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The Communication Gap

“Communication” has become an “in-word” and within the past few 
years we have become aware of the Communication gap. This awareness is 
certainly not confined to the field of Medicine. We know only too well that 
communication gaps exist between generations, between social groups, between 
government and people, and between nations. How real and significant is 
the existence of communication-gap in our profession right now than it was 
few years ago is a matter of opinion . It must remain a matter of opinion because 
we cannot measure the increase in the gap now compared with, say, the pre
world war II period.

Our communications with our patients are bad, if not very satisfactory. 
Often patients quite rightly complain that that they “are not told anything” 
if they did not say that the doctor was rude. Lack of such communication 

not only leads to poor doctor — patient relationship it also leads to errors in 
following instructions in treatment leading to failure in the treatment how 
ever simple the treatment carried out.

Good doctor — patient communication is a skill and an art that has to 
be developed by each dental surgeon who cares for his patients. Good Communi
cation must be based on human sympathy, good manners kindness, and sensiti
vity to and appreciation of the patients problems and on a sound basic know
ledge and understanding of the evidence of disease and health with considerable 
humility.

Good doctor — patient communication can be demonstrated to students 
and trainees. Teachers in University and consultants have considerable 
responsibilities in their behaviour, manners and communication with their 
patients in their clinics wards and elsewhere, for that is where seeds of good 
communication are sown in the future generation of dental surgeons.

It is important that the dental surgeon talk to his patient and explain 
to the patient what is wrong with him, what treatment is required, when and 
what the complications that he may come across before starting on treatment. 
Establishing good Communication with the patient will not 
only makes the patient more comfortable, he or she will have more trust and 
confidence in the dental surgeon.
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Presidential Address of Sri Lanka Dental Association

Dr. W. G. WiMALADHARMA, b .D.s . (Durham)

Dr. Srilal Silva, Members of the Council Distinguished Guests Ladies & Gentlemen.

I am deeply grateful to my collegues for the honour they have done me in electing me as 
their president. Ever since 1958 when I first became a member of our Association the only 
thing that I have done is to regularly attend the meetings of the Association and to listen carefully 
to lectures delivered at our meetings. I have profited by such regular attendance considerably 
as I have learnt a lot from the learned discourses to which I have listened. However I have always 
avoided the responsibilities of serving in the Council of the Association or of holding any office 
when I was a younger man. Despite this I was wondering why my collegues decided to elect 
me unanimously as presideut. It struck me that the only reason was my regular attendance 
at meetings of this Association and the offer of the presidentship was in the nature of an 
attendance bonus. When the offer came, though I avoided responsibility all these years I now 
felt a desire to accept this responsibility. The reason for this is perhaps that as one gets older, 
one gets a liking for such honours.

Some may say that it is all vanity and a sure sign of advancing age. Perhaps they are right. 
Whatever the reasons for my belated acceptance of office may be, I must confess that I am pleased 
with myself that I have been able to win the confidence of my collegues, and I certainly propose 
to enjoy my tenure of office as president of an Association like ours, which has a historic past. 
Dr. Srilal Silva the outgoing President in the course of his inaugural address last year traced the 
history of our Association and indicated the lines on which we should develop. He set out guide
lines for the future work of the Association and particularly emphasised the need for DENTAL 
HEALTH EDUCATION. All these he indicated cannot be achieved in one or two years. The 
programme he has outlined is such that some matters can be achieved soon, while others must be 
a permanent feature of our activities.

Dr. Srilal Silva has made a valuable contribution to our Association during his period of 
office. The most that I can hope to do is to adhere to the programme of work which he has 
indicated, and continue the good work that he has initiated. This will not be possible without 
the wholehearted support and cooperation of the Council and indeed of all my Collegues. We 
witnessed recently a significant event in the Life of our Association - The first Sri Lanka India 
Dental Convention which was held under the auspices of the Sri Lanka Dental Association and 
its success was largely due to the willing work done by several members of our Association. I am 
confident that in like manner I will have the full cooperation and encouragement of all members 
of our Association whenever we have to embark on such tasks in the future.

I wish to thank Dr. Srilal Silva for the kind sentiments he had expressed with regard to 
me out of the goodness of his heart. Though I do not deserve these compliments, I shall endeavour 
to be worthy of the confidence that Dr. Srilal Silva the outgoing President and all my Collegues 
have reposed in me.

Dear Collegues,

The President of your Association has only brief moments of freedom during his year of 
office and the occasion of his inaugural address is the most notable of these, as he can express his 
views freely and without any restraint. For the rest of the year he has to function as your willing 
servant and all of us have always to remember that we are in a sense, servants of the people who 
seek our services. Generally, people seek our advice when they suffer PAIN. It has been truly 
said that pain is the lot of mortal man and that with the passing of years man suffers pains of 
various sorts. Pain has been described as a sensation of distress of various kinds and degrees 
resulting from nerve irritation, pressure or damage. Regardless of its nature, pains of all kinds 
are natures method of warning people that they are misusing their bodies, or is a result of some 
injury sustained. So far as we Dentists are concerned relief of facial pain as a result of various
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ailments which affect the teeth and the gums is one essential part of our work. The other important 
part of our work on which Dr. Srilal Silva emphasised in the course of his address last year is 
DENTAL HEALTH EDUCATION which will help people to avoid such pain. Such education 
has necessarily to cover a wide field ranging from proper nutrition to DENTAL CARE.

So far as relief of pain is concerned, this is one of the commonest reasons for a patient to 
consult a Dentist. The patient goes to see the Surgeon because of pain in or around the oral 
cavity. But at the same time he is afraid to see him because of the fear of pain that might be in
flicted upon him during treatment. Generally, it is a simple matter to discover the cause of 
symptoms. Indeed many patients will indicate quite accurately the aching teeth which have 
brought them to the surgery. To confirm the diagnosis is usually easy and often the expeditious 
removal of the obviously diseased teeth is all that is required.

There are however occasions when the source of pain is not so readily determined. It is 
not uncommon for a patient to ascribe his symptoms to an apparently sound teeth. The extrac
tion of such a tooth at the patient’s request is an easy matter but not altogether adviseable as it is 
likely that the patient will soon return complaining that the wrong tooth has been removed. A 
great deal of explanation will then be required to convince him that the Dentist has only done 
what was asked of him. No one would be so rash as to suggest that a tooth which is clinically sound 
and even radiographically innocent is incapable of causing pain, but such a tooth should be treated 
only after the exclusion of other possible causes. We have often heard the patients complaining 
that his Dentist has extracted the wrong tooth. Therefore it is adviseable for all Dentist to be 
well informed on this subject of referred PAIN which at times is very involved. The question 
of referred pain must always be kept in mind even when the cause of tooth ache is apparently 
obvious. Usually, examination of the remaining teeth will reveal a large cavity in the opposing 
jaw, but seldom if ever in the opposite side of the same jaw. The nature of the Dental nerve supply 
leads to ready confusion between the maxilla and madible but not between the left and right 
except occasionally in the incisor regions. If the intended treatment is extraction and there is 
some doubt as to the source of pain it is seldom justifiable to extract two grossly carious teeth 
when the actual cause of pain lies somewhere else for instance-maxillary Sinusitis or an impacted 
tooth.

For over a decade, I have enjoyed the craft and profession of Dentisty and during that time 
the majority of my new patients who have consulted me have come because of facial pain. Probably 
this is the most common reason for a patient visiting his doctor or a Dentist and to find the cause 
of these symptoms have always necessiated a knowledge not only of the anatomy and physiology 
of the head and neck but also a knowledge of the psychology of the patient as well.

It is interesting to look back over the years and to reflect on how clinical research and 
attitudes have modified the Dentists approach to this problem of pain. Sir Robert Bradlow in 
1939 said, that there is an intimate association between the blood vessels and the nerves of the 
pulp. Incidentally, when I was a student at Durham University, our Dean was that famous teacher 
Sir Robert Bradlow. His fame as a teacher was world wide, he was eccentric to a point but lovable. 
He was a huge fat man who could wallop a three course meal in 3 minutes. To be his student was 
a privilege that has stood me in good stead all my professional life. Prof. Bradlow had a special 
liking to Ceylon students. Begining with Dr. De Jong de Silva, Dr. Samarasinghe, Late Dr. 
Saravanabalasooriyar, Dr. G. C. Bartlett, Dr. Jim Saravanamuttu, Dr. Mrs. Noeliene de Silva and 
my good friend and collegue Dr. Kanagarajah had all done well without exception. Dr. Kanaga- 
rajah was an excellent student. He was very good in his hand work so much so that he could fit 
any inlay to any cavity.

Talking of cavities, I am reminded of my very first day as a student in the Dental Hospital 
when I. was called upon to attend on a blonde female, (don’t ask me her age, as I had forgotten to 
ask her) who came for cleaning teeth. As a preliminary I examined her teeth and discovered a 
large cavity in one of her teeth. I told the patient that this cavity should be filled.

I asked her to wash her mouth and then proceeded once again to have a look at the cavity 
when I found to my astonishment that the tooth itself had disappeared and with that the cavity.



8 SRI LANKA DENTAL JOURNAL

The blonde had in her hand a partial denture which she had removed. I put on a brave face, 
avoided all talk of a cavity and proceeded to syringe her mouth when the water stricking her/mouth 
splashed on to my face and almost blinded my eyes. The blonde instead of laughing loud 
sympathised with me in my plight. The result was pain due to psychological causes. It is thus 
that I was first introduced to the psychological causes of pain in the Dental field. Since then I 
have acquired considerable learning, but I must confess that I am today none the wiser on this 
intricate and complex subject of “PAIN”.

What Exactly is PAIN ? Is it the irritation of the nerve endings ? Is it a pressure on nerve 
ending ? Is it a reaction to stmuli or the interpretation of the stimuli by the Individual s concious- 
ness ? All these and numerous thoughts flash through our minds in an attempt to define PAIN. 
Yet no one has found a correct definition for it. Sir Charles Sherrington stated in 1906 “Pain is 
a physical adjunct of an imperative protective reflex”. Others have called PAIN the guardian 
angel of our health, pointing as it were with its red hot sword to the source of disease. Prof. 
Rowbotham (in 1949) in attempting to define Pain said, “Pain should be regarded as the sensation 
of disagreeableness” . Pain is a common experience and a few if at all have escaped pain from 
teeth, because teeth are the commonest/sites where pain originates. It has been postulated that 
the only sensation which can be evoked by the stimulation of nerves in Dentine or Pulp is Pain. 
In fact any stimulus applied to the tooth could initiate either pain or other sensations which some 
authorities refer to as Pre-Pain. This sensation could be continuous although the stimulus is 
of very short duration. Of all the sensations experienced by man, Pain is accompanied by most 
widespread reaction and can sometimes he said truly to, involve the whole being. The experience 
of pain is a subjective personal sensation which can be described imperfectly to others, whereas 
it is possible to share other sensations e.g. looking, listening, testing, or touching with reasonable 
certainity of the same experience as another person, this is not possible with pain. What is 
described as moderately painful by one person may be unbearable to another or reported uncom- 
forable by the third. This is because the threshold of pain is a variable factor with different 
individuals. It is therefore necessary to rely on verbal descriptions or observations upon a person 
actually in pain and to judge from the descriptions or the reactions the severeity of painful sensation.

With all our attempts to defin PAIN — no one yet knows whether Pain is real or just the 
state of mind.

“There was once a Healer of Deal 
Who said although Pain is not real 
If I sat on a Pin 
And it punctures my skin 
I dislike what I fancy I feel”.

The Mechanism of Pain is another complex problem. How a physical impulse travels from 
the peripheral nerve endings to the brain could well be understood, but how this impulse from 
the brain enters conciousness is not yet known. Many authors have maintained that only specia
lised nerve endings are able to receive pain stimuli. These they consider to be free nerve endings 
found almost in all tissues. According to Mr. John Hilton, “every pain has its distinct and 
pregnant significance if we will but search carefully for it.” To search for, and to observe and 
to record all available data is a facinating and rewarding clinical exercise to the Dentist, but if 
clinical investigations fail to establish the cause of pain then let us direct our therapy to closing 
the gate in an emperical manner by using pharmocological agents to restore the well being and 
happiness of the patient.

I have always had to my own satisfaction, reasonable explanation, anatomical or physiological* 
for the noxious impulse and its causitive pathology, or at least I thought so until I came into 
contact with Accupuncture through Dr. Anton Jayasooriya. This technique of accupuncture 
is not new. For over 5000 years it had been used in China for the treatment of diseases. A 
Chinese medical practitioner in the past was paid only when his patient was well and received no 
fees when he was ill. It must therefore have been generally a successful form of treatment to have 
lasted all these years. Accupuncture is certainly not hyponosis, and the placing of periperal needles 
seems to have no relation at all to known neuro physiological parts, and yet it worked. For/example



a patient who had consulted Neurologists, Neuro-Surgeons, E.N.T., Surgeons, Physicians, 
Physicatrists, hynotics and Dental Surgeons including myself, who still had his pain and was 
advised to live with it as nothing could be done had a short course of Accupancture and was pain 
free thereafter.

It will be realised that whether a Dental Surgeon can stop pain or not will build up or mar 
his reputation. It is therefore necessary to emphasise that in each case of pain the correct and 
careful case history should be taken, followed by clinical examination and where necessary special 
examination, e.g. X-ray of the skull and teeth, bio-chemical and biopsy diagnosis should be made.

Pain in Dental Surgery is a very large subject although it covers only a small field as the
face.

I have however within the short time at my disposal endeavoured to deal with this problem 
briefly in the hope that I could succeed in stimulating your thoughts on this problem which is so 
important in Dental Surgery. If we have learned nothing new perhaps we will at least be reminded 
of what we all tend to forget that a patient is more than a pair of phantom head jaws with certain 
troublesome additions or appendages.

I must now thank you Ladies and Gentlemen for your kind presence and patient hearing.
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TH A N K  YOU.
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Oral Cancer and the Dental Surgeon
K. A. A. S. WARNAKULASURIYA
B.D.s.(Cy.) f .d .s .r .c .s . (Eng. & Edin.) Ph.D. 
Division o f  Oral Medicine,
Dental School, Peradeniyct.

There is a high incidence o f oral cancer 
in most countries o f  the southern and south 
east asia. Sri Lanka is rated  second in the 
world by its incidence o f oral cancer, when 
exoressed as a percentage o f a ll body cancers 
(Pindborg, 1976). A study o f admission, 
records a t M aharagama Cancer Institu te  
reveal tha t 30—40 percent o f a ll neoplasms 
occur in the m outh in Sri Lanka (Nissanka, 
1976). In the western countries oral cancer 
comprises 2—3 percent o f to ta l body 
neoplasms.

Imp ortance o f oral cancer lies in its m orta
lity rate . In England and Wales, during, 
the years 1962-67 for in tra  oral neoplasms 
the ratio  o f deaths (D) to number o f Registra
tions (R) i.e. D/R ratio  was around 0.6 
(B/nnie et al., 1972). With ‘poorer facilities 
and less well informed public, resulting in 
delayed treatm ent, the m ortality  rate in Sri 
Lanka can expected to be higher.

The term oral cancer is used in general 
to describe a ll forms o f malignant disease in 
the mouth including carcinomata, melano- 
m ata, sarcom ata, lymphomas, odontogenic 
and salivary gland tumours. However, 
squamous cell carcinoma accounts for about 
90 percent o f a ll  cancers in the oral cavity

The dental surgeon has an im portant role 
to play during the stages o f diagnosis, of 
treatment and rehabilitation o f patients 
afflicted with o ral cancer, and cancer of 
oro-pharynx, the jaws, maxillary antrum 
and salivary glands. The role o f the dental 
curgeon in oral health education which may 
contribute towards the control o f oral 
cancer is o f importance a t the community 
level. I t  is proposed to discuss some aspects 
o f management in order to bring about an 
increase in awareness among health  pro
fessionals, which may contribute towards 
reducing morbidity and m ortality resulting 
from oral cancer.

Diagnosis
Relatively few patients with oral cancer 

survive for long unless i t  is recognized a t an 
early stage (Cawson, 1972). One m ust 
remember the possibility of cancer o f the 
mouth particularly in the over 40 age group, 
and carefully look for lesions which are at 
suspect. Who could be better than the 
dental surgeon to  examine the m outh pro
perly, provided he trains him self to get 
away from looking only a t teeth  (Coffin 
1964).

In the oral cavity, squamous callcarcinom a 
clinically presents as an induration, an 
ulceration or a mass which is exophytic or 
fungating. C linical diagnosis o f advanced 
lesions o f oral cancer is not too difficult as 
signs and symptoms o f the disease are quite 
obvious. These include trismus, halitosis 
immobility o f the tongue, bleeding, mobility 
o f  teeth, and delay in healing o f  extraction 
sockets, depending on the site and the exten
sion o f the tumour. However, early lesions 
manifesting as white and red areas, ulcers 
and erosive patches, deep fissures and growths 
need to be carefully investigated in order to 
pick up cancer in treatable stages. In  Sri 
Lanka, buccal mucosa and commisure, 
la tera l borders o f the tongue, sulci and 
retro m olar areas (in tha t order), appear 
to  be the m ost predominant sites o f malign
ancy (Warnakulasuriya, 1979). These areas 
particularly should be carefully examined in 
good light.

Examination o f  the mouth for detection 
o f malignancy o f softtissues, should include 
the following s ta g e s ; W ith the m outh 
partially  open (1) everting the lips with 
examiner’s fingers and examination o f labial 
mucosa and sulci. Having opened the 
mouth, using two m outh mirrors for exami
nation, (2) inspection o f buccal mucosa, 
commisure, gingiva, alveolus and retro molar 
area, (3) inspection o f palate  and dorsum 
o f tongue (4) wrapping gauze around the 
tip  to  hold the tongue, pulling i t  gently 
towards the examiner to inspect the posterior
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third, then moving it side to side to inspect 
the lateral borders and lifting the tongue 
(toexamine the under surface and finally 
w5) examining the floor of the mouth. Areas 
which are suspicious looking need to be 
carefully palpated to check for the important 
sign of induration which is associated with 
malignant changes.

When a patient presents to a dental 
surgeon with symptoms related to neoplastic 
disease, due to neglect in proper examina
tion, missing a cancer of the mouth and 
instead extracting teeth to relieve symptoms 
of pain or mobility, leadsto delay in diagnosis 
and perhaps possible spread of the tumour. 
Mobile teeth in an otherwise healthy, firm 
dentition should always arouse suspicion 
of a primary growth or malignant metastasis 
(Killey and Kay, 1977). An intra-oral 
radiograph of the affected area may be of 
value, to ascertain the nature o f the under
lying pathology when one is in doubt.

Biopsy o f suspected lesions is o f import
ance in confirming the clinical diagnosis 
and should be undertaken by the dental 
surgeon whenever an intra-oral malignancy 
or a lip cancer is detected.

Oral premalignant lesions are well 
described in the dental literature (Mac 
Donald, 1975). Following longitudinal 
studies, malignant transformation in oral 
leukoplakia (homogeneous, speckled, ul
cerated, syphilitic and candidal), in eryth- 
roplakia, in submucous fibrosis and in 
erosive lichen planus, have been reported. 
Patients recorded as having these lesions 
should be carefully followed up and re- 
iaspscted at 3 to 6 monthly intervals, to 
detect any changes which may well proove 
to be early cancer.

Treatment

Treatment o f oral cancer is by radio
therapy, surgery and chemotherapy. Recent
ly, cryotherapy has been utilized. A team 
approach in an oncology unit is the best 
way of instituting therapy and the dental 
surgeon should not take the full responsi
bility o f treatment of cancer. However 
the dental surgeon has an important role 
in the management o f oral cancer patients 
as a member of this team. His services may 
include extraction of teeth in preparation

to radiotheraphy, carrying out an intro-oral 
biopsy, construction of radiation therapy 
appliances (the locators, carriers and stents), 
participation in resection operations and 
management o f local effects o f radiotherapy 
such as mucositis and xerostomia. While 
using chemotherapy as these agents are 
generally cytotoxic, effects of bone marrow 
depression may be evident in the oral cavity 
and gingival bleeding is common. Oral 
candidal infections are also known to occur 
during this phase of treatment and proper 
oral prophylaxis and care is required.

After-care

Treatment for neoplastic disease should 
always be associated with after care and 
follow up. Following radiotherapy during 
the initial post treatment phase, patients 
need a fair degree o f advise and care on 
oral prophylaxis, as the oral mucosa] tissues 
are fragile and ulcerated. Extraction of 
teeth in the inadiated area should be com
pleted before the lapse o f two months as 
bone tends to be sclerotic thereafter. Care 
of remaining teeth is of vital importance as 
dental caries following irradiation is com
monly seen in the cervical third o f teeth 
probably due to the effects of xerostomia. 
Restoration of such decay should be taken 
up during follow up visits.

If further extractions are needed in an 
irradiated jaw, to prevent osteo radio 
necrosis, extreme care should be taken and 
it is perhaps appropriate that the patient 
is seen by a dentalconsultant. Prophylactic 
antibiotic therapy for a week prior to 
extraction ofteethis recommended. Avoiding 
infilteration anaesthesi and minimising 
trauma to the jaw during extractions may 
help in avoiding necrosis o f the jaw. It is 
also recommended to continue the antibiotic 
till wound healing is complete. With con
servative treatment the course o f necrosis 
can often be short lived and good oral 
hygiene is imperative. Gentle removal of 
bone spicules may aid in healing. When 
conservative treatment fails marginal or 
partial resection may be indicated to elimi
nate necrotic bone.

The dental surgeon, certainly has a specific 
role in providing the necessary prosthesis 
for patients who have been treated for 
cancer o f the mouth. Designing and con-
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struction o f obturators for correction of 
deficiencies following surgery for maxillary 
sinus tumours and prosthetic treatment for 
correction of facial deformities following 
resection o f the madible, should be under
taken when the treatm ent for neoplastic 
disease is complete. The construction of 
dentures or other appliances for post- 
irradiated patient present some peculiar 
problems, unlike those encontered in the 
usual dental practice (Drane and Rahn, 
1967). Daring the la ter follow up visits 
the dental surgeon while making necessary 
adjustments to the prosthesis w illalso able 
to have a close check on possible recurrence 
o f the neoplasm which may need referral 
for further therapy.

Health Education and Oral C ancer

Association o f betel chewing and tobacco 
habits in the development o f oral cancer is 
well established. Therefore, oral cancer 
perhaps can be considered as a preventable 
disease to some extent. Educating the 
public regarding elimination and reduction 
o f betel and tobacco usage, may play a 
v ital role in reducing the incidence o f oral 
cancer. Sepsis and irritation from sharp 
edged teeth are also implicated in the aetio
logy o f this disease, and proper dental care 
and oral hygiene prophylaxis needs to be 
strengthened a t the peripheral level. The 
dental surgeon should assume the role of 
the primary health  care professional in 
delivering this message to the community.

Conclusions

Advanced squamous cell carcinoma of the 
oraleavity presents a considerable problem

in management. In tra oral cancer has a 
high mortality rate  and effective palliation 
is difficultto achieve. Cooperation ofseveral 
health professionals in various disciplines 
such as radiotherapy, surgery, dentistry, 
otolaryngiology and oncology is essential 
to carry out a proper treatm ent plan. The 
role o f the dental surgeon as a member of 
this team and further a t the community and 
peripheral units from the view point of 
early diagnosisand prevention o f the disease, 
is clearly evident.

REFERENCES :

1. Biunie, W. H., Cawson, R. A., Hill, G. B., and 
Soaper, A. E. (1972) Oral cancer in England and 
Wales. A national study of morbidity, curability 
and related factors. Office of Population Census 
and Surveys : No. 23, H.M.S.O. London.

2. Cawson, R. A. (1970) in Essentials of Dental 
Surgery and Pathology 2nd ed., J & A Churchill, 
p 254.

3. Coffin, F. (1964) Brit Dem J.. 116, (5), 191.
4. Drane, J. B. and Rahn, A. V. (1967) Maxillo 

facial Prosthesis. In Cancer of the Head and 
Neck. Ed Maccomb, W. S. and Fletcher, G. H. 
Williams and Wilkins, Baltimore, p 517.

5. Killey, H. C. and Kay, L. W. (1977) In the 
Prevention of Complications in Dental Surgery 
2nd Ed., Churchill Livingstone, p 159.

6. MacDonald, D. G. (1975) Premaiignant Lesions 
of Oral Epithelium, In Oral Mucosa in Health 
and Disease. Ed Dolby, A. E., p 335-369.

7. Nissanka, S. (1976) Incidence and Pattern of 
Cancer in Sri Lanka. In Cancer in Asia. Ed 
Hirayama, T., Univ. Tokyo Press, Tokyo.

8. Pindborg, J. J. (1976) Int Dent J. 27, (2) 172-178.
9. Warnakulasuriya, K. A. A. S. (1979) Clinical 

Aspects of Oral Cancer in Sri Lanka-Current 
Research Report. In 35 th Ann. Sess. Sri 
Lanka Ass for the Adv. Sc.



c lDitl\ tlle (Compliments

DENTAL & PHARMACEUTICAL INDUSTRIES Ltd.
Bogolla Building 
ianadipathi Mawatha 
Colombo I.

T’phone
29942
29382



Now new!

SUPERDENT Super WhKe 
Toothpaste brings a new experience 
to the whole family 
SUPERDENT Super White Toothpaste 
formulated to ensure strong white 
teeth and healthy gums 
SUPERDENT calls a halt to tooth decay 
and protects gums with its real mint 
flavoured goodness

Go ahead - SMILE with confidence
with SUPERDENT Super White Toothpaste.
the Toothpaste made for the whole family.

Marketed By

D. A. ABEYSINGHE & Co,
377, Darley Road Colombo 10

TELEPHONE. 95237 93673 & 93674



t

<~lOitk the 0

Lever Brothers(Ceylon)Ltd.



SRI LANKA DENTAL JOURNAL 17

A Study of the Eruption Time and Pattern of Teeth 
in Sri Lankan Children
By SIROMANI ABAYARATNA,
b .d .s . (Cey.) h .d .d . (Cey.), d .p .h .d . (Sydney) ..

Everyone one o f us is faced with teething 
troubles a t some stage o f our lives, be it 
literal or metaphorical. Eruption as the 
Oxford Dictionary defines, is “breaking 
through the gums” . Eruption o f the per 
manent teeth, commences a t the age o f six 
years. This is considered an important 
milestone in a childs life. From then on
wards the eruption pattern continues a t the 
rate o f a “ tooth per year” . The eruption 
time and pattern can vary in relation to 
such differences as race, ethnic group, sex, 
dietary factors and socio —economic levels.

The time o f emergence o f each tooth can 
vary widely. O ily those deviations which 
are considerably outside the normal range 
can be considered as pathologic. Retarded 
eruption is by far more frequent than accele
rated eruption and many have a local or 
systemic etiology. Many an anxious parent 
will rush his beloved offspring for medical 
advice if  the anterior teeth fail to erupt. A 
knowledge o f the range o f the eruption 
times becomes handy when dealing with 
such parents. The eruption o f teeth is part 
of grneral development and growth and 
therefore the progressive eruption o f teeth 
may serve as an indicator o f the physical 
condi.ion o f a growing individual. This 
co-relation can be used medico-legally, as a 
measure o f development and maturity with
out respect to  absolute size (7). Amongst 
those persons who are vague as to  their 
actual age, dental eruption can be co-related 
to skelffal m aturation rates, thus enabling 
one to adjudge age with fair accuracy.

The eruption time and pattern currently 
in use in this country has been fixed accord
ing to British and American standards (6). 
The main object of this study was to  confirm

whether the standards at present in use for 
the permanent dentition are fully applicable 
to the Sri Lankan pcpulaticn. A small 
scale survey was undertaken to ascertain 
this.

Method

This study was carried cu t in 1977 and 
the children for i t  were selected frcm among 
the registered patients who attended the 
childrens clinic, a t the Dental Nurses 
Training School, Maharagama, for routine 
treatm ent. They were all between the ages 
o f four and thirteen years. Twenty two 
trainee nurses were assigned the task of 
detecting the teeth th a t were erupting and 
their observations were checked by a Dental 
Surgeon. A tooth was classified as erupted 
if  any portion o f the crown had penetrated 
the oral mucosa. The chronological ages 
were recorded upto the nearest month. This 
was then checked with the record sheet, 
where the childs date of birth had been 
entered at the time of registration.

A to ta l o f 1500 chlidren were examined 
over a period of five months. The stages 
o f eruption were divided into two for pur
poses o f clarification. Teeth that had the 
tip o f a cusp ju s t piercing through the 
gingivae were placed in one category ar.d 
the teeth where the entire occlusal surface 
or incisal edge was exposed, placed in the 
second category.

The investigation was confined to those 
permanent teeth whose deciduous predeces
sors had exfoliated naturally, thereby elimi
nating the external factors which influence 
eruption.
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THE NUMBER OF CHILDREN EXAMINED AND THEIR MEAN AGES OF ERUPTION

TOOTH

1st Molar 
1st Molar 
1st Incisor 
1st Incisor 
2nd Incisor 
2nd Inci sor 
1st Bicuspid 
IstBiscuspid 
2nd Biscuspid 
2nd Bicuspid 
Canine 
Canine 
2nd Molar 
2nd Molar

Category 1 Category 2
Mean o f 
1 & 2 in 

years ? monthsJAW Number
examined

Mean
Age

Number
examined

Mean
Age

Lower 46 ... 6.33 71 . . 6.37 ... 6 yrs 4 mts
Upper 17 ... 6.04 27 .. 6.73 ... 6 y rs6 m ts
Lower 30 .... 6.8 56 . 6.93 ... 6 y rs l0 m ts
Upper 33 .... 7.36 68 7.57 ... 7 yrs 6 mts
Upper 21 .... 8.13 83 ... 7.29 ... 7 yrs 6 mts
Lower 34 . 7.89 .... n o  ... 8.13 ... 8 yrs 1 mts
Upper 72 .... 9.64 65 ... 9.8 ... 9 yrs 9 mts
Lower 66 .... 10.18 .... 103 . 10.18 ... 10 yrs 2 mts
Upper 34 .... 10.21 47 ... 10.49 ... 10 yrs 4 mts
Lower 31 .... 10.46 31 ... 10.55 ... 10 yrs 6 mts
Lower 74 .... 10.38 87 ... 10.64 ... 10 yrs 6 mts
Upper 67 .... 10.98 64 .. 10.98 ... 11 yts
Lower 51 . 10.86 56 . 11.17 ... 11 yrs

Upper 19 .... 11.01 37 ... 11.29 ... 11 yrs 2 mts

Results

The d a ta  was compiled and the mean 
eruption age was determined by averaging 
the individual estimations. Lateral differ
ences in eruption ages o f both maxillary and 
mandibular teeth are small and therefore 
the data obtained for both left and right, 
sides was combined.

Sex

The teeth are essential for good speech 
and proper enunciation. Does the early 
eruption o f teeth in the fairer sex bear any 
relation to the constant wagging o f their 
tongues and the g ift o f  the gab they have 
been so richly endowed with ? Whatever 
the cause may be, there is an affirmed sexual 
bias for earlier eruption o f teeth in females 
The differences in mean eruption dates 
between the sexes has been established as 
statistically significant (4). As this was 
meant to be a very elementary study the 
differences in sex were not recorded.

AGES OF ERUPTION OF PERMANENT TEETH 
COMPARED WITH DATA FROM THE STUDY 

OF LOGAN

Upper

Tooth Logan U,S,A, Sri Lanka

1
range mean

.... 7-8 yrs .... 7 yrs 6 mts
2 .... 8-9 yrs .... 7 yrs 6 mts
3 .... 11-12 yrs .... 11 yrs
4 .... 10-11 yrs. .... 9 yrs 9 mts.
5 .... 10-12 yrs. .... 10 yrs 4 mts.
6 .... 6-7 yrs. .... 6 yrs 6 mts.
7 .... 12-13 yrs. .... 11 yrs. 2 mts.

Lower

1 .... 6-7 yrs. .... 6 yrs. 10 mts.2 .... 7-8 yrs. .... 8 yrs. 1 mt.3 .... 9-10 yrs. .... 10 yrs. 6 mts.4 .... 10-12 yrs. .... 10 yrs 2 mts.5 .... 11-12 yrs. .... 10 yrs. 6 mts.6 .... 6-7 yrs. .... 6 yrs. 4 m ts-7 .... 11-13 yrs. .... 11 yrs.

Jaw Differences

It is an accepted fact that the eruption of 
the mandibular teeth preceedes tha t o f the 
maxillary teeth. In the sample o f Sri 
Lankan children examined too, a ll lower 
teeth erupted earlier than the uppers, with 
the exception o f the lateral incisor and 
bicuspids, for which the reverse was recorded. 
The upper lateralincisor erupted six months 
prior to thelower.whilethe premolar showed 
a similar time lag. This pattern o f madi- 
bular precedence, except for the premolars 
occurs in the studies of Clements (2), Cohen
(1) and others (8).
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SEQUENCE OF ERUPTION OF PERMANENT TEETH IN CHILDREN OF DIFFERENT
RACIAL GROUPS

Upper Jaw Lower Jaw

M M Pm Pm C I I I I C Pm Pm M M
Heilman (5) — Anieri can .... 14 2 11 9 10 6 4 1 5 7 8 12 3 13
Clements (2)— English .... 13 2 12 7 11 6 4 1 5 8 9 14 3 10
Dahlberg (3) — Pima Indian .... 14 2 11 7 13 6 5 3 4 9 8 12 1 10
Present Study — Sri Lankan .... 14 2 9 7 12 5 4 3 6 11 8 10 1 13

Eruption time and pattern

The commanly used range given by 
Logan and Kronfeld (6) has been quoted 
by many authors, and i t  may not apply to 
every population. In this study it has been 
established as shown in the above table, 
that the same values apply to a great extent. 
But however the following variations Were 
observed.

(1) The Canine showed a tendency to 
erupt after the bicuspid. In a large 
number o f  cases i t  was impacted, a 
feature which according to folklore 
hails good luck and fortune. In the 
table showing the sequence o f erup
tion o f  permanent teeth o f children 
in different racial groups, the Pima 
Indian children (3) exhibited a simi
larity. A llo ther studies in Australia, 
New Zealand, Britain and America 
showed th a t the canine erupted prior 
to  the 2nd bicuspid.

(2) The second M olar o f Sri Lankan 
children commenced eruption in the 
10th year and was complete in the 
early part o f the 11th year. There 
were no periods o f quiesence observed 
Eruption continued uninteruptedtill 
the permanent dentition was complete 
a t the early age o f 11 years.

(3) The upper lateral incisors showed a 
tendency to erupt 7 months prior to 
the corresponding lowers. This was 
the only feature peculiarto our country.

Summary

From the above study it can be concluded
that :-

(1) The canine showed a tendency to 
deviate from the normal Western 
pattern and consequently the age of 
eruption too was delayed in the South 
East Asian countries.

(2) The Sri Lankan children had a com
plete dentition a t the age o f 11 years.

(3) The upper lateral incisors erupted 
earlier than in all the other studies.
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Systemic and Topical Fluorides in the Prevention of 

Dental Caries —  A Review

L, C. L. PEIRIS, B.D.S. (Cey.) 
Division o f Conservative Dentistry, 
Dental School,
University o f  Peradeniya.

Introduction

Man first learned about the inter-relation
ship between fluorides and tooth enamel in 
the early part o f  the twentieth century. The 
element Fluorine in its ionic form has two 
remarkable influences on teeth : the first 
is a strong inhibition o f dental caries, and 
the other, with higher doses, a disturbance 
o f enamel formation which is called dental 
fluorosis, or mottling o f enamel.

Community Water Fluoridation

In the 1930’s it was found that an inverse 
relationship existed between endemic dental 
fluorosis and dental caries. A study by 
Dean (1939) showed that caries experience 
in two cities where watercontained 0.2 p.p.m. 
fluoride was more than twice as high as that 
in two cities where watercontained 1.8 p.p.m 
fluoride.

Once it was evident that the prevalence of 
dental caries in natural fluoride areas was 
markedly low, in comparison to non
fluoride areas, experiments were initiated by 
adding Fluorides into the water supply of 
non-fluoride areas. Arnold et. al. (1962) 
reported that caries experience in 15 year 
old children in an artificially fluoridated 
areafe llfrom  12.48 DMF teeth per mouth 
in 1944 to 6.22 DMF teeth per mouth in 
1959 — a reduction o f  approximately 50%.

There is an abundance of literature availa
ble to prove beyond doubt that community 
water fluoridation is a safe and effective way 
o f reducing caries. Although considerable 
opposition still exists to community fluori
dation, a recent survey shows that more 
than 150 million people in more than 30 
countries are drinking optimally fluoridated 
water (Scobie—1971).

In 1958 a WHO committee of experts 
reported that drinking water containing 
about 1 p.p.m fluoride had a marked caries 
preventive action and that controlled fiucii- 
dation o f drinking water is a practicable 
and effective public health measure.

The chief problem in community wates 
fluoridation is the non-availabilty of a 
method to bring systemic fluorides to people 
living in remote areas where it is impossible 
to fluoridate the water. To overcome this 
difficulty some alternative methods can be 
made use of.

Dietary Supplements of Fluoride Tablets
It has been recommended that fluoride 

tablets should be taken daily from birth to 
the age o f twelve years in order to achieve 
a caries-preventive effect. However, the 
fact that both children and parents find it 
difficult to follow this strict regimen has 
reduced the usefulness of fluoride tablets as 
an effective preventive measure.

Commercially available fluoride tablets 
contain 2.2 mg Sodium Fluoride which is 
supposed to yield 1 m gF. The recommended 
dosage is half a tablet in the first two years 
o f life and thereafter one tablet, daily. It is 
suggested that tablets should be chewed or 
dissolved in the mouth and that the teeth 
should be rinsed with the resul;ant solution 
before swallowing.

Addition of Fluorides to Salt
According to Muhlemaun (1967) the 

upper extreme of individual habitual salt 
ingestion by healthy children up to eight 
years is not more than 5 g salt per day. 
This means that 300 mg o f F should be 
added to 1kg o f salt to obtain a caries- 
preventive effect.
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Fluoridation of Milk

A few studies have been reported about 
the efficacy o f fluoridated milk and one by 
Rusoff (1962) showed that the DMF count 
in second m olars and the two pre-molars 
after three and a h a lf  years’consumption of 
fluoridated milk was 0.34 whereas in the 
control group the DMF was 1.70.

In Switzerland, bottles containing 0.22% 
NaF solution were made available to the 
public in pharmacies, and parents were 
advised to add 1 ml o f this solution to 1 
litre o f  milk in order to get 1 p.p.m of 
fluoridated milk.

Wirz and Ziegler (1964) reported that 
dental caries was lower in children who had 
consumed milk containing 0.625 mg fluorine 
in 250 ml o f milk for a period o f six years.

School Water Fluoridation

Among the many reasons why school 
water fluoridation is not a very effective 
method of bringing fluorides to children 
are :

(a) Normally children start schooling only 
when they are five to six years old, and

(b) They do not have to attend school 
everyday o f the year.

Therefore to compensate for this partial 
exposure to fluorides, Horowitz (1973) 
recommends that the fluoride concentration 
in school water should be four and a half 
times the optimum indicated for community 
fluoridation.

After twelve years o f school water fluorida
tion at 5.0 p.p.m or four and a h a lf  times 
the optimum recommended for community 
fluoridation children in Elk lake, Pennsyl
vania, demonstrated 40% lower DMF sur
faces than their counterparts in the surround
ing areas. (Horowitz et al (1972).

Fluoride — Vitamin Supplements
When vitamins such as \ i t ,  A,B, C, and 

D are added to fluoride tablets it has been 
found tha t consumption has been greater 
than when tablets containing only fluorides 
are used.

Fluoride — Containing Dentifrices

Many people a ll over the world use a 
toothpaste and therefore the addition of 
fluorides to toothpastes seems to be a very 
practical way of delivering fluorides to 
teeth.

On the basis o f numerous studies done 
since 1940 it can be concluded that fluoride 
toothpaste has the ability to reduce dental 
caries in the range of 15% to 30%.

Compounds such as Sodium Fluoride, 
Stannous Fluoride, Acidulated Phosphate 
Fluoride, and Sodium Mono-Fluoro-Phos- 
phate have been incorporated into tooth
pastes and tested for their efficacy in caries 
reduction. The latest addition to this line 
o f compounds is Amine fluoride which is 
supposed to have a great affinity for enamel 
thereby increasing the fluoride intake by 
surface enamel. Herman and Muhlann 
report that Amine fluoride has an anti- 
enzymatic action on plaque. Generally the 
levels o f fluoride have to be kept in the 
region o f 0.1% to 0.4% in toothpastes and 
Koch (1970) suggests that any caries-in
hibitory effect o f fluoride toothpaste is 
reliant on regular and sustained applications

Self-Applied Fluorides

1. Mouth rinsing With Fluoride containing 
solutions

Results o f studies performed in USA 
Britain and some Scandinavian countries 
show that fluorides incorporated into a 
mouth-rinse in varying concentrations o f
0.05% to 0.25% have a caries inhibitory 
effect. It is recommended that m outh
rinsing with dilute solutions o f neutral 
Sodium Fluoride, either weekly with a 0.2% 
solution or daily with a 0.05% solution is 
effective. A simple prescription is as 
follows :

For a 0.05% NaF mouth-rinse :
Sodium Fluoride U.S.P. 250 mg 
Sodium Saccharin N.F. 200 mg 
Water 500 ml

(two teaspoonfuls o f solution should be 
used to rinse the mouth for one minute daily 
immediately after tooth-brushing).
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2. Fluoride Gels in Mouth-pieces

Englander and his co-workers (1969) 
have been successful in getting striking 
reductions o f 80% and 75% in incremental 
DMF surface scores with neutral NaF gel 
and an acidulated phosphate sodium fluoride 
gel respectively. The subjects used plastic 
mouth-pieces for both jaws filled with the 
respective gels for six minutes each school 
day for two consecutive years.

3. Tooth-brushing with Solutions and Gels 
containing Fluorides

Supervised brushing o f the teeth approxi
mately five times a year with concentrated 
solutions or gels o f fluorides is an effective, 
method of caries prevention (Berggren and 
We lander (1960), Bullen et. al (19 ) .
M athaler (1970) and Goaz(1966)).

4. Tooth-brushing With Fluoride-contain
ing Prophylactic Pastes

One year after a single self-application of 
a Stannous Fluoride — Zirconium Silicate 
Prophylactic paste (containing 9% Stannous 
Fluoride) the subjects developed an average 
o f 1.24 fewer DMF surfaces than the control 
group. (Muhler-1970).

Some researchers are o f the view that 
applications should be done even more than 
twice a year to get a more definite effect. 
I t  has been stated that regular brush-in 
programmes should be organised concur
rently with these programmes.

Professionally — Applied Fluorides

1. Professionally — applied Fluoride 
Solutions

The recommended technique for applica
tion o f  a Sodium Fluoride solution is as 

follows :

(a) Clean the clinical crowns with a 
standard prophylactic paste applied 
in a motor-driven rubber cup.

(b) One-half of the mouth should be 
isolated with cotton wool.

(c) Teeth are dried with compressed air.
(d) A 2% Sodium Fluoride solution is 

applied to the teeth.

(e) The solution is permitted to dry on 
the teeth for 3 minutes.

(/) Second, third and fourth applications 
not preceded by a cleaning o f  teeth 
are given at weekly intervals beginning 
approximately one week after the 
initial application. A series o f four 
treatments is recommended at ages 
3, 7, 11 and 13.

Similarly, 8% Stannous Fluooride and 
Acidulated Phosphate Fluoride 1.2 % availa
ble fluoride in 0.1m phosphoric acid at a 
pH of 3) solutions sould be used.

2. Professionally applied Fluoride Gels

Though the ultimate resultsare no different 
from those ofsolutions, these were developed 
because it was thought that their viscosity 
would make them easier to handle. A  
plastic, wax or foam tray is very useful in 
handling the gel.

3. Professionally— applied Prophylaxis 
Pastes

The addition o f fluoride into a compatible 
prophylaxis paste is another method which 
can be used to control caries.

Bixler and Muhler (1966) reported that 
there is an anti-caries effect when Star.nous 
Fluoride—lava pumice prophylaxis paste 
is used for three years semi-annually. In 
the American market there are two other 
therapeutic prophylaxis pastes which have 
been introduced recently. They are an 
Acidulated Phosphate Fluoride— silicone 
dioxide paste and a Stannous Fluoride- 
Zirconium silicate paste.

In Swedish School children- Axellson & 
Lindhe (1974) have succeeded in getting 
virtually plaque-free teeth and gingivitis a 
its minimum with no new carious cavities 
after using 5% Mono-fluoro-phosphate 
prophylaxis paste a t two weeks1 intervals.

It should be kept in mind that a prophy
laxis will remove 3-4 micron thickness o f 
surface enamel which is rich in fluorides. 
Therefore it should always be followed by 
a topical application o f a cocentrated 
fluoride solution.
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Fi.ially, commercially prepared fluoride 
varnishes and coatings are available parti
cularly in the European market. Some of 
these are Duraphat, Elmex Protector, and 
Epoxy lite.

Conclusion

Fluorine could be made available in 
agents which are commonly used by man 
such as water, milk, salt, toothpastes and
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Denture Needs of Two Sample Populations in Sri Lanka
M. T. M. JIFFRY,
Departmen I of Physiology,
F(u ulty of Medicine,
Un iversi ty of Peraden iya,
Sn Lanka ; g  SHIVANTHA & R- J LAWRENCE

second year mcdicalstudcnts

Introduction

Tooth loss results in the functional 
derangement of the or am is'.icatory complex. 
Therefore at any age level lost teeth has to 
be replaced immediately. However, there 
has been no studies done to examine the 
need for dentures in Sri Lanka. The infor
mation obtained from such a study would 
be invaluable in reorganising the delivery 
o f oral health care. O.a realising the 
importance o f such information this pilot 
survey has been undertaken by two second 
year medical students as part of their physi
ology project work.

A proper island wide survey of this nature 
passes obvious obstacles due to lack of 
funds, time and personnel. Therefore this 

study w as c onducted in two sample popula
tions in Sri Lanka, to estimate the need for 
dentures. The areas selected were villages 
called (A) Urumpirai and (B) Yayahatara 
in Jaffna a od Rataapuadistrietsrespectively.

Materials and Methods

A questionnaire was prepared to get the 
following information o f the subjects, (i) 
age. (ii) sex. (iii) whether they have the full 
complement of natural teeth or dentures 
and (iv) whether partial or full dentures 
needed. The questionnaire was used as a 
guide to interview the subjects and also to 
compile data. In each village the survey 
was done by interviewing all those above 
20 years o f age. The assistance of a villager 
who new the area and people, has been 
obtained in both villages.

Results

The main features of the two populations 
are shown in Table I.

Smte o f the males in village ‘A’ (Urum
pirai) could not be interviewed since they 
were working in outstatiens. However 
most of the men in village ‘B (Yayahatara) 
are farmers and available for interview. In 
both villages the percentages of toothloss 
when plotted againstthe age groups, showed 
two peaks ; one around 35-45 yrs and the 
other over 55 yrs. The tooth loss pattern 
amongst m; 1 s in both villages is shown in 
Figure I. A similar pattern emerged when 
the same was plotted for females in both 
villages. However, in village ‘A’ the inci
dence o f tooth loss was apparently high 
amongst females than in males, whereas 
it was vice-versa in village ‘B’. The differ
ence between the total percentages of tooth 
loss in both villages was net significant.

In village ‘A’ 37.5% needed partial 
dentures whereas in village‘B’43% needed 
them. The above difference is not significant 
(p>0.05). Nevertheless, it should be 
noted that in village ‘A’ more than 50% of 
the subjects brushed their teeth once a day. 
Surprisingly, in village ‘B’ only one person 
used a tooth brush.

In village ‘A’ for every denture wearer 
there are 7 subjects who needed dentures 
whereas in village ‘B’ this ratio was 1:13.

Discussion

The subjects in the two villages depicted 
two different social classes. In village ‘A’ 
(Urumpirai) it was an urbanised population 
whereas in village ‘B’ (Yayahatara) 90% 
of the adult males were farmers. The 
motivation for proper oral hygiene was 
observed to be high amongst villagers in 
Urumpirai (A) than in Yayahatara (B). 
since in the former village 50% or more 
people brushed their teeth twice a day. 
However this increased tendency o f tooth
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brushing has not produced any significant 
change in the tooth loss pattern. This may 
be due to one or more o f  the following 
reasons.

(1) Ineflnent brushing technique adopted 
b / subjects in village ‘B’.

(2) A difference of once a day tooth 
brushing and twice a day brushing 
may not produce a significant differ
ence in the degree o f tooth loss.

(3) It may be that the natural fluoride 
content in village ‘B’ is relatively 
higher than that o f village ‘A’.

The bimodal appearance o f the tooth loss 
pattern having the first'peak around 37 
years and the second peak at 53 years may 
be due to two different causes. The first 
may be due to caries and the second peak 
may be due to periodontal disease.

In the present survey in both villages 
about 49 45% of the subjects (ef. table 1- 
rows 3, 4 and 9) who needed dentures were 
above 35—40 yrs. in age. In other words, 
the greater incidence o f tooth loss and 
denture needs have been shown amongst 
subjects over 35 years. This is in accordance 
with the observations made by Bulman 
et al., (1953) amongstsubjectsin Darlington 
and Salisbury where 96% of those above 
35 yrs, needed some kind o f dentaltreatment.

In both villages when the tooth loss 
pattern and the need for dentures were 
compared (eg. Figures I and II), there was 
no significant difference between the two. 
This i i ii cates that the restoration o f lost 
teeth have not been instituted amongst our 
villages. Further evidence for this notion 
may be based on the apparent ratio between 
denture wearers and those who need den
tures, which was found to be 1;7 and 1:13 
for villages A and B respectively.

On a survey done in England (Beal et al., 
1977) it has been shown 30.1 % o f the popula- 
ion was eic itu lous. Our figure indicates 
it is about 15%, and this low figure may be

due to the smaller sample population in 
our study. It also should be noted that we 
did not come across any edentulous subjects 
below the age o f 45 years, although other 
studies indicated the occurance of edentul
ous state also amongst younger age groups. 
However the need for dentures amongst the 
elderly (—65 yrs.) in England was about. 
4% (Rise et a l., 1978), whereas this was 
about 50% in our population, indicating the 
urgent need for the replacement oi lost 
teeth within our population.

Finally it should be observed that our 
figures completely depended on an interview 
type survey although ideally it should have 
been accompanied by a clinical examination. 
But, Beal et al, (1977) also have performed 
a similar type of survey, in England, and the 
data we obtained from the two villages 
could thus be justified.

Summary

An interview type o f survey has been 
conducted in two sample populations, in 
Sri Lanka. In both villages the apprant 
need for dentures and the tooth loss pattern 
was found to be almost similar indicating 
that the lost teeth has not been replaced. 
This indicate the delivery of oral health 
care to our population has to be further 
strengthened.
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TABLE t —THE INCIDENCE OF TOOTH LOSS AND DENTURE NEEDS IN VILLAGES A AND B

Village ‘A’ Village ‘B*
{URUMB1RAI) (YAVAHATARA)

1. Total population interviewed (>20yrs.) 200 235
2. Percentage of males .... 42% 61.3%
3.' Subjects with full complement of teeth 46.5% 46.8%
4. Subjects who need partial dentures 37.5% 43%
5. Subjects who need full dentures 16% 10.3%
6. Percentage of population who brush their teeth . . .

i. Once a day 42.5% 97%
ii .  twice a day 45.5% 1.3%

ii i .  thrice a day .... 6.5% —
7. Percentage who use tooth—bruhs ... 70% 0.3%
8. Lowest age group observed to have shown fully edentulous state 40-44 yrs. 50-54 yrs.
9. Percentage of subjects below 40 yrs and who need dentures 5.5% 15.3%

(Fig. I .)— Comparison o f the percentages o f one or more tooth loss amongst males above 20 yrs. age in villages
A {Shaded) and B (non - shaded) .

Fig. I I .— Comparison o f the need for dentures between males {Non-shaded) and females {shaded) above 20 yrs
in village A.
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A Study on the Extraction of Teeth in the Dental Clinics :
DR. J. RAMANATHAN, B.D.S. Ph.D.

Patients visiting the Dental Clinics invaria
bly present with a complaint o f tooth ache. 
Extraction o f the tooth under local anaes
thesia is the line o f treatment chosen for 
such cases, very often so in the government 
dental clinics. According to the statistics 
obtained from Dental Institute, Colombo 
General Hospital, Colombo South and 
General Hospital, Kalutara it was shown 
that in all these institutions 60% to 65% of 
the patients were treated by extractions! 
This is probably due to,

(1) The lack ofproperfacilities, materials 
and instrument s for endodontic therapy 
for both anterior a posterior teeth,

(2) The fact that majority o f the patients 
visiting such clinics would prefer 
extraction o f  the affected tooth than 
to have to visit the clinic several times 
to obtain endodontic therapy.

(3) The inadequate and unimpressive com
munity based Dental Health pro
gramme in Sri Lanka.

Extraction ofteeth seem to be the principal 
daily occupation o f an average dentalsurgeon 
in Sri Lanka. The present study was 
planned in order to,

(1) Investigate the common causes for 
tooth extraction and the commonest, 
type o f tooth lost due to extraction 
in the dentalclinics.

(2) Observe the age and sex o f patients 
treated by extraction, in the dental 
clinics.

Such a study, it is hoped would assist the 
health service planning officers in their 
preventive and curative programmes and in 
the improvement o f the present Dental 
Health Services in Sri Lanka.

Materials and Methods

Patients visiting the dental clinic, Kandy 
and Dental School, Peradeniya who were 
treated by extractions Were chosen for this 
study. The age and sex o f  these patients,

the tooth/teeth extracted and the reason for 
extraction were noted by a group o f 3rd year 
dental students (7 students) under supervi
sion.

When a tooth was extracted for pulpitis 
necrosed pulp or apical periodontitis the 
reason for the extraction was given as 
“caries”  in this study. In practice however 
teeth are never extracted for caries but 
conserved. This procedure was adopted so 
as to simplify grouping the extracted teeth 
according to the major causes for extraction 
such ascaries, periodontaldisease, orthcdon 
tic reasons and prosthetic reasons.

Results :

The to ta l number of patients examined in 
this study was 798 and the to ta l number of 
teeth extracted was 974 of which 947 (97.2%) 
were permanent teeth and the rest (2.8%) 
deciduous. 828 (85.0%) teeth out o f the 
to ta l o f 974 were lost due to caries. Perio
dontal disease was the second common 
cause for tooth extraction. 130 (13:4%) 
teeth were extracted due to periodontal 
problems (Table I).

In this study more females seem to attend 
the Dental Clinics for extraction than the 
males. 476 (59.6%) out o f the total o f 798 
patients were females. (Tablell). Especially 
so in the age group 11 to 12 and 21 to 30 
where 145 (out o f 245) and 185 (out o f 291) 
females respectively Were treated by extrac
tions. (Fig. I).

21 to 30 years seem to be the commenest 
age group at which patients turned up for 
extractions (36.5%). In this study the 
second highest number o f patients (30.7%) 
treated by extraction belonged to the age 
group 11 to 20 years. (Table II). Only 16 
patients belonged to the 0 to 10 years age 
group.

Out o f the to ta l o f 947 permanant teeth 
804 were extracted for caries. Ol these 804 
teeth, 195 (22.8%) were lower first molars.

The lower second molars were the second 
common type and the upper first molars the
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third common type o f teeth to be extracted 
due to  caries (Fig. II). A llin  a lia  to tal of 
295 1st molars, 181 2nd molars and 89 3rd 
m olars were extracted due to caries. The 
lower 1st incisors seem to be the commonest 
type oftooth  lost due to periodontal disease. 
Out o f  a to ta l o f 128 permanant teeth 
extracted for peridontal disease 16 were 
lower central incisors and 11 were upper 
centra incisors. (Fig.II).

Discussion

The turnover o f more female patients 
than male patients for extraction of teeth in 
this study was consistent with that o f another 
study! conducted earlier a t the Dental 
School. In the latter study 63.3% of the 
patients examined were females which was 
comparable to the value o f 59.6% obtained 
in the present study. I t would seem that 
(1) Females were more prone to caries and 
its sequelae (pulpitis and apical periodon
titis) than the male population in Sri Lanka 
or (2) Females seem to have a lower thresho Id 
o f  pain especially so in the age group 11 to 
30 or (3) Females belonging to the age 
group o f 11 to 30 probably have more time 
and facilities to visit a dentalclinic than the 
average male from the same age group.

The largest number o f patients turning 
up for extractions belonged to the age groups 
21 to 30 and 11 to 20. This early loss of 
permanent teeth due to extraction is tragic. 
This state o f oral health reflects on the 
failure o f the preventive system. Only 16 
patients were treated by extraction in the 
younger age group (0 to 10 years). However 
this relatively small number o f children 
being treated by extractions at the dental 
clinics does not mean that the child popula
tion in Sri Lanka are free o f caries and other 
causes for extractions. On the contrary 
this may be due to patients belonging to 
this school going age group attend the 
School Dental Clinics for dental treatment 
and therefore allchildren do not turn up at 
the Dental Clinics for extractions. A study 
on similar lines conducted at School Dental 
Clinics is being carried out by the author, 
to investigate the causes of tooth extraction 
in children.

The mandibular first and second molars 
were the common permanent teeth to be 
extracted for caries. This is in agreement

with the previous studies conducted in Sri 
Lanka.2 To explain as to why the man
dibular molars were prone to caries than  
the other teeth, it could be said that factors 
like (1) the relative inaccessibility o f the 
mandibular molars, for the conventional 
methods of cleansing (2) the morphology o f 
the molars with deep pits and fissures and 
large occlusal surfaces and (3) the mandi
bular 1st molar being the first permanent 
tooth to errupt, may have contributed. The 
mandibular central incisors were the com
monest permanant teeth to be lost due to 
periodontal disease. However the to tal 
number of teeth extracted due to periodontal 
disease was too small in the study and hence 
this observation needs further studies based 
on a larger group.

According to similar studies dene in 
Sri Lanka2, caries seem to be the main cause 
for tooth extraction in the Dental Clinics 
However it should be kept in mind that 
teeth may exfoliate due to periodontal 
disease without the patients having to visit 
the dental clinic. Furthermore periodontal 
disease does not cause pain and discomfort 
like pulpitis and apical periodontitis which 
are common sequelae to caries and are very 
painful. Therefore the apparentlylow values 
for tooth extraction due to periodontal 
disease reflected in this hospital study does 
not mean that periodontal diesease is not 
a major health problem in Sri Lanka. To 
investigate the prevalance o f dental caries 
and periodontal disease in Sri Lanka a field 
survey is indicated on a representable sample 
drawn from several populations.

In conclusion it could be said that about 
85% of the teeth were extracted due to 
caries and i t ’s sequelae in the present study. 
This does not however me an that periodontal 
diesease is not a major problem in Sri 
Lanka as teeth may exfoliate insidiously, 
without the patients having to visit the 
Dental Clinics. About 67% of the patients 
who visited the clinics for extractions were 
o f the age group 11 to 30 in this study which, 
emphasises the urgent need for a planned 
and feasible Dental Health programme to 
prevent early loss o f teeth due caries.
REFERENCES:
1) Mendis, R. M D . 1974). Need, demand and 

resource — A study in respect of dental treatment. 
Higher dental diploma dissertations, Denta | 
School, University of Sri Lanka, 12-14.
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TABLE I. — CAUSES OF TOOTH EXTRACTION AT THE DENTAL CLINICS

Cause

Caries
Peri odont al di sease .... 
Prosthetic purposes .... 
Orthodontic purposes

* -Mobile deciduous teeth.

Permanent
teeth

Deciduous
teeth

Total Percentage

804 24 828 85.00%
128 2* .... 130 .... 13.40%

14 0 14 1.40%
1 1 2 0.20%

TABLE n . — AGE, SEX AND THE NUMBER OF PATIENTS TREATED BY EXTRACTION

Number o f Patients

Males Females Total Percentage %
0 — 10 8 8 16 2.0%

11 — 20 — — 100 145 245 30.7%
2 1 — 30 — — 106 185 291 36.5%
3 1 — 40 — 51 69 120 15.0%
4 1 — 50 — 31 41 72 9.0%
51 — 60 17 21 38 4.8%
61 — 70 8 7 15 1.9%
7 1 — 80 — 1 0 1 0.1%

Total .... 322 476 798 100%

Percentage (%) 40.4% 59.6% 100% _
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Fig. I Number of female and male patients on whom extractions were 
performed.

Fig. II Types of teeth extracted.
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Neuro Fibro Sarcoma of Maxilla

A Case Report
By Dr. N. SATHASIVAM, m .b .b .s. (Cey) l .d .S.R.C.S. (Eng) D. Oral Syr & Path, (st) 
Dr. R. Cooke, m .b .b .s . (Cey) F.R.C.S. (Eng. Edin.)

Patient Mr. Odole — 55 years.
Stout male — 150 lbs. in weight.

Complaint Blood stained discharge from nose, three months duration gradually increasing in 
volume and incidence. Right hand side of face assuming a ballooning out appearance.

No pain or tenderness.
On Examination Swelling of right side of face. Infraorbital and nasal hollows flattened 

out. No other lumps or scars seen.
Oral Cavity Teeth, majority all septic and carious. Paradontal condition poor Palatal vault 

fairly high and not depressed. Intra oral palpation revealed tumour mass, soft and sponge 
like in texture. No ulceration capsulated feel. Anterially extending into antrum of 
highmore and bounded by nasal septum medially. Posterially extends behind maxilla 
and widening out the maxillary alveolar sulcus and filling the pterygoid fossa. Inferially, 
no palatal depression.
No diplopia.
No nasla obstruction, saving discharge.

X’rays Opacity of right maxillary antrum, Outlines of right maxillary walls illdefined. Skul 
longbones, lungs no abnormality.

Heart N.A.D.
Submandibular, cervical and axillary glands not enlarged, but palpable.

Blood Report N.A.D.
Urine Report N.A.D.
Biopsy Report From specimen removed at intra nasal examination by intra nasal snip after 

cocainisation of nasal mucous membrane, assuming nasal discharge was due to proliferat
ing polyps.

Path. Picture Rapid mitotic changes, fibrous and malignant elements and nerve tissue in 
specimen provided. Diagnosis was made as Neuro fibro sarcoma of maxilla.

Operative Treatment : Surgeons—Dr. R. Cooke., M.B.B.S.(Cey.), F.R.C.S.(Eng-) & (Edin.) 
Dr. N. Sathasivam, m .b .b .s.(Cey.), L.D.s.R.C.S.(Eng.), D. Oral Sur. & Path. (Sk.) 
Anaesthetist—Dr. V. Kumar m .b .b.s ., D.A.(Cey.), Pentothal Injection. Maintained on 

halothane and oxygen.
Incesion Mucuos membrane and periostium incised from right canine to second molar.

Reflected alveolar wall of maxilla with chisel and ostectome. The lateral and palatal 
walls were reflected to expose the encapsulated tumour. Tumour was finger shelled and 
immobilised. Bed of tumour was in the posterior pterygoid fossa, limited superiorly 
by the infra orbital plate.

O.E. of Tumour Cut surface of tumour 2$ ins by 2 ins. Large lemon shaped. (English lemon 
Soft and gelatinous mass within yellow stained mucin. (Photographs)
Patient made an uneventful recovery, with chemotherapy for one week.

C o m m e n t This is a very rare tumour. In twenty years of surgery, this is the first Neuro fibro 
sarcoma to come across our path, as such this is worthy of report.
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•  S e a r le  L a b o r a to r ie s

FOR A FRIENDLY AND COURTEOUS SERVICE



FUJI FILM

F U J 1 C O L O R |

PHOTO PROCESSING & PRINTING 
NOW IN SRI LANKA

SPEEDY, PERFECT PROCESSING & PRINTING
WITH

SUPERB QUALITY GUARANTEED 

Contact:
FUJICOLOUR LABORATORY,
PHOTO KINA LIMITED,

90, Main Street, 
COLOMBO 11.

Telephone : 2 8 0 6 3.

“ BRILLIANT COLOR FOR BEAUTIFUL MEMORIES  ”



With Best Compliments 

from

SEMAGE & COMPANY
(HOUSE OF PICTURE FRAMERS)

10, PRINCE STREET - COLOMBO-11.
Phone - 2 5 7 8 2.

With the Best Compliments

o f

THE CITY IP HE
22, M alibae Street, 

COLOMBO 11.

T e l e p h o n e  : 21834
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A S S O C I A T I O N  N E W S
10th Asian Pacific Dental Congress

VENUE 
DATE 
THEMES

HYATT CONVENTION CENTRE, SINGAPORE 
26th — 31st MARCH 1981

1, Inter relationship of Oral Health and Total Health
2, Problems in the delivery of Dental Services in Asian Pacific Countries.

DENTAL TRADE EXHIBITION EXPODENT ASIA 81

PROGRAMMES — Scientific Programme
Social Programme 
Sports Programme 
Ladies Programme

REGISTRATION FEES Before Jan 
1st 198 1

After Jan 
1st 1981

DENTAL SURGEON S$ 195.00 S$ 220.00
DENTAL NURSE/HYGIENIST 

AUXILLARY s$ 55.00 s$ 65.00
MEMBER OF ALLIED PROFFESSION 55.00 s$ 55.00
ACCOMPANYING PERSON s$ 45.00 ss 55.00

For Further datails please contact:—
The Secretary General,
10th Asian Pacific Dental Congress, 
C/o Singapore Dental Associaticn 
4 A College Rd.,
Singapore 0316.
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I NF ORMATI ON FOR AUTHORS
SIR LANKA DENTAL JOURNAL is the official annual publication of Sri Lanka Dental 

Assiciation, I his journalis fully devoted to educate its members and also to impart new knowledge 
in Dentistry.

Therefore, manuscripts which deal with,

(a) General & Specialised Dental Surgery,
(b) Case reports in Dentistry
(c) Research papers of Dental interest, and

(d) Review papers in Dentistry will be accepted for editorial consideration and public 
cation with the understanding that they have not been published, submitted or accepted for publi
cation elsewhere, Papers could be prepared in English, Sinhala or Tamil and should be submitted 
to the Editor, SLDA, (The permanent address will be, SLDA office, OPA building. Race Course- 
scheduled to function from July, 1980) before 30th September, every year, Papers will be referred 
to a panel appointed by the Council of SLDA and manuscripts not conforming to the standard 
requirements stated in this page, will be rejected, Once published the manuscript becomes the 
property of SLDA and it should not be reprinted without permission from the Editor.

1, Type, manuscripts double spaced throughout including acknowledgement, abstracts 
and references on one side of or standard half-sheet, The material should be arranged in the fol
lowing format.

Abstract within 250 words, Introduution, Materials and Methods, Results, Duscussion, 
Acknowledgement and References, A separate Title page, should have the addresses of the Authors.
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ii. Figures & Tables
Figures should be clear, either drawn with Indian ink or photographed. Tables 

should not be crowded and only essential data should be included. Each table or figure 
should be numbered (eg. Table I or Figure I or II) with Roman numerals, and self expla
natory titles should be given. Insertion of photographs or photomicrographs cannot be 
undertaken unless it is absolutely essential and also depends on the cost.

ii. References should be included in the text, in parenthesis giving the name of the author 
and year of publication eg. (Bernick, 1956). List the references, in alphabetical order as 
follows.

1. Bernick, S  (1956).
The innervation of the teeth and periodontium of the rat.
Anatomical Record. 125: 185.

OMISSION IN PUBLICATION
MEASUREMENT OF STUDY DIFFICULTY IN DENTAL STUDENTS 

(Sri L anka D ental J ournal 1978)

THE ADDRESSES OF THE AUTHORS OF THE ABOVE ARTICLE HAD BEEN 
OMMITTED IN THE PREVIOUS JOURNAL.

They are:
K. M. H. PERERA, mbbs.
Department o f Physiology, Faculty o f Medicine University Peradeniya.

H. G. WIJEWANSA M.Sc. (Sri Lanka)
Computing Centre
FACULTY OF ENGINEERING
University o f  Peradeniya.
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an efficient and speedy 

Transport Service

CONTACT:

$ a i  T r a n s p o r t e r s
16/1 Regent Flat,

Colombo I.

Contractors to Leading Government 
Corporations and Mercantile Establishments 

Clearing Cargo from PORTS 
a Speciality

T elep h on e No. 28637



For an efficient security service

CO N TACT

KAYJAY AGENCIES (SECURITY) LIMITED.
618, Aluthmawatta Road,

Colombo 15.
Telephone: 36804



R A D I O S
by

A N T O N

for

WORLDWIDE RECEPTION

and

QUALITY

ST. ANTHONY’S HADWARE STORES LTD. 
COLOMBO. 10.



You have everything to gain when you invest your savings with

MERCANTILE CREDIT LIMITED

The assurance that Your money is safe in the hands of the Largest
Finance Company

A choice of Deposit Schemes to suit your convenience.
Attractive return paid monthly or on maturity.

ONE YEAR DEPOSIT SCHEMES

Return payable Monthly — 20% per annum
Return payable on Maturity 
Minimum Depoit Rs. 2, 500/-

— 22 % per annum

TOW YfcAR DEPOSIT SCHEMES

R etu rn  payable  m onthly

From Rs. 2, 500/- 
to under 21 % per annum
Rs. 50, 000/- 
From Rs. 50, 000/- 
to under 22 % per annum
Rs. 100, 000/- 
Rs. 100, 000/-
and over 24 % per annum

R e tu rn  payable on M a tu r ity
From Rs 2, 500/- 
to under 24 % per annum
Rs. 50, 000/- 
From Rs. 50, 000/- 
to under 
Rs. 100, 000/-

25% per annum

Rs. 100, 000 
and over 27 % per annum

MERCANTILE CREDIT LIMITD.
The largest and strongest Finance Company in Sri Lanka 

51-53 JANADHIPATHI MAWATHA- COLOMBO 1 T’phone: 26611 — 19
Branch offices:

S S S t l  , , , , ,  H/8, Stanley Road, Telephone: 321
2J1A, Dharmapala Mawatha. Telephone: 2466 

tA N n vDHA^ ^ i ^ i 1  ar schandra Mawatha, Telephone: 534 
KANDY: 901/A Peradeniya Road, Telephone: 4196

Agents in all other important towns.



Tek
JUNIOR
MAKES SURE 

I JUNIOR:
HAS

HEALTHY 
TEETH

TEK
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made 
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shaped to 
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Agents :
CH EM ICAL  INDUSTRIES 
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