised, and was highlighted by the full 
days scientific session. Indian television 
and press gave wide coverage to the Con
vention. Sri Lanka delegates were inter
viewed in English, Sinhala and Tamil on 
All India Radio. An evenings entertain
ment programme of music, dance, magic 
show, by well known Indian artists and 
fro m Singapore, were organised for the 
benefit of the visitors. This was followed 
by a banquet.

Our sincere thanks to:

1. Chivkcnzer & Co.,
2. Maharaja Organisation Ltd.,
3. Chemical Industries (Colombo) Ltd., 

for their kind contribution for the cost 
of Air Tickets, Jaffna—Trichy, for the 
Madras City—Sri Lanka Dental Con
vention.

4. Pettah Pharmacy.
5. D. A. Abeysinghe & Co.,
6. Ceylon Tobacco Co. Ltd.

for their kind contribution to ware's the 
cost of Photographic slides and other ex
penses connected with preparation of Scien
tific papers for the Convention.
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Future Meetings and Associaiton News

F D I-^ ’78 The^ 66th Annual World Dental Congress, 25th to 29th, September 1978,

Contact: General Secretariat,
Escuela de Estomatologia,
Ciudad Universitaria,
Madrid-3. Espana. (Spain).

APDC — ’79 9th Asian Pacific Dental, Congress in Kuala Lumpur. Malaysia. Fiom 
April 23 — 27th, 1979. '

Contact: The Organising Secretary,
9th, APDC Central Secretariat,
P.O. Box 237, Jalan Sultan,
Selangor,
West Malaysis.

FDI —Paris 1979. 67th Congress Dentaiie Mondial, Paris 20th to 26th Oct. 1979
Contact: Association Dentaire Francaise 

19 bis, Rue Legendre,
75017, Paris.

American Association of Hospital Dentists
American Dental Association, and. the American Hospital Association,

co-sponsor the First International Congress on Hospital 
Dental Practice at the New York Hilton 
New York, 
from
Nov. 30th to Dec. 3rd, 1978.

Contact: General Chairman,
International Congress,
C/o Dssny,
30 East, 42nd. Street,
Suite 1606, New York 
New York 10017.
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