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The ethics o f the healing profession was laid down around 400 B. C by 
Hyppocrates. There is no reference to medical ethics w ithout mentioning the 
Hyppocratic Oath. After World War II the World Medical Association compiled 
a restatement of the Hyppocratic Oath. This was called the Declaration of 
Geneva. “ The health of my patien t will be my first consideration; my colle
agues will be my brothers” are just two sentances taken from  it. Patients and 
laymen expect their p ractitioners, both medical and dental, to  abide by the 
Oath. The fact rem ains that both parties are not well acquainted with the 
contents of the Oath. There is an im pression that the Doctor or Dentist 
solemnly avows to  abide by the Oath a t a graduation or induction ceremony. 
The only binding a practitioner has to  the Oath is only his honour. The lofty 
ideals of Hyppocrates must be m aintained, but adjusted to the requirements of 
the present. It is no longer possible to  trea t a patient w ithout a fee or reward, but 
the fee should not be the m ain purpose o f treatm ent and healing. Hyppocrates 
expected the passing down of the knowledge of healing to  students without 
reward or reservation. The present dem ands of University Dons indicate that 
fair rewards are necessary in the present context. Ethics says Prof. Oon Chong 
Jin of Singapore, is the conduct o f correct behaviour and the avoidance of bad 
practice. We live in  an age of rapid  m edical innovations and scientific dis
coveries. Lives can be saved and often prolonged by hum an resourcefulness and 
ingenuity. Life saving organ tran sp lan ta tions, therapeutie agents and resuscita- 
tive procedures are com m on m edical practices today. The fulfillment of the 
Hyppocratic Oath is realized more than ever before” (J.A.M .A. Oct ’86. In Sri 
Lanka more students than  ever before are learning the art of healing. The 
School of Ayurveda grants a degree in Ayurvedic Medicine and Surgery, there 
is a Private M edical College and Faculties of Medicine in Colombo, Peradeniya, 
Ruhuna, Jaffna and a Faculty of D ental Science in Peradeniya. Alongside this 
progress is the p ro liferation  of illegal practice, with absolutely no alegiance 
to any code or ethics. The State has so far not been able to  suppress this 
menace. As far back as 1941 George W aite of England called for a Code of 
Ethics amongst D entists and the p rohib ition  of practice to  the unlicenced. 
In 1958 an exam ination was held in Colombo to licence those who have been prac
ticing illegally, on the promise tha t no fu ture unlicenced practice would be 
permitted. Like most promises made at tha t tim e, a few were licenced while 
the others carried on unabated. The W.H.O. declaration of Health for all by 
2000, includes am ongst its other principles — Oral health care. This will not 
be possible unless the quacks are com pletely elim inated long before this. 
Consequent to Colonialism , we in Sri Lanka are guided by the practices o f



the U. K. The Dentists Act of Gt. Britain of 1957 took rig id  contro l o f the 
conduct and practice of the dental profession. Under this Act every year errant 
dentists have had their names erased from the dental register, by the Dental 
Council. Convictions leading to erasure have been those found guilty of such 
felonies as incest, embezzlement fraud, larceny, drunkenness and drug addiction  
and strangely enough, repeatedly travelling on the railway w ithout a ticket?

Law suits against practitioners is yet to  be a factor to  be reckoned with 
in Sri Lanka. ‘A Dentist who risks his patients’ health against the possibility  
of adm itting his own inadequacy is gambling on the possibility  o f a damaging 
law suit. (Dental Jurisprudence — Harvey Sarner 1963). To deceive a patient 
seeking free state services into becoming a private patient is unethical. 
Sir Wilfred Fish, a President of the Dental Council said ‘deception is obviously 
unethical not only in Dentistry, but in alm ost every human activity  outside 
show business’.

The Sri Lanka Medical Association has appointed a sub com m ittee to 
draft a Code of Conduct. This Code applies to Medical P ractitioners and 
Dental Surgeons registered by the Sri Lanka M edical Council under Sec 29 of 
the Ceylon Medical Ordinance. This Code will eventually be standard  by which 
Dental Surgeons will be judged by the Sri Lanka Medical Council. We also 
hope that membership to professional bodies will require a signed pledge of 
adherence to the Code of Conduct. Professional m isconduct arises out of 
(a) Professional improprieties (b) Abuse of professional privileges and skills 
(c) derogatory conduct and (d) advertising. Professional im proprieties covers a 
wide field of misdemenours. To the Dental Surgeon the criteria  enunciated by 
M air (1939) is still very apropriate :—

1. Forethought:- weigh the merits and the contra indications to  the treatm ent 
plan itself. Consider the medical history and the history of previous dental 
operations, systemmic diseases such as diabetes, cirrhosis and drug therapy 
such as steroids.

2. Judgement:- the dentist must be confident tha t procedures adopted can be 
carried out in his surgery under the circumstances. It may be bad judgem ent 
to remove a root from an antrum  in a Dental Surgery.

3. Skill:— It is obligatory to a dentist to be up to date on techniques, pro
cedures,, drug therapy and the ability to  cope with emergencies.

4. Care:- Given adequate care there still can be unforeseen events. The removal 
of an impacted molar with all the care provided could yet result in  a fracture. 
This is not negligence. In  Fish vs Kapur (1948) Judge Lyskey said ‘the mere 
fact that the jaw was fractured during the course of the extraction of a tooth  
would not be of itself, evidence of negligence against the dentist at all.
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The abuse of privileges and skills — extreme care should be taken when 
issuing certificates. ‘The signature o f the Dental Surgeon implies the truth of 
any statement therein contained’. Professional secrecy should also be strictly 
observed, with certain  exceptions w arranted by Statute. It is indeed a sad 
practice that Dental Surgeons are sometimes required to give details of treat
ment on receipts for reim bursem ent, by certain  institutions.

The splitting o f fees between doctors, commonly called dichotomy (except 
in legitimate partnerships, or sharing of fees with non-m edical personnel is 
considerd dishonest. The acceptance of a fee from or on behalf of a patient 
warded in a state hosp ita l, contrary to regulations is definitely improper.

Advertising has been judically  defined to constitute’ infam ous conduct in 
a professional respect’. Advertising should only be for the benefit of the 
patient and should never be used for the benefit of the practitioner. This p rin
ciple should be strictly  upheld by the mass media of this country. Press notices 
and public announcem ents must necessarily be taboo.

On setting up practice, the name board should not be ostentatious. Only 
the Name, professional qualifications and hours are allowed. Since we live in 
a m ulti-lingual society the use of more than  one language should be permis
sible. Visiting Cards o f professional people should never be displayed but used 
only for the purpose they were intended, nam ely for personal introduction.

It must be emphasised that whatever is laid  down by the Code, it is only 
the minimum requirem ent. From all D ental Surgeons we ask for much more. 
The one contribution every dental surgeon can make towards his profession is 
to maintain the highest standards o f ethics, so that the dental profession would 
be second to none.

“The life so short, the craft, so long to  learn” — Hyppocrates.
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Presidential Address

M. M. MUKTHAR*

My fellow Dental Surgeons and invitees my induction address would be 
on “ The Dental Care of the Handicapped.”

The question posed would be why “ The handicapped.” This problem 
received only little or no attention in the past. In recent tim es a lo t of 
attention has been drawn towards the care o f the handicapped by the declaration 
of the International Year of the Handicapped in 1981.

According to the Dept, of Census and Statistics report of 1981, the deaf, 
dumb and blind number 33,976 and physically disabled (hands) 13,564: physically 
disabled (legs) 25,573. The number of other categories such as the m entally and 
medically handicapped persons are not known, but in many countries it has 
been estimated to be 1 in 100 of the population which gives an ind ica tion  for 
our country. ....... - •

All handitapped persons have a right to develop their po ten tia lities  to a 
maximum irrespective of whether or not they suffer from m ental or physical 
handicaps and should have ready access to the best M edical D iagnosis and 
Treatment, Allied Therapeutic Services, Nursing and Social Services, Education, 
Vocational Preparations and Employment. They should be able to  satisfy fully 
the needs of their own personalities and become as far as possible independent 
aiseful members of the community.

Realizing this last year we formed a society called “ The Society of 
Dentistry for the H andicapped.” It is with great personal pride th a t I as a 
member of the Colombo Lions Host Club with fellow Lion Dr. H illary  Cooray 
induced The Colombo Lions Host Club to present us the necessary equipm ent 
to start a clinic for the handicapped which they did through the L ions Club 
of Weisbaden of West Germany.

With this equipment we started 2 clinics — one clinic at the School for 
the Special Child at Chitra Lane, Colombo 5 and another at Sarvodaya Move
ment Head-quarters at M oratuwa and these 2 clinics functioned at least once 
a month with voluntary Dental Surgeons from  the Society of D entistry  for the 
Handicapped. From June th is year the government is sending once a week a 
Dental Surgeon to these two clinics realizing the importance of the dental needs 
of the handicapped persons.

In treating the handicapped we have to take into consideration unlike the 
norm al patient — the M edical, Physical, M ental and Em otional conditions of 
the handicapped patient.

* President Sri Lanka Dental Association 1985-1986
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We Dental Surgeons both in General Practice and Govt. Service have not 
got the time to even attend on the norm al patients — then how are we to attend 
on the handicapped patien t who is unable to  receive norm al Dental Care by 
reason of a d isability  which may be M edical, Physical, M ental or Em otional 
or a combination o f any of these.

Because the General Dental P ractitioner rarely has the train ing or the 
experience in dealing with patients with special problems, they are receiving 
less than their fa ir share of dental a tten tion  and are being deprived of what 
should be their right in a welfare society.

There is no In stitu tion  in Sri Lanka to look after the dental needs of 
the handicapped. We should be eternally grateful to the Colombo Lions Host 
Club to have donated us the necessary equipm ent which is the nucleus of the 
clinics run by the society for the handicapped.

The Lions and L ion ladies of the Colombo Lions Host Club are present 
here today as my special and honoured guests!

This field o f service will take tim e to  develop and at present their care 
falls to the Dental P ractitioner who has not much experience in these special 
needs.

No handicapped patien t can be treated  unless adequate inform ation is 
available about his cond ition  especially o f his medical background so that the 
treatment plan of his oral condition is planned — for this we need specially 
trained Dental Surgeons and Auxiliaries.

The ultim ate aim  of the Society of the Handicapped o f which I am the 
President and one of its trustees is to get the Govt, to send especially trained 
Dental Surgeons to m an these two clinics and also we have got a Mobile 
Dental Clinic which can go to  the o u t-s ta tion  Handicapped Institu tions to treat 
such patients.

The parents of the handicapped have a difficult problem to face as they 
must guard him against many dangers which are irrelevant to a normal patient 
and the maintenance of discip line can be difficult..

The oral hygiene is often poor since they do not brush their teeth regularly 
and tend to Pyorrhoea and bleeding gums. The caries rate is high because
these patients are consoled with sweets from  doing undesirable acts. These 
factors and the lack of oral hygiene all predispose towards caries and perio
dontal disease.

A severely handicapped patient should have an ambulance arranged because 
he may be in a wheel chair with a lim b in plaster. Fortunately we have a 
Mobile Dental Ambulance at our Sarvodaya Clinic at M oratuwa.

Instruction in tooth-brushing should be given and the emphasis on the 
need of fibrous food and for the avoidance of between-meal carbohydrate
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snacks. Mention should be made of the im portance of going to bed with clean 
teeth and no drinks or snacks other than water after tooth-brushing.

If  extractions are unavoidable it is best carried out under general anaes
thesia especially in the case of the mentally handicapped child. Pyorrhea rate 
is very high because of poor oral hygiene and scaling should be done with 
care not to traum atise the gums unduly.

Filling of teeth poses a big problem due to unco-operativeness in many 
patients and difficult conservative procedures may have to be done under general 
anaesthesia and cavity preparations must be carefully carried out with good 
finger support and guards. The aim is to keep the teeth free from  sepsis and 
co-operation is not all that good, a ttention should be directed p rim arily  to 
the removal of caries and good cavity form may be sacrificed and treatm ent 
should be reasonably short and pleasant as possible. The m outh should then 
be maintained in a healthy state as a general supportive measure.

Extractions may create problems due to  two reasons. Since some patients 
may have bleeding complications — the blood must be checked before surgery 
for bleeding and clotting time and platelet count and the second po in t is that 
of general anaesthesia— there is no con tra-ind ications to local anaesthesia.

Elim ination of dental sepsis must be the first consideration and in view 
of the susceptibility to infection, any doubtful teeth are better removed.

Dental treatment of handicapped patients with congenital heart disease or 
history of rheumatic fever should be done under an tib io tic  cover. E lim ination 
of septic teeth and subsequent maintenance of oral health should be part of 
the general treatm ent of the handicapped patien t.

Unfortunately comprehensive dental care of the handicapped patien t is not 
yet a matter of routine arrangement in Sri Lanka but a start has been made 
and we hope to further our activities with aid  from  service organizations 
locally and abroad.

The Dental Surgeon is faced with many difficulties in treating  the handi
capped such as:

(1) Apprehension because he is not fam iliar with the dentist because he meets 
rarely any one except members of his own family;

(2) Difficulty in comm unication — there may be auditory or visual defects 
which make chairside talk  and explanation difficult or the patien t may 
have speech defects which makes his replies incomprehensible.

(3) Low intelligence and restlessness distracts the attention of the patient.

(4) Physical disabilities — A patient may not be able to sit in the dental 
chair unaided because of disturbance of equilibrium  and there may be
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difficulty in achieving or m ain ta in ing  the normal sitting  posture with head
positioned on the head-rest.

The dentist should first study the background of the handicapped patient 
and approach should be friendly and sym pathetic, but firm and always completely 
confident. Any lack of assurance is sensed by the patient and produces an 
adverse attitude.

Patience and persistence are o f prim e importance and if  necessary several 
visits should be given to  the establishm ent of a friendly relationship and confi
dence with exam inations and sim ple explanations, before real treatment is started.

The patient should be encouraged to  relax and all proposed actions should 
be explained and dem onstrated first.

Simple orthodontic treatm ent should be carried out wherever possible within 
limits of patient tolerance, always bearing in mind the hazards of breakages 
in some of the cases.

When dentures are considered necessary and advisable, its design may 
need to compromise on both its level of efficiency and its appearance. The 
dentist must also take into account the case of management and the possibility 
of frequent replacem ent.

Prevention of dental caries in  handicapped children is extremely im portant 
that the supply of fluoride tablets in non-fluoride areas must be recommended.

Mongolism in the population is between 1 and 4 per 1000. Mongoloid 
children are m entally retarded to some degree. They are delayed in their 
“ Landmarks” o f sitting  up, standing, walking and talking and develop at a 
lower pace than the norm al child. They are happy, affectionate children and 
may be mischievous though occasionally there may be aggressiveness. They are 
likely to attend a special school such as the one at Chitra Lane. They have 
a remarkable resistance to dental caries. The degree of co-operation with dental 
treatment is largely dependent on the level of intelligence and the more intel
ligent mongoloid can be treated in the dental chair and for lower grades — the 
treatment must be tailored to  the im m ediate needs of the patient.

The emotional problems which cause children to be difficult can be due to:
(1) An unstable home background.
(2) Some degree of rejection of one or both parents.
(3) Intellectual expectations by the parents of a higher level than the child

is capable of achieving.
(4) A physical defect which makes the child feel different from others.

It should be said here that the ab ility  to obtain co-operation from a 
particular child patient is essentially a m atter of co-operation between dentist 
and the patient and if  one dislikes or is indifferent to the other, then the
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best co-operation is not available. The child should be introduced early to 
dental surgery, the waiting room should have play objects, after one or two 
social visits treatment procedures can be introduced.

The majority of handicapped people do not know of the dental help 
which is made available by the Society of D entistry  for the H andicapped and 
it would also be true to say that many dental colleagues are unaw are of how 
easily they can contribute to the welfare of the disabled by jo in ing  the society 
of dentistry for the handicapped and the rewards of sacrificing one Sunday 
morning in treating these patients which has been a stim ulating and rewarding 
experience to those of us who have sacrificed such a m orning in treating  these 
unfortunate patients.

There is no reason to m aintain that dental conditions are more im portant 
than anything else, but it is absolutely just as im portant as everything else.

Just as educators require specialized knowledge in order to  instruct various 
handicapped groups in all required subjects, dentists need specialized tra in ing  
and knowledge in order to care for the needs of the handicapped.

In summary it may be said that:

(1) The handicapped have a great need for dental care.

(2) Dental care for the handicapped is different in many respects from  con
ventional dental care.

(3) Some form of special train ing is needed for the dentist.

(4) People with handicaps do not wish to be objects of special interest, they 
simply want the same opportunities for health  and happiness as every one 
else.

(5) It can be said that the two clinics now functioning with the equipm ent 
donated by the Colombo Lions Host Club have m otivated some dental 
surgeons to develop a consciousness tow ards the handicapped and I appeal 
to my fellow dental surgeons to spare a little  of their tim e to  come to 
these two clinics and to accept the challenge and rewards to  the dentist 
and to the community — because the dem and for these services is growing 
as the needs of the population increase.

It is to be hoped that the Society of D entistry for the H andicapped 
which is hardly 2 years old, will influence im portant changes w ith in  the profes
sion which will lead to  the improvement of the dental health of those whose 
interest we seek to represent and ultim ately provide a simple b lueprin t for the 
development of such schemes on a national basis — because the handicapped 
get less dental treatm ent than the average population, the handicapped have 
been considered individuals who do not need dental treatm ent as to  the same 
quality as healthy individuals and the irony is that even a rich parent finds 
it difficult to book a dentist who is w illing to  treat his handicapped child.
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A CLINICAL S T U D Y  OF ZYG O M A TIC  CO M PLEX FRA CTU RES
IN CEN TRA L SRI LANKA
N. A. DE S. AMARATUNGA*

Summary
131 patients w ith fractures o f the zygomatic complex were investigated 

with regard to clin ical features, displacem ent pattern, com plications and treat, 
ment needs. 15% of facial fractures were found to be isolated zygomatic 
fractures, which were five times as com m on in males as in females. 70% of 
them were in the age group 21 -  40. Persistant D iplopia was present in 13% 
of patients. Severe occular com plications were less common. Treatment methods 
needed were of the sim ple types, such as elevation and trans-osseons wiring.

Introduction
Fractures of the zygomatic complex with their wide im plications could 

be of interest to several medical specialists; the otolarynogologist, the ophthalmo
logist, the plastic surgeon, the orthopaedic surgeon, and the m axillo-facial 
surgeon. Yet it is said that the concern shown regarding the accurate diagnosis
and appropriate management, of these fractures dose not seem to be adequate
(MacLennan 1977).

Zygomatic fractures appear to be on the increase (Amaratunga 1983). 
Furthermore their severity too may be increasing. Thus a thorough investigation 
into these injuries become im portant.

Incidence and the pattern o f zygomatic fractures vary widely and may 
depend largely on the economic and cultural activities of a society. In the 
U. K. the pattern varies from region to region (Rowe & Killey 1968, Haider 
1977, Hitchin & Shukar 1973). In Europe too the features of these injuries
may be different in different regions (Van H oof et al 1977). What is common
is that their incidence and severity have risen in most of the countries.

Complications o f zygomatic fractures could be serious specially those that 
affect occular function. It is the possible presence of these that make these 
fractures far more im portan t then what they are often considered to be; a defect 
of a cosmetic nature requiring sim ple elevation (Rowe & Killey 1968). What 
may be required in term s of treatm ent may very often be a simple elevation 
but early detection o f underlying com plications in vitally im portant if perm anent 
damage is to be avoided (M acLennan 1977).

While Rowe & Killey (1968) advocate the election of methods of treatm ent 
according to the displacem ent, there are others who seem to have their favourite 
methods (Matsunaga et al 1977, Laufer et al 1976).

Zgomatic complex fractures have not been adequately studied in Sri Lanka. 
The present study attem pts to investigate the clinical presentation, the causes,

* Senior Lecturer — Oral Surgery, Dental School — Peradeniya.
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the types and displacement, treatment aspects, and also com plications that 
may follow.

Material & Methods
131 successive patients with isolated zygomatic fractures adm itted  to the 

General Hospital, Kandy from January 1970 to  December 1984 were investigated 
with regard the age, sex, site of fracture, type of displacem ent, c lin ica l features, 
treatm ent methods and complications.

Dignosis of the fractures and their displacem ent were confirmed with 
routine occipito-mental radiographs. Tomography or lam inography which is 
useful in the assessment of fractures that involve the floor of the orbit 
(MacLennon 1977) was not possible at General H ospital, Kandy.

Classification of zygomatic fractures was based on the site and displacem ent 
and was adapted from the one described by Rowe and Killey (1968);

1. No displacement
2. Arch Fractures
3. Medical displacement
4. Inferior displacement
5. Rotation along vertical axis
6. Rotation along longitudinal axis
7. Comminuted 

and 8. Blow out.
Some authors believe that there is no entity such as “ blow ou t” fractures 
(MacLennan 1977). As many others hold the contrary view the term  is used 
here to denote involvement of the floor, the medical or the lateral walls of 
the orbit.

Fractures were treated by the methods described by Rowe and Killey 
(1968) and the methods were selected according to the criteria laid  down by 
the same authors.

Results
The 131 zygomatic fractures constituted 15% of a to ta l num ber of 873 

facial fractures adm itted to the same institute during the same period. Of these 
109 were males and 22 were females, the male:female ratio  was 5:1 (Table I). 
40% of patients were in the 31 -  40 year age group and a further 30% were in 
the 21 -  30 year age group. D istribution of patients by age was sim ilar in the 
two sexes (Table I).

(96%) patients had circum orbital and subconjunctival ecchym osis. 
Def ormities of various forms; depression of m alar eminence, step defect at lower 
orbital rim , V shaped defect in the arch, etc, were present in 79 (60%) patients. 
48 (37%) had difficulty in opening the mouth. Transient diplopia wa°s detected 
in H  (24%) patients, 16 (12%) out of which showed persistent d ip lopia. 
Epistaxis, lowering of the occular level, and enophthalmos were the other 
features observed (Table II).
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• " Table I

• Distribution of patients with zygomatic fractures by age and sex

Age Group Male Female Total
in years No. °//o

-  10 0 0 0 0
-2 0 5 4 9 7
-3 0 34 5 39 30
-4 0 45 8 53 40
-  50 15 3 18 14
-6 0  . . : ........ .8 ........... 2 10 8
-  70 2 0 2 1
r Total ......  109(83%) 22(17%) 131 100

Table 11

Presenting features of zygomatic fractures

Clinical Feature No. of Patients %
Ecchymosis 126 96
Deform ity 79 60
Difficulty in opening m outh 48 37
Transient D iplopia 31 24
President D iplopia 16 12
Epistaxis 23 18
Lowering o f occular level 7 5
Enophthalm os 9 7

Table III

Distribution of zygomatic fractures by cause and the side affected

Cause Left side Right side Total
No. °//o

Fall 24 29 53 40
RTA 17 21 38 29
Assult 22 9 31 24
Misc. 6 3 9 7
Total 69 62 131 100
RTA — Road Traffic Accident

Table III reveals the causes of zygomatic features. Commonest was Fall 
from Height and next was Road Traffic Accidents. Assault was a close third 
in the order of frequency. It was also noted that assault had caused fiactures 
more commonly in the left side than in the right.

II



Medial displacement had recorded the highest frequency (25%) (Table IV) 
and inferior displacement the next (21%). Undisplaced fractures were also not 
uncommon (16%). Arch fractures showed a frequency of 12%. R o ta tion , commi
nution and “blow out” types were also observed in  sm all p roportions.

68% of patients had required definitive treatm ent while in  32% there 
were no indications for surgical intervention. Elevation o f zygoma via one of 
three routes was carried out in 47% of patients (Table V). These fractures 
proved to be stable after elevation. Fractures were unstable in  15% and trans- 
osseous wiring either at zygom aticofrontal suture region or a t the lower orbital 
rim  had to be done in these cases. Antral support was necessary in  4% while 
2% exploration of the orbital floor to release muscle and tissue caught in 
“ trap door” fractures was indicated. G rafts for this type o f fracture was not 
required as bone loss was minimal.

Residual complications monitored in a six month follow up period are 
given in  Table VI.

Table IV

Distribution by Type of displacement

Displacement No. of Patients %
No Displacement 21 16
Arch Fracture 16 12
Medial Displacement 33 25
Inferior Displacement 27 21
Rotation Vertical 11 8
Rotation Longitudinal 9 7
Comminution 6 5
“ Blow Out” 8 6

Total

Table V

131 100

Methods of Treatment

Methods 
Elevation via; 

Temporal

No. of patients 

28 )

%

Brow
Intra Oral

24 V 61 

9 )

47

Trans-osseous Wiring 20 15*
Antral Pack 5 4
Orbital Floor Surgery +  Antral Pack 3 2

Total 131 100
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Table VI

Residual Complication

C om plication No. of Patients " %
Term anant D iplopia 0 6
Limited M andibular movement - • - 2 -• 1
Facial deform ity 6 4
A ntral Infection 3 2

Discussion
15% of faciaT fractures had been isolated fractures of the zygomatic 

complex. This proportion  is lower than figures published in the U.K. (Middleton 
1953), Europe (Lamberg 1978) and also Nigeria (Adekeye 1980). In some of the 
previous studies it is seen that zygomatic fractures which are a part of Le 
Fort III fractures have been included in the proportion of zygomatic fractures 
(Adekeye 1980). This may not be correct as the mechanics involved in the 
causation of isolated zygomatic fractures and Le Fort III fractures may be 
different. ' ......................  — - .............................

Rowe and Killey (1968) had . reported that Road Traffic Accidents, Sports 
Accidents and Assault in that order of freqnency were the main causes of 
zygomatic fractures in the U.K., M acLennan (1977) had given a different picture 
in that in his series Assault was the commonest cause followed by RTA and 
sports accidents. In N igeria (Adekeye, 1980) too RTA was the commonest cause. 
However, in the central regions of Sri Lanka Fall from  Height seems to be 
the main cause although RTA and also Assault are rapidly increasing 
(Amaratunga 1983).

Furthermore the severity of these injuries is also rising in Sri Lanka. 
Frequency of persistant diplopia had risen to 12% which is sim ilar to the 
figures published in the literature (Rowe & Killey 1958).

However, m ajor com plications like perm anent dip lopia, occular rupture, 
gross facial deform ity gross im pairm ent of m andibular movement etc are not 
yet common in our society. It is possible that Fall which is the main cause 
does not produce a fracturing force of high magnitude as does RTA, and also 
RTA in the Western countries could be more forceful than in Sri Lanka. 
Thus gross displacem ent, com m inution and involvement of orbital walls, nerves, 
muscles and the globe of the eye which cause those m ajor com plications may 
not be common in Sri Lanka compared with developed countries.

The methods of treatm ent required are also a reflection on the aetiological 
pattern that had been in operation in Sri Lanka during the period of the study. 
47% could be managed with sim ple elevation and 32% needed no treatm ent. 
Only 2% had required surgery in the o rb ita l floor.
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Residual complications were found to be m inimal in this series. This 
observation lends support to the view that the severity of the injuries in
Sri Lanka was not as high as in the West. It could also mean that the 
treatment adapted was adequate.
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Abstract

It has been a perennial problem for most of the pre-clinical teachers to 
select suitable topics except in dental anatom y, for the basic sciences curriculum 
of the dental students. What are the topics in physiology and why should 
they be taught, are the two querries especially the non-dentally  qualified teachers 
in the pre-clinical departm ents are often confronted with. Therefore, an attempt 
has been made to briefly spell-out the clin ical significance of some of the 
physiology topics to  be taught in the p re-clin ical year.

A course in the basic sciences is a necessary preamble in the undergraduate 
dental curriculum. A sound foundation in  the basic sciences would essentially 
build up a basis for rational th inking in the clinical years of a dental student. 
The factors to be considered in bridging the gap between the clinical and pre- 
clinical entities in dentistry has been reviewed earlier1.

It is a well known fact that most of the teachers in the pre-clinical 
disciplines are not dentally qualified. Thus it becomes are annual ritual to 
most of them to identify the relevant physiology topics to be taught to the 
dental students.

The problem becomes acute when a teacher or departm ent has to shoulder 
the teaching of basic sciences for the m edical and dental students. It is because 
one cannot deviate from  the fact that a medical student is preparing him self 
to treat the whole body whereas the dental student is going to  treat the mouth 
only. Thus the argument follows that the medical student should be taught 
all the systems whereas the dental student should only be taught the anatom y, 
physiology and biochem istry of the head and nack region. The tragedy is 
that one forgets the basic concept that the mouth belongs to a human being 
with emotions and possibly other diseases in other systems. It should also be 
emphasised that while treating the oral cavity of a patient, it cannot be iso
lated from the rest of the body. The oral cavity together with the teeth is an 
integral part of the body consisting of the heart, the lungs, the kidneys, the 
brain and the genitals etc. Every organ has its influence on the others through 
its functions. Thus just as a lesion in the mouth could affect another organ 
or system of the body, an abnorm ality in any other organ or system could be 
reflected in the oral cavity. Once this concept is agreed upon it is going to
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be a difficult task to  decide on the course content of each basic sciences d is
cipline in dentistry. On the other hand, the dental student also should not be 
overloaded with irrelevant inform ation which may not be of any use in his 
future practice. In various .medical schools the extent o f teaching o f each 
system in physiology is usually determined arbitrarily . In  USA the basic 
sciences curriculum for dentistry has been _ influenced by the recom m endation 
of the American Association of' Dental Schools*. 'However, it is the view of 
Adams (1976)3 that the dental profession has never had a ra tio n a le  fo r including 
basic sciences in the dental curriculum other then copying m edical education. 
As far back as 1926, Gies4 had spelled out the dental curriculum  according to 
the available data at that time. However, the unprecedental advancem ent in 
the basic sciences as well as the changing pattern of c lin ica l dentistry  at 
present demand the update of Gies’s proposals6.

In Britain in 1980, the Nuffield Foundation Committee on D ental Education6 
recommended that the teaching of basic sciences to dental students should 
occupy not less than the equivalent of two years and be to  a s tandard  not 
lower than that appropriate to medical students. Furtherm ore, the s itua tion  is 
aggravated by the lack of rapport between the pre-clin ical and c lin ica l d iscip
lines. This fact is well illustrated by Anderson (1980)7 where he says that 
inspite of the recent advances the exploitation of the basic sciences to  the
benefit of dentistry is still limited by the gulf which exists between the 
pre-clinical and clinical departments.

The main aim of this parper is to  enlighten the n o n -den ta lly  qualified 
physiology teachers the basis of the selection o f physiology topics relevant to 
clinical dentistry.

Resource Materials
The report8 of a survey done on the medical histories o f of 10,230 

dental patients who attended the clinics of the Dental Faculty o f the Univer
sity of Malaya has been summarised in Table 1.

In Table II the recommendations proposed at a conference o f teachers
of medical subjects to dental students9, which was organised by the Nuffield 
Foundation is summarised. It outlines the course content of G eneral M edicine 
and Surgery for the dental students.

Table III summarises a short p ilo t survey conducted by the authors to 
determine the chief com plaint and the type of treatm ent patients seek from  the 
clinics of the Dental Faculty of the University of Malaya.

Discussion
It is evident from our pilot survey (as also generally known) the comm onest 

com plaint of a dental patient is pain or toothache, the com m onest type of 
treatm ent is extraction. Second is conservation of the teeth with proper resto
ration  and rehabilitation. Extraction of a tooth  is a surgical procedure invol
ving local anaesthesia, bleeding and wound healing. Therefore, basically  the 
dental surgeon should have extensive knowledge of haem ostasis, bleeding
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disorders, pain and anaesthesia. The physiological basis of the conditions 
such as diabetes, bleeding disorders, ischeamic heart disease, hypertension, 
anticoagulant therapy, neuralgic pain  and the phenomenon of referred pain, 
should be emphasised since this knowledge wifi be useful- in the diagnosis, 
treatment planning, the actual treatm ent and subsequent post operative manage
ment of the patient w ith toothache; * -  l

- ; From the m edical h istones of pa tien ts,'sum m arised  in Table I, and also 
from the. recom m endations made by m edical teachers (Table II) a relatively in - 
depth knowledge in cardiovascular and respiratory physiology is anticipated. 
The above tables also reveal that a relative understanding of other systems of 
the body also m andatory to a dental surgeon.; :

It should not be forgotten that the dental surgeon encounters these physiological 
concepts within the lim itations o f the oral cavity. T herefore . it should be 
emphasised that the basic physiological concepts that has already been taught, 
should be applied' in relation  to the oral' environment and its functions. This 
aspect is at present being separately dealt with as oral physiology, which 
includes a study of the functions of the mouth as well a s  the influence of other 
systems oh the oral cavity. Separate u n i ts , of oral -physiology has been incor
porated in the basic sciences curriculum  of various universities, and the number 
of texts written in this field further illustrates this claim 10,11,12,13,14. Inclusion 
of a course in oral physiology in the basic sciences curriculum  would strengthen 
the insight of a would be dental surgeon, on the physiological concepts, as 
he sees it through the oral cavity.

When it comes to the teaching of renal and reproductive physiology, they 
are being taught alm ost half-heartedly neither knowing what aspects to  be 
stressed nor to indentify  the irrelevancies; From table T, it is evident that 
there is a possibility  of a patient with renal disease seeking dental treatment. 
So, the dental surgeon should be aware of the nature of the disease specially 
in  prescribing drugs as well as before attem pting to -do  any surgical procedures. 
It will be the same with a lactating m other or a woman in menopause, seeking 
dental treatment. The dental surgeon should have the basic physiology know
ledge to appreciate the physiological and psychological status of a dental patien t 
so that the patients could be managed appropriately.

The teaching of Neurophysiology is relevant because of the necessity to 
understand the mechanism of pain, which is the most commonest com plaint 
of the dental patient. In  addition the concepts involved in the muscular con
traction is useful with regard to m astication and also appreciating the occlu
sion of teeth. Furtherm ore, the sensory and motor pathways of the trigem inal 
nerve should be taught, in addition to the other cranial nerves.

Hormones involved in growth and general metabolism should be well 
understood by the dental student to  enable him/her to appreciate the general 
hormonal homeostasis of the body. Furtherm ore, a dental surgeon should be 
aware of the syndromes associated with altered endocrine functions, where recog
nition of siime of the diseases, although not going to be treated by the dentist, 
would be beneficial in  channelling the patient for specialized care.
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It should also be remembered that the pre-clinical year is the period of 
preparation of the dental students for the 2nd and 3rd year c lin ica l courses. 
In most of the dental sehools, during 2nd and 3rd years, basics of general 
medicine and surgery would be taught. Therefore, a basic knowledge of the 
general physiology would be of immense im portance to the dental students, to  
appreciate the altered physiology of the body in disease process.

Thus the inclusion of the following topics in the first year physiology 
curriculum  would be justified in the light o f the above m entioned clin ical 
requirements.

At the end of the course the students should have the understanding and 
knowledge of the following aspects of physiology.

(1) Elood — Blood volume, plasma proteins, body fluid, oedema, erythrocytes,
haematological index, ESR erythro-poiesis, haem oglobin, Fe m etabolism , 
Anaemia, Jaundice.

Coagulation and Coagulation defects. A nti-coagulants, A gglutination, 
blood groups, blood transfusion.

Leucocytes, infection, immunity hypersensitivity.

(2) Cardiovascular — Cardiac cycle, pressure changes in the heart Cardiac output,
control of cardiac output, Regulations of the heart, Cardiovaslular Centre 
baroreceptors, Control of blood vessels, blood pressure.

Cerebral circulation, coronary circulation, electrocardiography, ischaem ia, 
syncope, haemorrhage, shock heart failure.

(3) Respiratory — Mechanism of breathing, partial pressure of gases, lung volumes,
gaseous exchange in the lungs, Neural regulation of breathing — gas 
transport in the blood, hypoxia. Anoxia, dyspnoea, cyanosis and hyper
ventilation.

(4) Gastrointestinal — Gastric secretion, stomach, intestinal absorp tion , bile
pancreas, liver, vomiting, diarrhoea.

(5) Endocrine — Pituitary, hypothalamus, thyroid, parathyroid, adrenals, pancreas,
gonads. Dwarfism, gigantism, acromegaly, Addison’s disease, Cushing’s 
syndrome, hyper and hypo thyroidism , hyper and hypocalcaem ia.

(6) Renal Water balance, Na+ and Kt excretion, glomerular f iltra tio n  and
absorption, Diuresis, Acid-base balance, Renal failure.

(7) Reproductive — Secondary sexual characteristics, menstrual cycle, male and
female hormones, spermatogenesis, coitus, fertilization, pregnancy, in fer
tility  and contraception.
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(8) Neurophysiology — Resting m em brane potential, action potential, synapse,
neuromuscular junction, muscular contraction, spinal cord, receptors, 
reflex arc, efferent and afferent tracts, Motor cortex, sensory cortex, 
cerebellum, pyram idal and extra-phyram idal lesions, paralysis, upper and 
lower m otor neurone disease. C ranial nerves, epecial senses. Pain, 
eranial nerve palsy. A utonom ic nervous system, CSF.

(9) Oral Physiology M astication, salivation, deglutition, oral reflexes, speech,
and applied physiology o f the m outh, age changes.

The students should have acquired the practical skills in the following:

(i) In terpretation of data concerning blood, (Haematological indices)

(ii) to read an ESR, identify the waveforms in ECC

(iii) to measure BP, puise, ornl temperature

(iv) test cranial nerves (V, VII, XII)

The actual inclusion of these topics in the physiology curriculum is enti
rely dependent on the type of teaching strategies implemented by each insti
tution. For example the whole course could be conducted w ithin three terms 
or two semesters if it is following the trad itional stratified curriculum. Other
wise may be integrated at various levels up to the final year of a dental 
student. Or else, may be included in a mixed type of curriculum  form at within 
a specified period. Whatever the teaching strategy used it is m andatory that 
objectives proposed in this paper is achieved by the students at the end of the 
undergraduate career.

In this paper, we have taken in to  consideration the relevance of the 
physiology topics a would be dental surgeon should know, from  three different 
facets. They are,

(a) from the point of view of the m edical status of the patients who seek 
dental treatm ent,

(b) for the requirem ents of general m edicine and general surgery curriculum 
of dental students, and

(c) from the view -point of diagnosis, treatm ent planning and the actual 
treatment aspect in the practice o f dentistry.

The basic question we have asked is, what physiology topics should be 
taught in the p re-clin ical year to deal with the situations given in tables I, II 
and III categorising groups a, b and c respectively. We have drawn the topics 
in physiology to suit the above requirem ents briefly illustrating the clinical 
relevance.
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Table I
Medical Status of 10,230 Dental Patients14

Medical condition
Respiratory disease 
Cardiovascular disease 
Allergy
Endocrinal disorders 
Gastro intestinal disease 
Infections 
Nervous disease 
Kidney disease 
Mental disorders

%
2.54
2.21
1.73
1.12
0.82
0.80
0.65
0.28
0.23

Miscellaneous
Backpain
Drugs corticosteroids etc.
Rheumatism
Blindness
Rheumatoid arthiritis 

Total

0.06 ' ' 
0.09

0.25
0.20
0.07

11.88

Table II An outline of the course contents of the general m edicine and surgery 
to dental students proposed at a conference of teachers of medical 
subjects to dental students13.

(a) At the end of the undergraduate course a student should have knowledge 
of, and understand, the following aspects of medicine and surgery:

Basic pathological conditions of all m ain types and the recognition of 
their relevance to dentistry, with greatest emphasis on: cardiovascular disease;
respiratory disease; haemotalogical and lym phoreticular disease; cancer (including 
management aspects and pre- and post-treatm ent patient care); diseases of the 
head and neck (including those in the field of ENT surgery); infections (including 
sexually transm itted diseases); immunological responses; traum a, shock and 
haemorrhage, with special reference to head and neck injuries; repair and 
complications of fractures and lacerations; principles of first aid and emergency 
treatm ent, and the management of collapse, metabolic and other effects o f surgery  
pre- and post-operative care; and plastic surgery (the general principles and 
emphasis on the treatm ent of facial clefts).

Somewhat less emphasis should be placed on: gastrointestinal disease and 
nutritional disorders; liver disease (with emphasis on hepatitis); neurological 
disorders, including the causes and control of pain; endocrine and m etabolic 
disorders (including the recognition of the m ilestone of childhood development)- 
skm and mucocutaneous diseases; diseases of bone, jo in ts and connective tissues 
diug-induced disease and addition, including alcoholism; and a general aw are’ 
ness of the im portance and significance of psychiatric disorders.
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The principles o f m aintenance of health, and of aspects of birth control 
and pregnancy, such- as would be expected of an educated- layman.

(b) At the end of the undergraduate course a student should have acquired 
the necessary practical skills in medicine and surgery in order to:

Elicit physical signs in the clothed patients as follows: assessment of 
wheezing, breathlessness, stridor and overall em otional status; recognition of 
cyanosis, jaundice and anaem ia; describe lumps, ulcers, glands, pulsations, and 
inflammation; take the pulse at the wrist and estimate blood pressure; observe 
signs in the hands; asses ankle oedema; evaluate the cranial nerves (V, VII and 
XII); observe the pupils (‘red-eye’). It is not necessary- to learn how to 
use an opthalmoscope or otoscope. -

Give intram uscular, subcutaneous and intravenous "injections;

Write prescriptions.

Suture wounds.

Recognise and treat the following emergencies: anaphylaxis; upper respi
ratory obstruction; cardiac arrest, fits vasovagal attack.

Perform the follow ing procedures: m ain tain  the oropharyngeal airway;
lung inflation; external cardiac massage; Heimlich manoeuvre; take the carotid 
pulses laryngoscopy. .... - ..... - - ,v

Administer elem entary first aid .

Table III The percentage distribu tion  of the chief com plaint and the type of 
treatm ent provided to 200 random ly selected patients at the Dental 
Faculty o f University of M alaya.

Chief Treatm ent Percentage
Complaint D istribution

1. Pain, carious and broken teeth Extraction 56%
2. Cavities, mild pain Conservation 28.5%
3. Routine check-up Oral hygiene instructions

and scaling 9%
4. Protruding teeth O rthodontic treatm ent 4%
5. Accident Fractured jaw -w iring 2%
6. Abnormal growth Carcinom a 0-5%
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A S U R V EY  OF THE LO W ER W ISDOM  TOOTH WITH  
SPECIAL R EFER EN C E  TO IM PACTION AND D ISPLACEM EN T

N. A. de S. AMARATUNGA*
A. CHANDRASEKERA*

Summary
2208 consecutive patients in the age group 17-30 years were investigated 

to determine the incidence of eruption abnorm alities of the lower third molar 
and their com plications. 2.3% had one or both lower th ird  molars impacted. 
Displacement was seen in 1.7%. Agenesis and unerupted teeth were also seen. 
Commonest com plication was acute pericoronitis (21.4%). 39.8% were symptom
less. All who had sympotoms (60.2%) needed removal of the tooth.

Introduction
The third m olar is the last too th  to  erupt in the lower jaw (Scott & 

Symons 1958). Therefore this tooth  is subject to eruption abnorm alities more 
often than other teeth specially when then there is insufficient space. The lower 
third molar in its development and erup tion  is mesially angulated, whereas the 
upper third molar is distally  directed. In  these anatom ical positions lack of 
space tells more on the lower tooth than  on the upper.

A racial varia tion  in incidence of im paction and other eruption abnor
malities have been observed. In Negroid populations an incidence of 9.17% of 
impactions have been reported (Odusanya 1984). Embedded lower third molars 
appear to be very comm on in Caucasian races. (Morris et at 1971).

Clinical im portance of these abnorm alities is that several complications 
could occur in relation  to such teeth necessitating treatm ent. Pericoronal 
infection is one of the common com plications and affect the soft tissues around 
the crown but has the potential to  spread into the fascial spaces of the neck 
(Killey & Kay 1969). Caries and also periodontal disease may be initiated by 
the abnormal positioning of the teeth. Pain  due to pressure, erosion of the 
distal surface of the second m olar, relapse of treated m alocclusions, cyst for
mation, are some o f the other possible sequalae of impacted third molars 
(Killey & Kay 1969).

Surgical methods for removal o f im pacted teeth are comprehensively des
cribed in the literature (Killey & Kay 1969). Several m odifications of the classical 
method have been reported and the sp lit bone technique could be described as 
one that had revolutionised the surgical method of th ird  molar removal 
(Ward 1956).

The present study attempts to  ascertain  the incidence of eruption abnor
malities of the lower wisdom tooth, their clinical presentations, and treatm ent 
needs.

Oral Surgery, Dental School, Peradeniya.
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M aterial and Method
2208 consecutive patients in the age group 17 — 30 years, who attended 

the oral surgery clinic a t the Dental School, Peradeniya, during  the period 
from Jan. 1985 till March 1986, were investigated clin icaliy  to  detect im paction, 
displacement, uneruption and agenesis o f  the lower m olar teeth. Periapical 
X-rays were taken in the manner described by Seward (1963) in  patients who 
showed eruption abnorm alities. Standard occlusal and oblique lateral views 
were taken where transverse displacement and larger pathology respectively 
were present.

The types of impactions were classified in the standard m anner; 1. Vertical, 
2. M esio-angular, 3. D isto-angular, and 4. H orizontal. D isplacem ent was cate- 
goriesed as; 1. Lingual, 2. Buccal, and 3. Transverse; when the too th  was bodily 
shifted either buccally or lingually or when the tooth was tilted  and lay tran s
versely in a bucco-lingual direction. Relationship of the roots o f the im pacted 
teeth were assessed acording to the criteria described by Seward (1963).

Pericoronitis was diagnosed by the features described by Kay (1965). Pain 
due to  pressure was diagnosed by a process of elem ination of other causes of 
pain. Presence of caries, periodontal disease, and erosion of the second m olar 
were confirmed by X -ray examination.

Methods of treatm ent was decided according to the principles described 
in the standard texts (Killey & Kay 1969).

Results

Of the 2208 patients investigated 116 (5.2%) had anom alies in  one or both 
lower wisdom teeth. 81 of them were males and 35 were females. Age range 
was 18 years 4 m o n th s— 27 years 8 months. Mean age was 23.7-j-3.54.

The incidence of different eruption abnorm alities and agenesis is given in 
Table 1. Commonest was im paction, followed by displacem ent and uneruption 
in the order of frequency. Absence due to  agenesis was the least common.

Table II analyses the types of im paction. M esio-angular im paction  recorded 
the highest frequency. Next was vertical followed by d isto-angular and horizontal.

Buccal Displacement was by far the most frequent type of displacem ent 
seen (Table III). Few patients had Lingual Displacement. Transverse D isplace
ment was rare.

59 patients (2.7%) had clinical symptoms. This was out o f a to ta l of 98 
patients who had eruption abnorm alities. The frequencies of the clinical con
ditions which caused these symptoms are given in Table IV. Acute pericoronitis 
had recorded the highest frequency. Next was chronic pericoronitis. Pulpitis 
due to caries was also fairly  common. Erosion of the second m olar with pu lp  
exposure was not frequently seen. Pain due to  pressure was a rare  observation.
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Relationship o f the roots o f impacted teeth to  the inferior alveolar canal 
is analysed in Table V. In the m ajority  o f patients the canal was remote. 
Grooving of the roots by the canal was seen in a few. Perferation of the 
roots by the canal was not detected.

A dentigerous cyst was discovered in relation to one of the 14 unerupted 
lower third molars. The others showed norm al pericoronal radiolucencies.

The offending teeth were removed in  all the patients who had symptoms. 
Removal was advised for patients who had impacted teeth which were exposed 
in the mouth. Only a very few accepted the advice.

Table I
Incidence of eruption abnormalities and agenesis of the lower third molar

Abnormality Number and °/; of
Patients W isdom Teeth

Impaction 51 (2.3%) 79 (1-8%)
Displacement 38 (1.7%) 57 (1-3%)
Unerupted 9 (0.4%) 14 (0-3%)
Absent 18 (0.8%) 36 (0-8%)
Normal 2092 (94.8%) 4230 (95.8%)
Total 2208 (100%) 4516 (100%)

Table II
Types of Impactions

Number and % of
Patients Wisdom Teeth

M esio-angular 29 (56.8%) 46 (58.2%)
Vertical 12 (23.5%) 18 (22.8%)
Disto-angular 7 (13.5%) 10 (12.7%)
Horizontal 3 ( 6.0%) 5 ( 6.3%)
Total 51 (100%) 79 (100%)

Table III
Types of displacement

Number and °/{; of
Patients Wisdom Teeth

Buccal 27 (71.1%) 42 (73.7%)
Lingual 9 (23.7%) 12 (21-1%)
Transverse 2 ( 5.2%) 3 ( 5.2%)
Total 38 (100%) 57 (100%)
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Table TV

Incidence of complications in patients with impacted & 
unerupted lower third molars

Number and % of 
Patients W isdom Teeth

Acute Pericoronitis 21 (21.4%) 38 (25.3%)
Chronic „ 13 (13.3%) 23 (15.3%)
Caries-}-Pulpitis 14 (14.3%) 20 (13.3%)
Erosion+Puipitis 5 ( 5.1%) 5 ( 3.3%)
Pain due to pressure 6 ( 6.1%) 6 ( 4.0%)
Symptomless 39 (39.8%) 58 (38.8%)
Total £8 ( 100%) 150 ( ioo%)

Table V

Relationship of the roots of impacted lower third molars to the inferior dental canal

Remote
Grooved
Perforated
Total

Number and % of 
Wisdom Teeth 

71 (90%)
8 ( 10% )
0

79 (100%)

Discussion
Incidence of eruption abnormalities in Sri Lankan subjects appear to  be 

lower than in other ethnic groups (M orris et al 1971).

However figures recorded in the present study seem to be sim ilar to  those 
recorded in a study carried out in India (Sandhu 1982).

Main cause of these anomalies seems to be the lack of space. As the lower 
third molar is mesially angulated during development m esio-angulated im pactions 
are more frequently encountered. This feature has been reported by other authors 
(M orris et al 1971). Similarly disto-angular impactions are com m on in the 
maxillary third molar because it is distally angulated during development and 
eruption (Morris et al 1971).

When the lower third molar gets displaced it tends to shift bodily 
towards the buccal aspect more than to the lingual. Pressure from  the tongue 
musculature may be the reason for this.

Pericoronitis was found to be the commonest com plication of im paction 
and displacement. This observation supports the view of other authors (Killey 
& Kay 1969). As this could be a potentially  dangerous infective process trea t
ment must be instituted effectively and w ithout undue delay (MacPhee 1962). 
Removal of the tooth is clearly indicated when the infection has been recurrent 
(Killey & Kay 1969).

26



Symptomless impacted and unerupted teeth if they are not exposed in 
the mouth could be left alone but the exposed ones must be removed because they 
invariably cause caries or periodontal disease. In the West even the totally 
embedded symptomless teeth are removed. This may be due to the possibility 
of pathological conditions like cysts developing in relation to such teeth. In 
fact Morris et al (1971) have reported a high incidence o f unusually large 
pericoronal radiolucencies in relation  to  embedded third molars which they say 
have the potential to develope into cysts. In the present series only one cyst 
was discovered in relation to an unerupted tooth of which there were 14. 
Though the radiological methods employed were not very advanced it could be 
said that the pericoronal radiolucencies observed in rela tion  to the rest of the 
embedded teeth were not unusually large.
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RECENT ADVANCES IN DENTAL P R O S T H E S E S  
Part on© : Overdentures

A. P. DIAS*
M. T. M. JIFFRY*

Introduction
From time immemorial, prosthesis has been used to  replace lost body 

tissues. The earliest techniques that had been used were meant fo r the purpose o f 
replacing lost teeth (and gums) using m aterials such as wood and ivory. They 
were hand carved as impressions were unknown and one could only guess the 
problems the denture wearers at that tim e would have experienced in reta in ing  
them, let alone using them. These problems, of course, have been surfaced 
from time to time and continuous efforts have been made to  develop techniques 
and materials to enable one to construct prosthesis as we see them  today. 
These efforts are being continued even at present in an a ttem pt to  make the 
prosthesis look like and function as close as possible to  the lo st tissues it 
replaces.

One problem that continues to  plague the clinicians is the continuous 
loss of alveolar bone following loss o f teeth. A great deal o f research has 
been done and also various efforts have been made to m inim ise the effects of 
the change of bony substrate where prosthesis has been m ade to  sit. The 
m andibular alveolar bone was found to be more susceptible to th is change since 
bone resorption in the mandibular area is four fold more th an  that of the 
maxillary ridge. Many patients experience problems with the com plete lower 
dentures and a significant proportion of them could be attribu ted  to  the resorbed 
ridge. Since the alveolar bone resorbs only when the teeth (or roots) are removed, 
obviously, one method of preserving the bone is to reta in  the teeth (or roots). 
This is often seen clinically in patients with poorly m aintained oral hygiene 
having several retained roots where alveolar bone is well preserved adjacent to  
such roots. Selective retention of roo t; could ideally be done by endodontic 
treatm ent and they can be utilised to  m ain ta in  the integrity o f the alveolar 
bone. The ability to preserve the alveolar bone could be considered as a positive 
step taken towards the retention and support of prostheses. This is the concept 
of overdentures.

Overdentures
Overdenture is a complete or partia l denture constructed over existing 

teeth or roots. 'When a patient presents with a neglected m outh w ith a broken 
down standing teeth which are often periodontally  involved, the line of trea t
ment that has been usually followed both in developed as well as in developing 
countries, is to extract the teeth and construct a complete denture. The alveolar 
ridges which were already resorbed due to the presense of periodontal disease 
would continue to resorb due to the pressure exerted by the denture and it

* Universities of Papua New Guinea and Colombo.
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would ultimately be practically  non-existant. This together with the reduction 
in the patient’s neurom uscular function as a result of the loss of propriocep
tion from the teeth would cause problem s in the retention and stability of 
the dentures. Both the above problemsr could be prevented with overdentures.

Concepts sim ilar to overdentures have been advocated for well over a 
hundred years (W inkler & W ongthai, 1984); but untiF  about two decades ago 
they hive remained virtually  forgotten. In 1953, Miller described a technique
of using vital teeth for support o f complete dentures. Thereafter, the surge 
regarding the technology and the clin ical usage of overdentures have begun
with the appearence o f reports of studies in the recent dental literature (Ettinger 
et al., 1984). - .............  -  •. ■ -

Rationale for retaining teeth "
One of the im portant difference between The removable dentures and 

overdentures is the retention o f the latter w ithin the oral cavity by. allowing
it to rest on the endodontically prepared roots. This procedure would allow
finer sensory input from  the dentures base and also reduces the rate of 
alveolar bone loss. Numerous studies have shown the. im portance of . sensory 
input from periodontal receptors as one o f the major determ inants . of m asti
catory function (Adler,1947; Grossman, 1964a & 1964b; Grossm an et al., 1965; 
Kawamura, 1964; M anly et al., 1952; N ishiyam a et al., 1967). It has also 
been shown in these studies that the natural anterior teeth exhibit more 
sensivity and the capability o f d iscrim ination  between particles than the 
posterior teeth. Furthermore, anterior teeth could be sub jected  to  endodontic 
treatment without much com plications. Therefore, it is ideal to select the 
anterior teeth for these purposes.

Studies on canine response (Corbin & H arrison, 1940; Kawamura & 
Nishiyama, 1966; Kruger & M ichel, 1962) indicate that the canine may be the 
most important proprioceptive organ thus favouring the contention that canines 
should be retained for overdentures. The importance of preserving the natural 
teeth for dimensional perception (G arten, .1968), and for directional sensitivity 
(Jerge, 1965; Kubota & Kawamura, 1964) is also well documented in the literature 
and again lends to the desirability of re ta in ing  teeth for overdentures.

The sensory and proprioceptive input capabilities are the same in devita
lised teeth as in vital teeth (Adler, 1947; Stewart, 1927) and this is still present 
even if much of the alveolar bone support was lost (H annara, 1968; Edel & 
Wills 1973).

Perception ability  has been shown to decrease with age (M acDonald & 
Aungst, 1970; Litvak, et al., 1971). The use of overdentures in the older 
patient, therefore, could be considered as an attem pt to re ta in  every possible 
sensory element at the time the patien t may experience a generalised decrease 
in sensory capacity (Crum, 1980 cited by Brewer & M orrow).

Advantages
Overdentures are useful especially in patients with congenital defects such
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as microdotia, cleidocranial dystostosis, cleft palate, open bite and class three 
jaw relationships. In these situations it is possible to restore occlusion and 
improve aesthetics with properly designed overdentures (Brewer, 1980). Over
dentures are also easy to  construct, the procedure being the sam e as for conven
tional complete dentures. The retained roots or teeth could help to stabilise 
occlusal rims during registration o f m axillom andibular re la tions . These and 
numerous other advantages are well documented in  the lite ra tu re  (Brewer, 1980).

The stability of overdentures with four abutments in each jaw  (two canines 
two molars) is comparable to that in removable or fixed p rtia i 
dentures, Retention is also enhanced due to  the presence o f the abutm ents. 
I f  indicated, precision attachments such as the Dalbo attchm ent, Ceka attachm ent, 
Gerber attachment and various bar attachm ents or the recently developed rare 
earth magnetic retention units could be used (this will be discussed in part two 
of this series). The use of the costly precision attachm ents may be im practical 
in the context of a developing country. The com paratively cheaper rare-earth  
magnets may be a viable alternative. By acheiving better re ten tion  and stability  
of the denture, there would be greater freedom for tooth position ing  obviously 
improving the aesthetic quality of the dentures and flange thickness, which 
would restore bony defects. If  necessary, the palate of the upper denture could 
be eliminated thus enhancing comfort with m inim al alteration  o f  speech patterns. 
Repair and adjustments are also easy as no special equipm ent is needed. 
Since teeth are used to  support the denture, there is less traum a to the alveolar 
bone resulting in the reduction in the rate of resorption o f the residual ridge, 
when compared to that of the conventional dentures.

Disadvantages
The endodontic therapy usually required and the subsequent resto ra tion  of 

the teeth could be considered as a disadvantage, although th is should more 
correctly be considered as part of the overdenture service. In  general the 
overdenture is bulkier than a fixed or removable partial denture in the same 
situation. Patients must keep the retained roots or teeth cleaner, or else, caries 
and periodontal disease might lead to  the loss of the abutm ents which nullifies 
all the advantages of overdentures.

Indications
Ovedentures are indicated especially for patients with poor prognosis for 

complete dentures. These include, those with high palatal vaults, sloping ridges 
uneven ridges or resorbed m andibular ridges. Every effort should be made in 
these cases to retain teeth for overdentures eventhough the am ount of bony 
support available is much reduced.

Technique

Several techniques have been described in the preparation  of the teeth as 
abutments.

Simple tooth modification and reduction
In patients with excellent oral hygiene and a low caries index the existing
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teeth are reshaped to elim inate undercuts and reduced in height to create more 
space for the overdentures. This is possible only if there is sufficient recessing. 
This is particularly useful in patients with partial anodontia or in those with 
severe abrasion of teeth.

Tooth reduction and cast copings
Periodontally sound teeth could be reduced and cast copings made in 

preparation for the overdenture. This is also indicated if  the teeth are sensitive 
or slightly carious. The degree of effective reduction o f the height of the tooth 
is small, therefore, sufficient room should exist for the prosthesis before tooth 
reduction is carried out

Endodontic therapy — Amlagam plug
This is a widely used approach and the teeth are reduced considerably 

to create space for the overdentures. Therefore, endodontic therapy is essential 
The exposed root canal is restored with amalgam and the tooth reduced to 
gingival level. The exposed dentine and the amalgam is smoothened and polished 
so that it could easily be cleaned. Since there is a drastic reduction in the 
crown: root ratio , the am ount of bony support required is minimal. Thus, 
this technique could be used on periodontally  affected teeth.

Endodontic therapy and cast coping
This is the same as the preceeding technique except that a casting is placed 

on the endodontically treated teeth instead of amalgam . The retention of the 
casting is through a short post in the roo t canal.

Endodontic therapy with cast coping with some form  o f attachm ent.

When improvement in the reten tion  of the prosthesis is essential, this 
approach could be considered. However, the serious draw back is the additional 
cost and also proper after-care by the patien t is necessary. The various types 
of bar attachments could be used. A com paratively cheaper alternative is the 
use of rare-earth magnets.

In conclusion, it is more advantageous from the point of view of 
retention and the superior functional quality  of overdentures, rather than the 
conventional type. When preparing patients for prosthdontic treatm ent, always 
the possibility of fitting overdentures should be clinically evaluated prior to 
preparation of the oral cavity to receive the prostheses. In addition it is also 
important to educate the patients on the different types of dentures available 
so that they could also understand the relative advantages of each of them.
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Obituary

Dr.  M .  P. P. de Silva

The Sri Lanka Dental A ssociation and the dental profession of Sri Lanka 
are poorer after the demise of Dr. M. P. P. de Silva.

He was a President of the Sri Lanka Dental Association. Prema was an 
undergraduate during the tenure of Prof. Me Keag, in Colombo and became a 
Demonstrator at the new Dental School at Peradeniya. At the University he 
indulged in all the revelries of the medical students of his tim e. His love of 
Art was reflected in his dental conservation, and samples of his work was kept 
in the Dental Museum at Peradeniya. As a teacher, he loved to impart all 
his knowledge to his students. His endodontics was so exceptional, that he 
was asked to conduct a dem onstration to  the General Dental Practitioners 
Association, of which he was once the President.

As a Dental Surgeon he upheld the highest ethics of the profession. He 
was an example to all dental surgeons to follow. He never entertained any 
derogation of his colleagues from patien ts. Dr. Silva was a man of rigid 
principles, and was bold to espouse them at the various associations of which 
he was a member.

His patients were indeed fo rtunate  to receive his treatm ent with deep 
dedication and no extravagance. He took a great pride in his work and was 
always willing to share the abundance on his experience with his colleagues. 
Faithful to the last, he treated his patien ts unto the day of his death. It can 
truly be said of him, ‘He was a M an’.

Dr. Raja Jasinghe
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every 12 hours is recommended. 

rChildren::The recommenaed dosage-schedule for children 
is 2 mg/ib of body weight divided into two doses on the 

•first day of treatment, followed by 1-mg/lb. of body weight 
;given as a single dose or divided into two doses, on 
subsequent days. For more severe infections up to 2 mg/lb 

<df body weight maybe used.
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B I N 0 T A L
Bactericidal broad spectrum 

Antibiotic - Ampicillin
The Key to S u cce ss  in M odern A n tib io t ic

T h erap y

Effective against all gram negative 
and gram positive bacteria of 

Practical Importance

*rapid and direct bactericidal effect 
*without risk o f toxicity

Presentation:

Capsules
Tin of 1000 capsules of 
250 mg.
Syrup 125, mg/5 ml.
Bottle of 60 ml.

Pharm aceutica ls & V eterinary  M ed ic ines D ep artm en t

HAYLEYS LIMITED
25, Foster Lane,
Colombo 10.

Telephone: 599087-599100 (14 lines)

Printed at Ananda Press, 82/5, Wolfendhal Street, Colombo 13.



D. P. L. DENTAL SUPPLY
2 3 5  1 /2  O L C O T T  M A W A T H A

C O L O M B O  - 1 1 .
P h o n e : 5 4 6 0 3 0

IMPORTERS AND DEALERS IN DENTAL MERCHANDISE

Sole Distributors for;
ALGIX F 2, IM PRESSION POW DER — JAPAN
TRUDENT TEETH -  JAPAN
HY-BOND GLASIONOM ER -  JAPAN
POLYDENT BASE M ATERIAL PRODUCTS — INDIA

And other items from
England, Japan, Pakistan, China & India.

PRODUCTS
Anaesthetic Motor & Pestle
Abrasive (Carborundum Stones etc.) Mirror (Top & Handle)
Alloy Mandri I
Amalgam Mercury
Articulators Needles (Cartridge, Suture. B D etc.)
Burs Pliers
Belts (Electric & Foot Belts) Purmice Powder
Lingual Bar Points (G. P. Paper)
Brushes (Bristle, Lathe etc.) Plaster cf Paris
Base Material Retainer
Base Plate Reamers
Blades (Surgical Eng. & Ind.) Syringe (Cartridge, Chip)
Rubber Bowls Suction Forms
Cones (Felt) Glen Ross Screws
Clove Oil Spatula
Cotton Wool China (Wool Mob) Stain Remover
Amalgam Carrier Scissors
Elevators Teeth Trudent
Forceps Sanyo
Filling Material HSFixitive ZenithFlask (Small & Large) Tweezers
Glass (Dappen & Slabs) T rays
Gum Paint Modelling Wax
Hand Piece (Jap. & Ind.) Wire
Impression Material Zinc Oxide
Instruments Spirit of WineWax Knives Clamps
Spirit Lamps (Glass & Metal) Unit Stands

Mouth Wash Tablets
V P. P. ORDERS WELCOME



NO MORE PAM

n u U K lE
Analgesic Antipyretic

Combines the peripheral analgesic action of a full 
therapeutic dose of paracetamol with the centrally- 
acting analgesic, codeine

Paracetamol
inhibits the transm ission of 
pain signals from their source.

Codeine
favourably alters the 
perception and analysis of pain 
messages in the central nervous 
system.

How supplied
Cartons of 100 tablets. For complete prescribing 
information, consult package circular.

/ " Z N  A  product from

(-f-JU/infftfop
< *  Pharmaceuticals of merit for the physician.

Manufactured by 
Mackwoods - Winthrop Ltd., 
3rd Floor
Carson Cumberbatch Building, 
67, Dharmapala Mawatha
Colombo 7. Tel: 549790


