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Give his teeth
fluoride protection with Signal 2
Remember when you were young there was 
no effective answer to tooth decay ? All the 
traditional products you used tooth powder 
and even ordinary toothpaste, couldn't 
really fight the problem
But now you can give your child the chance 
you never had- the chance to have strong 
healthy teeth for a lifetime. Start him on 
Signal 2 with Fluoride -  proved in 
clinical trials to provide an effective way to 
fight tooth decay
H ow  tooth decay happens

~| Food particles left in the mouth 
are attacked by bacteria which 
turn them into acids Without 

M C l M  f|uor|de protection, these acids 
attack teeth and cause decay

H ow  S ig n a l's  flu o rid e  
figh ts tooth decay
i f t j  Signal 2 which contains
| fluoride in the stripes combines
, f n  ) with tooth enamel to make teeth 
Wx n  ikI I  stron9er more resistant to acid 

y YyyA attack. In fact regular brushing 
with Signal 2 helps prevent 
tooth decay from even starting I

Recom m ended by dentists
Clinical trials have proved that Signal 2 with 
Fluoride can significantly reduce tooth decay 
That is why Signal 2 has been approved by 
the British Dental Association and is 
recommended by dentists the world over
Protect your child from tooth decay and 
suffering Start him brushing now with 
Signal 2 _____

Fluoride
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POST GRADUATE DENTAL EDUCATION IN SRI LANKA

We live in an era of specialisation. Fifty years ago Medicine had four specialities 
namely medicine, surgery, gynaecelogy and radiology, while dentistry had none at all. 
Today specialisation has progressed to such an extent that in some countries there are 
specialists for each toe of the foot. With the changing of social patterns and advancing 
knowledge such changes are inevitable. Dentistry toe has become involved in these irrever
sible changes and combined with it an increase in specialisation.

The Dental profession in Sri Lanka is becoming middle aged. It has become aware 
of the need for specialisation in bigger numbers. It is gaining in wisdom skill and 
reputation. It is no longer a scientific isolated body split into small far flung groups. It is 
gradually moulting into an integral and intellectual profession in which knowledge and 
progress are shared. The life blood of progress is education. At a time when Sri Lanka 
is stepping into the realms of post graduate studies it would be appropriate to comprehend 
concise meaning of post graduate studies and have these terms clearly defined. The British 
approach to the subject is to class all further dental education as post graduate education 
Australia and New Zealand favour this appoach The American terminology however des
cribes three categories -  graduate, post graduate and continuing education. This was well 
described by Ostrander in 1968 when he said that “Post graduate education is that which 
is required for specialisation in a clinical field and is usually recognised by a certificate. 
Continuing education however has the object of improving the competance of practitioners 
in both general and special areas of practice. Courses for this latter purpose do not carry 
credit towards a degree, nor are they recognised by a certificate.”

Post graduate studies leading to specialisation must be taken seriously by all concerned. 
We have but few agencies that can help to foster post graduate studies. We have the 
University, the Dental Association and the different study groups. None of these organi
sations have the only answer to post graduate education or study. But however all can 
make a contribution to it. When possible each must try to co-operate with the other and 
so provide a more comprehensive and co-ordinated programme. Co-operation of all the 
members of the profession is necessary to successfully implement a post graduate educational 
programme. Every practitioner has something to offer in the way of ideas, techniques or 
materials.

‘ Change is constant. In a progresive country change is inevitable.” What form it 
will take in our own profession no one knows, but by bending wisely to social and 
political winds dentistry can and will safeguard its future and the welfare of the public 
it serves



A S S O C T A T t O N  N E  W S

September 1981

A lecture meeting was held at the Dental Institute, Colombo on THE ROLE OF 
GENERAL PRACTITIONERS IN ORAL -  HEALTH PROGRAMMES IN SRI LANKA” 
by Dr. H. M. Hobdell, B.D.S; phd, Senior Lecturer in Conservative Dentistry, London 
Hospital Dental School.

January 1982

The Council of the Sri Lanka Dental Association nominated Dr. R. Goonatileke as 
the Dental Representative to the Ceylon Medical Council.

31st January 1982

A symposium on “Oral Cancer” at the auditorium of the Health Education Bureau. 
The panel of distinginshed speakers included

(1) Dr. K. A. A. S. Warnakulasuaiya, B.D.S. (Cey)
F.D.S.R.C.S. (Eng & Edin), P.H.D. (Gasgow), will speak on 
“PATHOLOHY AND SIAGNOSIS” .

(2) Dr. A. Cabriel, M.B.B S. (Cey), F.R.C.S. (Eng), F.R.C.S. (Edin), 
will speak on the “SURGICAL ASPECTS” .

(3) Dr. R. S. Jayatileke, M.B.B.S. (Cey), D.M.R.T. (Lond), F.R .G .R. (Gt Britain) 
will speak on “ RADIO-CHEMOTHERAPH”

(4) Prof K. Bambaradeniya, L.D.S. (Cey). L.D S., R.C.S. (Eng), D.P D. will speak on the 
“PROSHETIC RE-HABIL1TATIVE ASPECT IN THE TREATM ENT OF ORAL 
CANCER”.



A STUDY OF PERIODONTAL POCKET DEPTH 
IN A SAMPLE OF SCHOOLCHILDREN

Dr. ASOKA EKANAYAKE, Ph.D (Lond.), DDPH; RCS (Eng.), BDS.
Head. Department of Community Dental Health 
Dental School 
University of Peradeniya

A survey of periodontal pocketing was carried out on 250 schoolchildren. The mean 
deepest pocket depth was 2.55 *  0.72 mm. Over 90% of segments had pockets not exceeding 
3 mm. However 25.8% of children had one or more pockets of at least 4 mm. The pocket 
depth was significantly larger for the Upper Right segment of the mouth. There were small 
differences in the pocket depth of males and females especially in the anterior segment.

Introduction

Periodontal pocket depth is a direct and reliable sign of destructive periodontal 
disease, and it has been shown that a high proportion of Periodontists regard it as an 
important criterion, in deciding the need for periodontal surgery (Ekanayake 19761. Clearly 
the earlier the age at which pocketing begins and the faster it progresses, the more likely 
that teeth will be lost early in life. Consequently various studies in different parts of 
the world have examined the prevalence and severity of periodontal pocketing and alveolar 
bone loss in children (Jamison 1963, Sheiham 1968, Skougaard et.al 1969, Loe et.al 1978 
(a) & (b) ). Three general conclusions would seem to emerge from such studies of periodontal 
disease (including gingivitis) in children.

Firstly, Gingivitis is highly prevalent in children. A major study by WHO has 
shown that the average child in Canterbury (New Zealand), Yamanishi (Japan), and Hannover 
(Germany), had gingivitis in relation to 14.0, 14.0, and 18.2 teeth respectively (WHO 
Interim report).

Secondly a high proportion of children in some very poor communities have Acute 
Ulcerative Gingivitis. For example surveys in Nigeria have shown that 11.5% of 2 -  6 year 
olds had AUG and 0.74% Cancrum oris (Sheiham 1966).

Finally, pocketing around the permenant teeth is found in children from both 
developed (Sheiham 1969), and developing (Sheiham 1968, Loe et.al 1978) countries, and 
alveolar bone loss can even occur around deciduous teeth (Jamison 1963).

In Sri Lanka the severity of periodontal disease in adults is now well established 
(Waerhaug 1966), and more recent studies have shown that 15 year old children of plantation 
workers have gingivitis levels twice as severe as Norwegian children and that only 20% 
of this group had no loss of attachment (Loe et.al 1978).



The present study was intended to extend our knowledge about the extent cf 
periodontal disease in Sri Lankan children, by examining the extent of pocketing in a 
more general population of children from an up-country area.

Methods and Materials

252 school children, (149 female and 103 male), were examined from 5 selected 
schools. The schools were randomly selected by taking all 15 Maha Vidyalayas, in the 
Udunuwera and Yatinuwera electoral districts, excluding 5 schools that were being used 
for a survey by another investigator, and taking a random sample from the balance 10 
school. In each school the teachers arranged for roughly 50 pupils to be examined. The 
clinical examinations consisted of measuring the deepest pocket depth to the nearest millimetre, 
in the region of the mesio-buccal line angle, in each of 6 segments in the mouth. For 
this purpose the mouth was divided into 6 segments as follows :

The examinations were carried out by a single examiner in natural light with the 
subject seated in a portable dental chair. Plain mouth mirrors and graduated periodontal 
probes were used. The data was recorded on specially designed forms by a trained recorder, 
and data processing was carried out with the aid of electronic calculators.

This survey was part of a larger survey which included an assesment of dental 
Canes as well. Prior to the main survey, 22 dental students were examined using the 
study method on two occasions two weeks apart, to ascertain examiner reproducibility.

The repeat examinations carried out on 22 subjects (prior to the commencement of 
the main study) showed that 76.5% of the mea'urments were spot on, 22.7% varied by 
1 mm, and 0.8% by 2 mm -  a high degree of examiner reproducibility.

In the main study the mean ‘age last birthday’ in the overall samnle of ohiM™

7 - 4  3 - 3  4 - 7

7 - 4  3 - 3  4 - 7

Results

A *°tal of ;.512 segments were examined, 618 from male subjects and 894 from 
s. The overall mean deepest pocket depth was 2.55 i  0.72 mm. 32 males (31.1%) had
r m o r e  nnrWpfc m ^ c n r  n n  a __________ __  __ . v • * / o

( 2 )



TABLE 1

Mean deepest Pocket Depth by Sex and Segment type

( Figures in brackets denote the number o f  segments examined in this category; 
Two Asterisks indicate male and female means significantly different P<.0.01 Single 
Asterisk indicate P<.0.05)

Segment Type
Mean Deepest Pocket Depth in Millimetres

Male Female All Classes
Mean S D Mean S.D Mean S.D

Upper Right 2.94
(103)

0.71 2.89
(149)

0.60 2.91
(252)

0.65

Upper Centre 2.64
(103)

0.85 2.34
(149)

0.66 2.46
(252)

0.76

Upper Left 2.70
(103)

0.67 2 M
(149)

0.62 2.61
(252)

0.64

Lower Left 2.52
(103)

0.66 2.50 
(149)

0.73 2.51
(252)

0.70

Lower Centre 2.47
(103)

0.53 2.26
(149)

0.74 2.35
(252)

0.74

Lower Right 2.53
(103)

0 79 2.45
(149)

0.63 2.38
(252)

0.70

All Segments 2.63
(618)

0.75 2.50
(894)

0.69 2.55
(1512)

0 72

A comparison of the mean pocket depth for the various segments (Table 1) was 
carried out using the standard error of the difference between means - large samples 
(Osborn). It was found that the mean of 2.91 mm for the Upper Right segment was 
significantly higher than the means of all the other segments (P<0.01). Furthermore the 
mean of 2 46 mm in the Upper Central segment was significantly different to the means 
in the Upper Right and Upper Left segments (P<0.01 and P<0.05 respectively) The 
Upper Left segment mean was significantly different from all the other segment means
with the exception of the Lower Left segment. The Lower Left segment mean was signi
ficantly different from the Upper Right segment mean (P<0.01), and from the Lower
Centre segment mean (P<0.05). The Lower Centre segment mean of 2.35 mm was
significantly different from the Lower Right segment mean (P<0.05), in addition to the 
other significant differences implied in ihe previous statements. The significant differences 
relating to the Lower Right segment can be deduced from the above conclusions.



Table 2. shows the proportion of segments where the pocket depth conformed to 
selected levels. It can be seen that whatever the segment type, over 89% of the measurement 
did not exceed 3 mm. However the proportion of segments measuring 4 mm or greater was 
largest in the case of the Upper Right segment (10.32%), and furthermore the proportion 
not exceeding 2 mm was smallest also in this particular segment (21.42%, Table 2).

TABLE 2
Percentage of Segments with Deepest Pockets at selected levels

Segment Type % Not Exceeding 
2 MM

% Not Exceeding 
3 MM

% Measuring 4 MM 
or Greater

Upper Right 21.42% 89.67% 10.32%

Upper Centre 57.14% 94.44% 5.56%

Upper Left 46.43 % 93.26% 6.74%

Lower Left 56.74% 93.25% 6.75%

Lower Centre 63.89% 94.05 % 5.95%

Lower Right 56.35% 94.05% 5.96%

All Segments 50.33% 93.12% 6.89%

Table 3 shows the percentage of segments with deepest pockets measuring 5 mm 
or more. Although the proportions with such high levels of pocketing were quite small 
some male female differences were apparant (Table 3).

TABLE 3
Percentage of Segments with Deepest Pockets Measuring 5 MM or more.

Segment Type % Measuring 5MM or more in depth
Male Female All Cases

Upper Right 4.85% 1.34% 2.78o/o

Upper Centre 2.91% 0.67 % 1-59%

Upper Left 1.94% 0.00 0/0 0.79%

Lower Left 0.00% 2.68% 1.59%

Lower Centre 1.94«/0 0.00% 0.79 0/0

Lower Right 2.9lo/0 0.67 0/0 1.59%

* All Segments (PC0 05) 2.43o/0 0.89 o/0 1.53%

* Asterisk Indicates Male Female Propotions Significantly Different (P < 0  05)



Discussion

The estimation of destructive periodontal disease in terms of the ‘worst measurement’ 
for a particular aiea of the mouth (as used in this study), is now a recognised practice 
and several survey methods have tended to incorporate this concept (O’Leary 1967, WHO 
1977, Ekanayaka & Sheibam 1980). This approach is simple and quick and furthermore 
is consistant with the manner in which the treatment requirements of individual patients 
are generally assessed by clinicians.

The choice of pocket depth as the key criterion, and the selection of the mesio- 
angular region as the reference point for making this measurement was based on a Periodontal 
Screening Index (P.S.I), for the measurement of treatment needs (Ekanayaka and Sheiham 
1980). The use of pocketing is based on the assumption that it provides a reliable estimate 
of destructive periodontal disease characterised by attachment loss. Direct measurement of 
pocket depth is simpler than the measurement of loss of attachment and moreovej it is
used by a high proportion of periodontists in Britain when assessing the need for periodontal
treatment (Ekanayaka 1976). Finally pocket depth measurement can be validated by the good 
correlation (0.77) which exists between methods based on pocketing like the Periodontal 
Index (Russell 1956), and those which use loss of attachment like the GPI (O’Leary 1967, 
Ekanayaka & Sheiham 1980). Pocketing however may not necessarily reflect attachment 
loss especially in older people who have a good deal of gum recession. However gum 
recession is uncommon in children and consequently this factor is unlikely to reduce the 
sensitivity of pocket measurments as an estimate of destructive periodontal disease in this 
sample. On the other hand the high prevalence of gingival inflammation in children would 
tend to account for increased pocket depth owing to false pocketing, and this has to be 
taken into account when interpreting the findings from this study.

The mean pocket depth of 2.55 + 0.72 mm in the present study would seem to
imply a collectively low level of destructive periodontal disease. The normal crevicular
depth has been given as 0 - 2  mm (Manson 1975). and the mean of 2.55 mm is consistent 
with a modest amount of false pocket formation due to gingival inflammation. Equally it 
could be consistant with a generalised low level of attachment loss such as Loe et al (1978) 
(b) found in 15 year old children of plantation workers, 80% of whom had some attachment 
loss - but the mean loss being only 0.17 mm. However whatever the reason for the pocketing 
the finding that J  the segments in the present s udy had pockets exceeding the ‘normal’ 
2 mm limit reflects the high prevalence of periodontal disease in this group. (Table 2)

Furthermore over 90% of segments had pockets not exceeding 3 mm and although 
some of this increase too would be due to the inflammation factor the extent of its 
influence is hard to judge. However there is an instance of a pocket of at least 4 mm being 
required in the diagnosis of loss of attachment to make allowance for false pocketing 
(Ekanayaka 1976).

Viewed in terms of the proportion of subjects with pocketing (rather than the proportion 
of segments), the disease problem seems larger. For example although only 6.89% of segments 
had pockets measuring 4 mm or more (Table 2), almost a quarter of the children (25.8%) 
had pockets - at least one -  of 4 mm or more, and 6.7% had pockets of 5 mm or more.



Comparisons with the findings from the Loe et.al (1978) study are difficult owing to the 
different method* uied in the two surveys. However if it is assumed that the 25.8% in 
the present study (who had pockets at least 4 mm deep) all had loss of attachment, and 
that LA is confined to this particular level of pocketing - then it would appear that this 
group had Jess periodontal disease that the 15 year olds in the Loe et.al study (1978)(b). 
This may be a reflection of the very different social, economic and cultural backgrounds 
in the two groups, and may indicate that results from surveys on plantation workers may 
have somewhat limited application to the rest of the population.

Table 1 reveals some statistically significant differences between the male and female 
pocket depths. However irrespective of statistical significance the actual differences in 
millimetre terms are very small and may have little clinical significance especially in terms 
of treatment needs. However it is interesting to speculate that the significantly lower pocket 
depths in females with respect to anterior segments (Table 1). may be due to better cleaning 
of these segments owing to a greater concern about facial appearence amongst females.

The statistical analysis to explore significant differences in Table 3 must be taken 
with the proviso that the proportions being so small, the Normal approximation to the 
Binomial (on which the test depends) is not strictly justified.

With regards to differences between the various types of segments, the most prominent 
finding was the significantly higher pocket depth in the Upper Right segment. If the 
majority of children were right handers this finding may reflect the common tendency to 
neglect the right side of the mouth during cleaning, and the increased disease levels 
resulting from this However contrary to what might be expected the mean pocket depth 
in the upper left segment (although significantly lower than the upper right), was significantly 
larger than the lower right segment pocket depth. Finally it can be seen that the lowest 
pocket depths were recorded in the anterior segments (Table 1).

Summary and Conclusions

A study to assess the degree of periodontal pocketing was carried out on a sample 
of 252 children most of them in the 14 -  15 age group. The overall mean deepest pocket 
depth was 2.55 t  0.72, and this figure has to be assessed taking into account the likelihood 
of both false pocketing and actual loss of attachment. Over 90% of segments had pockets 
not exceeding 3 mm. However 25.8% of the children had one or more pockets of at least 
4 mm. There were some small but statistically significant differences in the pocket depth 
of males and females especially in relation to anterior segments. A prominent feature 
amongst the variations in pocket depth between the different segments was the significantly 
larger pocket depths in the Upper Right segment.
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A STUDY ON 26 MALE PATIENTS WITH ORAL 
LEUKOPLAKIA

JAYANTHI RAMANATHAN,* Lecturer, Dental School, Peradeniya 
BERNARD THIRIMANNE, Dental Surgeon, Dental Institute, Colombo 
SUNIL N. FERNANDO, Consultant Dental Surgeon, Colombo South 
KUMARI JAYATILAKE, Statistitian, Faculty of Medicine, Peradeniya

Oral Leukoplakia (OL) is a common premalignant condition among the South East 
Asians. (Smith et al 1971, Ramanathan K. 1979). In Sri Lanka a pilot study on 400 patients 
attending the Dental Clinics in Colombo South area showed 8.25% of the patients having 
OL. (Jayasekara 1980).

Extensive reviews on OL are available (Ramanathan J, 1975, Jayasekara 1980). The aims 
of the present study are ;

a) to report on some aspects of the epidemiology of OL.

b) to study the histopathological presentation of OL.

c) to study the malignant transformation of OL.

Materials and Methods

26 male patients, attending the Dental School, Peradeniya and Dental Clinics in 
Kandy and Kalubowila formed the study groups. The control group matched for age, sex 
and socio-economic status consisted of 56 male patients attending the Dental Clinic, 
Kandy. A questionnaire which obtained information on habits and clinical data on OL 
was administered to the study and control groups.

OL was defined as a white patch or plaque of not less than 5 mm diametre which 
cannot be diagnosed as any other white lesion in the mouth. (Pindborg 1973).

Incision or punch biopsies were done for 21 out of the 26 male patients, to study 
the histopathology of OL.

The chi squared ix2) test and the significance test for proportions were used to 
determine the significance of the differences obtained, adopting ‘*P<0.05” as the minimal 
level of significance

Results

A total of 30 OL patients were studied from 1979 till 1982. 26 (86.6%) of the 30 
patients were males and formed the study group. The study group consisted of 21 Sinhalese 
3 Moors and one Sri Lankan Tamil.

• Dr. Jayanthi Ramanathan, BUS. Plv> (Sri Lanka, Lee urer in Oral Pathology, Dept, of Oral Surgery and
Oral Pathology, Dental School, Peradeniya, Sri Lanka.



Table I shows the age distribution of the study and the control groups. 61.6% of 
the males with OL belonged to the age group of 3 1 -5 0  years. The youngest male patient 
in the study was 23 years and the oldest 83 years of age.

The Age and Sex distribution of study and control groups

TABLE I

Age group Study group Control group
No. % No. %

20 - 2 7.8 10 17.8
31 - 8 30.8 17 30.3
41 - 8 30.8 11 19.6
51 - 3 11.5 9 16.0
61 - 3 11.5 6 10.8
71 - 1 3.8 3 5.5
81 - 1 3.8 - -

Total 26 100 56 100

Buccal mucosa was the commonset site for the development of 
(Table II). 36.7% of the OL appeared in the buccal mucosa and 22 5% 
mucosa. ' /0

OL, in this study, 
in the commisural

Site distribution of Oral Leukoplakia

TABLE II

Anatomical site Number %

Buccal mucosa 18 36.7
Commisural mucosa 11 22.5
Tongue 5 10.2
Alv. ridge and gingiva 5 10.2
Hard palate 4 8.2
Retromolar region 3 61
Labial mucosa 3 6.1

( 10 )



Habits

Beta' chewing, smoking and alcohol consumption among the study and the 
control groups are shown in Table III. The combined habitual pattern of chewing, 
smoking and drinking was seen in 34 6% of the study groups which was satistically 
significant with the development of OL when compared with the 1.8% seen the 
control group. (P<0.05j

Habit patterns of study and control groups

TABLE III

Habits
Study Group Control Group

number % number %

Chew ing +  Smoking-}- Drinking 9 34.6 1 1.8

Smoking 7 26.9 26 51.8

Chewing+Smoking 5 19.2 13 23.2

Smoking-)-Drinking 2 7.7 1 1.8

Chewing-)-Drinking 2 7.7 0 0

Chewing 1 3.9 12 21.4

Total 26 100 56 100

Table IV shows the different ingredients in the betel chew consummed by the 
OL and the control group. It was not possible to demonstrate any statistical 
relationship with the different combinations of the ingredients to the development 
of OL.

Different Ingredients used in the betel chew in the study and control groups

TABLE IV

Ingredients
Study Group Control Group

Number % Number %

B +  A -j- L *f T 9 53.0 11 42.4

B +  A -f* L 8 47.0 12 46.1

B +  A 0 0 3 11 5

B = betel leaf A = areca nut L = Lime (Ca(oH)2) T = tobocco

( 11 )



The same applies to the smoking habits (Table V). The patients and the 
controls both smoked bedi, cigarettes and cigars alone and in combination. It was 
however not possible to statistically associate the different types of the smokes 
with OL.

Different types of smoking habits practised in the study and control groups

TABLE V

Type of smoke
Study Group Control Group
number % number %

Beedi 8 34.8 6 13.7
Cigarette 7 30.4 21 47.8
Cigar 4 17.4 6 13.7
Cigarette-f Beedi 3 13.0 9 20.4
Cigarette +  Cigar 1 4.4 1 2.2
Beedi-f Cigar 0 0 1 2.2

When the duration of chewing and smoking habits in years, in the study 
and the control groups were investigated, statistically significant association with 
either habits, to the development of OL could not be demonstrated.

64 7% of the OL patients chewed betel more than 6 times for a day. (Table VL 
This was statistically significant. (P <0.05)

Number of chews / day in the study and control Groups >-'0

TABLE VI

Chews/day
Study Group Control Groud
number % number %

1 -  5 6 35.3 24 92.3
6 - 6 11 64.7 2 7.7

Total 17 100 26 100
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Table VII show* 21.8% of the OL study group smoked more than 16 time* 
for a day when compared with the control groups where only 4.5% smoked more 
than that number. This is statistically significant. P <0.05)

Number of smokes / day in the study and control
TABLE VII

Smokes/day
Study Group Control Group
number % number %

1 -  5 4 17.4 22 50.0

6 - 1 0 9 39.0 16 36 4

11 -  15 5 21.8 4 9.1

16 -  16 5 21.8 2 4.5

Total 23 100 44 100

Histopathology

When the 21 biopsy specimens were studied those showing hyperkeratosis, 
parakeratosis and acanthosis were grouped together as hyperplasia (non premalignant 
and none malignant change), those showing epithelial atypical changes were graded 
as mild, moderate and severe epithelial dysplasia. (W.H.O. collaborating centre for 
Oral precancerous lesions 1978). Other catogaries of histological diagnosis were 
carcinoma in situ and squamous cell carcinoma. 33.2% showed epithelial dysplasia 
and 4 8% carcinoma in situ (Table VIII),

Histopathological diagnosis of 21 biopsies from the study group
TABLE VIII

Histopathology number %

Hyperplasia 13 62

Mild Dysplasia 6 28.4

Moderate Dysplasia 1 4.8

Severe Dysplasia - -

Carcinoma in situ 1 48

Malignant transformation
One out of the 26 male patients investigated developed a squamous cell 

carcinoma during the follow -  up period of 15 months. (3.9%)

( 13 )



Discussion
61.6% of the male OL patients were in the 3 1 -4 0  and 41 -  50 age groups. Mehta 

et al (1972) in an extensive house-to-house survey done in the Maharashtra state in India 
reported that the 45 -  54 and 55 -  64 years age groups were most frequently affected by 
OL. It is also interesting to note that 6H% of the male oral cancer patients in Sri Lanka 
were from slightly older age groups of 51 -  60 and 61 -  70 years. (Ramanathan J., et al 1980)

36.7% of the OL. developed in the buccal mucosa and the labial commissures were 
the second common site (22.4%) for OL. These findings are inconsistant with other 
studies (Ramanathan K. et al 1973, Mehta et al 1972). Like OL, 40% of Oral carcinoma 
in Sri Lanka arose in the buccal mucosa. (Ramanathan J. et al 1980)

Combined habits of smoking, chewing and alcohol consumption was seen in 34.6% 
of the study group and was statistscally significant. (P<0.05) This is consistant with the 
result of Ramanathan K. et al (1973). Alcohol consumption alone however does not seem 
to contribute to the development of OL. (Jayasekara 1980). Ramanathan J. et al (1980) have 
mentioned that alcohol consumption alone do not seem to contribute in the development 
in the development of oral cancer among Sri Lankan males.

Statistically significant associations were observed with the development of OL and 
the ingredients of betel chew, types of smoke and duration in years of chewing and 
smoking habits. However, the number of betel chews for a day. 6 or more and the number 
of smokes for a day, 16 or more were significantly related with the development of OL. 
This suggests that a reduction in the number of chews and smokes for a day may be 
a useful precentive measure. Nevertheless more research in this field with a larger group 
of OL patients would be necessary to substantiate this observation.

Of the 21 biopsy specimens examined 62% was diagnosed as hyperplasia showing 
no evidence of epithelial dysplasia. Table IX shows a comparison of the present study 
results with other studies. The high occurence of epithelial dysplasia (33.2%) in the 
present study may be attributed to the small size of the groups Investigated.

^Histologic character of Oral Leukoplakia
TABLE IX

Researchers Year No. of patients Incidence of Alteration % Total %
Pindborg et al (Denmark) 1963 185 12.4 Atypia 

3.2 Carcinoma
15.6%

Shafer & Waldron (U.S.A.) 1961 332 7 8 Atypia
1.8 Carcinoma in situ 
8.1 Carcinoma

17.7%

Sovadina (Csechoslavokia) 1955 55 7.3 premalignancy
7.3 malignancy

14.6o/o

Ramanathan, J. (Sri Lanka) 1982 26 (males) 33.2 Atypia 
4.8 Carcinoma in situ

38.0 %

* This is a modified version of the table published in Shafer. W. G , Hine M. K., and 
Baraet. L. M. (1974) A text book of Oral Pathology.

W.B. Saunders Company. Philadelphia, London. Teronto, 97.
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The malignant transformation rate of 3.9% as comparable with the 4 - 6  quoted 
in other studies. (Pindborg 1971).
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ORAL ASPECTS OF ERYTHEMA MULTIFORME
Dr. SUNIL N. FERNANDO, B.D.S., F.D.S., R.C.S. 
Consultant Dental Surgeon,
General Hospital Colombo South.

This literature pertaining to erythema multiforme in so far as it afflicts the oral 
mucous membrane is reviewed Clinical information gathered from 11 patients with the
disorder is presented in tabulated form. Current concepts with regard to the aetiology of 
this condition are discussed.

Erythema multiforme is a recurrent acute inflammaiory disease that may affect the 
oral mucosa alone or in conjunction with the skin and other mucous membranes. Ormsby 
and Montgomery3 defined it as “an acute inflammatory disease characterised by red macules 
or nodules, occationaily by vesicles or bullae, and rarely by pustules. The lesions are 
variously grouped or isolated and prone to recurrence”.

A few synonyms have been in use. It was called erythema mutiforme exudativum 
by Von Hebra. As far back as 1922 Stevens and Johnson8 reported two cases of an 
eruptive fever in children, with skin lesions, bullous stomatitis and a purulent conjunctivitis. 
The term ectodermosis erosive pluriorificialis was coined by Fiessinger and colleagues2 to 
describe a syndrome involving the skin, oral cavity, genital tract and eyes. These terms 
are now usually regarded as denoting variants of erythema multiforme (E.M.).

General Features

The severity and extent of the disease is variable. Nally' has described three distinctive 
clinical patterns

1. Papular Form -  skin only.
2. Vesiculobullous Form -  skin and mouth.
3. Severe bullous Form - oral mucosa extensively involved, other sites also affected;

sudden onset.

There is a gradation of severity and degree of involvement from 1 to 3 above.

In the papular form there are ‘iris’ or ‘target’ lesions with central wheal and 
surrounding erythematous zone. They occur more on the dorsal surface of extremities.

Tn the more severe types the patient is often acutely ill with fever and constitutional 
disturbances. The sites affected range from the skin, the oral mucous membrane to the 
eyes and genitalia. At times however, the lesions are confined to the oral cavity and then 
the diagnosis becomes more difficult. This paper deals primarily with the oral manifestation 
of E.M., no matter whether the oral mucosa is affected alone or in conjunction with 
lesions eleswhere in the body.



The avarage age in most studies has been about 35 years. Maximum incidence is 
in the first three decades But cases have been reported at such age extremes as 3 years 
and 8'J years. No significant difference has been observed between the sexes.

Oral lesions

The common sites are the lips, cheeks, tongue and palate. The typical blood 
encrusted lesions are seen on the lips ; non-involvement of the lips is rare in the literature 
They cause a great deal of discomfort and interfere with speaking, eating and general 
well being. Although vesicles or bullae form to begin with, they are shortlived as rapid 
maceration leaves behind ulcerated areas.

Five stages have been described in the natural history of oral lesions. They are
macular, bullous, sloughing, pseudomembranous and healing. Individual lesions so through 
this sequence in about 15 days. A knowledge about their course aids in diagnosing and 
predicting for how long the disease will last. Separate lesions in different stages may 
co-exist.

Macular -  Red areas 1 -  3 mm diameter ; may develop a white centre - target
lesion. The stage lasts only a few hours. There is hydropic degeneration, 
microcyst formation which coalesce and form bullae.

Bullous -  The bullae (about 1.5 cm diameter) are filled with clear or haemorrhagic
fluid , red cells gravitate ; individual bullae may coalesce. Duration 
is up to 2 days.

Sloughing -  This is the stage often seen first, because the preceding two are
transient. Lasts about 5 days. The surface epithelium deprived of 
nourishment becomes necrosed and is reduced to a ragged white 
rudiment which can be wiped off leaving a haemorrhagic area.

Pseudomembranous - A fibrinous exudate with leucocytes then covers the areas denuded of 
epithelium and it serves a protective function until re-epithelialisation 
occurs. This Phase persists for 5 - 8  days.

Healing -  Eventually healing follows with the affected areas acquiring a
homogeneous appearance and original texture. Occasionally scarring 
occurs.

Diagnostic criteria

There may be a history of persistent or recurrent oral ulceration with or without 
skin involvement. Clinically one sees diffuse oral erythema, irregulary ulcerations, haemorrhagic 
crusting of the mouth and lips. 8

Biopsy is meaningful only in an early lesion. The features are a subepithelial bulla 
perivascular lymphocytic cellular infiltrate, eosinophilic cyloplasmic degeneration of prickle 
cells, oedema of the conum. These may help to distinguish from other mucocutaneous 
ulcerative deseases. Once ulcerated, features are non-specific.
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Other laboratory investigations tnat have been included in studies are a complete 
blood count, erythrocyte sedimentation rate, urinalysis, viral culture and serological estimation 
of Herpes simplex and Mycoplasma pneumoniae titres. Apart from an elevated E.S.R. in 
severe cases, the other investigations failed to yield consistent pathognomonic findings. Thus 
usually it is the history and clinical picture that clinch the diagnosis.

Differential diagnosis

When the involvement is exclusively oral, E.M. may have to be distinguished from 
herpetic gingivo-stomatitis, Pemphigus vulgaris and perhaps recurrent aphthous stomatitis.

The constitutional disturbances are greater and the lesions more florid in E.m than 
Herpes simplex. The gums commonly affected in a herpetic infection are usually spared 
in E.M. The radish haemorrhagic appearance is absent in Herpes, Cerrical lymphadenopathy 
is more pronounced in Herpes. In H. Simplex the vesicles are intra-epithelial. inclusion 
bodies and ballooning degeneration are evident together with reticular degeneration of 
prickle cells.

The oral lesions of Pemphigus vulgaris are more insidious in onset and follow a 
chronic course. Constitutional upset is less than in E.M. A positive Nikolsky’s sign and 
acantholytic (Tzanck) cells in epithelial smears are diagnostic in Pemphigus. Here again 
the vesicles are intra-epithelial.

On the whole recurrent aphthous stomatitis does not present with the marked oral 
erythema of E.M. Blood encrustation of the mouth and lips is also not characteristic.

Management

An important consideration is the severity of the lesions. The only effective means 
of control is by the use of systemic corticosteroid -  dose depending on severity. 
As the condition is self-limiting, there is no necessity for their long-term use with all the 
concomitant side-effects. Prednisolone diminishes the duration of each flare up but does 
not seem to influence the frequency of attacks. Untreated, the lesions can persist for 
many weeks.

A therapeutic trial with levemisole by Lozada and Silverman is currently in progress.

A variety of topical agents has also been in use. Adcortyl ‘A’ in orabase is one 
such. It is applied to the ulcers tds.

Systemic antibiotics (broad-spectrum! have to be use to control secondary infection. 
If this is averted, the lesions usually clear up without scar formation.

Used as an adjunct, phenolic mouthwashes exert an analgesie effect.

As the patient is unable to take his normal meals, one has got to ensure that the 
basic nutritional requirements are met in liquid form or easily ingestible solids.
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Given below are some observations in eleven patients with E.M. seen by the author 
in the Dental Specialist Unit, General Hospital Kandy during 1979 -  80.
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Treatment

1 31 M Lips, palate — 17 Sulpho-
namides

No Systemic steroids, 
Ampicillin.

2 19 M Lips, palate Forearms, 
hands, chest, 
conjunctive

15 Unknown Yes Systemic steriods, 
mpicillin.

3 31 M Lower lip — 18 Unknown No Topical steroids.

4 45 F Lips, palate Urethra 17 Unknown Yes Systemic steroids, 
Ampicillin.

5 42 F Palate Fore-arms,
palms.

18 Penicillin No Systemic steroids

6 29 M Everywhere 
except tongue 
& floor of 
mouth.

Urethra 16 Herpes
simplex

No Svstemic steroids. 
Tetracycline.

7 38 M Lips, checks — 17 Herpes
simplex

Yes Systemic steroids, 
Tetracycline.

8 27 F Tongue, lips, 
checks.

Hands, feet, 
chest.

18 Unknown Yes Systemic steroids, 
Ampicillin.

9 22 M Palate, lips — 20 Sulpho-
namides

Yes Systemic steroids.

10 33 M Tongue, floor 
of mouth.

Hands, legs. 15 Sulpho-
namides

Yes Systemic steroids, 
Tetracycline.

11 48 F Lips, cheeks 18 Unknown No Systemic steroids

The number of patients here is inadequate for the purpose of any analysis. This 
will be attempted in a subsequent paper when a sufficiently large series is available. Anyway 
one fact that would emerge at a glance is that except where drugs or the Herpes simplex 
virus is obviously implied in the aetiology, the offending agent in the remainder defies 
detection.
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Current concepts on aetiology

The exact cause of E.M. is still obscure. Some patients have a drug hypersensitivity. 
A viral infection has been suspected by some observers. But still in the majority of 
cases, careful study of lesions as regards location, duration, frequency etc. has yielded no 
clues to unravel a posible trigger mechanism.

The following suggestions have however been made

One instance where the cause could be pin-pointed is when E.M. develops 
following drug therapy. The drugs that have been commonly implicated are sulphonamides 
barbiturates, phenylbutazone, penicillins, iodides Also included in the list are salicylates, 
digitalis, gold salts, mercurials birth-control pills, Novobiocin, Dilantin, Chlorpropamide 
and the carbarnszepine. (Lozada4 1971).

Pandi6 concluded a possible co-relation with a previous Herpes simplex or 
Mycoplazma infection. Where the H. simplex virus is the likely aetiological factor, 
there is a latent period of 1 to 3 weeks from the primary infection to the onset 
of E.M. In some E.M. is seen to follow Herpes Jabialis. Although Herpes simplex 
and Mycoplasma organisms have been isolated from bullous lesions of E.M. in some 
patients, this has not been observed uniformly in all. However, increased complement
fixing antibody titres to HSV (Types I and II) have been reported. Negative viral 
cultures do not necessarily rule out a viral relationship because at the time of 
sampling the virus could be in the nonvirion form (core protein that must be 
identified by special complement-fixation procedures)

In dentuleus patients Mycoplasma has been demonstrated in the oral cavity, 
particularly in the gingival crypts. It is absent in the edentulous. The types that 
have been described are M. erals Types T and If and M. salivarius. Perhaps they 
assume an actitlogical role in E.M. confined to the oral mucosa.

An allergic basis too has been suggested -  the vascular bed acting as the 
shock organ. E.M. sometimes appears with Erythema nodosum and the latter has a 
definite allergic background. E. M. may be a manifestation of a hypersensitivity 
response of the host to an offending agent, but the specific agent frequently is not 
to be found.

Some have thought of a possible association with ulcerative colitis. But this 
has been attributed to sulphonamides used in treating it X’rays have been blamed 
too, following precipitation of E.M. in patients in undergoing X’ray therapy for 
acne and hirsutism. This has been explained on an auto-antigenic basis that X rays 
denature the tissue proteins producing a change in antigenic specificity. In Nally’s 
series nearly one-third gave a history of a severe emotional disturbance prior to 
the attack.

Tn the study of Lozada and Selverman 4 patients were thought to be immunocompe
tent in that they had no particular problems with allergies or other chronic illnesses. 
Nor did immunoglobulins, lymphocyte transformation and skin testing reveal any
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obvious immunodeficiencies. In 1976 Krueget and colleagues3 have shown in their 
patients an increase of macrophage aggragation activity. In 1977 Safai and co-authors 
postulated that an immunologic mechanism may be involved in the pathogenesis of 
E.M., suggesting the presence in blister fluid of immune complexes activated by 
compliment components via the classic pathway.
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AN ORAL HEALTH SURVEY OF THE CHILDREN 
ATTENDING THE DENTAL NURSES’ TRAINING 
SCHOOL IN MAHARAGAMA. (Part 2)

SIROMANI ABAYARATNA, B.D.S (Cey), H.D.D.(Cey), D.P.H.D.(Syd). 
Dental Nurses Training School, Maharagama.

Part 2 of the survey examines the Oral Hygine status and the site at which caries
occured. The oral hygine status in the older age group was not as good as the younger
lot. Intense gingivitis and Periodontal Disease was also present in this group. It was also 
observed that smooth surface caries was predominant in the younger age group and pit and 
fissure lesions in the older. However the overall observation was that 45 percent had pit 
and fissure caries and 55 percent smooth surface lesions.

Part 1 of the survey was confined to the observations made on the 4 - 9  years old 
group (Sri Lanka Dental Journal Volume 11 Dec. 1980). The remaining data upto 13 years 
of age is presented in this article. The Oral Hygine Status and the site at which caries
accured are the two main observations recorded and presented in part 2 of the survey.

Materials and Method

As these have already been described in part 1 only the results and discussion will 
be presented in this article.

Results and Discussion

T able 5.
1. Oral Hygine Status

Oral H ygifne Status According to Age

Soft Deposits Caleulus Intense
Gingi
vitis

Perio
dontal
diseaseC/J <D *- 

<® 8
N Absence Presence in one 

or more segment
Lower
central Other

segments
Total 

no. with %<  >, Number % Number % segment calculus Num. % Num. %
4 20 16 80 4 20 0 0 0 0 0 0 0 0
5 65 39 60 26 40 2 1 3 5 1 1.5 0 0
6 125 65 52 60 48 5 2 7 6 0 0 0 0
7 140 62 44 78 56 13 0 13 9 0 0 0 0
8 125 61 49 64 51 12 4 16 13 0 0 0 0
9 120 57 48 63 52 23 3 26 22 3 2.5 1 0.8

10 140 79 56 61 44 17 4 21 15 0 0 0 0
11 125 76 61 49 39 10 *•/ 15 12 2 2 1 0.8
12 100 78 78 22 22 9 3 12 12 2 2 0 0
13 45 38 84 7 16 4 4 8 18 2 0.9 0 0



1-1. Soft Deposits

The results in Table 5 show the percentage of children who had and did not have 
detectable soft deposits at the six montly recall. The Best oral hvgiene was observed in 
the four year old (80%). 12 year (78%) and 13 year (84%) age groups. This could 
probably be attributed to the parental motivation and supervision provided to the 4 year 
old during toothbrushing. However the 12 and 13 year groups would have acquired the 
necessary motivation after having long been in the care of the School Dental Nurse. Of 
the segments that had soft deposits, in almost all cases, the upper (maxillary) right 
segment was the worst affected.

1-2. Calculus

The presence of calcified deposits of calculus were confirmed by the use of the 
explorer. The lower central segment displayed the presence of more calculus than any of
th e  n fh e r  cpam^nte J

1-3. Intense Gingivitis

Inflammation of the ging'vae 
seen in 10 (0.9%) of the children 
old group.

accompanied by bleeding on digital palpation was 
examined. They were mainly from the 9 - 1 3  year

1-4 Advanced Periodontal Disease

Gingival pocketing with mobilty of one tooth was observed in 2 (0.2%) of the sample.

2. Sites at which caries occured

'*part from thc dental d ries status as required in the oral health assesment form 
the site of the caries lesion treated or requiring treatment was also noted. However the
d e lv e d ‘SSm/  f i l l  CanCS W£re Unaccou,ed for- 0 u t of a total of 6123 caries lesions

6P" “ D,aB'  ° f P“  “ d ,eSi° ”S a” d Sm°0 lt  » * «  >— •

T able 6. Type of Carious L esions According to Age

Age in year 1 otal No of 
carious teeth

No of pit & 
fissure caries % No. of smooth 

surface caries %
4
5
6
7
8 
9

10
11
12
13

63
390
914
864
721
765
902
706
575
223

29
133
263
292
246
309
440
418
464
166

46
34
29
34
34
40
49
59
81
74

34
257
651
572
475
456
462
288
111
57

54
66
71
66
66
60
51
41
19
?6

Total 6123 2760 45 3363 55
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2-1. Pit and Fissure Lesions

All occlusal, occluso -  palatal, occluso -  buccal, palatal lingual and buccal fillings and 
fillings to be done, were grouped as pit and fissure caries.

2-2. Smooth Surface Lesions

All the other types of caries lesions were classed as smooth surface caries. These 
included mesio -  occlusal, disto -  occlusal, mesio -  occluse -  distal, distal, mesial and labial 
lesions.

It is evident that up to the age of 8 years smooth surface caries are predominent. 
After the 9th year there is a steady rise in pit and fissure lesions In the entire group 
there was an overall higher percentage (55%) of smooth surface carious lesions

Summary

1. The hygiene status of this selected sample of children was commendable as should 
have been expected. Thus it would not be incorrect in stating that the Dental Nurses 
Training School has achieved part of its objective, in successfully maintaining good oral 
hygiene.

2. Smooth surface caries are predominent in the younger age group, while pit and 
fissure carries are more in the elder group. 3363 (55%) smooth surface caries were 
recorded while 2760 (45%) pit and fissure lesions were present.
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AN ANALYSIS OF 500 CONSECUTIVE PATIENTS 
SEEKING TREATMENT IN A GENERAL DENTAL 
PRACTICE

H. W. M. COORAY* B.D.S. (Cey)

There is hardly any information about the type of treatment done in General 
Dental practices which form the second largest group of dental surgeons in Sri Lanka. 
Hence this study was made of 5C0 consecutive patients who attended the dental surgery 
of the writer, consisting of a mixed urban and suburban population. The patients who 
form the clientale of this General Dental Practice are mainly from the middle class and 
few from the lower middle and upper income groups. It is hoped that this study would 
be useful -

1. To the dental profession to appreciate the scope of General Dental Practice.

2. To the teachers at the Dental School to introduce this branch of Dentistry namely
General Dental Practice to the dental students as a possible career choice.

3. To the government authorities to explore the posibility of formulating a scheme
of availing to the community, types of treatment not carried out at the government clinics,
through the General Dental Practitioners of the area.

4. To the authorities concerned in post graduate dental education in Sri Lanka, to 
provide post graduate education and continuing education to the General Dental Practitioner, 
according to his needs.

Materials and Methods

500 consecutive patients who attended this dental practice were examined and treated 
by the writer were included in this analysis. Their age, sex, treatment given and in the 
case of extractions the cause were noted in a form printed for this purpose. Teeth 
extracted for pulpitis necrosed pulp or apical periodontitis have been given the cause as 
caries for the purpose of this study.

Analysis was done on the basis of -  1. Age and Sex

2. Type of treatment

3. Drugs prescribed

4. Reference to Consultants/Medlcal Specialists

* General Dental Practitioner.



Results

1. A ge and Sfx

Age Group Number %
Under 12 years 84 16.8
12 to 69 years 406 81.2
Over 70 years 10 2
Sex Males 214 42 8

Females 286 57.2

2. Treatment

a) Extraction
Causes of extraction Number % (a) Total %
Caries 138 69
Periodontal 28 14
Prosthetic 16 8
Orthodontic 10 5
Others -  impacted 6 4
Total 198 39.6

b) Conservation Number % (b)
Zinc oxide eugenol 59 29.6
Amalgam fillings 63 33.3
Silicate fillings 36 19
Composite fillings 10 5.3
Crowns 10 5.3
Root canal therapy 14 7.5
Total 189 37.8

c) Prosthetics Number
partial dentures 30
full dentures 5
adjusments 2
Total 37 7.4

d) Orthodontics
removable appliances 4
adjustments 6
Total 10 2.0

e) Periodontal treatment
scaling and oral
hygiene instructions 40
flap & curettage 1
Total 41 1 8.2

f ) Others !
dento alveolar abscess 15
apthous ulcers 2
referries 3 i
dental fitness certificate 5
Total 25 5.0
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Discussion

Age and Srx -  Tn this study it appears that more females seek dental treatment 
compared to males. This result was similar in a study by Ramanalhan 1 where more females 
seemed to attend the clinic at dental school for extractions. It could be that they are 
more prone to caries or periodontal disease or more conscious of their dental health The 
under 12 years age group is the section of school children entitled to receive dental 
treatment at school dental clinics. A fair percentage seem to seek treatment at the general 
dental practice probably to suit the conveiniance of parents or, dental treatment at school 
dental clinics are not readily available.

Treatment -  Extractions seem to be the line of treatment for about 40% of the 
patients who reqiure treatment at this clinic. This is significantly different to the statistics 
obtained from Dental Institute Colombo and General Hospital Colombo South where it 
was shown that 60% to 65% of the patients were treated by extractions. This is probably 
due to the fact that a general dental practice is better equipped to handle conservative 
and endodontic treatment or the type of patients attending this clinic prefer conservrtive 
treatment to extraction. In this analysis 69% of the teeth extracted were caries. In another 
study by Ramanathan1 it was found to be 85% and Bambaradeniya2 has reported in his 
study that 73% of extractions at the dental school had been due to caries.

Periodontal disease is the second common cause for extraction of teeth according 
to this analysis which is consistant with similar studies done at the Dental School. It should 
be noted that many teeth exfoliate due to periodontal disease without the patient having 
to visit the dental clinic Extractions as a preparation for prosthetic treatment seems to 
be relatively higher in this study than that done by Ramanathan1 It could be due to 
many patients seeking prosthetic treatment in General Dental practice as it is not available 
in a majority of government clinics. Extractions due to orthodontic reasons also seem to 
be higher than in the study of Ramanathan It could be that many patients seek orthodontic 
treatment in General Dental practice as this treatment is not readily available in govern
ment clinics.

Conservative dentistry has been practised on 38% of the patients who attended this 
clinic. This is a higher percentage compared to government clinics. It could perhaps be 
due to the availability of better equipment, materials or better dental awarness of the 
patients attending this clinic. There were some patients who were aware and requested 
crowns but had to be satisfied with partial denture due to the fact that they could not 
afford this treatment.

Prosthetic Dentistry seems to have a lower percentage compared to the percentage 
of extractions done. It is probably due to the fact that a quite a number of people 
satisfy their needs in prosthetics from the mechanics, the Chinese mechanics, dental 
technicians and other people who supply them with dentures.

Orthodontics -  The percentage seeking treatment in this field is below that of the 
figures given for other developed countries, It may be that many people are not aware 
of this form of treatment.
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Periodontal disease though reported to be a major dental health problem in Sri Lanka 
does not seem to be a major problem to this General Dental Practitioner. It may be that 
the socio economic group of people who are mainly affected do not seek treatment in a 
General Dental Practice.

Conclusion -  From this analysis it is evident that a General Dental practitioner 
has to practise the complete range of dentistry in his normal activity The ultimate aims 
of a General Dental Practice are that it should be acceptable and accessible to the popu
lation and it should identify the dental health needs of that population and utilise 
maximum manpower and resources to meet these needs.
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You’d choose the best for your practical ! 
So recommend the best for your patients !
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TOOTHPASTE

FOR PATIENTS WITH SENSITIVE TEETH

The effectiveness of Sensodyne Toothpaste has been confirmed in 
several clinical trials. Overall, more than 90% of patients obtain 
considerable relief and 2 out of every 3 patients report complete 
disappreance of symptons. ^
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