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FDI In Dentistry

Foreign Direct Investment (FDI) in retail has been a very hot 

topic of debate in the recent past throwing up a plethora of 

discussions on the pros and cons of the entry of foreign capital 

into a customarily restrictive industry model. On one hand, this 

policy is hailed as path breaking for its benefits to the farmer-

the core seller and the consumer-the core buyer by eliminating 

a series of middlemen that have been fleecing both ends of 

the spectrum. On the other hand, the corner ‘kirana’ or ‘mom 

and pop’ stores feel threatened by the tremendous monetary 

muscle power that the ‘Walmarts’ will bring with them. The 

extreme even relate this to the draconian entry of ‘East India 

Trading Company’ into India. How things will unfold in the 

future is a matter of intense speculation.

Capital has always been attracted to dentistry-one reason 

being the perception that dentists make a killing (how, when, 

why and from where has this strong popular opinion made its 

inroads will always be mystical and ‘mystery’cal for the dental 

profession). Of late, quite a few chains of dental clinics have 

been creating a distinct visibility powered by strong sustained 

media marketing. Dental treatments have been incorporated 

into health and wellness centres and specific cosmetic 

treatments are even offered at stores in malls.

All these efforts are taking dentistry beyond the realms of the 

conventional and traditional dental practice set-ups. These 

chains have varied business models. Some of them are purely 

focusing on reducing costs for the patients, offering free small 

treatments, seasonal discounts, etc. The initial advertising 

with low cost offerings will definitely attract a particular price-

sensitive socio-economic group of patients, but sustainability 

with high initial investment and huge overheads might soon 

see these centres altering strategies. 

This development is basically converting dentistry into a 

sort of commodity and dental practices into manufacturing/

production units. While those commoditization might help to 

reduce costs (as volumes soar, economics of size sets in), the 

flip side is lack of personal attention to detail. No dentist wants 

to do bad dentistry, but expertise is individualistic and is also a 

function of experience and application. The devil as they say is 

in the details. As long as a standard of care is maintained and 

monitored, the patient is in a win-win situation.

A branch of medicine which not so long ago was the last resort 

of biology students has been catapulted into a glamorous 

lucrative career option in the last decade. Adhesive dentistry, 

Implants, Zirconia based products, Lasers and hi-tech gadgetry 

has fuelled the growth story. The large number of private dental 

colleges have cashed on this as everyone wants a dentist in the 

family – literally!

How things will unfold in the future is again a matter of intense 

speculation.....
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Guest Editorial

To Save Or To Extract & Place Implant:
A Critical Decision Making Process

Descartes once said, We reject all knowledge which is 
merely probable and judge, that only those things should 
be believed which are perfectly known and about which 
there can be no doubts.

One of  the most difficult decisions a restorative dentist 
has to make is when to refer a patient for extraction and 
placement of  dental implants or save the tooth.
With years of  experience behind I can only say that I 
have placed number of  restorations, only to see them 
fall or rather fail and ultimately needing extraction, which 
definitely has created enough embarrassment to me and 
anger to the patients. 

A good clinician evaluates a natural tooth for its quality 
of  health. Once this is accomplished, the clinician 
estimates the longevity and decides whether to extract 
or to treat and maintain the tooth. There often are 
questions and doubts involved in the decision making 
process in regards to the prognosis of  an individual 
tooth. Unfortunately in dentistry, as in all biological 
sciences, there are no straight forward answers to all the 
questions.

Everyday, clinicians must make a decision as part of  
the diagnosis and treatment planning process, whether 
it is for a new patient, a patient who has been with the 
practice for many years, or for the emergency patient 
for whom the decision must be made quickly and one 
which is scientifically correct leaving no room for any 
doubts. What are the guidelines for deciding to treat and 
maintain or to stop the progression of  the disease and 
extract the tooth.

I shall in this article with three decades of  clinical 
practice and with the help of  some literature in this area 
help the clinician in the decision making process with 
regard to the compromised tooth. We, as clinicians have 
to take decisions on factors like strategic value of  a tooth 
and financial implications in relation to the long term 
prognosis, which also I shall try to encompass in this 
article.

Dr. Vaidyanathan S. Mohan 
graduated from G.D.C.&H. 
Mumbai in 1979 and did his 
post graduation in Conservative 
Dentistry and Endodontics from 
the same institute. He secured 
Post Graduate Certificate in 
Cosmetic Dentistry from Baylor 
University, USA 1995 and 
Certification from Harvard 
Dental School for Implant 
Surgery. He is Fellow of  the 
ISOI. He is into high end dental practice since 1979 in Mumbai. 
He is the Consultant Endodontist, Implantologist and coordinator 
in Asian Heart Hospital, Bandra , Mumbai. He is currently 
Reader in Conservative Dentistry and Endodontics and acting 
HOD in Saraswati Dhanvantari Dental College, Parbhani after 
having been into academics since 2001 in various dental institutes. 
He has conducted workshops on composites and endodontics 
in Encode and Smile care and also conducted programmes on 
Endodontics under the aegis of  Endoscope in NHDC. He 
has been giving lectures and conducting hands-on courses on 
Endodontics, Cosmetic dentistry, Implants at various conferences 
and centers in India and abroad. He is also involved in product 
development and evaluation of  various products. He is currently 
involved in the Research of  Soft tissue Lasers along with Biolitec, 
Germany. He is Key Opinion Leader for 3M, Seiler microscope 
and Micro Mega. He has been inducted in the Ethics committee 
of  Stem Cells. Recognitions: President of  Indian Dental 
Association (IDA), Mumbai branch 2004-2005. All India 
Secretary of  Indian Society of  Sports Dentistry. President of  
Indian Academy of  Aesthetic and Cosmetic Dentistry (IAACD) 
2006-2007. Currently executive committee member of  the 
Indian Society of  Oral Implantology and member of  the scientific 
committee. Founder member of  the Society of  Laser Application 
in India. Former Editor of  the Journal of  IAACD. Was the 
Editor of  Dental Voice for two years. Invited Speaker for the 
5th Biennial conference held in Singapore. Invited Speaker for the 
first Chinese International Esthetic conference held in Gungzou 
in 2003. Invited Speaker for various national conferences held 
under the aegis of  IDA. Conducted three workshops in Lahore, 
De’MontMerncy College. On Laser application. Invited speaker 
for the 1st SriLankan academy of  Aesthetic and Cosmetic 
Dentisty. Contributed to the advancement in dentistry by writing 
articles in various Indian publications. Currently in Editorial 
Board of  the Quitessence Journal.

Dr. Vaidyanathan S. Mohan
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Webster’s dictionary defines hopeless as “having no 
expectation of, or showing no sign of, a favorable 
outcome.” The prognosis of  a tooth is defined as the 
prediction of  the duration, course, and termination of  a 
disease and the likelihood of  its response to treatment. It 
then becomes the responsibility of  the clinician to decide 
the prognosis of  the tooth, determine if  it is truly hopeless, 
and make an educated recommendation to the patient.

When does a tooth become “hopeless,” and when is 
further treatment no longer a viable option? When is it 
time to cut our losses and make the decision to extract the 
questionable tooth? Becker et al suggest that if  at least two 
of  the following conditions exist, then a tooth is hopeless 
and further treatment is futile:

1. Loss of  bone support over 75%, 
2.  Probing depths greater than 8 mm, 
3. Class 1 furcation involvement, 
4. Class III mobility with movement in the mesial, distal,  
 and vertical directions
5. A poor crown-root ratio. 
6. Evidence of  horizontal bone loss, or 
7. An history of  repeated periodontal abscess formation.

Few more questions prop up!!
What about the tooth with a horizontal or vertical fracture? 
What about the tooth that does not lend itself  to endodontic 
or restorative procedures? Is it a tooth that the patient has 
neither the desire nor the money to retain?

Strategic value
Ultimately, one of  the first decisions that must be made 
is the strategic value of  a tooth. This will have a bearing 
on whether the tooth should be retained or extracted. For 
example, a third molar in an arch with many missing teeth 
may need to be saved so that it can be used as an abutment 
for a partial denture. A third molar with an otherwise full 
complement of  teeth may not be worth the time or effort 
to restore, and the decision to extract would be the correct 
decision.

This  same decision process can be made for other strategic 
abutment teeth. A full denture is a poor substitute for 
natural teeth; however, an average patient is usually satisfied 
with a maxillary complete denture after some period of  
adjustment. The same cannot be said for many mandibular 

complete dentures. A mandibular complete denture is much 
more difficult to adapt to, and every effort should be made 
to maintain strategic abutment teeth as long as possible to 
provide retention for a partial denture. This is especially 
true if  the patient is a poor candidate for a dental implant.

The next area to consider is the restorability of  the tooth. 
Sometimes the decision is made to rebuild a badly broken-
down tooth with some kind of  post and core  (i.e., cast 
gold, prefabricated, or one of  the new flexible systems). 
This would be the wrong decision if  a lack of  tooth 
structure precludes an adequate ferrule. The ability to 
create a ferrule of  1.5 to 2 mm in height with 1 mm of  
dentinal wall thickness in the area of  greatest resistance is 
the key to long-term predictability of  the restoration. The 
inability to do so may mean the tooth should be removed, 
especially in a mouth with heavy occlusal function.

Need based or Want based treatment? 
Patient involvement: Sometimes the decision is easy. 
Patients who show very little motivation by exhibiting poor 
oral hygiene or chronically missing appointments may be 
poor candidates for extensive, heroic types of  treatment.
The responsibility, therefore, falls on the patient, who may 
be either unwilling or unable to pay for the procedure 
without outside help. This, however, does not relieve the 
professional from his or her obligation to inform the patient 
of  the various treatment options, the cost and possible 
sequelae from each of  the options, and to represent the 
patient’s best interest to any third party.

As the ultimate decision maker, the patient may decide that 
the risk or benefit ratio is not in his or her best interest, 
and decide on less-than-ideal treatment. On the other hand, 
some patients will wish to maintain the tooth no matter how 
hopeless it may be. The professional should not let practice 
productivity, practice setting, or environment influence 
his or her recommendations, but let standard of  care and 
professional judgment guide the recommendations on the 
proper treatment.
In an ideal world, dental professionals would prefer to rely 
on scientific research to guide them in this decision-making 
process. Unfortunately, many times our “best guess” 
guides us in our recommendation since this process often 
becomes an art determined by experience rather than a 
science determined by research. 

Guest Editorial
To	Save	Or	To	Extract	&	Place	Implant:

A	Critical	Decision	Making	Process
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KNOWLEDGE BEFORE TREATMENT IS DIAGNOSIS

KNOWLEDGE AFTER TREATMENT IS AN EXCUSE.

What Is Treatment Planning And On What Do We Base It On?

The clinician makes the decision based on the clinical 
situation and on based on patients compliance. Even 
the most routine treatment can become a problem to 
complete satisfactorily when the patient exhibits a difficult 
or uncooperative personality. Claustrophobia or fear of  
radiation, pain, or needles can impair a patient’s ability 
to behave well in the dental office. This may make any 
treatment difficult and deem the patient a poor candidate 
for any extensive treatment, because it may lead to an 
uncertain outcome with unknown longevity.

Few points to ponder on...
Life expectancy of  crown and bridge on natural teeth:
It is well known and understood that restorative dentistry 
has a finite life span. It is clear that the restoration will not 
decay but the tooth beneath it will. Few studies have shown 
the average life span of  a bridge is 6.1 yrs. Interestingly 
significantly higher failure rate of  46.2% was seen in private 
practice as compared to dental schools(15.4%).

Life expectancy of  endodontically treated teeth:
In 2007, Torabinijad and Goodachre published in JADA 
a review of  over 300 articles on endodontic success. They 
found that 95% of  teeth treated endodontically were 
functioning five years after treatment and the radiographic 
success rate was 81.5%. If  one considers additional 
treatments to restore endodontically treated teeth, it is 
important to remember that these treatments will shorten 
the life expectancy of  a tooth.

Discussion
Unfortunately there are no rules or cook book recipes 
in dentistry that provide straightforward answers. The 
clinician needs to use the knowledge from the literature 
along with common sense to arrive at a treatment plan 
which will also fit into the scientific rationale. The scene is 
further complicated by a multitude of  local, systemic and 
psychological factors. To further complicate the prognosis 
the patients motivation plays a vital role. Thus what is good 
for one patient for a  particular condition may not apply to 
another patient with a similar problem.

With the advent of  dental implant the scene is further 
complicated and a newer avenue or modality of  treatment 
has emerged. With this one can say that there are two schools 
of  thought. One advocates the traditional approach while 
the other has adopted a more aggressive approach with the 
treatment planning, and prefers to extract and replace a 
compromised tooth with a dental implant and restoration.
Since each therapeutic modality has an inherent biological 
cost, it is mandatory to initiate a risk analysis.

Based on clinical experience, a treatment planning algorithm 
can be surmised from the discussion presented above:
1.  Teeth with a crown/ root ratio that is greater than 1:1  
 should be considered for extraction.
2. Teeth that are class II mobile or greater should be  
 considered for extraction if  they can not be treated  
 predictably with equilibration or splinting.
3. Bone loss that could jeopardise the support should be  
 considered for extraction.
4. Teeth with guarded prognosis or worse, need crown  
 lengthening for ferrule that may alter esthetics, or the  
 support of  the adjacent tooth should be considered for  
 extraction.
5. Teeth with a guarded or poor endodontic prognosis due  
 to the size of  the apical lesion, need for a large post and  
 core for support, or lack of  ferrule should be considered  
 for extraction.
6. Teeth adjacent to edentulous spaces that require several  
 procedures to save and may be in a beneficial place for  
 dental implants should be extracted due to the strategic 
 nature of  its position, and potential benefit to the  
 restoration.

We as clinicians accept the fact that no matter how 
effective modern prostheses might be, none of  them can 
ever completely help us to replace natural tooth. From an 
emotional standpoint retaining the patients natural tooth 
will have a positive impact on their psyche. The onus is 
on us(clinicians) to disseminate the correct scientific 
information to the discerning patients and advice the 
patients thus enabling them to enjoy the best possible 
dental care.

My Mantra For Success ... BE ETHICAL......

Guest Editorial
To	Save	Or	To	Extract	&	Place	Implant:
A	Critical	Decision	Making	Process
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Use Of Sedation / General Anesthesia  
In Treating Uncooperative Children

Dr. Uma Dixit, Dr. Akshata  Prabhu

Feature Article

Dental caries is the most common infectious disease seen 
in children. Dental caries in primary teeth may be termed 
as a silent disease as children usually remain symptom-free 
in the early stages. Damage caused to primary teeth is vast 
and pulp involvement is rapid. Pain is usually elicited when 
pulpal damage reaches acute irreversible inflammation or 
progresses to acute periapical involvement. Involvement 
of  multiple teeth and complexity of  the treatment coupled 
with child’s young age makes the dental management of  an 
affected child difficult.
Dental management of  such a child must begin with 
proper diagnosis and treatment planning of  the teeth 
involved. Evaluation of  child’s personality and dynamics 
of  the parent-child relationship is essential in assessing 
child’s cooperation level. With knowledge and experience, a 
pediatric dentist categorizes a patient into three cooperation 
categories: 
1. Pre-cooperative. These patients lack ability to cooperate  
 either due to very young age (up to 2 years) or are  
 emotionally or mentally immature to cope with the  
 treatment. 
2. Potentially cooperative. Most patients above 3 years  
 fall in this category. Although they show anxiety and fear  
 on first visit, they can be trained to cope with the dental  
 treatment. A profusely crying, fearful or defiant child  
 may accept the scheduled dental treatment in following  
 visits.
3. Cooperative. They may  
 show initial fear or hesitation  
 for first few appointments  
 but accept dental treatment  
 with little behavior  
 modification.
 A dentist must categorize  
 his/her child patients  
 prudently in these three  
 categories. Each normal,  
 healthy child above three 

years may be considered a potentially cooperative child 
and should be given a fair chance to prove otherwise. 
At least two attempts should be made to treat the 
child on the dental chair through non-pharmacological 
behavior management methods before making a 
choice of  a pharmacological mode of  management1. 
Desensitization of  child’s fears in a fearful child, 
establishment of  authority in a defiant child should 
be achieved by instituting behavior modification 
techniques. Children in the first category require some 
form of  pharmacologic aid to manage behavior so that 
required dental treatment can be carried out effectively 
and efficiently. Children in the category 3 can be treated 
without much interruption.  
Various pharmacologic modes that are used in the 
management of  an uncooperative child are conscious 
sedation, deep sedation and general anesthesia. Decision 
regarding the use of  any of  these pharmacologic aids 
in treating a child should be based on the cooperative 
ability of  the child and not on other factors such as 
convenience and ease of  treatment either for a dentist or 
parents. Although minimal, there is a risk involved and 
therefore those modalities should be used judiciously.
Table 1 (page 2)  describes the differences among 
various pharmacologic aids. An operating dentist must 
familiarize him/her with the knowledge and skills 

in these aids before they 
are used in carrying out 
treatment of  a child.
Treatment of  children with 
deep sedation using intra-
venous sedatives in a dental 
clinic involves risks. As 
determination of  dosage 
is extremely difficult, the 
patient may attain a higher 
level of  sedation at any stage 
during procedure and lose 
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Conscious Sedation Deep Sedation General Anesthesia

A	minimally	depressed	level	of	consciousness	
that	retains	the	patient’s	ability	to	maintain	a	
patent	airway	independently	and	continuously,	
and	respond	appropriately	to	physical	
stimulation	&/or	verbal	command.	

A	controlled	state	of	depressed	consciousness	
from	which	the	patient	is	not	easily	aroused	and	
which	may	be	accompanied	by	a	partial	loss	
of	protective	reflexes,	including	the	ability	to	
maintain	a	patent	airway	independently	and/or	
respond	purposefully	to	physical	stimulation	or	
verbal	command

A	controlled	state	of	unconsciousness	accompanied	
by	a	complete	loss	of	protective	reflexes,	
including	the	inability	to	maintain	a	patent	airway	
independently	and	respond	purposefully	to	physical	
stimulation	or	verbal	command

Always	used	in	conjunction	with	other	non-
pharmacological	behavior	management	
techniques.

Use	of	other	non-pharmacological	behavior	
management	techniques	may	be	ineffective	as	
patient	may	be	unresponsive.

No	other	non-pharmacological	behavior	
management	techniques	are	used	along	with	
general	anesthesia.

For	short	procedures	ranging	up	to	30	mins For	short	procedures	up	to	30-45	mins For	long	procedures	requiring	multiple	hours

Extensive	Pre-operative	assessment	may	not	 
be	required

Extensive	Pre-operative	assessment	required Extensive	Pre-operative	assessment	is	mandatory

Post-operative	observation	period	is	the	least	
with	minimum	being	30-45	mins

Post-operative	observation	period	is	the	least	
with	minimum	being	45-60	mins

Post-operative	observation	period	is	the	least	with	
minimum	being	4-6	hours

Monitoring	equipment	required	 Monitoring	equipment Monitoring	equipment

Risk	of	aspiration	absent	 Risk	of	aspiration	present
Minimal	risk	of	aspiration	as	intubation	and	throat	
pack	are	used.

Titration	of	drug	not	possible Titration	of	drug	not	possible Titration	of	drug	possible

May	not	be	useful	in	highly	uncooperative	
children	requiring	extensive	dental	treatment

Risk	is	more	as	patient	may	lose	ability	to	breath	
which	will	require	immediate	intubation

Safer	if	all	precautions	and	requirements	are	
followed

Requires	multiple	visits	to	complete	the	
treatment

May	require	multiple	visits Entire	treatment	is	conducted	in	a	single	visit

his/her ability to breath. In case of  such an eventuality, 
patient needs to be intubated immediately for controlled 
assisted ventilation. Excessive depression of  cardio-
vascular system may add to further problems.
Through this article we intend to discuss the use of  general 
anesthesia at length. It is important to understand the 
indications of  use of  general anesthesia. 
Indications
1. General anesthesia is indicated in children who have  
 limited comprehension or children who are too  
 young to cooperate and require extensive dental  
 treatment that is technically difficult or sensitive to  
 deliver. 
2. It is indicated in patients who are intellectually,  
 psychologically, physically or medically compromised  
 who do not allow treatment procedures to be performed  
 in an uncomplicated way. 
3. Patients with excessive anxiety. Some of  these patients  
 also suffer from odontophobia which is an unusual  
 fear or anxiety of  the dentist and dental treatment2. Such  
 patients are reluctant to visit the dentist despite suffering  
 severe pain. When these patients eventually seek dental  
 consultation, their co-operation on the dental chair  
 remains limited leading to the dentist’s inability in  
 accomplishing ideal treatment goals.
4. Patients with a history of  inadequate or failure of  local  
 anesthesia. The reasons for incomplete anesthesia  
 include severe anxiety, anatomic anomalies, infection at  

 the site of  injection and not to mention, poor technique.  
 Multiple local anesthetic administrations may lead to  
 overdose, especially in young children. Also it has been  
 shown that the greater the number of  injections required,  
 the more likely was local anesthesia to be unsuccessful3. 
5. In patients with an unresolved allergic response to local  
 anesthesia. Although amides are known to cause  
 allergies very rarely, there may be some patients that do  
 complain of  an allergic reaction after the administration  
 of  an amide local anesthetic. If  the etiology of  the  
 allergic type of  reaction is unidentifiable then general  
 anesthesia may be considered.
6. Patients who are phobic gaggers. These patients with  
 a hyperpharyngeal reflex cannot tolerate dental  
 treatment whatsoever. Other techniques like conscious  
 sedation may also fail in them leaving alone the choice  
 of  general anesthesia.

Pre Treatment

Feature Article
Use	Of	Sedation	/	General	Anesthesia	 
In	Treating	Uncooperative	Children
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7. In a patient with hemorrhagic disorder, the blind  
 administration of  local anesthetic needle during an  
 inferior alveolar nerve block may cause a fatal  
 hematoma and uncontrolled bleeding4. In these patients  
 in an emergency situation, where replacement of  clotting  
 factors is difficult or impossible, the dental treatment  
 may be carried out with the help of  general anesthesia  
 using a nasal mask instead of  intubation avoiding  
 naso-pharyngeal trauma. 
8. Patients afflicted with traumatic injuries requiring oral  
 and maxillofacial surgery.

Contraindications
There are no absolute contraindications to the dental 
treatment under general anesthesia however; following 
conditions may prove to be contraindications for 
administration of  general anesthesia in a child or a mentally 
or physically disabled adult. 
1. Certain ASA (American Association of  Anesthesiologists  
 Classification) Class III, i.e., patient with a severe  
 systemic disease and ASA Class IV, i.e., patient with a  
 severe systemic disease that is a constant threat to life.

2. Patients with familial history of  malignant hyperthermia  
 which is a fatal hypermetabolic reaction triggered by any  
 of  the drugs used in general anesthesia procedure, most  
 notably succinylcholine and halogenated hydrocarbons.
3. Patients with a history of  poliomyelitis in whom the  
 chest muscles are involved.
4. Patients with a history of  myasthenia gravis.
5. Patients with significantly decreased cardiac and/or  
 pulmonary reserve.
6. Lack of  adequate training by the doctor, personnel  
 or lack of  adequate facilities and equipment also form a  
 contraindication.
7. Obese patients with a relatively short and thick neck  
 which may provide difficulty with airway maintenance.

There are certain conditions which may warrant extreme  
safety measures while administering general anesthesia  
for dental treatment.
1. Patients taking thyroid medications, tuberculosis  
 medications, anticancer medications. 
2. Patients with anticoagulant therapy (aspirin) may  
 precipitate a hemorrhagic phenomenon.

Pre Treatment Post Treatment

Pre Treatment Post Treatment
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3. Patients undergoing chronic diuretic therapy (with  
 hydrochlorothiazide) may experience potassium wasting 
 leading to intra-operative dysrythmias or respiratory  
 paralysis.
4. Patients with cardiovascular drugs like digitalis and  
 nitroglycerine.
5. Patients with antihypertensive therapy. Patients on  
 alpha-methyl-dopa therapy may experience postural  
 hypotension. 
6. Patients taking tranquilizers and barbiturates may  
 need dose adjustments to avoid pronounced withdrawal  
 reactions. 
7. Patients taking other antidepressant drugs like  
 monoamine oxidase inhibitors.
8. Diabetic patients taking oral or injectable medications  
 may suffer hypoglycemic episodes. If  possible,  
 conscious sedation is preferred in them.

Advantages of  General Anesthesia
1. The onset of  general anesthesia is usually rapid and  
 there is not much waiting period involved and therefore  
 initial patient cooperation is not a matter of  importance  
 as it is for other modes of  pharmacologic routes like  
 sedation.
2. In general anesthesia, the regulation of  volume of  drug  
 to produce the desired effect is possible, i.e. titration of   
 the drug can be done. Hence, smallest volume of  drug  
 can be used to produce the desirable effect.
3. In general anesthesia, depression of  the CNS prevents  
 the response to the nociceptive stimuli. However,  
 there is variation to this response depending on the level  
 of  CNS depression. Although there is no need of  local  
 anesthesia during dental or surgical procedures carried  
 out under general anesthesia when CNS is thoroughly  
 depressed, it is strongly recommended that local  
 anesthesia be administered so that the level of  CNS  
 depression can be kept to minimum. 
4. Amnesia is one of  the most desirable effects of  general  
 anesthesia especially in case of  extremely fearful  
 patients.

Disadvantages of  General Anesthesia
1. Loss of  unconsciousness which was previously  
 discussed as an advantage is also considered a  
 disadvantage. With it, various changes occur in the  
 patient’s physiology and the fact that the patient’s body  
 heavily relies on the anesthetist to recover itself  from  

 the sedated state as all protective reflexes are lost makes  
 it risky.
2. As the patient’s all protective reflexes are lost, it is the  
 anesthetist’s responsibility to maintain the integrity  
 of  the airway and not allowing any debris, fluids to  
 enter the airway in order to prevent airway obstruction  
 and laryngospasm.
3. Vital signs are depressed in general anesthesia. Chances 
 of  intra-operative complications are higher. Extreme  
 care needs to be taken to monitor vital signs and  
 recognize untoward depression of  any system.
4. An ‘anesthesia team’ is required to carry out the  
 procedure with specialized equipment.
5. Advanced training is required for performing general 
 anesthesia procedures.
6. A recovery area with adequate facilities like oxygen  
 supply, suction apparatus and monitoring equipment  
 must be made available to ensure complete recovery of   
 the patient devoid of  post anesthetic complications  
 prior to discharge.
7. The patient should remain NBM (nil by mouth) for  
 almost 6 to 8 hours prior to the procedure.
8. Patients undergoing treatment under general anesthesia  
 must be thoroughly screened with the help of  various  
 laboratory tests.

Pre-anesthetic Evaluation
An adequate preoperative evaluation is the most important 
part of  the general anesthesia process. Following points 
must be considered during pre-anesthetic patient evaluation:
1. A thorough review of  the child’s medical history is  
 done. It may uncover a medical illness or allergy that  
 could substantially change the course of  routine  
 anesthetic management. It would also reveal information  
 about the patient’s past and current medications and  
 previous hospital experiences, if  any.
2. Thorough physical examination of  the patient by  
 pediatrician/physician to determine child’s overall health  
 status is mandatory. In case of  any medical condition,  
 consent and specific recommendations should be  
 sought from the concerned specialist.
3. Diagnostic laboratory tests should include 
 A) Complete blood count (CBC) that comprises of   
 hemoglobin (HgB), hematocrit (Hct), red blood cell  
 count (RBC), white blood count (WBC), a differential  
 white blood cell count and platelet count.
 B) Screening tests for hemorrhagic disorders like  
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 bleeding time, clotting time, prothrombin time (PT),  
 partial thromboplastin time (PTT).
 C) Routine urine analysis
 D) PA chest radiograph 
 E) Other tests are blood glucose, blood urea  
  nitrogen, if  required. 
 F) Renal function tests
 G) Liver function tests
 H) HIV status with the help of  ELISA or Western  
  Blot test or immunofluorescence tests
4. Pre-anesthetic evaluation of  the child by the  
 anesthesiologist should be performed to evaluate  
 specific conditions that would alter the anesthetic  
 course or contra-indicate anesthesia. At this visit, the  
 anesthesiologist also evaluates patency and size of   
 patient’s airway.

A complete understanding of  the physical status of  the 
child would dictate the type of  anesthetic drugs. Safety 
of  the child should be the primary concern of  the  
operating team. Adequate safety precautions minimize  
the risks in general anesthesia and allow a dentist to carry  
out required dental treatment effectively and efficiently  
in an otherwise uncooperative child.

1. Malamed S. Sedation: A guide to patient management, ed 4, St. Louis, 2003,  

 Mosby p. 527.
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4.  Scully C, Cawson RA. Medical Problems in Dentistry, ed 5, Edinburgh,  
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ORTHOTRAIN
A six module course conducted in Mumbai by Dr. Akshay Rathi in Clinical Fixed Orthodontics for General 
Dentists and Paedodontists.

COURSE CO-ORDINATOR:
Dr. Seema Rathi Cell no. 098201 99793. email :orthotrain@gmail.com         seema.akshay@gmail.com
Website: www.ortho-train.com

17th Batch Commences In March 2013.
Dates of the first module are from 1st - 4th March 2013.

Subsequent modules will be in May, July, September ,  
November 2013 and Jan 2014 tentatively.

18th Batch Commences in August 2013.
Dates of the first module are 23, 24, 25 and 26 Aug. 2013
Subsequent modules will be in the last weeks of Oct 2013, 

Dec. 2013, Feb, April and June 2014 tentatively.
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Soft Skills - The ‘Real’ skills

Feature Article

What are  ‘soft skills’? They are the skills pertaining to 
our personality, attitude and behavior. It is about ‘How we 
speak’ rather than ‘What we speak’. Many people often refer 
to Soft skills as ‘people skills’ or ‘emotional intelligence’ 
or ‘Life skills’. As against soft skills, domain skills are the 
technical abilities required to do a job or perform a task: 
essentially they are acquired through training and education 
programs i.e our BDS or MDS degrees. Domain skills are 
also called ‘Hard skills’ or ‘Core skills’ or ‘technical skills’. 
Soft skills constitutes communication skills, 
leadership, team building, interpersonal skills, 
presentation skills and management skills like time 
management, stress management etc. 
It is really surprising that more than 75% medical 
professionals in India do not even know what soft skills 
are. We are in one of  the most educated field and call our 
profession as ‘Nobel profession’ but are still unaware of  
something which naturally makes or would make it more 
Nobel. Let’s see the details of  something that is ‘must learn’ 
for us!

Importance of  Soft Skills
A constantly changing work environment - due to 
technology, customer-driven markets, an information-based 
economy and globalization that are currently impacting 
on the structure of  the workplace and are leading to an 
increased reliance on, and demand for, soft skills. Soft skills 
are not a replacement for hard- or technical-skills. They are, 
in many instances, complementary, and serve to unlock 
the potential for highly effective performance in people 
qualified with the requisite hard skills.

According to psychologist Daniel Coleman, a combination 
of  competencies contribute to a person’s ability to manage 
his or herself  and relate to other people-matters twice as 
much as IQ or technical skills in job success. Soft skills 
essentially help in increasing productivity and performance.

A research by Harvard University presented a very stunning 
graph about the role of  soft skills in order to succeed in any 
form of  life.                                            

This graph very well explains the stupendous 
importance of  soft skills in a person’s success. Isn’t it 
surprising that we spend about 25 years of  our life and 
huge amount of  money to acquire Domain skills which 
actually contributes to only 1/8th portion of  success 
whereas almost all the success is directly proportional to 
the depth of  soft skills we possess and our ability to use 
them effectively. That’s why I said in the beginning that 
it is a ‘surprising’ observation that many professionals 
do not even know the term ‘soft skills’, forget about 
acquiring the knowledge about the same.

Have you ever thought about this?
• Have we ever thought about the time and money  
 we spend to acquire the soft skills in our life?
• Did we any time realize the importance of  using soft  
 skills effectively in our day to day life, may it be our  
 personal or professional life?
• Did we make any conscious move to know about  
 them?
• Why nobody ever taught or even made us aware of   
 them in dental collages or schools?
• Why in the first place we never knew about the soft  
 skills?
Friends, there would be endless questions floating in your 
mind after going through the above graph, almost all of  
them would practically remain unanswered! You might 
think that life would have definitely been better or your  

Dr. Sujit Pardeshi
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dental practice have had already gone up or someone could 
have handled a breaking relationship in a different way or 
one could have been a better person…had we known about 
the soft skills before, may be 10 years before…may be 20…
may be just a couple! This is what exactly explains why few 
of  our college do much better professionally than many 
scholars even though they were mediocre academically in 
the collages days. This is what precisely explains why in 
spite of  having same academic qualification, few dentists 
have got roaring practice than many others. This is what 
perfectly proves the importance of  soft skills. 
Nevertheless, remember that awareness precedes change. 
Unless you are aware about anything, it is simply impossible 
to strive for achieving the same. Legendary author Stephen 
Covey had nicely said that everything in this world is created 
twice – first in human mind and then in reality. Therefore, 
once you are aware of  it and got convinced, it actually is 
sin to ignore and not to opt for betterment. Always keep 
in mind that ‘It is never too late to start a good thing’.

Relevance 
This doesn’t mean that we don’t possess soft skills. All of  us 
definitely have and use them, may be subconsciously. Right 
from the moment we get out of  the bed till we say good 
night, we use our mind to communicate with others in our 
family, workplace and society in the best possible way. We 
try our level best to organize the things throughout the day 
or we try to make our daily life comfortable by whatever 
means we can. What exactly we do to achieve this is use the 
soft skills we have. So we have them but we can definitely 
make some conscious steps to enhance them, to improve 
our communication, confidence, positive attitude and thus 
ultimately reshaping our life in a much better way. After all, 
everyone of  us definitely want to grow our practices, have 
even better family/social life, wish to have less stress and 
more time in life…isn’t it? 

We also would love to have even better ability to easily 
handle various problems/situations in our life and better 
problem solving/decision making ability…don’t you think 
so?
Great news is that the world famous personality Dale 
Carnegie was the pioneer in recognizing the tremendous 
importance of  soft skills and he had proved almost 100 
years before that the soft skills can be ‘acquired’. Yes…it is 
possible! It is worth! 
Soft Skills will  would definitely help us: 
1.  In raising our dental practice
2. Reducing the stress 
3.  Improving our relationships
4. Making us better human being 
5.  Improving the overall quality and happiness of  our lives. 

It can do wonders in ‘Discovering yourself ’ and finding out 
the ‘missing link’ in your life and ultimately connect you 
with your desired destiny- The peace of  mind or mental 
satisfaction which we all strive for. 

We all therefore must make all the efforts to enhance our 
soft skills as much as we can. It is the level of  soft skill we 
have would ultimately determine the extent of  our success 
may it be in professional or personal life. This would then 
lead our way to the desired destiny of  ours. One should 
always remember that ‘Growing old is mandatory but 
growing up is optional’…Choice is yours!

The author is certified National 
Trainer of  Junior Chambers 
International University, California 
USA for soft skills and management 
skills. He is conferred the status 
of  ‘Designer Trainer’ by Junior 
Chambers International. He can be 

reached at www.drsujitpardeshi.com 

Details Of Dr. Sujit Pardeshi’s Training Course Are In CDE  
Section Of This Issue
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Restoring extensive defects with dental composite 
restorations is a science which requires knowledge 
regarding dental materials, adhesion, physics and geometry, 
biology and psychology - just to name a few.  Nevertheless 
it is also an Art, in which the dentist needs to blend shades 
and carve surfaces to desired shapes and form. Fig. 1

The determination of  the 
incisal edge position is 
fundamental for correctly 
layering the dentin and enamel 
composite shades, which    if  
mislayered (eg, over-contoured 
dentin shade) may dramatically 
detract from the final esthetic 
appearance of  the restoration.                                                
Fig. 2

The enamel due to its translucency is responsible for the 
opalescence of  natural teeth. Enamel enhances the short 
wave length 
component of  
the spectrum 
giving “life” to 
the blue gray 
shades at the 
incisal halo 
level.
• Blue -children
• Gray -adults
• Amber -aged dentition

Creating Incisal Halo

Dr. Prashant Shirude

Feature Article

The incisal halo is the dark contrast between the 
opaque incisal edge and the internal and also 
opaque dentinal mamelons. For creating life like 
restorations naturally shading systems of  composite are 
used it consist of  enamel, dentin, body and translucent 
shades. The translucent shades are almost clear. The 
enamel shades are slightly more transparent than the 
body shades. Translucency closer to the enamel shades 
than to the dentin shades can be used for single shade 
restorations. The Dentin shades (not as opaque as 
masking agents) modify underlying tooth color or 
reduce the transmission of  light through the restoration 
(reflected off  the back of  the mouth). For large 
reconstructions involving the lingual wall, it is desirable 
to have a lingual guidance matrix, which will ensure 
appropriate lingual contour and incisal edge positioning. 
If  the lingual and incisal walls are placed correctly, it 
will be much easier to layer the composite correctly 
and obtain the maximum esthetic outcome possible. 
The restoration placement will also be expedited. With 
practice the operator who mastered the lingual matrix 
technique, can fabricate extensive veneer build-ups in 
around or less than 30 minutes. Fig. 4

Lubricate putty index with bonding agent to create 
lingual shelf  out of  a very clear material (translucent 
shade). 
Composite thickness:  1.5 mm on the proximal ridges 
and incisal edge.  0.5 mm on the lingual wall. Place the 
silicone index seat with firm pressure onto etch and 
bonded tooth.

Fig. 1

Fig. 4
Fig. 3

Fig. 2
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If  one merely takes the time to study natural teeth, it is 
apparent that a single shade with no layering will ever fully 
mimic the vitality of  natural teeth.  What you are looking 
at is thin disks of  the enamel, dentin body and opaque 
material being back-lit to demonstrate that each layer has 
the same optical properties of  the layers they will replace 
in the tooth. Fig.5

Use opaque shade from recipe. Apply thin ribbon-shaped 
increment to transition seam. Keep well shy of  cavosurface.
This will avoid see through effect of  the restoration Fig. 6

Select the Body Shade from the recipe. Fig. 7a, 7b

Place over the lingual shelf  and 
opaque layer just shy of  cavo 
surface. Taper to lingual in incisal 
two thirds. Taper to lingual as 
approach the incisal edge. Bring 
body layer closer to   surface at fracture margin. Taper to 
lingual as approach the incisal edge.  Pattern of  mammelons 
should match translucency on contralateral tooth Fig.7c

The “Halo” is the glowing edge of  natural incisors.
Then we can use colors and stains availablein around the 
mammelons. Then we can use colours or stains available 
in market in and around mammellons to create bluish, 
grayish, amber colour effect and then use either white 
opaque or flowable composite of  the shade selected on 
extreme incisal edge. Fig.8

Select the enamel shade from the recipe. Place on top of  
the dentin body layer in the box you created. Fig. 9
Then finishing and polishing is done with the help of  

carbide burs with 16-18 flutes. 
Then using aluminium oxide 
impregnated rubber cups and 
cones, polishing can be done. 
Silicon dioxide impregnated 
brushes or diamond paste is 
used to create life like luster. 
Fig. 10

Referances;
1)  Fixed prosthodontics George Elliott Myers Page 61
2) Porcelain Laminate Veneers for Dentists and Technicians  By Smales 53
3) Contemporary Fixed Prosthodontics By Stephen F. Rosenstiel, Martin F. Land,  
 Junhei Fujimoto 905 906
4) http://www.youtube.com/watch?v=462BkyGMkEA

Author And Course Details Are  
In CDE Section Of  This Issue

Fig. 5

Fig. 6

Fig. 7b

Fig. 7a

Fig. 7c

Fig. 8

Fig. 9

Fig. 10
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Sparkling Diamonds To Sparkling Smiles

Feature Article

Introduction                                                                                                                                       
Esthetics has taken a prime position in dentistry today.
People are getting more diverged to tooth coloured 
materials for good esthetics.This article stresses on newer 
metal free implant materials which have been developed 
due to  increased demand for improved esthetics and 
biocompatibility along with the preference among the 
general population for non-metal implant materials.

What Are Metal Free Implants ?
Implants made of  non-metal materials placed usually in 
aesthetic  zone. Ceramic tooth implants, specifically known 
as zirconium or zirconia dental implants, are one of  these 
newer forms of  dental implants. They are  tooth-colored, 
compatible with oral tissues and made of  the hardest stuff  
next to diamonds.

What Are Zirconium/Zirconia/Ceramic Dental 
Implants?
Zirconium Oxide
It is a Metal  Oxide  identified in 1789 by German Chemist 
Martin Heinrich Klaproth. Zirconium oxide is ivory in color 
making it similar to the color of  the natural tooth, which 
is important for restoring teeth in the mouth especially in 
the anterior region. Furthermore its ability to transmit light 
makes zirconia a suitable material for aesthetics. Zirconium 
oxide implants have outstanding mechanical properties, 
good stability, a high biocompatibility and a high resistance 
to scratching and corrosion1.

History Of  Metal Free Implants 
Zirconia Evolved As9-
• Sandhaus-first to report on aluminium oxide ceramic  
 implants 
• 1976 Schulte & Heimke  -  aluminium oxide Tubingen  
 implant 
• 1987 Sandhaus  - Cerasand system 
• 1988 Kyocera - Bioceram system 
• 1990 Muller, Piesold & Glien - Bionit implant system 
• 1993-1999 Akagawa, Dubruille –Zirconia 
 implants experimentally 
• 2004 Kohal & Klaus-first case of  zirconia  implant                            

Properties - zirconium oxide
• Good chemical & dimensional stability
• No effect of  magnetic fields
• Mechanical strength & toughness similar  to  stainless  
 steel alloys
• No cytotoxic effects on cells
• Poor  chemical & electric  conductor
• Low porosity
• High density
• High  compressive strength

What are the advantages of  zirconia  dental  
implants?8               
• Excellent aesthetics as metal free
• Natural white color
• Biocompatible
• Preservation of  bone
• Better gingival health
• Neutral
• First choice in patients with titanium allergy

Dr. Rahul Patil, Dr. Omkar Shetty
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Zirconia as biomaterial
Results on fibroblasts, lymphocytes, monocytes, 
macrophages, connective tissue, immunologic & bone 
tissues revealed that the various forms of  zirconia tested 
on invitro  tissues do not  induce any adverse reaction or 
global toxic effects.3 

Microbiological   Analysis
The prevalence of  cocci, few short rods, and no long rods 
on ZrO2 surfaces were suggestive of  an immature plaque 
which shows that early adhesion/ colonization of  bacteria 
on zirconia surfaces was significantly  less compared to 
titanium which proves that Zirconia and its derivatives 
have  the capacity to reduce plaque on implant & tissues, 
favouring better soft tissue healing & implant success at 
bone level.6

Zirconia Dental Implants Vs Titanium Dental 
Implants                                                                                   
Titanium is regarded as the ‘gold standard’ for dental 
implant materials. Numerous studies have affirmed the 
high success and survival rates of  titanium implants in 
many different applications. One disadvantage is that it can 
result in poor aesthetics, especially in the anterior region, 
because of  its greyish color and exposure of  the implant 
body due to soft tissue recession or if  the individual has 
thin gingival biotype.
Titanium and zirconium are the only two elements that 
don’t block implants from integrating into bone. In regards 
to integration with the bone, zirconium implants appear to 
offer the same success rates as titanium implants.4

Zirconium implants have an obvious aesthetic advantage 
over titanium implants being ‘pure white’, making them 
indistinguishable from natural teeth. 

Bone Implant Contact 5,6,7   
WEEKS TITANIUM ZIRCONIA 

4 23.5 %    ±    7.5 27.1 %    ±    3.5 

8 53.3%     ±   27.6 51.9%     ±      14 

12 58.5 %    ±   11.4 57.1%     ±    12.4 

DAYS TITANIUM ZIRCONIA 

14                  36%                    45% 

28                  45%                    59% 

Where Can I Get Zirconia  Dental Implants?
Commercial zirconia implant systems currently available 
are the following 9:
• Ceraroot    ( Oral Iceberg, Barcelona, Spain)
• Sigma  ( Incermed, Lausanne, Switzerland)
• White Sky   ( Bredent Medical, Senden, Germany)
• Z-Systems   ( Z-Systems, Konstanz, Germany)
• Zit-Z               ( Ziterion, Uffenheim, Germany)
• Ziunite          ( Nobel Biocare)

Feature Article
Sparkling	Diamonds	To	Sparkling	Smiles



19

Vol. 3   Issue 3   Sept. - D
ec. 2012

Conclusion- 
The   Only  Thing   Which  Is  Constant  In  Life  Is 
Change. When  All  Restorations  Are  Changing  To  Metal  
Free , Why  Implants   Should  Lag  Behind !!!
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Pictionary

Optimum bracket placement is an important 

variable for the success of  the pre-adjusted 

edgewise appliance. Due efforts, time and 

application are needed for the correct 

execution of  this step. Perfection of  this 

procedure is also a function of  time and 

experience. Improper bracket placement 

can be remedied by:

1. Rebonding  the bracket at the correct height and ligating a round niti wire.

2. Wire bending in round stainless steel wire.

This clinical picture demonstrates the wire bending required in 0.016 stainless steel archwire to bring 

about intrusion of  the tooth extruded due to improper vertical bracket placement. Post correction, 

note that the gingival zeniths of  both the centrals are perfectly in sync. An elastomeric chain will be 

needed to close the mild diastemas.

Wire Bending To Correct Improper Vertical 
Bracket Placement

Dr. Akshay Rathi
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Infant Oral Health 

Dr . Anishri Naik 

Feature Article

The child’s first dental visit 
traditionally was reserved for an age 
when schooling was imminent unless 
dental caries, trauma or some other 
predisposing event necessitated an 
earlier trip to the dentist.1 Oral disease 
especially, dental caries is a common 
chronic infectious transmissible 

disease resulting from tooth-adherent specific bacteria, 
primarily mutans streptococci (MS), that metabolize sugars 
to produce acid which, over time, demineralizes tooth 
structure.2 It is five times more common than asthma and 
7 times more common than hay fever.3,4.

In 1986, American Academy of  Pediatric Dentistry 
adopted a position on infant oral health recommended that 
first dental visit occur within 6 months of  the eruption 
of  first primary tooth. The goal is to provide infants and 
toddlers with a pleasant, non threatening introduction to 
dentistry and to establish and reinforce the foundation of  
sound dental habits.1

The first dental visit is non threatening, requires minimal 
manipulation of  the infant, a thorough medical and dental 
history, with assessment of  infants risk of  developing oral 
and dental disease with  anticipatory guidance for the parent 
or the caregiver regarding dental and oral development, 
fluoride status, non nutritive habits, injury prevention ,oral 
hygiene  and effects of  diet on dentition is provided.5

                                                                             
Anticipatory guidance is defined as a proactive 

counselling of  
parents about 
deve lopmenta l 
changes that 
will occur in 
the interval 
between health 
supervision visits 

that includes information about daily caretaking specific 
to that upcoming interval. It is aimed at preventing oral 
health problems.1

General anticipatory guidance for the mother can 
be given regarding prevention of  early colonization 
of  oral flora in their infants, by educating the mother 
on sharing utensils (e.g.-spoons, cleaning a dropped 
pacifier with their saliva) foods  and cups. Importance 
of  tooth brushing and flossing on a daily basis, 
caries potential of  their diet,   demineralization and 
remineralisation process, role of  fluorides, removal of  
active caries and subsequent restoration to minimize 
infecting the infant with parents oral flora.6

Recommendations for the infant’s oral health 6

Every infant should receive an oral health risk 
assessment from a qualified health care professional 
by 6 months of  age. Providing anticipatory guidance 
regarding dental and oral development, fluoride 
status, non-nutritive sucking habits, teething, injury 
prevention, oral hygiene instruction, and the effects of  
diet on the dentition are also important components 
of  the initial visit.  Cleansing the infant’s teeth as soon 
as they erupt with a soft toothbrush will help reduce 
bacterial colonization. Tooth-brushing should be 
performed for children by a parent twice daily, using 
a soft toothbrush of  age-appropriate size. Flossing 
should be initiated when adjacent tooth surfaces 
cannot be cleansed with a toothbrush.

Optimal exposure to fluoride is important to all 
dentate infants and children. The use of  fluoride for 
the prevention and control of  caries is documented 
to be both safe and effective. In all children ages 2 to 
5, a ‘pea-size’ amount should be used. Professionally-
applied topical fluoride, such as fluoride varnish, 
should be considered for children at risk for caries.

Infant oral examination      
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Practitioners should provide age-appropriate injury 
prevention counselling for orofacial trauma. Initially, 
discussions would include play objects, pacifiers, car seats, 
and electric cords.

Non-nutritive oral habits (eg, digit or pacifier sucking, 
bruxism, abnormal tongue thrust) may apply forces to 
teeth and dentoalveolar structures. It is important to 
discuss the need for early sucking and the need to wean 
infants from these habits before malocclusion or skeletal 
dysplasia’s occur.

Common condition /diseases of  oral cavity                
Teething - The appearance of  
infant’s first tooth is regarded by 
most parents as one of  the significant 
developmental landmarks. The period 
associated with the eruption of  the 
deciduous teeth in infants can be 
difficult and distressing for both child 
and parents. Signs and symptoms 

include pain, inflammation of  mucous membrane of  
overlying tooth, general irritability, malaise, disturbed sleep, 
facial flushing, drooling, bowel upset, loss of  appetite, and 
fever. Management of  teething is by using teething rings, 
frozen items, pacifier, rub gums with clean finger, cool 
spoon, and wet gauze. Topical agents such as lignocaine 
based products can be used for the immediate relief  of  
pain.1

Natal and neonatal teeth - Natal teeth are present at birth 
and neonatal present within 30 days after birth. Mandibular 
incisors is the most commonly seen  natal or neonatal 
teeth. They can cause ulceration of  tongue and mucosa 
and also nursing obstacle. When natal or neonatal teeth 
produce ulcerations, incisal edge may be rounded. If  this 
procedure is not effective extraction should be done. It is 
recommended to wait until child is at least 8 -10 days old in 
order to prevent haemorrhage due to hyperprothobenemia.1

Early childhood caries
The American academy of  Paediatric dentistry defines early 
childhood caries as the presence of  one or more decayed, 
missing or filled tooth surface in any primary tooth in a 
child 71 months of  age or younger.5

The intraoral decay pattern of  early childhood caries is 
characteristic. The four maxillary incisors are most affected 
while the four mandibular incisors usually remain sound. 
The other primary teeth, the canines, first molars and 
second molars exhibit involvement depending upon how 
long the caries process remains active. Initially, the maxillary 
incisors develop a band of  dull white demineralization 
along the gum line as the condition progresses the white 
lesion develop into cavities that girdle necks of  the teeth 
in brown or black collar. In advanced cases, the crowns of  
the maxillary incisors may be destroyed completely leaving 
decayed brownish black root stumps. 7

The confluence of  four factors is necessary for nursing 
caries to occur - susceptible teeth, specific micro flora, 
fermentable substrates and the time.  If  the liquid is 
consumed frequently and for prolonged periods during day 
or night, the liquid will pool around the teeth. If  the liquid 
contains a fermentable carbohydrate it will be metabolized 
by oral microorganisms into organic acids that demineralise 
the teeth. The contents of  the nursing bottle responsible 
for nursing caries include milk sweetened with sugar, 
sugared water, fruit juices, carbonated or noncarbonated 
beverages and bovine milk.7

Recommendations 8

1.  Infants should be breast fed during first year of  life   
 although nocturnal breast feeding should be discouraged  
 after the first primary tooth erupts.
2.  Bottle fed infants should not be put to sleep with the  
 bottle.
3. Infants older than 6 months and with exposure less  
 than 0.3 ppm fluoride in their drinking water need  
 dietary fluoride supplements of  0.25 mg fluoride per  
 day.

Natal teeth

Severe form of  Early childhood caries

Feature Article
Infant	Oral	Health	
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4.  Parents should be advised to reduce their child’s sugar  
 consumption frequency.
5.  Infants should not be given powdered beverages or  
 soda pop, as these drinks  pose increased risk for dental  
 caries.
6.  Parents should be counselled on the potential of  various  
 foods that constitute a choking hazard to infants.

Home care
Brushing baby teeth can be quite a challenge for parents. 
The childhood oral hygiene techniques should be modified 
depending on a child’s age. Infants-cleaning and massaging 
of  the gums helps in establishing a healthy oral flora and to 
aid in teething. This early cleaning must be done totally by 
the parent by wrapping moistened gauze around the finger 
and gently massaging the teeth and the gingival tissues.5

                

During toddlerhood only a non fluoridated dentifrice should 
be used to avoid potential ingestion. Children in preschool 
age begin to demonstrate 
significant improvements in 
their ability to manipulate 
the toothbrush. It is still the 
responsibility of  the parent 
to be the primary provider of  
oral hygiene. Parents should 
be instructed to use only a pea 
size amount of  tooth paste on 
child’s brush.5

   
Concept of  Dental home
In   1999, Nowak described the term ‘dental home’ which 
provides access to preventive and emergency services for 
children. Establishment of  the home early in the child’s 
life can expose a child to prevention and early intervention 
before problems occur, reduce anxiety and facilitate 
referral.1

The  advantage of  dental home is that it  embraces the 
importance of  early intervention with optimal preventive 

strategies based on the risk of  the patient and would 
encourage the first dental visit by approximately 1 year 
of  age. Practisioners will be able to provide personalized 
preventive approaches for children based on the oral 
examination and risk factors identified, anticipatory 
guidance to the parents, specialized care for the child and 
also a non threatening child friendly environment which 
reduces child’s anxiety and improves behaviour which also 
includes dental care for special health care needs.1, 2

Conclusion 
Similar to the well baby paediatrician visit, the infant well 
baby oral care exam provides children with an introduction 
to the routine care that is the foundation to their lifelong 
oral health and physical wellbeing. Comparable to a 
paediatrician counselling new parents on the care and 
development of  their infant, dentists need to see patients 
as infants and provide their caregivers with anticipatory 
guidance to establish essential oral habits that include 
regular dental exams. The universal adherence to an Infant 
Oral Care Exam by age one and consequent recall visits 
is an important first step in reducing and preventing early 
childhood caries and the other oral disease which can be 
intervened at an early stage so as to develop a nonthreatening 
and pleasant environment and  sound dental habits.
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Dr. Akshay Rathi

What Is A Riding Pontic ?

In The Class Room

An important objective of  Pre-Prosthetic Orthodontics is 
the creation of  space for the replacement of  missing tooth. 
Implant prosthesis is presently the most favourable option 
for replacement.

A Riding Pontic is a temporary, acrylic denture 
tooth which is attached by means of  a bracket to the 
archwire of  the Orthodontic appliance.

A riding pontic serves two important functions : 
a) It helps to define the exact requirements of  the 
permanent prosthesis with respect to its  mesio-distal 
dimension. It functions as a space maintainer till the time 
the brackets are on.
b) Aesthetics is maintained during treatment.

Fabrication:
1. Select an acrylic denture tooth of  the same shade as that 
of  the natural dentition.

2. Trim it to proper dimensions keeping in mind the form 
of  the future prosthesis and follow the principle of  Golden 
Proportion to determine the width of  the tooth. 

3. Attach the bracket on this denture tooth with the help of  
clear or tooth coloured cold cured acrylic resin. 

4. The riding pontic is attached to the Orthodontic archwire 
with the help of  elastomeric module. It should appear as a 
natural part of  the dentition. Square and rectangular wires 
are preferred as they prevent the axial rotation of  this 
temporary pontic.

Discussion
The Orthodontic fraternity strives to keep the treatment 
as aesthetic as possible. This small clinical procedure 
goes a big way in building the confidence of  the patient 
who is already troubled with a missing tooth. Apart from 
maintaining the physical dimensions, it helps boost the 
psycho-social elements as well and should be incorporated 
as part of  the treatment planning whenever the clinician 
comes across such conditions.

Case 1
A dentist patient with upper bilateral missing lateral 
incisors. The treatment plan involved space creation for 
the lateral incisors by Orthodontics followed by Implant 
Prosthesis.

Fig. 1, 2:  Acrylic denture teeth selected and trimmed to 
size. Brackets bonded on ideal positions using cold cured 
acrylic liquid and powder.   

Fig. 3 - 5: Space being created for the missing lateral incisors 
along with unravelling of  crowding.

1 2

3

4

5
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Case 1 (Contd..)

Fig. 6 - 8: The two lateral incisor riding pontics attached to 
the main archwire.

Fig. 9 - 10: Finishing and further Orthodontic treatment 
continued with riding pontics in place.

6 7

8

9

10

Case  2
A 12 year old male patient with avulsed central incisors. Treatment planning involved space maintenance along with routine 
Orthodontic treatment to be followed by implant prosthesis once growth is complete.

Fig. 14: A smiling patient.

11

12

13

14

Fig. 11: An acrylic flipper like appliance fabricated in the lab for the 
missing central incisors.

Fig. 13: Intra-oral view of  the riding pontics.

Fig. 12: Central incisor brackets bonded on the acrylic teeth to be used as 
riding pontics.

In The Class Room
What	Is	A	Riding	Pontic	?
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Case 3
A female teenage patient with congenitally missing upper right lateral incisor to be replaced with implant prosthesis after 
Orthodontic treatment for optimum space creation (Courtesy Dr. C. P. Mathai).

Fig 16 Orthopantomograph of  the patient showing the riding 
pontic and missing tooth.

Fig 15 Riding pontic for the upper right lateral incisor.

15

Fig 17 A smiling patient.

16

17
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17th Batch Commences In March 2013.
Dates of the first module are from 1st - 4th March 2013.

Subsequent modules will be in May, July, September ,  
November 2013 and Jan 2014 tentatively.

18th Batch Commences in August 2013.
Dates of the first module are 23, 24, 25 and 26 Aug. 2013
Subsequent modules will be in the last weeks of Oct 2013, 

Dec. 2013, Feb, April and June 2014 tentatively.
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Interdisciplinary Management 
Of Dentigerous Cyst

Dr.Neil Thakur, Dr. Genevieve Thakur,  
Dr. Kashmira Shah, Dr. Ramakant Nayak,  

Dr. Akshay Rathi

Case Of  The Issue

Abstract

This article presents the interdisciplinary management 
of  a case of  a 11-year-old boy with a dentigerous cyst 
associated with unerupted right lower second premolar. 
The unerupted premolar was removed with the enucleation 
of  the cyst. A band and loop space maintainer was placed 
to maintain the space for future replacement with implant 
prosthesis. The patient has remained asymptomatic and 
experienced no recurrence during the two years since the 
surgery. The result of  the surgical treatment is considered 
satisfactory. Unerupted tooth should be extracted to 
prevent possible effects on adjacent regular teeth and 
possible cystic development in children.

Introduction
Dentigerous simply means having or containing teeth. 
Dentigerous cysts are developmental odontogenic cysts 
and are always associated with an unerupted or developing 
tooth bud. Regarding its pathogenesis, it has been suggested 
that the pressure exerted by an erupting tooth on the 
follicle may obstruct venous flow inducing accumulation 
of  exudate between the reduced enamel epithelium and the 
tooth crown.

In addition to the developmental origin, some authors 
have suggested that periapical inflammation of  non-vital 
deciduous teeth in proximity to the follicles of  unerupted 
permanent successors may be a factor for triggering this 
type of  cyst formation.

The following report presents the case of  a 11year old boy 
with a dentigerous cyst in lower right premolar region.

Case  Report
A 11 year old boy came with intra oral swelling in lower right 
premolar region. There was no history of  dental anomalies 
or craniofacial, dermal or skeletal dysmorphologies. 
No extra-oral alteration was observed in the clinical 
examination. A clinical intra-oral examination revealed 
a firm swelling in lower right premolar region with over 
-retained deciduous  molar. 

A panoramic radiograph revealed the presence of  a well-
demarcated radiolucent lesion around unerupted lower 
premolar. The border of  the lesion is radiopaque. It also 
shows presence of  root canal treated deciduous second 
molar. Fig. 1

Treatment
The patient was operated under local anaesthesia. Over 
-retained deciduous molar was removed. An envelope 
flap was taken with releasing incision distal to first 
premolar and the premolar was removed along with 
enucleation of  the cystic mass. Soft tissue mass was 
surrounding 3/4th of  cervical area extending on the 
root surface. Following proper hemostasis, flap was 
repositioned and sutured after making sure that there 
existed no pathological tissue. Provisional diagnosis of  
dentigerous cyst was confirmed as the cyst was enclosing 
the unerupted second premolar. Sutures were removed 
after 7 days. Fig. 2 - 6

Fig 1.

Fig 2.
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Histopathology Report: 
H&E stained sections reveal a non keratinized epithelial 
lining of  varying thickness ranging from 2-4 layers of  
flattened epithelial cells to thicker epithelial lining with 
development of  rete ridges. The underlying fibrous wall is 
collagenized and is infiltrated by chronic inflammatory cells 
chiefly lymphocytes and plasma cells. 

Routine histological examination of  the enucleated 
specimen confirmed the diagnosis of  a dentigerous cyst 
Follow up of  the case after two months showed good 
healing of  the surgical site and the bone. The patient has 
remained asymptomatic and experienced no recurrence 
during the ten months since the operation.  

Orthodontics:

Following the surgical procedure, to maintain the harmony 
of  oral tissue and space, a fixed band and loop type of  
space maintainer anchored on first molar was given till 
replacement for that tooth is possible. In a young patient 
like this, an implant prosthesis will be possible only after 
growth is completed. Fig. 9 -12

Fig 3. Fig 4.

Fig 5.

Fig 7. Fig 8.

Fig 6.

Fig 9.

Fig 11. Fig 12.

Fig 10.

Case Of The Issue
Interdisciplinary	Management		Of	Dentigerous	Cyst
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Discussion
Next to the radicular cyst, the dentigerous cyst is the second 
most common type of  odontogenic cyst and is always 
associated with the crown of  an impacted, embedded, or 
otherwise unerupted tooth. Dentigerous cysts are typically 
asymptomatic and may be large, destructive, expansile 
lesions of  bone. Developmental dentigerous cyst forms 
from dental follicle and becomes secondarily inflamed and 
the source of  inflammation is usually a non-vital tooth. 
The second type develops from radicular cyst which forms 
at apex of  a non-vital deciduous tooth. The permanent 
successor erupts into radicular cyst and results in 
dentigerous cyst that is extrafollicular in origin. Third type 
is due to periapical inflammation from non-vital deciduous 
tooth or other source which spreads to involve follicle of  
permanent successor, as a result of  inflammatory exudate, 
dentigerous cyst formation occurs as seen in our case.

Radiographic appearance is that of  a well-defined 
radiolucent lesion, which may be unilocular or multilocular 
in appearance. In addition to its potential for bone 
destruction and because of  the multipotential nature of  
this epithelium derived from the dental lamina, several 
entities may arise in or be associated with the wall of  a 
dentigerous cyst. Treatment of  choice for dentigerous cysts 
is surgical removal. Because of  the potential for occurrence 
of  an odontogenic keratocyst or the development of  
an ameloblastoma or mucoepidermoid carcinoma, all 
such lesions, when removed, should be submitted for 
histopathologic evaluation.

Space maintenance was necessary as the permanent 
prosthesis could be rendered only after the growth is 
completed as replacement with implant supported tooth 
structure is the best option. The space maintainer typically 
maintains space for an unerupted permanent tooth 
following early loss of  a deciduous tooth. However in this 
case it will maintain the space following loss of  a permanent 
tooth for later replacement by an implant prosthesis.  
Fig. 13, 14.

Multidisciplinary approach allows us to provide a 
holistic treatment plan which is in the best interest of  
the patient – in this case a young 11 year old boy. This 
approach is not limited to only adult patients as this 
case report symbolizes.

Dr. Neil Thakur and Dr. Genevieve Thakur 
graduated from K.L.E. Belgaum in 1992 and have 
been in private practice since the past 20 years under 
the name of  Thakur Dental Clinic at Santa Cruz, 
Mumbai. They are involved in advanced surgical and 
implant dentistry since 6 years.

Dr. Kashmira Shah did her B.D.S. from Terna Dental 
College in 2007. She is an associate at Thakur’s since 
the past 5 years.

Dr. Ramakant Nayak is the Dean, 
Prof. and Head of  Dept., Oral 
Pathology at Maratha Mandal 
Dental College in Belgaum.

Dr. Akshay Rathi is consultant Orthodontist at 
Thakur Dental Clinic.

Fig 13.

Fig 14.

Case Of The Issue
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Replacement of Upper First Premolar  
With Implant Prosthesis

Dr. Seema Rathi

Nuts and Bolts  

Case Presentation
A 56 year old female patient presented to the office with a 
missing upper right first premolar. Patient gave history of  
tooth extraction due to deep caries followed tooth fracture 
at the age of  50. The patient was been wearing a single 
tooth flipper since then. Fig:1,2. She was an informed 
patient wanting a permanent solution to her problem.

Clinical Examination:
On intra oral examination, 
upper right first premolar 
was missing. The gingival 
tissue was healthy. Active 
frenal attachment was 
also observed just above 
the missing tooth zone 
but because of  good and 
healthy attached gingiva, 
there was no movement of  
gingiva at the edentulous  
site. Interocclusal distance 

of  7mm was observed. Mesio distal width of  the 
edentulous site was 7 mm. No mesial drift of  second 
premolar and distal drift of  canine was observed. Patient 
had a normal Class I occlusion. Bone sounding with bone 
caliper revealed presence of  5-6 mm bone. Radiographic 
examination showed well demarcated sinus wall above the 
area of  concern. Fig.3

Treatment 
It was imperative to give a temporary non functional 
tooth to the patient immediately after the implant 
placement. Hence with the help of  above available data 
a 10mm length, 3.5 mm width Nobel Direct one piece 
Implant was planned.

Procedure 
A surgical stent with a 2mm access hole in the center of  
the occlusal surface was prepared which would help in 
the orientation and direction of  the osteotomy during 
the procedure. Fig: 4

The surgical stent was used to precisely mark the 
implant position with the pilot drill before the incision.
A flap was raised after giving a crestal incision extending 
from the distal aspect of  the canine to mesial aspect of  
the second premolar with a 15 number blade. Palatal 
flap was minimally raised. Fig: 5

Fig. 1

Fig. 2

Fig. 3

Fig. 4
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The sequence of  drilling and implant placement was 
dictated by the company protocol. Initial preparation upto 
10mm with 2mm pilot drill was done. Occlusal orientation 
of  the implant osteotomy preparation was confirmed after 
placing the paralleling pin with patient guided to close her 
mouth.Fig: 6, 7. 

Further preparation with 3.5 mm tapered drill was then 
done. Noble Direct Implant 3.5 mm, 10mm length 
was inserted with the implant driver at 35 Ncm torque. 
Satisfactory primary stability was achieved. Fig: 8, 9
Occlusal adjustment of  the abutment was done with 
tungsten carbide bur. The flap was sutured with help of  
4-0 mersilk suturing material after trimming the gingival 
margins to accommodate the implant abutment. Fig: 10

Fig. 5

Fig. 6

Fig. 7

Fig. 8 Fig. 9

IOPA confirmed the successful insertion of  the implant. 
Fig: 11
Preparation of  temporary non functional crown was done 
with composite. Fig: 12, 13, 14

Fig. 10

Fig. 11

Fig. 12

Nuts and Bolts  
Replacement	of	Upper	First	Premolar	With	Implant	Prosthesis



31

Vol. 3   Issue 3   Sept. - D
ec. 2012

A happy ,smiling and contend patient walked out of  the 
office with a permanent solution to dental dilemma. Fig. 18
An IOPA taken after 4 years of  Implant placement showed 
no crestal bone loss. Fig.19

The patient was given all the post operative instructions.
The sutures were removed after a week. The patient was 
seen after 4 months for final restoration. Fig: 15, 16, 17

Fig. 13 Fig. 14

Fig. 15

Fig. 16

Fig. 17

Fig. 18

Fig. 19
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Gingival De-Epitheliazation – To Enhance Pink 
Aesthetics 

Dr Maqbool Ansari 

Scalpel

An esthetic smile has always been a concern to the human 
being before and today. A smile conveys peace and 
harmony; expresses joy and happiness; shows kindness and 
humbleness; brings confidence and success; reveals peace 
of  mind and contentment; notify affection and courtesy; 
relays sarcasm and guilt and signifies the character and 
personality of  the person.

Whether a smile is an aesthetic and pleasant is determine by 
the display of  the teeth and the gingival tissue. In case of  
low lip line the size, shape, position, alignment and colour 
of  the teeth plays an important role in revealing esthetic. 
However if  the lip line is high, pink, that is gingival tissue 
play a major role in esthetic. The display of  the colour of  
the gingiva is of  great significance in esthetic smile. 

The colour of  the gingiva is determined by the degree of  
vascularisation, the thickness of  the keratinized layer and 
the amount of  the pigment containing cells1. Although 
clinically black or pigmented gingiva does not present any 
medical problem, it is definitely an esthetic concern for fair 
skinned person 2. A warm and humble smile may not be 
pleasant if  the display of  the gingiva is black or pigmented 
instead of  pink.

The most common cause of  gingival pigmentation is 
the deposition of  melanin granules. Melanin is non-
haemoglobin derived brown pigment produced by 
melanocytes present in the basal and suprabasal cell layers 
of  the epithelium 3, 4, 5. Gingival hyperpigmentation is seen 
as a genetic trait in some populations irrespective of  age 
and gender and hence it is termed as physiologic or racial 
gingival pigmentation 6, 7. The degree of  pigmentation varies 
from one individual to another which is mainly dictated by 
the melanoblastic activity8. Melanocytes of  dark skinned 
and black individuals are uniformly highly reactive than in 
light skinned individuals9. Melanin pigmentation of  gingiva 
is symmetric and persistent and it does not alter the normal 
architecture of  the gingiva10.  Melanosis of  gingiva is also 

seen in medical conditions such as Addison’s syndrome, 
Peutz- jegher’s syndrome and Von Recklinghausen’s 
disease (neurofibromatosis) 11.

Technique for gingival de-epitheliazation: 
Removal of  gingival melanin pigmentation should be 
performed cautiously and the adjacent teeth should be 
protected, since inappropriate application may cause 
gingival recession, damage to the underlying periosteum 
and bone, delayed wound healing, as well as loss of  
enamel12.

The following are the various technique employed 
for gingival de-epitheliazation
1. Chemical cauterization 
2. Cryotherapy
3. Electrosurgery
4. Gingivectomy 
5. Free gingival graft
6. Abrasion of  gingiva
7. Scalpel surgical procedure
8. Laser therapy

Chemical cauterization 13, 14:  
Chemical solutions such as a mixture of  90% phenol and 
95% alcohol has been used to destroy tissue down to 
basal cell layer but the agent is harmful to the oral tissue 
as the depth of  penetration of  the chemical cannot be 
controlled. Also repigmentation soon develops with this 
technique.

Cryotherapy 15, 16, 17:

Cryotherapy is a method of  tissue destruction by rapid 
freezing. The cytoplasm of  the cell freeze leading to the 
denaturation of  proteins and cell death. 
This procedure does not require the use of  local 
anesthesia. It is relatively a painless procedure and 
has shown to produce excellent results. However 
Cryosurgery is followed by considerable swelling and is 
also accompanied by increased soft tissue destruction. 
Depth control is difficult and optimal duration of  
freezing is not known. 
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Hence prolonged freezing increases tissue destruction. 
Cryosurgery requires the clinician’s skilful management of  
complicated techniques and instruments.

Electrosurgery 18, 19: 

Electrosurgery has its own limitations in that its repeated 
and prolonged use induces heat accumulation and undesired 
tissue destruction. Contact of  current with the periosteum 
or the alveolar bone and vital teeth should be avoided.

Gingivectomy 20, 21: 

Gingival depigmentation by removing the gingival 
margin by gingivectomy or the entire attached gingiva by 
“push back” procedure have been attempted. However, 
these procedures are associated with alveolar bone loss, 
prolonged healing by secondary intention and excessive 
pain and discomfort caused by exposure and denudation 
of  the underlying bone. Also, it has been reported that 
repigmentation appear faster after gingivectomy.

Free gingival graft 22, 23, 24, 25: 

Free gingival grafting is quite an invasive and an extensive 
procedure and has the disadvantage of  a second surgical 
site, additional discomfort and poor tissue colour matching 
at the recipient site. The presence of  a demarcated line that 
is commonly visible around the graft at the recipient site 
may elicit an esthetic problem itself.

Abrasion of  gingiva 26, 27: 

Bur abrasion or de-epithelialization using surgical bur has 
been employed but the technique is difficult to control the 
depth of  de-epithelialization. Moreover, bleeding and post-
operative pain are anticipated.

Scalpel surgical procedure 28, 29, 30: 

The scalpel surgical procedure for the de-epitheliazation of  
gingiva is the most effective and beneficial technique for 
the patient. However more precision and skill is required 
to control the depth of  de-epitheliazation to prevent 
denudation of  the bone and exposure of  the root surface. 
The healing of  the scalpel surgical wound take place by 
secondary intention but it is faster than the laser technique. 

Scalpel surgery may sometime causes unpleasant bleeding 
during and after the surgery. Hence it becomes necessary 
to cover the surgical site with periodontal dressing for 7 to 
10 days.
Laser therapy 19, 31, 32, 33, 34, 35: 

The CO2 laser causes minimum damage to the periosteum 
and underlying bone and it has unique characteristics of  
being able to remove a thin layer of  epithelium cleanly. 
Although healing of  laser wound is slower than scalpel 
wound, laser wound is a sterile inflammatory reaction. 

The treated gingiva and mucosa do not need any dressing 
when it is treated with laser. So re-epitheliazation will 
be faster. Atsawasuwan et. al. has reported four cases 
of  gingival melanin hyperpigmentation using Nd: YAG 
laser and demonstrated good results; the complications 
being gingival fenestration and bone exposure. Erbium: 
YAG laser ablation was reported by Tal et. al. to be quite 
effective and reliable. However it requires sophisticated and 
expensive armamentarium.

Case report: Fig 1 – Fig 11.
A 20 year old female patient reported with excessive 
display of  black pigmented gingiva while smiling. Patient 
had undergone orthodontic treatment and hence has well 
aligned teeth. The display of  the size and shape of  the 
teeth appear normal. However patient has broad molar to 
molar smile and high lip line with excessive display of  the 
black pigmented gingiva. Patient was apprehensive about 
the smile and hence de-epitheliazation of  the gingiva by 
scalpel technique was planned under local anaesthesia 
with 1:80,000 adrenaline. No correction of  the gingival 
margin discrepancy was planned at this stage and only 
depigmentation was done with 15 no. blade from upper 
right first molar till upper left first molar. Patient was 
comfortable throughout the procedure and no excessive 
bleeding was observed. 
The de-epitheliazed field was covered with COE pack 
periodontal dressing. Antibiotic and analgesic was 
prescribed as part of  the post-operative care. Recall visit 
was after 10 days. Healing was uneventful and patient was 
comfortable and happy with the pink smile. 
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Fig: 1. Pre – operative molar to molar smile of  the 
patient with high lip line displaying well aligned teeth 
but black pigmented gingiva.  

Fig: 2. Front pre-operative view of  the pigmented 
gingiva. 

Fig: 3. Right lateral pre-operative view of  the 
pigmented gingiva.

Fig: 4. Left lateral pre-operative view of  the 
pigmented gingiva. 

Fig: 5. Front view of  the de-epithelised gingiva. 

Fig: 6. Right lateral view of  the de-epithelised gingiva 
till 16.

Fig: 7. Left lateral view of  the de-epithelised gingiva 
till 26.

Fig: 8. One month post-operative front view of  the de-
epithelised gingiva

Fig: 9. One month post-operative view of  the de-
epithelised gingiva of  the right side till 16.

Fig: 10. One month post-operative view of  the de-
epithelised gingiva of  left side till 26.
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Conclusion 
Smile is the part of  life and if  the smile is beautiful, a 
person feels elated. It is a difficult task for a specialist to 
enhance a person’s personality by giving a charming smile. 
De-epitheliazation is one such procedure where the dental 
specialist brings out the beauty of  pink esthetics. The 
scalpel surgical procedure for de-epitheliazation employed 
in this case is relatively feasible and comfortable for the 
patient. However skill and talent of  the operator plays an 
important role in performing this technique. 
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Abstract: 
Sleep apnea is a sleep disorder characterized by pauses 
in breathing during sleep. Common symptoms include 
loud snoring, restless sleep, and sleepiness during 
daytime and they are associated with enlarged tonsils, 
small mandible, retrognathic chin, enlarged tongue etc. 
Dental malocclusions seen are increased overjet, Class II 
relation, steep mandibular plane. The management was 
revolutionized with the introduction of  CPAP. Other 
treatment possibilities are offered by appliances like tongue 
retaining devices and mandibular repositioning devices 
that are within the domain of  an orthodontist. This article 
reviews various effects, advantages and disadvantages of  
oral appliances.

Definition: 
Sleep apnea is defined as a common disorder in which you 
have one or more pauses in breathing or shallow breaths 
while you sleep.
Obstructive Sleep Apnea (OSA) is caused when the 
tongue completely blocks the airway for 10 seconds or 
more, at least 35 times/night1,2. It is also known as Sleep-
disordered breathing, Cheyne-Stokes breathing.

Classification: 
Sleep apnea is of  2 types: 
Obstructive which is due to collapse or blockage of  airway 
during sleep 
Central (less common) which occurs when the area of  
brain that controls your breathing does not send correct 
signals to your breathing 
muscles. 
 
Physiology: 
When you are awake, 
throat muscles help 
keep your airway stiff  
and open so air can 
flow into your lungs. 

But during sleep, especially the REM period, the upper 
airway tone is decreased and the muscles are relaxed. 
Normally, these relaxed throat muscles don’t obstruct 
the air from entering the lungs. But the situation may 
differ in case of  OSA (Obstructive Sleep Apnea). 

Etiology: 
In OSA, throat muscles and tongue relax more than 
normal, or the tonsils may be enlarged blocking the 
airway. Also sometimes the tongue may be larger 
than the opening of  the windpipe leading to OSA. In 
overweight patients the extra soft fat tissue can thicken 
the wall of  the windpipe. This effect helps to partially 
explain why obese patients, and particularly those with 
fat deposition in the neck, are more prone to OSA. 
Moreover, the cross-sectional area of  the airway in 
patients with OSA is smaller than that of  people without 
OSA; this difference is due to the volume of  the soft 
tissue, including the tongue, lateral pharyngeal walls, soft 
palate, and parapharyngeal fat pads. In one study, the 
increased volume of  these areas was independent of  
sex, age, ethnicity, craniofacial size, and fat deposition 
surrounding the upper airway. 
Central apnea is usually a result of  aging process or 
certain neurological disorder that limits the ability of  
brain to send correct stimulus to your breathing muscles 
hence leading to apneas.

Pathophysiology: 
Behind the obstruction is that the patient moves out 
of  deep sleep into light sleep when breathing pauses 
or becomes shallow leading to arousal and sleep 
deprivation. 
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The frequent drops in oxygen level and reduced sleep 
quality triggers release of  stress hormones leading to 
hypoxia and muscle fatigue and also disturbed sensitivity3. 

Signs and symptoms: 
The most common sign of  OSA is snoring4 i.e. the noise 
made when you try to breathe any air that squeezes past 
the blockage; hence it is not seen in cases of  Central 
sleep apnea. Another sign frequently seen is sleepiness 
during daytime, at workplace, while driving and during 
inactive periods due to poor sleep quality. Other signs and 
symptoms include morning headaches, frequent urination 
at night, dry throat and mood swings.
Sleep apnea occurs both in children and adults, but 
adults especially males are at greater risk. OSA in both is 
characterized by snoring but there are differences between 
pediatric and adults OSA. Adults usually show excessive 
daytime sleepiness. Their sleep studies usually show apneas 
and hypopneas and the etiology behind this is usually obesity 
or structural changes. Children do not show sleepiness, 
rather are hyperactive and show labored breathing. Their 
sleep studies indicate obstructive hypoventilation and the 
etiology is usually enlarged adenoids.
Sleep apnea affects various systems of  the body i.e. it can 
lead to cardiac problems like CHF, high blood pressure, 
increased insulin resistance, increased traffic and workplace 
accidents, weight gain, impotence, depression, stroke and 
inability to concentrate. Severe sleep apnea can also lead 
to sudden death when the blood oxygen level becomes 
dangerously level low.

Cephalometric Features: 
Tendencies toward retrognathia5-8, micrognathia7, 9, long 
face5-8, and inferior positioning of  the hyoid bone6, 7 in 
patients with OSA are characteristic features that have been 
widely noted.
Tendencies toward reduced cranial base length and angle, 
large ANB angle, steep mandibular plane, elongated 
maxillary and mandibular teeth, narrowing of  the upper 
airway, long and large soft palate, and large tongue have 
also been reported.
Patients with obstructive sleep apnea syndrome (OSAS) 
have characteristic dentofacial features, but the sites of  
obstruction differ greatly. The retropalatal (posterior to 
the soft palate) region and retroglossal (posterior to the 
base of  tongue) region are commonly affected sites. The 

tendencies for retrognathia, micrognathia and skeletal 
Class II were strongest in the group with obstruction in 
both retropalatal and retroglossal region, obstruction 
at retropalatal site is usually associated with presence of  
long soft palate whereas the tendency for a long face 
was dominant in the tonsillar hypertrophy group. All of  
the groups shared the characteristic of  having an inferior 
position of  the hyoid bone. Based on the results of  the 
current study, we conclude that many features of  OSAS 
are specifically related to each obstructive type of  OSAS10.

Diagnosis: 
Like for any other disorder diagnosis of  sleep apnea is of  
utmost importance. It involves asking for medical and family 
history, physical examination of  the patient, questions to the 
patient, family members or bed partners. Also audio, video 
or nap studies can be conducted. Overnight monitoring of  
the oxygenation can be done using oximetry. MRI, CT scan 
can also be helpful in checking the site of  obstruction. 
Orthodontic diagnostic tools include the McNamara’s 
analysis on a lateral cephalogram or Rickett’s and 
Grummons analysis on a frontal cephalogram.
The most accurate method of  diagnosing sleep apnea is a 
sleep study done as PSG or polysomnogram. It is a painless 
procedure with sensors on your scalp, face, chest limbs 
to record the brain activity, eye movement other muscle 
activity, breathing and heart rate and amount of  oxygen in 
your blood. 

Sleep Strip: 
The Home Sleep Apnea Test: Sleep apnea can cause severe 
problems. This is a more affordable alternative for patients. 
This strip is a small computer that attaches like a piece 
of  tape under the nose.  The computer has sensors that 
detect a pause in breathing and then give a score that allows 
determining the likely hood of  sleep apnea.
 

Treatment: 
The treatment modalities for OSA includes both non 
surgical modalities like breathing devices, orthodontic 
or dental appliances and other adjunctive modalities and 
certain surgical treatment modalities.
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Mild sleep apnea can be treated by changes in lifestyle i.e. 
patients should avoid smoking and alcohol, obese patients 
should reduce weight also sleeping on your side and use 
of  certain sleeping aids could be effective. To reduce sleep 
apnea certain exercises like pranayam, yoga and meditation 
can be done.
Breathing devices like CPAP (continuous positive airway 
pressure) can be used to treat moderate to severe sleep 
apnea in adults. It involves a mask that fits over your mouth 
and nose or just over your nose. The device creates positive 
pressure in your airway and prevents it from collapsing 
or getting blocked during sleep. CPAP can lead to allergic 
rhinitis, headaches, stomach bloating and discomfort. This 
can be reduced by changing the settings of  CPAP. 

Surgical procedures include tonsillectomy to relieve the 
obstruction or life saving procedures like tracheostomy; 
maxillofacial surgeries like uvulopalatopharyngoplasty or 
maxillary-mandibular advancement help to widen breathing 
passages thus reducing chances of  sleep apnea.

Tonsillectomy                                  Tracheostomy 

Uvulopalatopharygoplasty                                       Maxillary-mandibular 
                  Advancement

Patients with Class II Div. 1 skeletal malocclusions with 
retrognathic mandibles are prime candidates for snoring 
and OSA later in life. Hence the treatment of  choice 
would be to bring the lower jaw forward with a functional 
jaw orthopedic appliance, which repositions the lower 
jaw forward to its proper position. Appliances used in 

orthodontics for this purpose include the Twin-Block, 
Herbst, and Mandibular Advancement Repositioning 
Appliance (MARA). When the lower jaw is brought forward 
nonsurgically with these functional appliances, the tongue 
comes forward and opens the airway, which prevents 
snoring and sleep apnea. This improves the health of  the 
TMJ by moving the condyles downward and forward, thus 
decompressing the TMJ. It helps solve or prevent snoring 
and obstructive sleep apnea by moving the lower jaw and 
tongue forward, which opens up the airway11.

Orthodontists use a variety of  appliances that are custom 
fitted to help patient sleep soundly. These appliances 
reposition the jaw or keep these soft tissues away and 
maintain the position to keep the airway open with 
stabilization of  the tongue and jaw so that patients breathe 
easily and continuously. The orthodontic appliances include 
the TRD (tongue retaining device) and MRD (mandible 
repositioning device) 12.

TRD retain the tongue in forward position by creating 
negative pressure or vacuum in the oral cavity. MRD brings 
the mandible forward thus elevates the soft palate and 
retains the tongue in forward position.
MRD therapy in the treatment of  OSA has been found 
to provide subjective and objective benefits with minimal 

dental and skeletal side effects. Compliance levels in this 
study attest to patients’ satisfaction with MRD therapy in 
spite of  some minor side effects like jaw discomfort, tooth 
tenderness, excessive salivation, and dry mouth, associated 

Tongue Retaining 
Device (Trd) 13

Mandible epositioning 
Device

NAPA (Nocturnal Airway 
Patency Appliance) 15

Herbst Appliance14
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with its use by most of  the subjects16. Patients using oral 
appliances for treatment of  snoring and sleep apnea 
showed significant decrease in occlusal contact area (OCA) 
and bite force (Bf) 17.

Also another study conducted on the efficacy of  oral 
appliances on OSA patients showed certain favorable and 
certain unfavorable changes on the dentition. For one half  
of  the group, tooth movement was considerable favorable. 
The group with unfavorable changes had significantly 
smaller overbite and overjet in the pretreatment 
measurements, and unfavorable changes were more likely 
in the Class I craniofacial subgroup. The mandible showed 
significant changes in arch length and intercanine and 
intermolar distances; the maxilla was more stable. Oral 
appliance therapy is a lifelong treatment of  a disease that 
tends to worsen with age, and careful monitoring of  the 
common side effects elucidated is mandatory, not only by 
cephalometric evaluation, but also with study models18.

OSA can present serious health risk provided a physician 
using a sleep study diagnosis it right. Treatment possibilities 
offered by appliances are within the domain of  an 
orthodontist and indeed we seem to be positioned ideally 
to provide treatment for a large percentage of  patients who 
suffer from less threatening forms of  OSA

Nature has gifted us with things big and small and 
humankind has always been enamored with two extremes 

of  the spectrum. The Dental Research Fraternity has 
consistently toiled to improve nonetheless provided we 
all work together we can give an elusive treatment to 
“BREATH ALIVE”.
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The Audio Tooth Implant
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Innovation

Abstract
In modern world, cutting-edge technology has constantly 
escalated from devising a new type of  a paper clip to 
the extensive improvements in the field of  health care.  
Everything that was a science fiction yesterday may well 
be the buzzword tomorrow. Chips implanted in the body, 
intelligent devices that can communicate in secret, implants 
that can control outside factors are no longer so farfetched. 
The purpose of  this article is to review the importance of  
the new concept of  Audio Tooth Implant. The Audio 
Tooth Implant consists of  a small micro chip implant 
placement in the tooth pulp chamber which transmits 
discreet sound waves from the jaws to the inner ear.

Key words: 
Audio, Tooth, Implant, Micro-chips.

Introduction
Any sufficiently advanced technology is indistinguishable 
from magic! What was a science fiction yesterday may well 
be the buzzword tomorrow. Chips implanted in the body, 
intelligent devices that can communicate in secret, implants 
that can cure cancers are a reality in today’s century. In-
body technologies have already acquired a common 
place in replacement surgery procedures (replacing badly 
functioning natural organs with artificial ones). It seems 
only a small progression for us to allow technologies into 
our body with the intention of  augmenting our natural 
capabilities. The purpose of  this article is to throw a light 
on one of  the inventions in the field of  dentistry - Audio 
Tooth Implant. 

Launch of  the Audio Tooth Implant
In October 2002, Jimmy Loizeau and James Auger 
(Research associates from MIT Media Lab Europe, Royal 
College of  Art students) introduced an intelligent tooth 
implant that can well turn out to be the first based-in-body 
product Fig.1. 
The Audio Tooth Implant is a conceptual proposition 
intended to encourage discourse and comment on the 

possibilities of  biotechnology and its potential impact 
on society and culture1. It is a radical new concept in 
personal communication. 

Structure of  the device
The tooth implant consists of  3 separate elements. 
•  A low frequency receiver (150 kHz).
•  A piezo electric micro vibration device.
•  An electromagnetic micro generator.
 It is made up of  Epoxy Resin Material with a Dimension  
 of  12Hx8Lx8W

Working Mechanism
The surgical procedure necessary for the implant is a 
routine visit to the dentist. A simple root canal treatment 
of  the most posterior tooth in the arch followed by 
placing the implant chip in the pulp chamber and then 
sealing of  the tooth with final restorative material Fig. 
2 & 3.

Fig 1.

Fig 2 & 3.
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A modified mobile telephone or dedicated device is used 
to receive the long-range signal. This is also used to fully 
customize the set up so as to select which frequencies are 
to be heard. The device then transmits a low frequency 
signal which energizes the dormant receiver (in the tooth) 
by magnetic near field effects Fig.4. 

A transducer then converts this signal into low amplitude 
vibrations. Sound is then received into the inner ear hearing 
organ through bone transduction3,4 Fig. 5.

From here it is further interpreted in the auditory cortex 
of  the brain. The device communicates with an array of  
digital devices such as mobile telephones and news services 
via the Internet or can be used simply in conjunction with 
MP3 players.

The purpose of  the Audio Tooth Implant
It enables one to engage in “hands free” communications, 
for example high profile civilians like President, Vice 
president of  a country to receive discreet information, 
without others knowledge of  the same. Even a battle 

Fig 4.

field solider on the can receive vital information from his 
command base, while being unrecognized. Sound reception 
is completely discreet.

Conclusion
Technology… is a queer thing! It brings one great gifts 
with one hand, and it stabs one in the back with the other. 
The availability of  this device is a farfetched dream as yet 
it is not on a production basis. Though some people are 
apprehensive about this device being used for subversive 
activities, the benefits that society can have with the use of  
this technology, cannot be discounted.
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The Coloured Bite Platform

Dr. Akshay Rathi

Clinical Pearl

Ideal positioning of  the brackets on the teeth is vital to 

the success of  treatment via the pre-adjusted edgewise 

appliance. The opposing tooth can hit and dislodge a 

bracket. A bite platform is needed in such cases to prop the 

occlusion so that debonding does not stall the progress of  

the treatment.

A removable acrylic bite platform appliance needs the 

compliance of  the patient as it is not very comfortable. 

And a single instance of  non use can cause the loss of  the 

bracket.

The alternative is the creation of  a composite or Glass 

Ionomer bite platform on the working cusps of  the 

posterior teeth. Tooth coloured materials make it difficult 

to remove the bite platform after the desired change. 

Inadvertantly a part of  the enamel might be ground off  

with the bur. Hence addition of  colour with the help of  

a marker or sketch pen can be a very useful aid while 

removing the glass ionomer from the surface of  the tooth. 

This is an inexpensive, simple chair side tool for enhancing 

the efficacy of  the treatment.

Important points to be kept in mind while use of  
the bite platform are :

• The bite platform cannot and does not open the 
bite – it just props it open. Intrusion of  anteriors 
and/or extrusion of  posteriors will help to treat the 
deep overbite. That can be achieved only with tooth 
movement mechanics and not by addition of  glass 
ionomer or composite to the posteriors.

• The purpose of  the bite platform is only to prevent 
the debonding of  bracket. 

• The platform should be immediately removed once 
the bracket is at no risk of  getting debonded.

• The glass ionomer should be added on all the 
molars present and not on only the first. Or else the 
second and third molar might extrude and disturb the 
occlusion later. Also it should be added bilaterally for 
the same reasons.

• The platform does not cause any TMJ problems or 
pain which is usually associated with high points on 
restorations.
Judicious and cautious use of  the coloured 
glass ionomer platform serves a long way in 
predictably reducing the risk of  debondings and 
is an invaluable aid while treating cases of  anterior 
crossbites and also in patients being treated by 
lingual appliances.
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Mythology

Ekdant, Danteshwari and Daanveer Karna
Dr. Seema Rathi

Introduction
The history of  Dentistry like any other cultural civilization of  the human race has its beginning 
before the dawn of  history. Even the Neolithic man has been reported to have practiced knocking 
out of  teeth. Ancient Indian Ayurvedic literature contains many interesting observations on 
dental diseases and their treatment. Susrutha, the ancient Indian sage is universally acknowledged 
as the First dental anatomist of  the world.
Lord Ganesha  known as Ekdant
Once, Maharshi Parashurama  visited Mount Kailash, the home of  Lord Shiva. Shiva was then asleep; 
Ganesha stopped Parashurama from awakening his father. Parashurama threw his axe angrily, which 
he had got from Shiva, at Ganesha. Ganesha recognised his father’s axe and received it with respect. 
The axe cut one of  his tusks. Since then Ganesha is called Ekdanta, which means one-toothed.  
There is another story about his one tusk. A different legend narrates that when Ganesh 
was asked to write down the epic of  Mahaabharat, dictated to him by its author, sage Vyaas, 
taking into note the enormity and significance of  the task, he realized the inadequacy of  any 
ordinary ‘pen’ to undertake the task. So he broke one of  his own tusks and made a pen out 
of  it. The lesson offered here is that no sacrifice is big enough in the pursuit of  knowledge.  
In the same reference, it is also said that as he was writing Mahabhaarat, his pen broke, and he 
broke his one tusk to continue writing.
Danteshvari Temple
Danteshwari Temple is temple dedicated to Goddess Danteshwari, and is one of  the 52 Shakti 
Peethas, shrines of  Shakti, the divine feminine, spread across India. The temple built in 14th 
century by the Chalukyas of  the South, is situated in Dantewada, a town situated 80 km from 
Jagdalpur Tehsil, Chhattisgarh. Dantewada is named after the Goddess Danteshwari, The temple 
is as according legends, the spot where the Daanth or Tooth of  Sati fell, during the episode when 
all the Shakti shrines were created in the Satya Yuga.
It is believed that a tooth of  Sati had fallen here and Danteshwari Shakti Peetha was established. 
According to the ancient legend, Goddess Sati committed self-immolation in the fire pit of  yagna 
kund, due to an insult committed by her father Daksha towards her consort Lord Shiva during 
the Yaga. Raged by the death of  Sati, Lord Shiva destroyed the Yaga of  Daksha and with the body 
of  Sati in his hands started to do ‘Taandav’.Lord Vishnu cut the dead body of  Goddess Sati with 
his Sudarshan to free Lord Shiva from the grief  caused by her death. Parts of  the dead body of  
Goddess Sati were scattered to fifty-two different places, which were consecrated as Shakti Pithas.
The Story of  Karna 
The story of  Karna is told in the Mahābhārata –the great Indian Epic saga. This epic is attributed 
to a figure about whom little is known – Vyasa, via his scribe Ganesha – and is a record of  
material that was already in existence as an oral tradition before it was set down in writing. Its 
ultimate origins may date to the eighth or ninth century BC. The fifth century mathematician, 
Aryabhatta, calculated the date of  the Mahabharat War to be approximately 3100 B.C. from the 
planetary positions recorded in the Mahabharat.
Last Donation
As Karna lay dying on the battlefield, his father Surya and Arjuna’s father Indra fell into a debate 
as to who among their sons was superior. Indra was convinced that Arjuna was the better while 
Surya said otherwise, stressing on Karna’s charitable attitude. Both of  them decided to test 
Karna’s generosity and appeared before him as Brahmins asking for alms. Karna said that at this 
point he had nothing to give them while one of  the Brahmins remarked that he has some gold in 
his teeth which could be of  use to them. Karna on realizing this promptly takes a stone and breaks 
his teeth handing them over to the Brahmins and thus proving his superiority.
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Debate

Dr. Akshay Rathi

Extractions In Orthodontics

Science is full of  issues of  controversaries. At a 
time when the world believed that the earth was 
flat, Galileo proved that the earth was round. 
When the church held the view that the sun moved 
around the earth, scientists were proving exactly 
the opposite. We still are not confident whether 
there are 8, 9 or 10 planets or platenoids!
A major factor in debate is opinion biases. When a 
lie is repeated a hundred times, it assumes truthful 
proportions. Opinion comes into question 
whenever evidence is not presentable. However, 
to be aware of  one’s ignorance is invaluable as 
it propels one towards knowledge, analysis and 
interpretation.
Extractions in Orthodontics has always been an 
issue of  intense debate right through history. It all 
started with the Father Of  Modern Orthodontics. 
Edward Hartley Angle was a staunch proponent 
of  ‘no extractions under any circumstances’. He 
had his reasons. Being an art lover and deeply 
influenced by artists of  his era, he came out with 
the philosophy that when the full complement 
of  teeth was in perfect alignment – the face 
was most beautiful for that person. A very strict 
adminstrator, all his disciples had been imposed 

upon by this view. The skull named ‘Old Glory’ 
on his desk served as a guideline for parameters of  
normality in that era.
A rebound phenomenon following Angle’s demise 
in 1930 led to prevalence of  extractions in the 
immediate post Angle period. Clinical experiences 
of  unsatisfactory responses; coupled by writings 
such as the ‘Attritional Occlusion Theory’ of  
Raymond P. Begg led to an era where extractions 
was the rule. Extractions were an imperative means 
to compensate for the enamel loss that was not 
happening due replacement of  the fibrous food 
by a semi soft urban diet. This clinical practice also 
did not last for very long as practitioners realized 
that extractions was not a panacea for all ills.
The pendulum swings were very marked in the 
first five to six decades of  modern Orthodontics. 
A balance then reigned in with an individual 
patient based approach to treatment planning. 
Extractions are now done in certain cases and 
avoided in others – no dogmatic approach was 
followed. A case to case approach is practiced 
and terms like Extraction Orthodontist or Non-
extraction Orthodontist has became obsolete.
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So, is the question of  extractions now resolved? As 
a matter of  fact – NO. Why? Again for the simple 
reason that there cannot be a single definition of  
beauty. Perception of  aesthetics are influenced by 
various diverse factors – Trends, Racial characteristics, 
Demography, Age and Sex, Socio-economic factors....
so on and so forth. This articles attempts to list 
factors associated with decision to extract and helps 
to analysis tricky clinical conditions.

Two most relevant parameters to consider while 
treatment planning regarding extractions are:
1. Facial Aesthetics
2. Severity Of  Crowding

Facial aesthetics : This is possibly the most important 
determinant of  extraction/non extraction treatment 
plan. The position of  the upper incisors dictates the 
upper lip position which has a very important bearing 
on the profile of  the face. The sub-factors in this 
category will be :
 a) Facial Profile: A convex or a concave profile 
needs correction in terms of  the upper incisor 
position. Whether to retract, maintain or protract the 
upper anteriors influences our decision to extract. 
Whenever the convexity needs to be corrected an 
extraction is almost mandatory.
 b) Lip competency: Potentially competent lips 
can be managed by extractions. Lip competency is 
a major contributor to good looks. (Other factors 
like an anatomic short upper lip or vertical maxillary 
excess leading to incompetent lips are beyond the 
realms of  only Orthodontics).
 c) Rickett’s E Line: Lips lying within the Esthetic 
Line (hold a mirror handle joining the tip of  nose and 
the chin) are considered pleasing . Retractions and 
extractions are necessary when there is protrusion of  
lips beyond this mark.
 d) Nasolabial Angle: of  90 to 100 degrees is 
considered optimal. An acute angle helps to decide 
for extractions and vice versa. (However, please note 
that an upward tilt of  the nose can influence this 

angle).
 e) Soft Tissue Fullness : A round chubby face 
with good adipose tissue can mask protrusion 
whereas a thin skinny face will need extractions in 
similar conditions.
 f) Trends: A present tendency towards a fuller 
profile (almost bordering into a pout) rather than a 
very straight face helps in deciding borderline cases 
towards initial non-extraction treatment.
Influencing the facial aesthetics has to be considered 
in accordance with the patients chief  complaint and 
likes and dislikes of  the patient. Always bear in mind 
that Orthodontics is an elective procedure and not 
an emergency. Wants of  the patient are to be kept in 
mind. 

Potential factors to be considered before 
treatment are:
1. Level of  co-operation and motivation of  the  
 patient
2. Oral hygiene maintenance
3. Time available for treatment
4. Economic considerations.

Severity Of  Crowding : Smile aesthetics is influenced 
by the spatial orientation of  the teeth. A well aligned 
dentition is the basic requirement of  each patient 
that demands Orthodontic care. The non-extraction 
possibilities for space gain include:
1. Maxillary arch rapid or slow expansion
2. Molar distallization
3. Interproximal enamel reduction
4. Incisor proclination
5. Posterior teeth derotations
6. Utilization of  Leeway space of  Nance.

The need for extractions arises when all 
other conservative procedures are absolutely 
insufficient to create the necessary space. 

Debate
Extractions	In	Orthodontics
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Consequences of  an extraction case treated 
without extractions:
1. The main effect will be on the face – convex profile, 
incompetent pouting lips, etc. Facial aesthetics will 
not be optimum.
2. Anteriors will be proclined and the torque will not 
be proper.
3. Chances of  gingival dehiscences and gingival 
recessions increase. Inadequate bony support over 
the labial surfaces of  the teeth.
4. Lack of  lip competency can effect gingival health 
over the upper incisors due to constant exposure of  
the same to the atmosphere.
5. Lack of  self-esteem of  the patient. A patient 
does not understand the language of  occlusion. He 
or she wants a good smile and may not be able to 
articulate anything more than this basic requirement. 
The operator has a responsibility towards psycho-
social rehabilitation of  the patient and not just put the 
‘plaster on the table’ i.e. only demonstrating a good 
Class I normal occlusion is not the ultimate goal – the 
patient should be happy.

Consequences of  a non-extraction case treated 
with extractions:
1. ‘Dished in’ appearance is the term used to describe 
the typical appearance of  an ‘Orthodontically treated 
case’. At the end of  treatment, if  the patient gets a 
compliment that his or her case is nicely treated – 
then the patient has a treated case look – that’s not a 
good sign for you. 
2. Overclosure of  the mandible, deep overbite, 
retroclination of  anteriors are side effects which 
are avoidable with proper diagnosis and treatment 
planning.
3. A dissatisfied patient, low self-esteem and psycho-
social implications.

Important Points :
• An extraction case cannot be treated by non-
extraction means of  space gain e.g. a case of  bilateral 
first premolar extractions cannot be treated by inter-
proximal enamel reduction.
• In borderline cases, therapeutic non-extraction 
treatment can be done for a maximum of  6 months. 
An interactive treatment planning with the patient 
then helps to take the final decision on extractions.
• The possibilities of  extractions – whether upfront 
or therapeutic should be discussed with the patient 
before the start of  the treatment. It would almost be 
malafide to inform about extractions in between the 
treatment.
• Starting treatment early in the mixed dentition 
by serial extractions or expansions cannot avert 
extractions in an extraction case. For e.g. a case of  
Class I bimaxillary proclination will be best treated 
with all first premolar extractions irrespective of  
whether the patient comes at 7 or 12 or 18 years of  
age.
• Extractions done a month or so after starting the 
appliance therapy are categorically simpler, less painful 
and carry minimal risk of  root fractures. Extracting 
after a month of  0.014 Niti archwire loosens up the 
tooth with disruptions of  the periodontal ligament 
and the procedure is the very easy for the patient as 
well as the clinician.
• Asymmetric extraction protocols should be 
evaluated in depth before starting. 
• Never extract only in the upper arch in a case of  
Class I malocclusion with full complement of  teeth in 
the lower arch.
• Extractions are a part of  life. Do not make them an 
issue for yourselves or for your patients.
References available on request
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Net Worth

The internet provides many facilities to the dentist, 
dental student and dental researcher. The main 
advantages of  internet are discussed below:

1. Sharing Information
You can share information with any other dentist or dental 
student around the world. The dentists, dental students 
or dental researchers can interact with each other to share 
knowledge and to get guidance. Sharing information 
through internet is very easy, cheap and fast method.

2. Collection of  dental Information
A lot of  information of  different types of  subjects topics 
is stored on the web server on the internet. It means that 
lots of  websites related to dentistry contain different dental 
related information in the form of  text, pictures, videos, 
ebooks, PDF, etc. You can easily collect information on 
every topic of  the dental world. For this purpose, special 
websites, forums, video file sharing websites related to 
dentistry are out there. Most are legal and few are illegal 
where dentist and dental student can download dental 
books, dental software, dental videos, dental related 
photos, etc. I highly recommend to all fellow readers to 
buy legal copies of  dental books, dental related software, 
and should be used for personal and as reference use only. 
The dental teachers, dental authors, dental writers, dental 
engineers and many other dental related professionals 
use these dental websites to collect latest information for 
different purposes. Usually, the information on the internet 
is free of  cost. The information on the internet is available 
24 hours a day.

3. Online Education
Internet provides the facility to get online education. 
Many websites of  different universities provide lectures 
and tutorials on different subjects or topics. You can 
also download these lectures or tutorials into your own 
computer. You can listen these lectures repeatedly and 

get a lot of  knowledge. It is very cheap and easy way to 
enhance dental education.
 

A list of  useful websites is enumerated below :
1.  www.orthoebooks.weebly.com.
2. www.studytemple.com/for um/or thodont ics  
 dentofacial-orthopaedics/178975-orthodontic-e-
books 
 collection.html
3. www.ebooksdownloadf ree.com/download/ 
 orthodontics-books-free-download-1.html
4. www.4shared.net/orthodontics+books
5. http://m.zimbio.com/Dentistry/articles/    
 MOBxnZJLp0A / free+download+Orthodontics
 +books
6. www.filestube.com/d/download+free+orthodontic+
 books 
7. dentallib.blogspot.in/2012/02/orthodontics-by- 
 grabervanarsdall-vig.html?m=1
8. http://blog.yahoo.com/ 
 P2BNXLLZCPF7U5UKFM4QGEQQVI    
 articles/638733

E-Books
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Motivational Modules !!!

Howzzat

Coloured modules have long been used by Orthodontists to add a bit of  spice to the boredom of  metallic smiles 
that teens have to endure. Coloured modules add glamour to the treatment and keep the patient actively involved - 
choosing colours at each appointment, comparing colours with friends, matching colours with outfits during family 
events and so on and so forth.

This piece of  writing describes an important aspect of  colour which the operator can utilize to ‘motivate’ externally 
the young patient to follow instructions during treatment. Pink is associated with feminism and is a colour which no 
boy will wear especially on his teeth. A young male patient can be appropriately threatened to follow oral hygiene 
instructions failing which he will be attached pink modules. Just to let the boy know that you are serious, attach a 
pink module to an upper incisor, click a picture, show it to the patient and see the difference that this has to the 
patient’s attitude. The module is then removed and the patient sent with instructions that all modules will be pink in 
the next appointment if  instructions are not followed. There is never a real need to put pink modules – just this 
part during an appointment is sufficient to motivate the patient. Similarly black is a colour despised by girls and no 
one wants to be outlawed in her peer group. Girls as a group of  patients are however more conscientious in their 
approach towards oral hygiene maintenance and a mere reprimand is generally sufficient.

 Colours to the operators advantage for a change !!! 
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Emax

Dr. Purvesh Chauhan

My Clinical Experience With 

Introduction :
Adhesive bonding technology allows the dentist to place 
a brittle restorative material of  minimal thickness to the 
surface of  the tooth that will not break under normal 
masticatory  function. Hence, patients who are not happy 
with the smile “mother nature” provided can elect to have a 
“smile makeover” correcting aesthetic problems associated 
with tooth shape, position, and color. For many years, 
patients had to live with aesthetic problems that were tooth 
related. Orthodontics could straighten teeth, but could do 
nothing for malformation or problems associated with 
tooth color.
Porcelain veneers are a popular way of  making crooked 
or badly sized teeth look proportionate and straight. They 
can also make the teeth in uniform whiter shade if  required. 
E max veneers are a type of  hard wearing veneers that can 
be cut much thinner than their porcelain counterparts. This 
makes them appear less bulky and can eliminate the need 
for drilling or reshaping the natural teeth. 

Indications 
• Thin  veneers
• Minimally invasive inlays/onlays (1 mm)
• Partial crowns and crowns
• 3- to 4-unit bridges (IPS e.max CAD-on technique)
• Implant superstructures

Advantages
• High strength (360 MPa) and high esthetics
• Efficient, economical processing due to easy milling  
 properties
• Minimally invasive restorations
• Three levels of  translucency for maximum flexibility
• One day for a completed posterior bridge with  
 outstanding overall strength (supported by zirconium)
• Adhesive, self-adhesive or conventional cementation  
 depending on the indication
The biggest advantage of  Emax veneers is that they don’t 
require the natural teeth to be ground down or reshaped to 
the same degree as with similar products. 

This means there is a possibility that the procedure can 
be reversed if  the patient changes their mind for some 
reason, with thicker veneers this is not an option as the 
natural teeth have been altered so drastically they will 
always need something to cover them up. 
Furthermore, the materials used to make up Emax 
veneers are stained and glazed to give an overall more 
natural smile than perfectly white porcelains.
A higher translucency creates the appearance of  real 
enamel teeth (Chameleon effect), and a layer of  high 
strength porcelain can be added over the top of  the 
veneer to make it look even more lifelike.
After an initial consultation, where your dentist will 
assess your suitability for Emax veneers, you will have 
a design and colour selected for you, matching to your 
face shape, size, and the shade of  your natural teeth.

Impression taking:
The first step, for any patient that is being considered 
for “no-prep” veneers, is to make study models and 
have a laboratory wax-up done. This allows one to 
visualize if  the addition of  ceramic, without first 
creating the space, will result in a biologically and 
aesthetically pleasing result. Once the decision is made 
by the doctor and patient that an acceptable result can 
be achieved, an appointment for master impressions, 
interocclusal records, and face-bow transfer can be 
made (optional).
After administration of  intrapapillary local anesthesia, a 
double-cord retraction technique is used in preparation 
for making the master impression. Upon removal 
of  the top cord a space is opened up that will allow 
the light-bodied impression material to flow into the 
gingival crevice, accurately capturing an impression of  
the intracrevicular tooth surface. When the impression 
is poured in die stone the technician can now accurately 
construct the porcelain margins from an intracrevicular 
position and minimize any excessive contour of  the 
restorative margin.



Vol. 3   Issue 3   Sept. - D
ec. 2012

50

Case 1: 
32 years old male patient came to our clinic  with the 
complain of   spacing  between all teeth. We gave him the 
option of  emax veneers with minimal labial preparation of  
upper anterior teeth.

Case 2:
24 years old lady came to our clinic with the complain of  
stained teeth. She wanted her teeth to look good without 
stains. We gave her the option of  emax veneers without any 
tooth preparation for upper anterior region.

 

Fig. 1: Pre operative intra oral photograph showing generalized spacing.

Fig. 2:  Intra oral photograph after labial preparation with gingival   
 retraction.

Fig. 3: After bonding of  veneers.

Case 3:
26 years old lady came with badly crooked central incisors. 
We found the adjacent lateral incisor of  right side non vital. 
So we performred root canal treatment in three teeth and 
emax veneers for anterior restoration.

The lab procedure and fitting procedures remain same for 
all these cases.

Lab Procedure:
The preoperative casts were mounted on a semi-
adjustable articulator. An additive diagnostic wax-up was 
then fabricated idealizing the length-to-width ratio. This 
provides the dental laboratory technician with a guide for 
fabricating the veneers. 
There are several materials that can be used to fabricate no-
prep veneers. Traditional feldspathic porcelain is commonly 
chosen, but it can be brittle and difficult to fabricate in 
thicknesses of  0.3 mm to 0.5 mm.
    

Fig. 5:post operative intra oral photograph after fitting veneers

Fig. 6: Intra oral photograph of  crooked anterior teeth.

Fig. 7: Post operative photograph after placement of  veneers.

Fig.  4:  Pre operative intra oral photograph with enamel hypoplasia of  
upper anterior teeth.
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It is important to have enough room in the facial 
embrasures to wrap porcelain around the proximal facial 
line angles while maintaining the soft triangular shape 
of  the facial anatomic form. In order to have a smooth 
emergence angle of  porcelain off  of  the unprepared labial 
surface, the gingival extent of  the ceramic must begin in the 
intracrevicular area. This will allow the technician to finish 
the ceramic to a finely finished margin, thus limiting any 
potential overhang of  the material. One of  the problems 
with popular “no-prep” techniques, which often make the 
promises of  “no shots” and “nonretracted” impressions, is 
that it is impossible to create an aesthetic and biologically 
acceptable transition from tooth surface to porcelain that 
begins at the free gingival margin without creating an 
overhanging margin. Thus, many of  these nonretracted, 
no-prep cases have the potential to result in gingival 
recession from bulky, overcontoured gingival margins. 
Procedure of  fitting veneers:
Once the try-in was completed and the restorations are 
approved by the patient, the bonding process is started. I 
prefer to start with the maxillary central incisors, moving 
distally, placing two teeth at a time in order to ensure 
proper fit.
After etching of  the maxillary central incisors with 37% 
phosphoric acid for 15 seconds, the teeth are rinsed for a 
total of  15 seconds, then thoroughly air-dried. The fifth-
generation bonding agent is painted on the etched surface 

with a microbrush, air-thinned, and light-cured as per 
manufacturer’s instructions. 

Then we apply Monobond on tooth as well as veneer. Cure 
it for 20 seconds. After this we apply Vario Link Veneer-the 
luting material for veneers on the surface of  veneer and 
then cure it for 30-40 secs. The excess cement was then 
removed using a sable artist’s brush prior to tacking the 
restoration with the curing light. Light-cured veneer cement 
is ideally suited for extra thin no-prep veneers because 
it has absolutely no color at all and will not influence 
the final shade of  the restoration in any way. Also, with 
9 µm film thickness, an accurate fit is ensured. Since the 
maxillary anterior teeth are relatively flat anatomically, the 
corresponding restorations are placed with only minimal 
proximal adjustment.

The first step in the delivery process is to do a collective 
try-in to evaluate proximal fit and overall aesthetics . The 
anterior six restorations appeared to fit passively, however, 
the premolar restorations could not be fully seated when the 
adjacent restorations were seated to place. This indicated 
that some interproximal adjustment would be required. It is 
clear that for most patients, a “no-prep” case will require all 
the teeth in the smile to be restored. Some clinicians have 
restored lingually positioned single teeth using the no-prep 
technique, however, to do this without creating overly-thick 
incisal edges is a challenge in itself. 

Variolink Veneer (Ivoclar Vivadent)  is a purely light-curing 
luting composite that offers exceptional esthetics.
Variolink Veneer offers seven light-cured value shades to 
enhance the esthetics of  the final restoration. The Medium 
Value (MV 0) is very translucent and has a neutral and thus 
only little effect on the final restoration. The High Values 
allow the clinician to brighten or increase the value and 
the Low Values provide a “warming” effect to the final 
restoration. 

My Clinical Experience With 
Emax
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Advantages
• High shade stability due to a specific amine-reduced  
 formulation
• Available in 7 shades with very high translucency
• Easy removal of  excess
• Low wear, good polishing properties
• High bond strength

Indications
• Adhesive cementation of  translucent all-ceramic  
 restorations with a thickness of  < 2.0 mm (veneers,  
 inlays, onlays)

Shades
High Value +3, High Value +2, High Value +1, Medium 
Value 0, Low Value –1, Low Value –2, Low Value –3

Standard  Composition 
• Dimethacrylates 
• Inorganic Fillers
• Ytterbium Trifluoride 
• Catalysts 
• Stabilizers
• Pigments 

Physical Properties 
• Translucency  8-50 %
• Flexural strength (2x3 min Spectramat ) 107 MPa 

• Flexural modulus (2x3 min Spectramat) 4500 MPa 
• Vickers hardness (2x3 min Spectramat 24h dry)  
 450 MPa 
• Compressive strength (2x3 min Spectramat) 400 MPa 
• Water absorption after 7d 18.5 μg/mm³
• Water solubility after 7d 0.0 μg/mm³
• Film thickness 9 μm 
• Consistency 21 mm
• Radiopacity 50-200 % Al

Conclusion:
For the patient with more complex aesthetic or functional 
occlusal issues or high aesthetic demands a combination 
therapy of  realignment and minimally invasive ceramic 
restorations can be the solution that satisfies both the 
patient’s desire for great aesthetics and the clinician’s desire 
to conserve enamel. An added advantage of  this approach 
is that the prealignment of  the teeth ensure much less 
dentine exposure during prep and a greater area for the 
stronger enamel bonding.
This multidisciplinary case shows what is possible advanced 
ceramic techniques are performed.
With this method the patient is involved in the planning and 
designing of  his new smile at every stage. Risk is reduced 
and predictability increased to create a natural conservative 
result.

Completed his graduation in 
2004 from government dental 
college, . He accomplished 
advanced training in the science 
of  Crown and Bridge, whereby 
he specialized in the art of  smile 
correction through metal-free 

ceramic crowns and veneers. His keen interest in dental 
implants and a belief  in their excellent capacity to replace 
the missing teeth drove him to obtain certification in the 
superior dental implant systems, working as chief  dentist 
at MOHA dental hospital ahemdabad and consultanting 
implantologist  and aesthetic  dentistry

My Clinical Experience With 
Emax
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The Multi-Tasker

After Office Hours

Give a brief  background about your education:
Dr Smita V. Kapadnis, born and brought up in Nashik 
city . Schooling from Adarsh Vidyalaya in vernacular 
medium. Both parents working. Father-Mr Ashok 
Gowardhane worked in a cooperative bank. Mother a 
secondary school teacher. So I had to balance all my 
studies as well as household work. So the roots of  
multitasking were established in childhood itself  which 
are helping me even now.
 
BDS from KBH’s MGV Dental College & Hospital, 
Nashik, 1997 batch.
University topper in Anatomy and Physiology subjects 
in first BDS. After completion of  BDS, was the first 
student of  the batch to start individual clinic at Deolali 
Camp  in  1999 (that too before the marriage). 

Work profile....
Completed 13 years in practice as on September 2012. 
Started the existing clinic at Mico circle, Tidke colony , 
Nashik in  February 2001. 

Special interests in Dentistry....
I prefer cosmetic dentistry & now Orthodontics. 

What are your varied interests besides dentistry ? 
Besides dentistry,  I have developed various hobbies 
and interests which are followed up consistently by 
me. 

Music: I began from enjoying our film songs by 
participation in local antakshari competitions. I 
learnt classical singing for around 4 years completing 
3 exams. During the learning of  classical singing I 
developed liking for Sitar which I am learning for last 
5 years.
I have completed 5 exams and hope to persue it upto 
Sangeet Visharad. The love for music developed 
association with like minded wonderful people.

I have participated in various individual and group 
shows. One of  the most memorable of  these was my 
participation in the group presentation of  Bramhanad 
organized under the banner of  Art of  Living Shri Shri 
Ravi shankar where 1094 sitarists played at a time on 
one stage which was registered by:

Guiness Book Of  World Records on 21st  
November 2008.

Brahmand-sitar at Delhi [Guiness world record-2008]

Dr. Smita V. Kapadmis
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Painting : I developed special liking for ‘warli paintings’ 
due to the novelty and various themes that can be 
displayed in them. Numerous paintings have been 
gifted to near and dear ones as a token of  gratitude .

Embroidery and Fabric painting : I developed a 
flair for this hobby from my mother in law . Starting 
my practice from small handkerchiefs I proceeded to 
Punjabi dresses, T shirts , sarees , bedsheets , blankets 
and various other forms , patterns and procedures.

Cooking : Experimenting in different forms of  cuisine 
is one of  my favourite hobbies. I have been on the 
famous Zee marathi show of  Manasi Tumchya Ghari 
hosted by Rani Gunaji .

Idol making [Sculpturing]: Every year I make ecofriendly 
Lord Ganesha idol with Shadoo soil along with proper 
painting. In this activity I get the advantage of  using all 
our dental equipments like carvers, spatulas, compressor. 
I have also made other sculptures of  different deities like 
Saraswati, cartoon characters etc. 

5. Tell us about your future aspirations
I wish to live life to the fullest  and passionately. To enjoy 
whatever we do and keep trying to improve on it. Share our 
enjoyment and knowledge with those around you. To try to 
develop a positive energy that may inspire people to utilize 
their skills. 

After	Office	Hours
The	Multi-Tasker
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6. A few words on your family.
I get full support and help from my family, specially my 
husband who has his independent chemical business. He 
always encourages me and provides guidance whenever 
I am in doubt. I try to help him 
in his activities like accounts and 
administration. Though I don’t 
have knowledge or background 
of  commerce, I am learning 
accounting software of  tally 
so that I can maintain proper 
records. I have the pleasures and 
advantage of  staying with my 
inlaws who always encourage 
me to do creative things. My 
mother-in-law herself  is very 
passionate about doing various 
embroidery and artistic creations. So I get guidance as 
well as a knowledgeable critic. My 8 year old son is my 
innocent admirer. My parents who are from a very humble 
background dot on my every activity. I get emmense 
pleasure when they feel proud on any of  my small or big 
achievements.

7. How do you distribute your time for all the 
activities?
As the famous saying goes “ Waqt hota nahi nikalna padta 
hai”  I carve out time whenever and wherever I can. 

May it be painting in between 
patient appointments or 
making the idols upto 
late night. Practicing Sitar 
whenever I am stressed out. 
All my hobbies and activities 
provide me a mental peace 
and balance of  mind. So 
when some may see it as a 
burden, I look towards it as a 
way of  relaxation. 

8. Any words of  wisdom 
for our fresh dentists...

I reserve this comments when I may feel that I have 
enough experience to guide someone. At present I am 
in the infancy of  learning a lot of  things including 
dentistry. My best wishes for those who to venture in 
any of  the above fields very dear to me. So a passionate 
approach towards your life and your activities will give 
you success and immense pleasure.

Suddenly Something 

Dental  || Sanskriti ||

Karnataka medical education minister S A Ramdas wants dental students to learn Sanskrit to 
understand their subjects better. 

“Dental science first evolved in India, and there are many references to it in Sanskrit. If  you want to 
learn and understand dental science better, then you must learn Sanskrit,” he told graduating students 
of  the Government Dental College and Research Institute in Bangalore on Thursday. 

It remains to be seen how the Dental Council of  India views his suggestion. 

Dental students learn 19 subjects as part of  the BDS course. Many of  them told TOI they weren’t 
too excited about adding Sanskrit lessons to their course. 

After	Office	Hours
The	Multi-Tasker
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Observe & Opine
Feedback

Dr. Rajendra Bane

Case No 1:
Premature loss of  the lower primary first molars bilaterally has resulted in a loss of  space due to mesial migration of  the teeth 
distal to the extraction site. This case emphasises the need to create awareness in the minds of  the dentist as well as the patients 
regarding the importance of  preservation of  milk teeth; and the need for space maintainers if  the teeth are beyond restorations. 
These are a logistical nightmare to manage !
Gonion solicits your feedback on this case with respect to its future clinical management, space creation or extractions of  
permanent teeth –which and when. The mixed dentition patient has a straight profile.

Case No 2:
Observe the anatomy of  the lower fifth teeth bilaterally. In a case of  Class I bimaxillary proclination with convex profile, which 
would usually require all first premolar extractions, what will be your suggestions with respect to management of  this case ? 
Also Gonion invites your feedback with respect to the cause, terminology and prognosis of  the lower fifth teeth in the arch.
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60% Dental Students Flunk Final Exams  
In Tamil Nadu

Alerts

CHENNAI: 

Fewer dentists will be added to the healthcare system in Tamil Nadu this 

year as almost 60% of  BDS students have failed to clear the final year 

examinations held in August. The pass percentage last year was 70%. The 

failed students will now have to take re-exams in February, 2013. Of  the 945 

students who wrote the examination, 396 passed.

The large number of  students failing is attributed to changes in the exam 

and evaluation policies. 

Two years ago, students used to get as much as 49 marks as grace. In the last two years, not more than five grace marks 

were awarded. Some 60 dental students benefited from the grace marks this year. Also, in 2011, a student required a 

combined score of  50% in theory, oral, internal, and practical exams. But now the student has to get 50% in each of  

the papers.

 The Dental Council of  India has also told the university that it can increase the pass percentage to improve quality. 

“We had to do this to build better dentists. A dentist has to be equally good in practical and oral. He can’t say I failed in 

oral or practical but scored high in theory,” said university vice-chancellor Dr Mayilvahanan Natarajan. The university, 

he said, will not encourage revaluation this year as every paper of  failed candidates was sent for second evaluation.

Unlike other states, students in Tamil Nadu are admitted to colleges based on their score in Class 12. The state has 

rejected the nation-wide common entrance examination suggested by the Union 

health ministry. Senior dentists like Dr George Paul feel it is important to test the 

students’ aptitude before they are admitted to medical or dental colleges and that 

can be done only through a common test. “There is no quality check of  entry 

level students,” he said.

Senior dental surgeons also attributed the high failure rate to decline in quality 

teachers in dental colleges. Though the state has 18 government-run medical 

colleges, it has only one government dental college. The remaining 18 private dental 

colleges are affiliated to the state medical university. While 65.8% of  students 

passed the test in the 

government Madras Dental College, the pass percentages 

on many other colleges were below 50%.
India is facing a severe shortage of  dentists. The World Statistics 

2012, released by the World Health Organization (WHO), says 

India has less than 1 dentist (0.8) per 10,000 population. In absolute 

numbers, there are only 93,332 dentists. “There is an urgent need 

to increase the number of  dental seats. But what is more important 

is to ensure that the quality of  education improves,” Dr Paul said.

Pushpa Narayan, TNN Oct 2, 2012
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PERIO-TRAIN- A comprehensive hands-on  
clinical course in Periodontics 

CDE

Topics
1.Non-surgical Periodontal Therapy
2. Periodontal Flap 
3. Suturing 
4.  Periodontal Plastic and Esthetic Surgery
 • Frenum management
 • Widening of  attached gingiva
      -Free gingival graft  
      -Connective tissue graft 
 • Vestibule deepening 
 • Crown lengthening procedure
 • Surgical exposure of  teeth for orthodontics
 • De-epithelialization / depigmentation
 • Esthetic surgery for implant
5. Bone Grafting
6. GTR and GBR
7. Root Resection and Restoration 
8. Ortho-Perio
 • Gingival repositioning
 • Gingival wedge removal
 • CSF 
 • Surgical Canine / tooth exposure
 • Frenum relocation
9. Prostho-Perio
10. Endo-Perio
11. Implant-Perio
12. Systemic problem and Perio 
13. Periodontal Splinting
14. Myths in Periodontics 
15. Marketing in Periodontics
16. Case Discussion    

Dr Maqbool Ansari

Consultant Periodontist And Oral Implantologist

Dr Maqbool Ansari, Professor of  Periodontics 

has done his graduation from Government Dental 

College and Hospital in the year 1994 and Masters in 

Periodontics from Nair Hospital Dental College in 

1998. 

Perio-Train is a 2 days 
comprehensive course in 

Periodontics which will cover 
the topics of  the procedures 

most frequently required in the 
dental office.  
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Course Venue

Rathi’s Dental Centre, 121, Ground Floor, Juhu Jivan 
Building, Swami Samarth Ramdas Road, J.V.P.D. Scheme, 
Mumbai-400049.

Course Dates
Tentative Course dates are

1. December 2012 9th and 10th
2. January 2013 27th and 28th
3. March 2013 24th and 25th
4. May 2013 26th and 27th
5. August 2013 18th and 19th
6. September 2013 29th and 30th
7. November 2013 24th and 25th

Course Registration 
Course fees is Rs 16000/- plus 12.5 % tax includes 
hands-on and hands-on kit, breakfast, lunch and teas. 
Special discount offer for Ortho-Train candidates.

Contacts for Detail
+919970105410; 9860598928; 9987024694
E-mail: maqboolperiodontist@gmail.com

Hands-On will be on various models for 
1. Instrumentation
2. Periodontal flap
3. Suturing
4.  Periodontal Plastic and Esthetic Surgery
5. Bone Grafting 
6. GTR and GBR
7. Root Resection 
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SPECIAL 
COURSE FOR 
DENTISTS

FRIENDS, DOESN’T WORRY…
Throw away all your questions…Forget all your tensions…There is some permanent, realistic & concrete solution 
to this. 

I have this ‘MAGIC TRAINING COURSE’in which you will not only learn various ways to tackle the competi-
tion but believe me; we can actually prove you that there is no competition in this world!!........ 

Don’t believe us? Join us, try it once and you will soon join the club of  
‘Where is the competition?’

Duration: - 2 days
Course outline: - 
This two day course is the perfect package for the participants to know all those aspects of life which are extremely important to improve 
our professional as well as personal life. The course is designed to keep the participants involved for two days by means of various role 
plays, case studies, discussion on real life problems/situations and much more. The concept is totally based on ‘interactive learning’ as ‘we 
hardly remember what we hear; we remember part of what we see but we definitely remember what we do by ourselves’ I assure that the 
participants would be benefited ‘at least 10 times if not more’ financially & otherwise. So come with an open mind to learn, share and most 
important to have fun!!
Course Contents: - 
• Discover yourself
• Where is the competition?
• SWOT analysis
• Practice management

• Marketing yourself & conceptual selling
• Human relations
• Effective communication skill
• Positive Attitude
• Goal setting

Why to attend - We all try our level best to handle this cut throat competition in day to day life. We try different tactics, apply various logical 
ways and sometime even get sucked into some of ‘not-so-good’ ways to defeat our competitors. Many times, we get distracted from our goals 
or do not even set them. The aimless journey continues & it’s too late before we realize it. This not only increases our stress but also lead to 
many health problems. Isn’t it great if we can get professional guidance to keep things on track? Make life as smooth as possible & satisfying? 
Join us & feel the difference!!!
Benefits
1. Know for sure that there is no competition in the world  2. Learn to manage your stress & achieve that much desired ‘calmness’ in life
3. Realize, set and move in the directions of ultimate goals of your life  4. Concentrate on your progress rather than worrying about others
5. Have different attitude and solutions to look at any problem/situation 6. Learn to manage your hard-earned money properly to build 
wealth in life  7. Learn to maintain healthy relations with your friends, family & patients
For whom:
The course is suitable for all the practicing dentists, fresh graduates, interns and dental students

• Time management
• Stress management
• Financial management & wealth creation
• Effective use of technology to grow

Introduction:
In this modern age, there is tremendous competition in each and every field….dentistry is even more populated in 
this regard. With more than 20000 new dentists graduating every year, things are set to go worst. 
How to cope with the same? 
What is my future as a dentist? 
What about my finances in this growing inflationary environment? 
There can be numerous such questions that may add on to already existing stress of ours. 
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 Human relations Human relations

Goal setting

Time management

Financial management

Contact - 07276757975
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Smile and

F O U N D A T I O N
Comprehensive 2 Days Restorative ( Esthetics )

(Personalized programs)

Practicing for last 14 years with special attention 
in Restorative & Esthetic Dentistry 

Restorative Workshop
Demonstration of CII, CIII, CIIV, Diastema closure, Direct 

Composite laminate by using enamel and dentin layers with 
added beauty of colours and stains, followed by hands-on by 

each and every participant in all cases

• Know your composite 
• Bonding concepts revisited
• Get your shade selection right always
• Understanding Layering techniques 
   in composite
• Get rid of  thet line (Demarcation line)
• Enchanced finishing & polishing
• Restoration in composites 
   A) Anterior B) Posterior 
• Bridge that gap (Diastema closure)
• Direct composite laminates 
• Create a smile with composites

B.D.S (GDC, Mumbai) SPEAKER FOR DENTSPLY

Dr. Prashant Shirude

For details contact: 9011099718

Dr. Akshay Rathi is planning an update module of 2 days to further hone the skills 

of Orthotrain participants. Let us revisit our concepts, add new vistas and reinforce 

clinical acumen. Newer products and procedural advances will be critically analysed. 

A gala banquet dinner to toast to nostalgic memories with colleagues and make 

new friendships is also planned. 

Sept. 28 - 29 2013 Tentatively

For Orthotrain/Global Dentech Candidates :  

Rs. 12,000/-  Before 30th April 2013

For Orthotrain/Global Dentech Candidates :  

Rs. 15,000/-  1st May 2013  to 15th Aug 2013 

For Non- Orthotrain Participants  Rs. 15,000/-  

Early Bird 
offer

Register by paying a cheque/demand draft payable to Orthotrain.
Mail To 31 Ankur, Gulmohur crossroad no. 10, Opposite Sujay Hospital, 

Juhu Scheme, Mumbai 400 049.
Register by 15th August 2013. No Spot Registrations.
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Orthotrain Focus This Issue.......

Case 1 
Twin block therapy to modify Class II skeletal pattern in the mixed dentition.

Case Presentations Of Orthotrain Participants
The aim of  any hands-on course is to impart implementable skills to participants which can be used 
clinically. Orthodontic treatment options are usually spread over several months. The test lies in 
getting a satisfactory outcome of  the treatment and evaluating it with the standard of  care.

This article is a collection of  cases which have been treated by a few of  Orthotrain course participants in 
their own private practices. A random variety of  simple to complex cases are presented to give readers 
an idea of  the scope of  increased practice that follows learning and implementing Orthodontics in 
their own clinics.

Cases Submitted By Dr. Lavkesh Bansal (09820031142)

Pre Treatment

Pre Treatment

Twin Block Appliance

Post Treatment

Post Treatment

Post Treatment
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Pre Treatment

During Treatment

Post Treatment

Case 2  
Pre Prosthetic intrusion of  supraerupted  posterior teeth using mini implants.

Case 3  
Case of  a 70 yr. old patient.

A 49 yr old female patient approached our centre to find a solution for 
replacing right upper posterior teeth. She had supra eruption of  lower 
right premolars and 1st molar. A previous attempt of  a partial denture 
with occlusal reduction of  lower teeth was made,but it failed due to 
insufficient height for acrylic to be strong enough for occlusal forces.

Treatment plan accepted was:
• Orthodontically intrusion of  lower supra erupted teeth  
 using mini implants.
• Extraction of  severe extruded upper right lateral  
 incisor.
• No orthodontic treatment for upper teeth
• Replacing upper posterior teeth with partial denture.
Objective of  treatment plan:
• Minimal or no reduction of  lower right supraerupted  
 teeth
• Regaining the lost occlusal space for upper posterior by  
 intruding the lower premolar and 1st molar by
 orthodontic force.
• Retaining the patient’s natural teeth
• Replacing the upper posterior teeth with partials or implants as  
 per patient’s wish
• Economically affordable solution.

Results:
• Satisfactory from patient’s subjective and objective  
 point of  view.
• Excellent from technical perspective as we have  
 achieved good intrusion with sufficient space for upper  
 posterior teeth without any reduction of  lower teeth. 

A 70 yr old female patient approached our centre to find a solution 
for lower anterior periodontally weak and flared dentition, other 
then  extraction, bridges or implants. 
Treatment plan explained and accepted was:
• Orthodontically retraction and alignment of  lower anterior  
 teeth without attempting any change in her bite and upper  
 teeth.

• Permanent splinting of  lower six with ss wire bonded with  
 composite on lingual of  lower anterior six.
Results:
• Satisfactory from patient’s subjective point of  view.
• Excellent from technical perspective as we have achieved full 
 retraction, closed the spaces and got a occlusion in harmony  
 with the rest of  teeth.

Pre Treatment During Treatment Post Treatment
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Case 1  
Ceramic brackets used to correct minor crowding in a teenage patient who wanted a perfect smile. An 
ideal finish is achieved followed by fixed lingual retention.

Case 2  
Anterior crossbite in a 9 year old patient treated with fixed mechanotherapy. The single tooth cross-
bite was corrected in two months. A simple treatment to a condition which if  left untreated can cause  
severe complications during growth.

Cases Submitted By Dr. Sunny Roongta (09867798798)

Pre Treatment

During Treatment

During Treatment

Post Treatment

Post Treatment

Pre Treatment

During Treatment

Post Treatment
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Cases Submitted By Dr. Swapna Thakare (09821093471)

A 27 year old female, shy, not confident of  her 
looks came to me wanting a fixed prosthesis to 
correct spaces. She was apprehensive to do or-
thodontics as a doctor had told her to do extrac-
tion. We discussed the case with her and devised 
a compromised plan. The treatment plan was to 
do ARS to create space to reduce her proclination 
and overjet. The normal treatment protocol was 
followed. At the end of  the treatment which took 
around 8 months a good correction was achieved. 
The treatment restored her confidence and we 
saw a new girl emerge from her cocoon.

Case 1  
A female patient aged 13 years with chief  complaint of  crowding.

Case 2  
A female patient aged 27 years with chief  complaint of  proclination not wanting extrtactions.

On analysis, she showed 
class I molar relation 
with anterior crowding, 
high labial canines.
We decided to pursue a 
treatment plan of  non 
extraction. Since the pa-
tient was in her pre-pu-
bertal growth phase, she 
responded well to the 
treatment plan.

Post TreatmentDuring Treatment

Pre Treatment

Pre Treatment

Pre Treatment

Pre Treatment

Post Treatment

Pre Treatment
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Cases Submitted By Dr. Abhay Antarkar (09821347425)

Case 1  
Surgical exposure of  impacted canine. Closed flap technique.

1 2 3

Pre Treatment Post Treatment

Closed Flap Technique (Fig. 1, 2 & 3).

Clinical procedure for Elimination of  “Black Triangle” between upper two central insicors.

Pre Treatment During  Treatment

During  Treatment Post  Treatment
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Case 3  
Class I bimax treated with all first premolars extraction.

Pre Treatment Post Treatment

Post Treatment

Post Treatment

Post Treatment

Pre Treatment

Pre Treatment

Pre Treatment
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Case Submitted By Dr. Amruta Wadekar (09869027309)

14 yrs old boy with bilateral canine crossbite. Milk canines present and permanent canines erupted palatally on 
both sides. Lower right second premolar in scissor bite. C’s were extracted. For the first 3-4 months, there was 
no way that the brackets could be placed on canines. Canines were pulled by ligature wire with open coil spring 
between upper 2 & 4 just to hold the space between. After that there was barely space to put brackets on 3s. 
After every 15 days, brackets had to be repositioned incisally by 1-2 mm. Lower right 5 was also pulled by liga-
ture wire. The cross bite and scissor bite got corrected. Total treatment time was around 10 months. Retention 
plates were delivered. 

Before Treatment

During Treatment

After Treatment
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ORTHOTRAIN
A six module course conducted in Mumbai by Dr. Akshay Rathi in Clinical Fixed Orthodontics for General 
Dentists.

COURSE CO-ORDINATOR:
Dr. Seema Rathi Cell no. 098201 99793. email :orthotrain@gmail.com         seema.akshay@gmail.com
Website: www.ortho-train.com

COURSE 15  
SNAP SHOTS

Lectures

Seminars

Self Assessment Tests

Live Patients
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Dr. Akshay Rathi, an excellent teacher, a good human being and knows how to teach in a very friendly and light way; that we 
can understand. I cannot end without thanking Dr. Sanjeev Pradhan for his initiation of this innovative program in Odisha. 
‘Feeling bad to deboard this Orthotrain’.

- Best wishes and regards, Dr. Bandini Bhoi (09437105511)

I think I am lucky to be one of the participants of Orthotrain. After joining Orthotrain, as a doctor my confidence level has 
increased, my thinking and attitude – everything has changed. I heartily thank Dr. Sanjeev Pradhan who took a lot of efforts.

- Dr. Kamlit Verma (09937444955)

The course conducted by our philosopher, guide, teacher Dr. Akshay Rathi really added vistas to my day to day practice. I also 
feel very happy. Thank You. 

- Dr. Sitanshu Kar (09178350236)

It is a very effective course and beyond every valuation of time and cost spent on it. A new dimension has been incorporated 
in my practice. Simply thank you sir, we feel complete dentists now.

- Dr. S.D. Kedia (09437031148)

Joining Orthotrain was the best decision of my life. It was so effective that after 1st module itself, I got the confidence to start 
cases. Thanks to Dr. Akshay Rathi sir for making Orthodontics look so simple. 

- Dr. Shelly Mishra (09861097600)

Treating Ortho patients is no longer a challenge for me after joining this course. All thanks to Dr. Rathi, Dr. Sanjeev Pradhan 
to make Ortho so simple for me.

- Dr. Priyanka Mohanty (09861114013)

DR.  AKSHAY  RATHI’S
‘COMPREHENSIVE  CLINICAL  COURSE IN 

FIXED  ORTHODONTICS FOR  GENERAL DENTISTS’

ORTHOTRAINORTHOTRAIN
ORTHOTRAIN ORISSA CHAPTER

A BRAIN CHILD OF DR. AKSHAY RATHI & DR. SANJEEV PRADHAN

For more details, contact Dr. Sanjeeb Pradhan:  Mobile: 09337835565 or 09937092722. 
 Address: PLOT NO. 55/56, UNIT 6, BHUBANEASHWAR, ORISSA 751 001

Testimonials

ORTHOTRAIN ORISSA CHAPTER
A BRAIN CHILD OF DR. AKSHAY RATHI & DR. SANJEEV PRADHAN
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For more details, contact Dr. Sanjeeb Pradhan:  Mobile: 09337835565 or 09937092722. 
 Address: PLOT NO. 55/56, UNIT 6, BHUBANEASHWAR, ORISSA 751 001

You are a genuinely pure gentleman with strong ethics and moral values. An excellent teacher with a live and let live at-
titude, your goodwill to try to help dentists grow professionally is commendable. It is due to people like you that hands-on 
workshops still remain a calling and trustworthy. Thanking you wholeheartedly Sir.

- Dr. Ujjwal Tripathy (09437053023 / 08018234008)

Joining Orthotrain was a great opportunity for me to improve my Orthodontic work. I heartily give thanks to Dr. Akshay 
Rathi to train me for Orthodontic treatments and clear all my doubts.

- Dr. Subodh Meher (09861075172)

As I got into private practice and as I gained experience, I slowly understood that Orthodontics or the miracle branch of 
dentistry is very essential to grow as a dentist, as you literally change the personality and help restore a confident smile 
in myriad faces that you come across in your day to day practice.

- Dr. Nivritti  Naik (09438005623)
The manner, in which Dr. Akshay Rathi took us through the wonderful journey of Orthodontics, changed my entire per-
ception towards Orthodontics. He made the subject so simple that treating the worst complicated cases became very 
very easy and predictable.

 - Dr. Satirtha Patnaik (09937131551)

I truly believe joining Orthotrain is my best decision in my life. Apart from gaining the knowledge I met so many great 
people, some of them have become great friends .I just want to thank Dr. Akshay Rathi for sharing his knowledge with us.

- Thanks again, Dr. Parth Mishra (09438159365 / 09439364686)

As a B.D.S. doctor I have really not a single idea about fixed Orthodontics. Orthotrain really taught me a lot about fixed 
Orthodontics. I am really thankful to Dr. Akshay Rathi for this Orthodontic knowledge.

- With regards, Dr. Rita Glori Toppo (09437045147)

After doing Orthotrain, I am very happy because my concepts have totally changed. I am getting new ideas to treat a case.
 - Dr. Sidhartha Nanda (09432642514)

Being a participant here I became a student again (student life is the happiest part of life). I got new friends, enjoyed each 
module heartily and now am confident to do Straight Wire Orthodontics. Thanks.

- Dr. Akash Jain (09437178232)

The course curriculum is excellent. A nice experience to be a part of Orthotrain.                                         - Dr. T. K. Dutta

First Module dates for the next batch at Bhubaneshwar are 1, 2, 3 & 4 Feb. 2013.

Testimonials
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Pictures are of first module of Batch 16 held on 24 to 27 Aug 2012 at Dr. Rathi’s Dental Centre-Juhu, Mumbai. 

Batch 17 of Orthotrain is scheduled from 1st to 4th March 2013 for the first module. 

Contact  Dr. Seema Rathi at 09820199793 for details or 

Email at orthotrain@gmail.com         Visit at www.ortho-train.com

Lectures, videos, hands-on, live patients for each participant, detailed hand-outs, material support,  seminars, 

self assessment tests, complete support even after course completion are key features of this mentoring 

program which has seen unprecedented success at all levels.


