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There is a proverb in the health science that “mouth is the gateway of health”. Good oral health is the most important part

of human health. The incidence of oro-dental disease has become very common in our country. Teeth play very

important role in eating, speaking and esthetics of individual. Unfortunately the growth of dental health care in our

country is surprisingly neglected. Our people are not usually well conscious about their oro-dental health care.

Bangladesh dental journal is a mirror of dentistry including its special branches. It reflects the current advancement in

treatment and research in dentistry. We believe that this journal will play an important role for education and communication

for all levels dental surgeons in Bangladesh.

We have tried to include all the disciplines of dentistry so that the specialized of those subjects can enrich their

knowledge. We always tried to ensure the quality of each article. An expert panel of reviewers was involved to standardize

the quality of articles.

In addition, I would like to mention that the previous committee during the period of 2012-2015 did not publish any issues

of  Bangladesh dental journal. Newly elected executive of  Bangladesh Dental Society has been formed this (current) new

editorial board. It was very hard for us to publish the four volume of previous issues. But we tried hard and became

successful to publish these issue.

This issue has original articles 10 and case reports 03 of different fields of dentistry.

I am grateful to the panel of reviewers, all the executive members of Bangladesh Dental Society and my colleges who

gave me guidance and idea in editing and publishing the journal successfully.

Dr. Md. Humayun Kabir

Editor-in-Chief

Bangladesh Dental Journal

Editorial



Introduction:

Mandibular fractures constitutes the bulk of the trauma

treated by oral & maxillofacial services.1,2 Fractures of

mandible present a unique problem to the facial surgeons.

They were described in ancient Egypt around 1650 BC3.

As a given force is applied, the bone no longer behaves

elastically so internal displacement of the molecules and

permanent deformity of the bone occurs.4 A WHO

statistics reports indicated that each year one million

people die and between 15 and 20 million are injured due

to RTA.5

The aim of the current retrospective study was to

investigate the pattern of mandibular fractures in Dhaka

in two periods from 2006-2007 and from 2014-15 for

displaying the ten years of changes in several clinical

considerations as age, gender type, site, etiology and

associated injuries, and complications of this fracture.

Patients and methods:

A retrospective study of 185 patients with maxillofacial

fractures over a one year period from 2006-2007 were

admitted to a hospital Shahid Suhrawardi Hospital. We

selected 115 cases of mandibular fractures at random

selection from them. After 08 years period, a retrospective

study of 210 patients  with maxillofacial fractures over a

one-year period from 2014-2015 was admitted to Dhaka

Medical College Hospital in Dhaka. We selected a 145

cases of mandibular fractures at random selection as

comparative study. Sex, age, etiology, site of mandibular

fracture and other parameters were recorded and compared

in both groups. The inclusion criterion is patients with

mandibular fracture.

On admission, careful history, examination of vital signs

and other parts of the body were done. Attention paid to

the patency of the air ways, control of bleeding and any

lacerated woulnds intra orally and or extra orally had been

sutured by 3/0 black silk suture. X-ray (occipito frontal,

oblique lateral, orthopantogram, periapical and occlusal

films) was taken and diagnosis of mandibular fracture was

A retrospective investigative study of mandibular fracture

patterns  in two different periods in Dhaka
Amin MR1,  Chowdhury MAP 2,  Sarwar MG 3,  Moula SM4, Kabir MH 5,  Ahmed TI 6,  Ahmed I 7

Abstract:

A retrospective investigative study of mandibular fracture patterns  two different hospitals in two

periods in Dhaka. Mandibular fracture can lead to extensive long-term functional ,esthetic and

psychological  complications that need urgent  management. To evaluate mandibular fractures in

Dhaka and to display eight years of changes in different clinical circumstance. A retrospective study of

115 patients with maxillofacial fracture  over a one year period from 2006 to 2007 were admitted to

Shaheed Suhrawardi Medical College Hospital (ShSMCH)  in Dhaka. We selected 115 cases of

mandibular fractures at random selection from them. After eights years periods A retrospective study

of 145 patients from 2014 to 2015 admitted to Dhaka Medical College  Hospital (DMCH). We comparative

study age, sex ,etiology and site of mandiblular  fracture compared in both groups. Male was common

than female in both group . Road traffic accident was the commonest cause and the age group 20-29

years comprised the biggest group was the commonest fracture region, parasymphysis was the commonest

fracture in the region.

Keywords: mandibular fracture, epidemiology, facial trauma.
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made. Treatment had been done either by closed reduction

with inter maxillary fixation under local anesthesia and

others by open reduction with internal fixation and inter

maxillary fixation under general anesthesia.

Statistical analysis was done using statistical software

program SPSS 20, Microsoft Excel.

Results:

A total of 115 out of 185 patients from 2005-2006, aged 3-

80 years were treated for mandibular fractures during the

study period. The highest prevalence of fractures occurred

in the age group 20-29 years. The second group constitutes

145 out of 210 patients from 2014-2015, same aged group

were also treated during that period. The maximum

occurrence of fractures happened in 20-29 years. There

were an overwhelming male predominantly in all ages in

both groups (Table-I).

Mandibular fracture was predominantly caused by road

traffic accident in the first period and in the second period

was the common ones (Table-II). In 2006-2007, Road traffic

accident 56.52%, Fall 30.43%, pathological 6.95% and for

sports 6.08%.

After eight years period of comparison, Road traffic

accident 53.79%, Fall 28.97%, pathological 9.66% and for

sports 6.20%.

The site distribution of mandibular fractures is shown in

Table-III. In the period between 2006-2007, the mandibular

fractures were most commonly seen in the Parasymphysis

(40.86%) and Condylar (20.87%). After eight years of

assessment, Parasymphysis and Condylar represents the

upper values i.e. 33.10 and 31.03 respectively.

The teeth involved fractures regarding male and female

seen in 2006-2007 47.82% and after eight years 50.34%.

Table-I

Age and Sex distribution of patients with mandibular fracture

Age in years Period from 2006 to 2007  ShSMCH Period from 2014 to 2015 DMCH

No  %   Male    Female No % Male  Female

<10 12 13.8      08        04 14 9.65 08 06

10-19 14 16.1      12        02 19 13.10 17 02

20-29 34 39.1      24        10 41 28.27 29 12

30-39 23 26.45      18        05 29 20.00 23 06

40-49 14 16.1      11       03 19 13.10 15 04

50-59 10 11.5      07       03 12 8.27 08 04

60-69 05 5.75      04       01 10 6.9 06 04

70> 03 3.45      02       01 1 .68 01 00

Total 115 100      86       29 145 100 106 39

Table-II

Causes of mandibular fracture

  Causes Period from  2006 to 2007 ShSMCH Period from 2014 to 2015 DMCH

Number % Number %

Road traffic accident 65 56.52 78 53.79

Fall 35 30.43 42 28.97

Pathological 8 6.95 14 9.66

Sports 7 6.08 09 6.20

Total 115 100 145 100

Bangladesh Dental Journal Vol. 31, No. 1&2, 2015
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Discussion :

Mandibular fractures occur in a significant proportion of

patients requiring prompt diagnosis of fractures and soft

tissue injuries. Each year, increasing numbers of patients

are admitted to the hospital with this fracture. The

characteristics of mandibular fracture depend on various

factors such as geographical place, culture, and

socioeconomic background of the communities. However,

epidemiological surveys across the world have exposed

that some aspects of the facial fracture patterns remain

similar among the various nations. The male predominance

in our study in harmony with other reports from other

countries such as Canada6, France7, India 8, Iran 9, Nigeria
10. The predominance of males is due to most of females

are housewives and were not greatly  involved in the

economic activity of the society. There were two studies

from Iran showed females were more common than males
11,12 . This may be due to their living in mountainous

(northwestern Iran), environmental and cultural

backgrounds women are much more involved in outdoor

activities (driving, etc.) resulting in their  increase

vulnerability to fracture accidents. In addition to that,

women were involved in outdoor socioeconomic activities.

The peak incidence of fracture was in 20-29 years. After

eight years the increased incidence of fracture in 20-29

which is similar to other studies in other countries because

the third decade of life (younger people) represents an

active period when individuals are more energetic involved

in high speed transportation and outdoor activities 13-15 .

Table-III

Types and Sites of Mandibular fractures

Types              Period from  2006 to 2007 ShSMCH   Period from 2014 to 2015 DMCH

Number % Number %

Parasymphysis 47 40.86 Parasymphysis 47 33.10

Body 13 11.30 Body 13 10.34

Angle 23 20 Angle 23 20

Ramus 8 6.96 Ramus 8 5.52

Condylar 22 20.87 Condylar 22 31.03

Table-IV

Teeth involved in the fracture line

Period from  2006 to 2007 ShSMCH         Period from 2014 to 2015 DMCH

Male Female % Male Female %

42 13 47.82 53 20 50.34

Conclusion:

Road traffic accident and fall the biggest etiological factor

of maxillofacial fractures for both period. The demographic

pattern is in general similar to those of the literature. This

include the higher incidence of fractures in men and women

do and in the age span of 20-29. Parasymphysis were the

commonest sites in mandibular fracture in both period.

Recommendation : We recommend evaluating the fracture

mandible after other next eight years.
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Introduction:

Osseointegration is a phenomenon where intimate contact

between bone and biomaterials occurs at the optical

microscopy level, enabling dental implants to replace load

bearing tooth organs and restore their form and intraoral

function.1 Specific to dental implantology, where implant

therapy success ratios often exceed 90%,2,3 basic and

clinical research has attempted to decrease treatment time

frames by reducing the healing period for the establishment

of osseointegration.4

Over the last 40 years, surgical and prosthetic protocols

substantially deviating from the classical two-stage

protocol5 have been suggested, typically under the

rationale of implant design modifications that would enable

improved healing and/or biomechanical behavior.4,6–9

While a substantial amount of research has been devoted

to increasing the implant surface biocompatibility and

osseoconductivity,4,6–10 little information has been

published to date concerning the host-to-implant response

considering the interplay between surgical protocols and

implant bulk design.11

The vast majority of the dental implant systems

commercially available presents a root shape where

different types of thread design are employed for implant

insertion and biomechanical fixation. Implant

macroarchitecture has evolved to maximize initial stability

in the osteotomy and to provide early stress distribution

during the early healing phase. Primary stability of the

implant allows early osteoblast proliferation without an

intervening fibrous union. Typically, the surgical

osteotomy for the placement of screw root shape implants

comprises a series of drills of increasing diameter to final

dimensions that may be either comparable or narrower in

diameter to the implant internal thread diameter. Such

intimate surgical fit between bone and screw root form

implant results in the formation of a blood clot at the region

between bone and implant surface, which is subsequently

substituted by a new bone.12 Then, the long-term stability

Bone healing of different Implant designs and

surgical techniques
Shaheen ZA1, Rehana Z2, Bhuiyan ASMS3, Imon AA4,  Khan MJ5

Abstract:

Purpose: To evaluate the bone healing response to different implant root shape designs in a jaw.

Materials and Methods: Three by eight millimeter screw-type short-pitch (SP) and large-pitch (LP)

implants and 4.5 ×  6 mm plateau (P) implants were placed along the molar and premolar area of the

jaw for 2 and 4 weeks. The combination of implant design and final osteotomy drilling resulted in

healing chambers for the LP and P implants. The implants were nondecalcified processed to plates of

~30-µm thickness and were evaluated by radiologically or optical microscopy for healing patterns and

bone-to-implant contact (BIC). One-way analysis of variance at 95% level of significance.

Results: Radiologically and microscopy showed a ~150-µm region of newly deposited bone along the

whole perimeter of SP implants, near the edge of the LP implant threads, and plateau tips for (P)

implants. Rapid woven bone formation and filling was observed in regions where surgery and implant

design resulted in healing chambers. No significant differences in BIC were observed (p <.75).

Conclusions: Different implant design/surgical protocol resulted in varied bone healing patterns.

However, the BIC and bone morphology evolution between implant designs were comparable. Regardless

of the combination between implant design and final osteotomy drilling, bone morphology evolution

from 2 to 4 weeks was comparable.

Key words: dental implant, design, plateau root shape, screw root shape.
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of screw root shape implants is assured by bone modeling

and remodeling processes,12 a phenomenon that has

rendered dental implantology one of the most successful

treatment options in dentistry.

While screw root shape implants and surgical protocols

that result in the placement of the implant surface in contact

with the drilled bone (intimate fit) have been vastly used

and researched, implant bulk designs combined with

different surgical protocol and insertion methods have also

been investigated. For example, screw root form implants,

where the final surgical drilling diameter is slightly smaller

than the thread outer diameter and larger than the thread

inner diameter (resulting in a healing chamber) along with

plateau root form implants (where healing chambers also

result because of implant design and surgical drilling

combination), have been investigated.7,11 Following

placement, the healing chambers are filled with a blood clot,

which will result in new bone formation and biomechanical

fixation. When large healing chambers are filled with a blood

clot, a significantly different healing pattern will take place

as compared with screw root shape implants.7,11 Irrespective

of implant bulk design and its surgical drilling and insertion

counterparts, lamellar bone morphology along regions in

proximity with the implant surface will develop after several

months in function, providing adequate biomechanical

support for loading.12–14 However, while the healing patterns

have been described for both screw1,12 and plateau root

shapes,7,11 temporal comparisons concerning bone

histomorphology and histomorphometry are lacking in the

literature.

This study was designed to evaluate the bone response

and bone-to-implant contact (BIC) to different implant

macrodesigns and their associated surgical drilling

techniques at early implantation times in mandible and

maxilla model.

Materials and methods:

The different implant designs utilized were short-pitch (SP,

n = 12, thread external diameter = 3.0 mm, thread internal

diameter = 2.5 mm, dual acid-etched surface) and large-

pitch (LP, n = 12, thread external diameter = 3.0 mm, thread

internal diameter = 2.0 mm, dual acid-etched surface) MILO

implants (Intra-Lock International,USA) of 3-mm diameter

and 8-mm length, and plateau (P, n = 12, along the implant

body, a minimum difference of 0.5 mm between outer and

inner diameters, alumina-blasted/acid-etched surface)

implants of 4.5-mm diameter and 6-mm length (Bicon,USA)

(Figure 1).

The surgical region was the maxilla and mandible, with three

implants placed in each jaw. The first implant was inserted 2

cm below the crest of the alveolar bone of the molar region

Fig.-1: short- pitch (left), large- pitch (center), plateau

(right) root shapes.

The remaining devices were placed along a distal direction

at distances of 1 cm from each other along the central region

of the bone. The left and right jaw provided implants that

remained for 4 and 2 weeks in vivo, respectively. The surgical

site distributions for the 2 and 4 weeks comparison for SP,

LP, and P implant shapes resulted in an equal number (n = 6)

of implants per group and implantation time.

All surgical procedures were performed under local

anesthesia and antiseptic cleaning with iodine solution at

                A                        B             C

Fig.-2: Implant macrostructure with respect to the final osteotomy diameter (dashed lines) for the (A) short-pitch

implant (implant inner diameter equals the final osteotomy), (B) large pitch (implant inner diameter is 2.0 mm, and

osteotomy is 2.5 mm in diameter), and (C) plateau.
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the surgical site and surrounding area, a 5-cm incision at

the gingiva level was performed. Then, the periosteum

was reflected and the alveolar bone was exposed.

Three osteotomies were created along the bone at least 10

mm from each other from proximal to distal. For the SP and

LP implants, the osteotomy was made by a 1.5-mm-diameter

pilot drill followed by 2.0- and 2.5-mm-diameter burs at

1,200 rpm under saline irrigation. The implants were then

driven into the osteotomy sites by means of a torque

wrench until a torque of 20 Ncm was reached. For the P

implant shape, the initial drilling was performed by a 2-

mm-diameter pilot drill at 1,200 rpm under saline irrigation

and slow speed sequential drilling with burs of 2.5-, 3.0-,

3.5-, 4.0-, and 4.5-mm diameter. The implants were then

press fit into the osteotomies by manual pressure. A

schematic representation of the relationship between the

final osteotomy and implant dimensions is presented in

Figure 2, where direct contact between the SP implant

surface and the old bone occurred concurrent with implant

placement, whereas healing chambers were created for

the LP and P implant designs.

Standard layered suture techniques were utilized for

wound closure (4-0 vicryl – internal layers, 4-0 nylon-the

skin). Post surgical medication included antibiotics

(penicillin), and analgesics (Ketoprophen) for a period of

48 hours postoperatively.

Results:

Surgical procedures and follow-up demonstrated no

complications regarding procedural conditions,

postoperative infection, or other clinical concerns.

Qualitative evaluation of the biologic response showed

intimate contact between cortical and trabecular bone for

all implant designs at both implantation times, including

regions that were in close proximity or substantially away

from the osteotomy walls (see Figures 2 and 3). No

significant differences in BIC (p < .75) were observed

between the SP, LP, and P implant shapes at both 2 and 4

weeks implantation time (Table-I).

The thin sections presented an appositional bone healing

mode at regions where intimate contact existed between SP,

LP, and P implant surfaces and bone immediately after

placement (Figure 3). These regions comprised the vast

majority of the SP implant perimeter, the outer aspects of

the LP thread, and the tip of the plateaus of the P implant

shape. In contrast, the initial healing pattern observed for

the LP and P implants’ healing chamber, reflecting this

combination of implant design and surgical drilling, followed

an intramembranous type healing mode with large amounts

of newly formed woven bone (see Figures 3 and 4).

Temporal morphologic changes were observed for the

different implant designs. At 2 weeks, the SP implants

were primarily surrounded by woven bone throughout its

perimeter (see Figure 3A), and initial signs of remodeling

and lamellar bone formation were observed at 4 weeks

implantation time (see Figure 3B). The same temporal

change was observed for the regions of the LP and P

implants that were in close proximity with the bone

immediately after placement (regions where no healing

chamber was formed).

Fig.-3: Toluidine blue-stained nondecalcified thin

sections of short-pitch (SP) implants at (A) 2 weeks and

(B) 4 weeks, large-pitch (LP) implants at (C) 2 weeks

and (D) 4 weeks, and plateau (P) implants at (E) 2 weeks

and (F) 4 weeks implantation time. At 2 weeks, newly

formed woven bone was observed in direct contact with

the surface of the different implant designs, and initial

modeling sites were observed in the bone healing

chambers of the LP and P implant designs. A qualitative

increase in bone organization/maturation was observed

for all implant designs at 4 weeks, where initial

modeling/remodeling sites were observed in close

proximity with the SP implant surface and throughout

the chamber created due implant design + surgical

drilling for the LP and P implants.

At 2 weeks, LP and P implant chambers were mostly filled

with woven bone (see Figure 3, C and E), and initial

modeling was also depicted with small amounts of lamellar

bone surrounding a primary osteonic morphology. Further

Bone healing of different Implant designs and surgical techniques Shaheen ZA et al.
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modeling was observed at 4 weeks, where the healing

chambers of the LP and P implants showed multiple

modeling sites and lamellar bone surrounding a rich

vascular array (see Figure 3, D and F).11

Table-I

One way analysis of variance showing no significant

differences(p>.75) in bone-to-implant contact (BIC)

for short-pitch(SP), large-pitch(LP) and plateau (P)

implants at both implantation times

Group                  BIC (%)

2W SP 58.55 1 12.2*

4W SP 72.27 1 13.36*

2W LP 63.57 1 12.2*

4W LP 54.45 1 12.2*

2W P 58.84 1 13.36*

4W P 66.91 1 13.36*

*Statistically homogenous group.

Polarized light microscopy and radiologically at 2 weeks

implantation time showed that a disorganized, nearly

uniform in thickness (~150 µm) healing zone existed along

the SP implant surface (see Figure 4A). Observations under

polarized light mode revealed that a substantial amount of

woven bone (shown darker on polarized mode because of

its randomly organized morphology) was present at the

healing chambers created between the LP implant threads

or P implant plateaus (see Figure 4, B and C).

Discussion:

The bone healing process around screw root form implants

is a well-known and established series of bio-logic events

involving an initial inflammatory process around the

implant surface, which is followed by deposition of new

bone, modeling, and remodeling.1,16 This process results

in the anchorage of the implant device, which is

prosthetically restored and presents treatment success

rations often reported higher than 90%.2,3,17,18

On the other hand, different combinations of surgical

drilling and implant designs (either plateau root form or

screw root form) may result in void spaces between the

implant and the osteotomy, which are filled with a blood

clot immediately after implant placement.11,19

It has been previously demonstrated that after a few days,

large blood clots filling large healing chambers20 or the

regions between bone and implant healing chamber

walls11,19 will evolve toward a provisional matrix of

connective tissue presenting a high content of

mesenchymal cells. The matrix adjacent to the drilled bone

wall and along the implant surface will be substituted by

woven bone trabeculae, and modeling/remodeling

processes will result in more mature fiber-aligned lamellar

bone.11,19 Such pattern of healing may cause a callus-like

healing phenomenon, possibly responsible to a rapid

biomechanical stabilization of the implant.14

The histomorphometric results showed that regard-less

of the implant and surgical drilling utilized, high degrees

of BIC were observed at both 2 and 4 weeks in vivo,

supporting that the implant surfaces utilized in the present

study were biocompatible and osteoconductive.6,7,21

Specific to the healing chamber models, where surface

chemistry7,19 and hydrophilicity7 have been shown to play

a significant role on initial healing versus different control

surfaces, no significant differences in %BIC were observed

between the LP (dual acid-etched surface) and the P

(alumina-blasted/acid-etched) implants at both evaluation

Fig.-4: Polarized light microscopy of (A) short-pitch (SP),

(B) large-pitch, and (C) plateau (P) implant designs at 2

weeks implantation time. The dashed line in A depicts the

presence of newly formed woven bone along the perimeter

of the SP implant to approximately 150 µm from the implant

surface until reaching the osteonic region of the old cortical

bone. The sharp line depicted along the arrow direction in

B corresponds to the transition between the healing

chamber and the osteonic region of the old cortical bone.

Note the presence of blood vessels/trabecular spaces (*)

within the healing chamber region. The bone structure

presented in C corresponds to the healing chamber of the

P implant, where blood vessels/trabecular spaces (*) are

surrounded by bone presenting higher polarized light

transmittance as a result of microstructural alignment,

suggesting the onset of initial modeling of the woven

bone microstructure presented throughout the chamber

as dark regions because of its lack of organization.
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times. Thus, despite previously reported differences in

surface roughness between dual acid-etched and grit-

blasted and acid-etched surfaces (typically rougher than

dual acid-etched surfaces4,6), the experimental model and

time frames used in the present study were not able to

determine BIC differences between the healing chambers’

implant surfaces. It should also be noted that BIC is an

indicator of implant surface biocompatibility and

osteoconductivity, and the final implant in bone

biomechanical fixation is a function of the combination of

BIC, the mechanical properties of the bone surrounding

the implant, implant design, and load nature.14

Despite the characteristic differences in healing pathway

among the groups, where larger amounts of woven bone

were required to fill the LP and P implants healing

chambers, similar bone morphology evolution was

depicted for all implant groups. Thus, the initial signs of

woven bone resorption/modeling observed at 2 weeks

and its further evolution at 4 weeks suggest that healing

kinetics was similar and that bone maturation and

mechanical properties achievement may occur in the same

temporal frames.19 However, because of the different

implant configurations and amounts of woven bone at

different time frames, varied degrees of biome-chemical

stability may occur and further investigation concerning

bone mechanical properties assessment are desirable to

determine potential benefits of one implant design and

surgical drilling over the other.

Conclusions:

Based on the results obtained, it was possible to conclude

that all materials used in this experiment fulfill their claims

of biocompatibility and osteoconduction. Also, although

different implant designs and associated surgical

techniques leading to varied degrees of initial stability,

interaction between bone and biomaterial, no significant

differences were observed in bone-to-implant between

groups. Finally, regardless of the combination between

implant design and final osteotomy drilling, bone

morphology evolution from 2 to 4 weeks was comparable.
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Introduction:

Reconstruction of post excision defects of oral cavity

malignancies is still a challenge to reconstructive

surgeons. These complex defects often have extensive

loss of mucosa, bone, soft tissue and skin. Ideal

reconstruction should replace all these structures to

achieve acceptable aesthetic and functional results1.

Primary reconstruction of such defects with microsurgical

techniques is now the protocol in all standard cancer

centers2. But in view of the long operative time, the need

for expertise and infrastructure and the large work volume

in developing countries, microsurgical reconstruction

cannot be offered to all patients with such defects.

Reconstruction with PM flap gives a better outcome with

a minimum complication rate. Its versatility provides wider

clinical application in oral defect reconstruction. As the

donor site morbidity is minimum with a low complication

rate the choice of PM flap for oral reconstruction is gaining

popularity among the surgeons from low socio-economic

country.

The PM flap has played an important role in head and neck

reconstructive surgery since its introduction by Ariyan in

19793. The advantages of this pedicle flap include proximity

to the head and neck, the relative ease with which it is

harvested, and its overall reliability in terms of flap survival

and plays important role in patients those for whom a free

flap is not indicated but are in need of a salvage operation

because of a failure of a previous free flap, those with local

problems such as fistula, and those who are in need of the

coverage of the exposed vessels for prevention and

treatment purposes. The main disadvantage associated with

the use of the PM flap for reconstruction of oral cavity is

the thickness of the flap, which is determined by the amount

of subcutaneous fat between the pectoralis muscle and the

overlying skin paddle4.

The current study was conducted to assess the versatility

and the reliability in clinical application of PM flap in head

and neck reconstruction. Also the final functional and

aesthetic result was evaluated.
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Pectoralis Major Flap: Clinical application in reconstruction

of oral defects after oncological resection
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Abstract:

The use of PM pedicle flap in the closure of intraoral or through and through defects after surgical

excisions of oral pathologies has gained popularity, probably due to its versatility. The aim of this study

is to evaluate the clinical application of PM flap in various oral defects and objective is to evaluate the

outcome of PM flap for medium to larger defect reconstruction.

In this study 40 patients with 28 male and 12 female were included with advanced oral malignancy that

developed postsurgical large intra oral defect or through and through oral defect. On analysis of

outcome 2 patients had complete flap necrosis. Minor complication like partial flap necrosis, wound

dehiscence/infection and fistula formation founded in 8 cases. All the patients had acceptable cosmetic

and functional outcome except excessive bulk in 3 patient and neck contracture in 2. Satisfactory mouth

opening and reasonably good quality of speech and deglutition were observed in all patients.

PM remains an excellent reconstructive option for large oral defect in spite of increased use of micro

vascular flap in a limited facility center.

(Bangladesh Dental Journal 2015; 31: 10-14)



Patients and methods:

This study was carried out between June 2011 and

December 2014 on 40 patients of oral cavity malignancy at

the Department of Oral & Maxillofacial Surgery, Dhaka

Dental College Hospital and Dhaka. In all cases

histopathological examination were performed to confirm

the diagnosis. All the patients were stage IV based on

clinical and radiological (CT or MRI) examination.

Reconstruction with PM flap was done in patients who

developed through and through defects after oncological

resection. Patients with distant metastasis and medically

compromised (uncontrolled DM, cardiac problems,

immuno compromised, immuno suppressed, etc.)  were

excluded from this study. Preoperative assessment

included routine complete blood count, bleeding and

coagulation profile, kidney functions, ECG. An echo

cardiography was done for patients presented with a past

history of cardiac problems and in over 50 years of age at

the time of surgery. The flap design to fit the defect was

planned preoperatively. The Consent form with the

explanation of the extent of surgery, reconstruction

technique and donor site defect and the potential

complications were discussed and signed by the patient.

The flap was designed depending on the site, size and

shape of the defects. The skin island was usually below

and between the nipple and sternum. In case of female

flap was designed from sub mammary region. The flap

was elevated from a distal to a proximal direction. The

pedicle of the flap (the acromiothorathicartery and the

lateral thoracic artery) was identified and preserved. During

the flap elevation the pectoral fascia and the muscle were

secured to the skin to protect the perforators. The flap

was elevated up as far as the clavicle where the pedicle

was made narrow. The lateral pectoral vessels left intact or

divided depending on the flap volume and tension. In all

cases the donor site were closed primarily.

The postoperative complications and the total hospital

stay were all documented. Follow-up of patients involved

clinical examination and radiological investigation for the

assessment of local/nodal recurrence and /or distant

metastasis. The final aesthetic and functional

(Swallowing, deglutition, speech) results were also

evaluated in follow up.

Result:

Out of 40 patients 28 male and 12 female patients were

included and 5 patients had Fungative skin lesion, 18 had

alveolus and cheek involving the skin, 14 patients had

Retromolar area with floor of the mouth and 3 had lesions

at the Alveolus with involvement of skin over chin.

Of the 40 patients included in this study, all achieved

satisfactory cover except 2 patients who had complete

flap necrosis and 2 had partial flap necrosis with fistula

formation. One patient was later reconstructed with

latissimus dorsi flap and other was by free antero lateral

thigh flap. Two patients with partial flap necrosis recovered

with regular dressing.

Four patients had wound complication like dehiscence

and infection were managed by regular dressing and

appropriate antibiotic application.

Table -I

Site of the primary lesion.

Site No. of patients

Fungative skin lesion 05

alveolus and cheek involving the skin 18

Retromolar area with floor of the mouth 14

Alveolus with involvement of skin over chin 03

Table-II

Outcome (Complication)

Complication No. of patients

Flap Necrosis Complete 02

Partial 02

Wound dehiscence 03

Wound infection 01

Fistula 02

Secondary closure was done after wound (fistula)

debridement in case of fistula (of two patients) formation.

Table-III

Outcome (Aesthetics)

Aesthetical factors No. of patients

Excessive Bulk 03

Neck contracture 02

Fig.-1: Pie chart of sex distribution.
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From the aesthetic point of view all had satisfactory result

but three had excessive bulk while other two developed

neck contracture.

All the patients had satisfactory mouth opening ranges

from 22 mm to 30 mm. with no major complaints of difficulty

in swallowing and speech was found in the follow up.

Table-IV

Outcome (Function)

Function Quality

Mouth Opening adequate ( >22 mm)

Speech good

Swallowing good

Fig.-1.1: Mouth opening 2 years after surgery. Fig.-1.2: Appearance 2 years after surgery.

Fig.-2.1: Presenting with skin

involving Oral SCC.

Fig.-2.2: Immediate post-operative. Fig.-2.3: Ten days after surgery.
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Discussion:

After Ariyan’s5 description in 1979, the pectoralis major

myocutaneous flap has been the workhorse for head and

neck reconstruction. Easy reach of the flap, reliable

vascularity, technical simplicity, coverage of the exposed

vessels by muscle after neck dissection and the ability to

provide bulk made it a popular option amongst

oncoreconstructive surgeons. Although the introduction

of micro vascular flap have superseded the utilization of

the PM flap in the reconstruction of oral defects by virtue

of its pliability and less bulk. One stage reconstruction,

no need to change the patient’s position, and the large

cutaneous island are most favorable reasons to select the

PM flap for head neck reconstruction.

Total flap necrosis observed in 2 patients (5%) while Shah

et al. (1990)6 and Kroll et al. (1990)7 showed total flap

necrosis occurred extremely seldom.

In our study partial flap necrosis found 5% (2 in number),

in the published reports by shah et al. (1990)6who reported

29% of partial flap necrosis and Mehta et al. (1996)8 with

25% of partial flap necrosis.

Other minor complications like wound dehiscence, wound

infections were found in 4 patients (10%) and all of them

recovered by local wound care. In case of fistula formation

of 2 cases (5%) local debridement and secondary closure

solved the issue.

Functional result was good and aesthetically later we

found good color and texture matching and thread like

scar mark over the face.

Although reduced mouth opening found ranging from 22

mm to 30 mm, but it is adequate for daily dietary intake.

The speech was found to be hampered little in comparison

to preoperative stage.

Incidence of donor region complication was 5 % (2

patients) in this series. As the donor sites were always

closed primarily may lower the incidence of donor site

comlications than in previously published data. Biller et

al. (1981)9 reported 7%, Baek et al. (1982)10 5% and Ossoff

et al. (1983)11 8% of donor site complications.

Like other flap it has few disadvantages. Neck recurrences

may remain hidden initially under flap which makes delay

in detection of early recurrence. Violation of breast

symmetry and often inclusion of breast tissue in the flap

occurs in female.

Conclusion:

Despite the increased use of free flaps, PM flap still remains

as an excellent choice for oral reconstruction especially in

the centers of limited facilities. Large number of patients

Fig.-3.1: Eighteen month after surgery. Fig.-3.2: Mouth opening eighteen month after surgery.
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could be useful in assessment of the final functional and

the aesthetic outcome of the PM flap as compared to the

free flaps.
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Introduction:

Dental caries are most common oral diseases showing

striking geographic variations, socio-economic patterns

and severity of distribution all over the world. Though

May studies are conducted in different part of the world,

the review of literature indicates that there is a great

deficiency in baseline date concerning the oral health of

Bangladeshi school going children. There is lack of

sufficient information regarding the frequency and

prevalence of dental caries and oral hygiene status in many

parts of Bangladesh, especially in the rural areas.

Bangladesh is a low-income developing country with may

children suffering from malnutrition and poor health,

especially among the deprived sectors of the population.

Dental caries is a common problem among children in

Bangladesh and our country has very limited facilities for

dental treatment and a high population to dental provider

ratio (100,000/2). This could possibly contribute to further

deterioration of the oral hygiene status of the children in

Bangladesh. So an attempt has been made to determine

the oral hygiene status and dental caries experience of

primary school going children in Puthia Upazilla under

Rajshahi District.

In our country perspective, in the rural area a large number of

primary school going children are the sufferers mainly from

dental caries and lack of oral hygiene. It may be due to their

improper oral health care practice and chewing habit in their

school premises. There is lack of studies on dental health

status in Bangladesh. There have been no population-based

survey done in the country over the past years and thus, no

or insufficient statistics on dental health problems or seeking

dental healthcare is available which again reminds us of the

necessity of a study for policy making and planning of a

preventive programme on dental health care for different

segments of the population. So, in this field in depth studies

should be carried out to find our the prevailing situation and

the associated risk factors. This exploratory study is expected

to find out the risk factors associated with dental caries and

oral health, which might help in reducing the knowledge gap

towards designing a preventive measure for maintaining

proper oral health care at primary healthcare level.

Methodology:

A community based cross-sectional type of descriptive

study was conducted over 301students of class I to Class

V in government primary school of Puthia Upazilla, Rajshahi

A study on dental caries and oral health care practice among

the primary school children in Puthia upazilla under

Rajshahi district
Parvin N1, Shoheli S 2

Abstract:

Background: Bangladesh is a low-income developing country with may children suffering from

malnutrition and poor health, especially among the deprived sectors of the population. Dental caries is

a common problem among children in Bangladesh and our country has very limited facilities for dental

treatment and a high population to dental provider ratio (100,000/2). Objectives: Attempt has been

made to determine the oral hygiene status and dental caries experience of primary school going

children in Puthia Upazilla under Rajshahi District. Methodology: A community based cross-sectional

type of descriptive study was conducted over 301students of class I to Class V in government primary

school of Puthia Upazilla, Rajshahi where the students come mainly from the neighboring locality. Face

to face formal interview and clinical examination of the oral cavity was done, and a pre-tested

questionnaire was used to collect data. Results: Among all the respondents, 33.89% of them brush their

teeth once daily, 59.47% brush their teeth twice daily, 6.31% brush their teeth more than two times in a

day and only 0.33% brush teeth irregularly. Among the boys (49.50%) had dental caries and among the

girls (50.50), 44.74% had dental caries. Conclusion: Parents should know about the problems of teeth

and oral cavity and must visit dentist regularly. Children should be properly instructed about maintaining

oral hygiene.

(Bangladesh Dental Journal 2015; 31: 15-19)

1. Dr. Nishat Parvin, BDS, DDS, Assistant Professor, Department

of Dental Public Health, Rajshahi Medical College Dental

Unit, Rajshahi.

2. Dr. Shahina Shoheli, BDS,  Lecturer, Rajshahi Medical College

Dental Unit, Rajshahi.

Address of Correspondence: Dr. Nishat Parvin, BDS, DDS,

Assistant Professor, Department of Dental Public Health, Rajshahi

Medical College Dental Unit, Rajshahi.



where the students come mainly from the neighboring

locality. Face to face formal interview and clinical

examination of the oral cavity was done, and a pre-tested

questionnaire was used to collect data. The questionnaire

consisted of socio-demographic information e.g. age,

grade, sex, religion, literacy status of both mother and

father, questions regarding practice of oral hygiene and

with the help of a check-list the oral hygiene was examined

for the status and dental caries by the data collector. The

questionnaire covered the following indicators of oral

hygiene, i.e frequency of tooth-bruising, martial used for

tooth-bruising, technique of bruising, type of cleaning

method of mount and chewing habit of the respondents.

Each student was observed thoroughly to assess their

status of oral hygiene as stated above.

Data were analyzed manually with the help of a master

sheet and calculator. For frequency distribution descriptive

statistics were used, Result were presented by tables and

charts. Relationship was assessed between dependent &

independent variables.

Results:

Table-I

Distribution of the respondents according

to age and sex

Age in                      Respondents Total No. (%)

years Boys No. (%) Girls No. (%)

>6 0(0.0) 5 (100) 5(1.66)

7-8 41 (46.59) 47 (53.41) 88 (29.24)

9-10 71 (45.51) 85 (54.49) 156 (51.83)

11-12 29 (55.77) 23 (44.23) 52 (17.27)

Table-I shows sex distribution of the respondents. Out of

301 respondents, 47.18% were boys and 52.82% were girls.

About more than half of respondents {156 (51.83%)} age

were in between 9 & 10 years, Less than 2 percent were

e”6 years old, 88 (29.24%) were in between 7 & 8 years and

52 (17.27%) were in between 11-12 years.

Table-II

Distribution of the respondents according

to Parents’ education of the respondents

Levels of                        Parents Total No. (%)

literacy Fathers Mothers

No. (%) No. (%)

IIIiterate 47 (46.53) 54 (53.47) 101 (16.78)

Up to class V 85 (42.50) 115 (57.50) 200 (33.22)

Class VI to HSC 127 (54.74) 105 (45.26) 232 (38.54)

Above HSC 42 (60.87) 27 (39.13) 69 (11.46)

Total 301 (50.0) 301 (50.0) 602 (100)

Total-II shows education status of the parents of the

respondents. Among 101 illiterate parents, 46.53% were

fathers and 53.47% were mothers. About 33% of the

parents had primary education, 38.54% had secondary

education and 11.46% had graduation or more educational

degree.

Table-III

Distribution of the respondents by chewing habits

Chewing materials                          Respondents

No. %

Chocolate 209 69.43

Chewing gum 76 25.25

Others 16 5.32

Total 301 100

Table-III shows the distribution of the respondents by

chewing habits. Here it was found that out of 301

respondents, 69.43% had habit of chocolate chewing

25.25% had habit of chewing gum and 5.32% had habit of

chewing other materials.

Table-IV

Distribution of respondents by oral hygiene practices

 Frequency of Tooth-Bushing             Respondents

No. %

Once Daily 102 33.89

Twice Daily 179 59.47

>2 Times 19 6.31

Irregular 01 0.33

Total 301 100

Technique of Tooth-Bushing

To & fro both surface 230 76.41

Up & down Both surface 48 15.95

Outer surface only 23 7.64

Total 301 100

Cleaning instruments

Tooth Brush 298 99.01

Wood Stick 0 0.0

Finger 2 0.66

Others 1 0.33

Total 301 100

Cleaning Materials

Tooth paste 258 85.72

Tooth powder 42 13.95

Charcoal 1 0.33

Others 0 0.0

Total 301 100
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Table-IV shows the distribution of respondents by

frequency of tooth brushing. Among all the respondents,

33.89% of them brush their teeth once daily, 59.47% brush

their teeth twice daily, 6.31% brush their teeth more than

two times in a day and only 0.33% brush teeth irregularly.

Out of 301 respondents, 76.41% of them brush their teeth

to and fro both surface, 15.95% brush their teeth up and

down both surface and 7.64% brush their teeth outer

surface only. Among all the respondents, (99.01%) of them

clean their teeth with toothbrush, 0.66% use finger and

only I student (0.33%) brush his teeth by other method.

Here out of 301 respondents, 85.72% of them use

toothpaste for brushing 1395% of them use toothpowder

and only one student i.e. 0.33% use charcoal for brushing.

Table-V

Distribution of respondents by dental caries

Respondents                 Dental caries Total No. (%)

Present Absent

Boys 72 (48.32%) 77 (51.68%) 149 (49.50)

Girls 68 (44.74%) 84 (55.26%) 152 (50.50)

Total 140 161 (53.49%) 301 (100)

Table-V shows that among the boys (49.50%) had dental

caries and among the girls (50.50), 44.74% had dental caries.

had 2 to 5 dental caries and only 5 student’s i.e.3.58% had

6 and more dental caries.

Fig.-2: Distribution of respondents by no. missing teeth

Fig.-1: Distribution of respondents by dental caries

Figure -1 shows the condition of Dental caries among the

respondents. Here it was found thal 49.28% of the

respondents had at last one dental caries, 47.14% of them

Figure 2 shows the number of missing teeth. Here it was

fund that out of 301 students 92 had missing teeth and

among them 65.21% had at last one tooth missing, 32.61%

of them had 2 to 5 teeth missing and only 2 students i.e.

2.18% had 6 and more teeth missing.

Table-VI

Distribution of respondents by number of filled teeth

Number of filled teeth                     Respondents

No. %

At least 1 4 100

2 to 5 0 0

6 and more 0 0

Total 4 100

Table-VI shows that only 4 students had filled teeth and

all of them one tooth filling.

Discussion:

This study was carried out among the primary school

children in a selected primary school at Puthia Upazilla

under Rajshahi District to observe oral hygiene practice

and dental caries. The general  Prevalence rate of positively

detected cases of  any level of dental caries was 83%

among children in both the first and fourth grades for the

2 years (Gandeh & Millat, 2000). It can be seen from both

table that famle children showed higher rates in both

grades. Rates of dental caries showed significant

difference according to social class. Low social classes

had a significantly higher rate in both sexes (P<0.0001)

(Adekoye CA et al, 2006). In this study, the dental caries

among different age group of the respondents. Here it

was found that among the children aged 6 years or less,

40% had dental caries, 67.03% had dental caries in the age

group of 7 to 8 years or less, 40% had dental caries, 67.03%

had dental caries in the age group of 7 to 8 years, 36.77%

had dental caries in the group of 9 to 10 years and 44%

had dental caries in the age group of 11 years or more. The

prevalence of caries was 13.9% and the mean DMFT was

0.14. The mean DMFT was low in both public (0.08) and
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private (0.18) schools. The decayed component (D) of the

DMFT accented for 77.2% while filling (F), missing teeth

(M) accounted for 15.8% and 7% respectively. The

probability of having caries experience DMFT> 0 was

significantly associated with the type of school P> 0.05

(Petersen PE and Esheng Z 1998).

In this study it was found out of 301 respondents, 76.41%

of them brush their teeth to and fro both surface, 15.95%

brush their up and down both surface and 7.64% brush

their teeth outer surface only. Here it was found that 49.28%

of the respondents had at least one dental caries, 47.14%

of them had 2 to 5 dental caries and only 5 students

i.e.3.58% had 6 and more dental caries. In a study it was

found that at age 6,86 percent of the children-were affected

by dental and age 12 the mean DMFT index was 1.0. (Datta

P, Datta PP, 2013).

Some studies showed that 72% student had dental caries,

Prevalence of dental caries was assessed according to

different socio-demographic parameters. It is seen that

61.2% of the students aged 13 years, and 80% of the

students aged more than 13 years had dental caries, So,

prevalence of dental caries increased with increase in age

and this difference is statistically (p=0.027). It was seen

that 68.8% of boys had dental caries as compared to 76%

girls having the same problem. However, this difference is

not significant statistically (Gladwell C, 2012; Heba, 2014).

Students were asked about their habit of brushing the

teeth. It is seen that 47.4% the students who used to brush

twice a day had dental caries as compared to 76.84% of

the students having habit of brushing the teeth either

once daily or not every-day suffered from dental caries.

This difference is statistically significant. 56.41% of the

students having habit of washing month after taking food

always or most of the time had presence of dental caries.

The prevalence is 80% among students who rarely sued

to wash month after taking food. This difference is again

statistically significant (Dania EA, 2013). Carles prevalence

and mean dmft/DMFT score of 5-6-year-olds was 52%,

1.59 and 41%, 0.84 respectively (Joshi N, 2013)

The study reported low dental visit with 93% of children

having never visited a dentist or a health care service.

Although 61% children reported receiving oral health

education, 82% did not know about fluoride and its benefit

on dental health. About 50% children reported bacteria as

the main cause of tooth decay and 23% as not bruising

teeth for gingivitis. Among the 361 school children

clinically examined, overall dental caries prevalence was

45% (Brighton TM, 2013)

The prevalence of dental caries was significalntly higher

in Nairobi West District (37.5%) than in Mathira West

District (24.0%) (OR=1,9 CI=1.3-2.7). The major protion of

caries experience for both districts was decayed teeth

(Jahani Y, 2013). The natinal prevalence of dental caries

and its severity in children in Saudi Arabia was estimated

to be approximately 80% for the primary dentition with a

mean dmft of 5.0 and approximately 70% for children’s

permanent dentition with a mean DMFT score of 3.5

(Rebecca H, 2004). The prevalence of dental caries was

(69.12%. The present study showed a high prevalence of

dental caries in both urban (59.5%) and rural (40.8%)

children. The mean DMFT in urban and rural areas was

1.29 and 0.66 respectively. Furthermore, data showed a

general lack of knowledge on oral health issues by the

participants.

Conclusion:

This cross sectional type of descriptive study was carried

out among the primary school children at Puthia. Most of

the school going children used tooth brush and paste for

cleaning their teeth. Among the children 46.51% had dental

caries, 30.56% children had missing teeth and 1.33% of

them have taken conservative dental treatment as filling.

Parents should have the proper education about oral

hygiene of their children specially of growing age like

school going children. Parents should know about the

problems of teeth and oral cavity and must visit dentist

regularly. Children should be properly instructed about

maintaining oral hygiene.
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Introduction:

Bangladesh is a developing country with more than 75%

of population of the total population living in rural areas

containing 82% of the total poor people. About 36% of

the population continue to live below the national poverty

line. Basic needs of living particularly health and education

remain largely unmet and only less than 40% of the

population has access to basic health care ( Islam, 2006;

WHO, 2006 )1.

The administration of primary health care by Bangladesh

government is carried out through a surprisingly extensive

infrastructure of  facilities within each of the 64 districts.

The districts are divided into 485 upazilas which are

subdivided into unions. Each union consists of

approximately 25000 people and health services are directed

by the Ministry of Health and Family Welfare (MOHFW)2.

The upazilas consisting of unions, represent the rural areas

of the country. Primary health care service is offered from

the union levels called ‘Union Health Centers’.

In response to WHO’s essential drugs concept such as

access to essential medicines, quality of all medicines and

rational use of drugs (WHO, 2003 ), Bangladesh pioneer a

National Drug Policy ( NDP ) in 1982. Main objectives of

this policy were to ensure easy accessibility to essential

drugs with affordable price, standard quality of drugs

through appropriate prescribing and dispensing by the

health care professionals ( Islam, 2006)4.

Despite the fact that majority of the population live in

rural areas, the government health care system remains a

very minor source of health care there (Roy, 1997)5.

Treatments in the rural areas are mainly (about 45%)

provided by unqualified health personnel including medical

assistants, mid-wives, village doctors, community health

workers in comparison to that by qualified medical

graduates (only 10-20%) (Ahmed, 2005)6.  Unskilled

personnel are less aware of the deleterious effects of

inappropriate antibiotic use. Over prescribing and

inappropriate prescribing are very common in the country

due to unethical practices of both health professionals

and drug manufacturers (Ahmed, 2003) 6.

Unqualified drug sellers offer alternative drugs when the

prescribed drugs are out of stock or refill prescription

without consulting the prescriber (Kigotho, 1997; Dua et

al, 1994)7. A high proportion of patients in some developing
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Abstract:

Upazila health complex is one of the most important part of the government health service system. Most

of the in Bangladesh live in rural area. A cross sectional descriptive type of  study was conducted at the

upazila health complex with the objective to determine the pattern of use of antibiotic in upazila health

complex of Bangladesh. The study was conducted to determine Amoxicillin and Penicillin indented and

dispersed in the upazila health complex in the last five years. The study has been provided with checklist

as a data collection tools and from the hospital records of the store keeper. The store keeper has been

interviewed. A focus group discussion with the doctors of that upazila health complex has been conducted

to take their opinion regarding the pattern of use of antibiotics. There were sixteen types of antibiotics

were being indented and dispersed in various amount. The amount of antibiotics were varied from year

to year due to demand of the hospital. There were 40% Amoxicillin and 10% Penicillin used in the year

of 2012. 90% of Amoxicillin and Penicillin are used in outdoor and 8% in indoor and 2% in emergency

department of selected upazila health complex. Based on the results of this study, it can be concluded that

the amount of indented and dispersed of different types of antibiotics in the upazila health complex of

Bangladesh greatly varied.
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countries are treated by untrained practitioners

simultaneously with oral and injectable antibiotics

administered with contaminated needles and syringes

(Rahman et al, 1998) for misdiagnosed noninfectious

diseases (Fagbule and Kalu, 1995). In most developing

countries including Bangladesh, antibiotics can be

purchased without prescription, even when the practice

is not legal. Drug vendors usually have little or no

knowledge of required dosage regimen, indications, or

contraindications (Goel et al, 1996; Hakk, 1988)11. Based

on the prevailing situation and practice, the present survey

was conducted to have a sight at the severity of the

situation while putting forward some recommendations in

this regard.

The Directorate of Drug Administration (DDA) under the

Ministry of Health and Family Welfare, Government of the

People’s Republic of Bangladesh, is the drug regulatory

authority of the country.  Mission of the DDA is to ensure

that the common people have easy access to useful,

effective, safe and good quality essential and other drugs

at affordable price. To test the  quality  of pre-registration

and post marketed drugs and medicines, there are two

government Drug Testing Laboratories in the country, one

in Chittagong under the direct administrative control of

the DDA and the other in Dhaka under the control of the

Institute of Public Health ( IPH )  of the Directorate General

of Health Services8.

Methodology:

It is a descriptive type of cross sectional study. The study

was carried out at the upazila health complex of Doulotpur,

Manikganj in Dhaka division. Antibiotics of Amoxicillin

and Penicillin was indented and dispersed in that upazila

and the service provider. A check list and a focus group

discussion were prepared at the beginning of the study.

The has been provided with check list or data collection

tools and from the hospital records of the store keeper. In

upazila health complex, a store keeper has been

interviewed. Data have been collected record from the

store keeper about indented antibiotics. Data have been

also collected record from the pharmacist of the upazila

health complex about the amount of dispersed antibiotics.

A focus group conceptual structure was created to serve

as the basis for the focus group discussion.

After completion of data collection, those were checked,

verified and edited for consistency to reduce error. Data

were analyzed to simple descriptive statistical analyses

including frequency distribution, mean, standard deviation

and percentage. The results were fashioned in tubular

form, graphical presentation and explained according to

the findings.

Results:

After collection of data, results were prepared in tubular

and graphical form and the following observations were

made:

Table-I

Amount of Amoxicillin indented and dispersed

Year 2008 2009 2010 2011 2012

Indented 14,460 23,000 15,000 41,000 44,000

Dispersed 25,000 17,000 11,000 11,000 42,500

Table shows that amount of amoxicillin indented and

dispersed. Indented amoxicillin in one year is increased

and in another is decreased. Same time dispersed of

amoxicillin dependant on demand of patient.

Fig.-1: Pattern of use of Amoxicillin

Figure shows the pattern of use of amoxicillin. In 2008

(24%), in 2009 (16%), in 2010 (10%), in 2011 (10%), in 2012

(40%).

Table-II

Amount of Penicillin indented and dispersed

Year 2008 2009 2010 2011 2012

Indented 12,500 12,000 12,000 25,000 10,000

Dispersed 23,000 7,100 8,000 10,500 6,000

Table shows that indented and dispersed of penicillin in

2008, 2009, 2010, 2011 and 2012 increased and decreased

according to demand of the hospital.
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Figure shows the pattern of use of Penicillin in the last

five years. 39%, 12%, 21%, 18% and 10%  respectively in

the year of 2008, 2009, 2010, 2011 and 2012.

Discussion:

The pattern of use of Amoxicillin and Penicillin in this

survey of a rural community of Bangladesh, are generally

similar to an earlier survey done on an urban population in

Bangladesh. The major reason for not buying the

prescribed number of antibiotics was financial.

Amount of Amoxicillin indented and dispersed were varied.

Indented Amoxicillin in one year was increased and in

another year was decreased. Same time dispersed of

Amoxicillin also increased and decreased. So it indicates

that indented and dispersed of Amoxicillin dependant on

demand of the patient.

In my study it was found that the indented and dispersed

of Penicillin in 2008, 2009, 2010, 2011 and 2012 increased

and decreased according to the demand of the hospital.

Conclusion:

Based on the results of this study, it can be concluded

that the amount of indented and amount of dispersed of

different types of antibiotics in the upazila health complex

of Bangladesh greatly varied. There is a gap between

amount of indented and amount of dispersed of different

types of antibiotics. Greater commitments are required from

the drug regulating authority to ensure effective and

sound antibiotics management and utilization mechanisms.
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Introduction:

Injuries of maxillofacial complex represent one of the most

important health problem worldwide. Particular interest is

created by high incidence and diversity of facial lesions.

Moreover maxillofacial fractures are often associated with

severe morbidity , loss of function, disfigurement and

significant financial cost.1 In the past 50 years the

incidence of mandibular fractures are increasing  which is

possibly related to changes in reporting of data but more

likely is a result of advancement in the field of diagnostic

imaging that allow a more accurate detection of thes

fractures. In any event fracture involving the condylar

process are by no means uncommon and probably make

up between one quarter and one third of all mandibular

fractures.2  Mandibular condylar fractures are common in

maxillofacials traumas, accounting for 20% to 52% of all

mandibular fractures.3 According to Kelly, 1991 the most

common unilateral fracture is of the condyle and the most

common bilateral fractures is of the condylar heads.4

According to Villarrel et al, 2004 they are the most

controversial fracture regarding diagnosis and

management.5 Most of the condylar fractures are not

caused by direct trauma but follow indirect forces

transmitted to the condyle from ablow elsewhere.

Consequently condylar fractures are those commonly

missed.6,7

There are two types of fractures intracapsular and

extracapsular , but for practical purposes the anatomical

level of the fractures is devided into three sites ; the

condylar head (intracapsular), the condylar neck

(extracapsular) and the subcondylar region.6,8,9,10,11 The

fracture is classified as ; undisplaced, deviated, displaced

(with medial and lateral overlap or complete separation)

and dislocated (outsite the glenoid fossa). Lindhal(1977)

also classified head fractures into horizontal ,vertical and

compression types.8 Condylar head dislocation is more

frequent in children.12

The proper management of fractured mandibular condyle

is one of the most controversial in maxillofacial trauma.

This controversy is reflected in the wide variety of

opinions and proposed treatment modalities offered in

literature. The commonly accepted and generally agreed

on the goal of treatment is reestablishment of preoperative

function of the masticatory system.This restoration

typically involves the reestablishment of the preoperative

relationship of the fractured segments, the occlusion and

maxillofacial symmetry.2

It is believed that conservative approach should be

regarded as the first choice of treatmentfor condylar

fractures because as long as there is contact between

proximal and distal bone fragments union will take place

with an acceptable functional result. Closed reduction

provide good results, conservative methods of treatment

Mandibular condylar fractures: Treatment modalities

and their outcomes
Islam MW1, Kumar S2,  Rahman AFMS 3, Howlader LB4, Begum T5,  Ahmed M6
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This was a cross- sectional study conducted in the department of Oral and  Maxillofacial Surgery of
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In the present study majority of patients were male and age belongs to 21 to 30 years. Road traffic accident
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are technically simpler and can offer reduced overall

morbidity with satisfactory functional results with

infrequent ankylosis and avascular necrosis. A favorable

conservative outcome depends on: a growing patient upto

puberty, a fragment which is confined within the

temporomandibular joint space.The duration of

immobilization ranges from 2 to 4 weeks.13 Early

rehabilitation of jaw and functional rehabilitation as an

essential part of the treatment.12 In contrast surgical

treatment is indicated primarily  for adults with displaced

fractures or dislocation of condylar head.

The complications of condylar fractures include pain,

restricted mandibular movement, muscle spasm and

deviation of mandible, malocclusion, facial asymmetry and

an ankylosis irrespective of whether treatment was

performed or not.14

As there is no systematic study in Bangladesh about

prevelance of condylar fractures and their management,

this would help us in getting more information about

demographic characteristics, etiology, site, treatment

modalities and outcome of  condylar fractures in the

perspective of Bangladesh.

Materials and  Methods:

It is a cross sectional study from January 2009 to September

2010 in Department of  Oral and Maxillofacial Surgery,

Dhaka Dental College and Hospital. Patients admitted to

hospital and attended to outpatient department with

mandibular fractures irrespective of age and sex.

A standardized structured data collection instrument was

used to collect necessary information of the patients those

who were examined in Oral and Maxillofacial Surgery

Department of Dhaka Dental College and Hospital, which

includes-

1. History of the patient : a questionnaire would use for

demographic data and clinical history.

2. Clinical examination, radiological findings will be

recorded in a check list.

Data analysed by SPSS Ver. 15 statistical software.

Results:

Table-I

Age distribution of the patients ( n= 26)

Frequency Percent

0-10 years 3 11.5

11-12 years 7 26.9

21-30 years 10 38.5

31-40 years 4 15.4

41-50 years 1 3.8

More than 50 years 1 3.8

Total 26 100

Table-II

Prevalence of mandibular condylar fractures

Mandibular Condylar fractures Percent

fracture

174 26 14.94%

Fig.-2 : Causes of mandibular condylar

fractures ( n = 26)

Fig.-3: Treatment modalities of mandibular condylar

fractures ( n = 26)

Fig.-1 : Sex distribution of the patients ( n=26)

Bangladesh Dental Journal Vol. 31, No. 1&2, 2015

24



Above table shows preoperatively ant. Open bite, post.

gagging and cross bite were present in 22, 3  and 1 of

patients respectively but postoperatively after 3 months

anterior open bite, posterior gagging and cross bite were

present 1,1 and 0 of patients respectively.

Discussion:

Bangladesh is a developing country with 150 million people

and road traffic system is very poor. Thus the prevalence

of mandibular condylar fractures are significantly high

due to road traffic accident. Epidemiological survey of

condylar fractures in Bangladesh though not yet been

done but several cross-sectional study on jaw fractures

have been done.

This cross-sectional study was carried out in the

department of  Oral and Maxillofacial Surgery from January

2009 to September 2010 with a sample size of 26 patients

presented with condylar fractures of mandible. The current

study to investigated the pattern, causes and management

of condylar fractures of mandible.

In current study regarding age distribution it was found

that highest percentage ( 38.5%) of patients were in the

age ranges of 21-30 years followed by in the age group of

11-20 years( 26.9%). The finding is almost similar with

other studies. In 2009 Sawazaki in a case series of 263

patients of condylar fractures reported mean age of 28.4

years.15 In 2004 Ahmed found in his study treated 230

patients with maxillofacial trauma that men 20-29 years of

age sustained the most maxillofacial fractures.16

In this study condylar fractures patients were mostly

male(88.5%). Male and female ratio was 7.67:1. Other

studies also showed that majority of the patients were

male but there was dissimilarity in the ratio of male and

female. Sawazaki, 2009 found in his study male/female ratio

was 3.05:1.15

In this study  road traffic accident was found to have

been the leading etiological factor(46.2%) followed by

physical assault (30.8%) and  fall from height (23.1%).

Road traffic accident is the commonest cause of condylar

fracture. It is due to overcrowding, unsecured road,

violation of traffic rules and unskilled driving. The most

common cause of condylar fracture was road traffic

accident( 57.8%).

In this study prevelance of condylar fracture among all

mandibular fractures were 14.94%.  Rahman, 2008 found in

his study that condylar fractures among all mandibular

fractures were 14%.17

In this present study among 26 patients majority 18(69.2%)

when treated by close reduction and 8(30.8%) by open

reduction. In other studies similar pictures was noted at

different centre. Ahmed, 2004 treated 230 patients and more

than half of all cases were treated by close reduction

(67%).16 Sawazaki, 2009 treated 263 patients and among

them 78.5% managed by close reduction and 21.5% were

treated by open reduction.

In this study preoperatively anterior open bite , posterior

gagging and cross bite were present in 22, 3 and 1 patients

respectively. Postoperatively after 3 months anterior open

bite and posterior gagging were present in only 1 and 1

patient respectively. Postoperatively no patient had cross

bite at the  end of 3 months. 30%  of their condylar process

fractures treated closed had persistent deviation on

opening.6 Macclennan, 1952 followed 180 cases for 14 to

37 months reported an overall complications rate of

approximately 20%, including 29 patients with deviation

on opening, on 7 with visible deformity. 18 Lyons,1947

found functional disturbances of any kind ( deviation on

opening , interocclusal malrelationship and mild giant

noise during function) in 5.8% of cases.

Conclusion:

This was a cross- sectional study conducted in the

department of Oral and  Maxillofacial Surgery of Dhaka

Dental College and Hospital from January 2009 to

September 2010 presenting with mandibular condylar

fractures.The main objective of the study was to asses

demographic characteristics to find the causes and site,

to ascertain the existing treatment modalities and to

observe the treatment outcome.

Table -III

Pre and postoperative occlusion ( n = 26)

Preoperative occlusion Postoperative occlusion

1st month 2nd month 3rd month

Anterior open bite 22 6 3 1

Posterior gagging 3 2 1 1

Cross bite 1 1 0  0

Mandibular condylar fractures: Treatment modalities and their outcomes Islam MW et al.
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In the present study majority of patients were male and

age belongs to 21 to 30 years. Road traffic accident was

the main cause and unilateral fractures were more frequent.

Subcondylar region was the most frequent site. Majority

of the patients treated by close reduction. Preoperatively

anterior open bite , posterior gagging and cross bite were

present in 22, 3 and 1 patient respectively but

postoperatively after 3 months anterior open bite and

posterior gagging were present in only one patient and no

patient had cross bite.
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Introduction:

Oral health has been defined as “the standard of health of

the oral and related tissues which enables an individual to

eat, speak and socialize without active disease, discomfort

and embarrassment and which contributes to general well-

being”. Oral health has strong biological, psychological

and social projections, because it affects our aesthetics

and communication, and the quality of life is affiliated

with oral health status1. Good oral health is also important

for proper mastication, digestion, appearance, speech and

health. Oral health is linked to happiness and good general

health and there is evidence that aesthetically acceptable

and functionally adequate dentitions affect self-esteem,

confidence and socialization2.

Childhood is the most important period particularly from 6

to 12 years of age which is very significant for tooth

development and maintaining good oral health. In these

years, children experience dental caries, pulpitis, gingivitis

and some other dental problems also. The underlying

factors responsible in children may be due to their

indiscriminate eating of particularly sugary and sticky foods

such as crackers, pre-sweetened cereals, muffins, cookies,

chips, sweetened dairy products, candies, lollipops, ice-

creams which ultimately results prolonged sugar exposure

in mouth and make favorable environment for

microorganisms that producing acids cause a drop in

salivary pH to less than 5.5 to initiate the demineralization

process if no oral hygiene measures are introduced within

2 hours. Others factors are lower rate of saliva flow, greater

stagnation of food on tooth surface, poor oral hygiene,

frequent eating habit, crowding that is irregularities of

teeth pattern. In children, bottle feeding is one of the most

important factors associated with high rate of dental caries

or tooth decay. Breastfed infants who fall asleep during

breastfeeding period are also at risk of dental caries.

Dental caries is the most common oral disease. According

to the Surgeon General’s 2000 Report on Oral Health, caries

is seven times more common than hay fever and five times

more common than asthma3. In adults, caries usually

progresses slowly and a small cavity may take several

months to develop. By contrast, childhood caries,

particularly of deciduous teeth, may be so rapid that the

pulp becomes exposed long before the tooth is due to be

shed4. The ultimate effect of caries is to break down enamel

and dentine thus open a path for bacteria to reach the

pulp. The consequences are inflammation of the pulp and

later of the peripheral tissues. As inflammation progress

pain becomes more persistent and there may be prolonged

attacks of toothache5. Prevalence of dental diseases is

high in Bangladesh and is being rising with time. In a

study prevalence of dental plaque, calculus, dental caries

and periodontitis were found 99.1%, 61.3%, 44.1% and

Food behavior and Oral health among the children aged 6 to

12 years at Dhaka City in Bangladesh
Ahmed S1,  Lima FR2,  Kabir MH3
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A cross sectional study was carried out to determine the prevalence of dental diseases and to observe

the relationship between dental diseases and regular food intake pattern of children aged 6 to 12 years

at Dhaka city during the period of July 2013 to September 2013. Oral examination was done to identify

dental diseases for a sample of 123 children from different schools. A structured questionnaire was

used for collecting relevant information by face to face interview. Result shows that most prevalent

dental disease was dental caries (52.8%) which was found to be decreased with the increase of age

(p<0.05). Bottle feeding, the major cause of teeth decay among children, were found to be significantly

related with dental diseases (p<0.05). Only 13.8% children used toothpaste containing Calcium (Ca)

and/or Fluoride (F) had less diseases percentage (p<0.05). Following the correct manner of tooth

brushing (right way), brushing  frequency (two times) and gargling (regularly) reduced the probability

of dental problems. The study also revealed that children had less dental problems (33.4%) whose

parents had some preventive knowledge of dental diseases.
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8.6% of the high school girls’ respectively6. Oral health

and overall health is related. As mouth is the gateway to

enter food into the body, it is important to maintain proper

oral hygiene. The impact of oral conditions on quality of

life can be profound7.

Methodology:

A cross sectional study was conducted among 6 to 12

years aged children at Dhaka city from different schools

having dental problem during the period of July 2013 to

September 2013. This age category represents the mixed

dentition period which is very significant for tooth

development and maintaining good oral health. Different

schools from different locations were selected purposively

in Dhaka city for expected homogeneity of socio-economic

status and availability of the participants in the study.

In order to obtain relevant clinical, socio-economic and

dietary data, a structured questionnaire was developed.

The questionnaire was pre-tested, modified where

necessary and standardized for data collection. Selected

child was examined using dental apparatus such as mirror,

tongue depressor, caries probe and twiser by the

investigators. The oral problems were observed and the

findings were recorded on the questionnaire. The dietary

consumption pattern of various common foods such as

rice, bread, fried rice (muri), fish, meat, pulse, vegetables,

candy chocolate, chewing gum, ice-cream, chips, sweets,

milk with sugar, fruit juice, soft drinks, deserts, chanachur

and so on was collected. Food intake of the child during

last 24 hours (recall method) was collected to obtain their

regular dietary pattern. The data were collected by probing

both the mother and the children using the questionnaire

by face to face interview.

Before finalization of the data for computer entry, each

questionnaire was cross checked for final editing. After

completion of necessary coding and editing, the analysis

was undertaken using SPSS 17.0 software package. The

output was then presented in figures and tabular forms on

the basis of frequency distribution. Statistical significance

was set at p<0.05 and confidence interval at 95% level.

Results:

The prevalence of dental caries among children was 52.8%,

which was highest than any other dental disease. In contrast,

the prevalence of gingivitis was found to be 8.9%, 18.7%

was of pulpitis whereas it was 19.5% in other cases such as

hereditary anomalies, oral mucosal lesion and so on (Figure-

1). Dental caries was most prevalent in children of below 8

years (38.2%) and it decreased with the increase of age

(Figure-2). Again 61.7% of the study subjects had dental

problems who were bottle fed and for that reason they more

prone to dental caries (Figure-3). Chips, milk with sugar,

sweetmeat, chocolate, soft drinks all are the cariogenic foods

which causes dental caries were consumed by 50.4%, 48.8%,

10.6%, 52.9% and 30.9% children respectively among the

total 123 study subjects (Table-1).

Fig.-1: Percent distribution of the children according to

dental problems (n=123)

Fig.-2: Distribution of the children according to age and

dental problems (n=123)

P value = 0.005

Fig.-3: Distribution of the children by bottle feeding

practice and dental problems (n=123)

P value = 0.01
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Regarding cleaning of tooth majority of the subjects

(79.6%) had dental problems who brush only one time or

irregularly in a day. Study showed that children who

followed the right brushing pattern (up-down) had less

dental problems (5.7%) than those who did not (94.3%).

The study also showed that majority group who did not

gargle after each meal (65.9%) had the highest susceptibility

of  having dental caries (36.6%). Children using toothpaste

that contains Calcium (Ca) and/or Fluoride (F) had only

13.8% dental problems comparing with others (86.2%) who

did not use such toothpaste (Table-II). According to the

study result, only 33.4% parents had disease prevention

knowledge and of course their children were less prone to

disease (Figure-4).

Table-I

Distribution of the children by consumption of selected food items and dental problems (n=123)

Selected Food Items                                          Dental Problems

                                          Dental Caries                                     Others

Yes (%) No (%) Yes (%) No (%)

Chips 62(50.4) 3(2.5) 57(46.3) 1(0.8)

Milk with sugar 60(48.8) 5(4.1) 54(43.9) 4(3.2)

Sweet 13(10.6) 51(41.5) 10(8.1) 49(39.8)

Chocolate 65(52.9) 0(0) 58(47.1) 0(0)

Soft drinks 38(30.9) 27(22.0) 40(32.5) 18(14.6)

Fig.-4: Distribution of the children by dental problems and disease prevention knowledge of parents (n=123)

Table-II

Distribution of the children by tooth cleaning practices and dental problems (n=123)

Tooth cleaning practices                                                      Dental problems

Caries Total

Gargling No or Irregularly 36.6% 65.9%

Regularly 16.3% 34.1%

Brushing frequency One time or Irregular 46.6% 79.6%

Two  times or Regular 6.5% 20.4%

Brushing pattern Right way 4.1% 5.7%

Wrong way 48.8% 94.3%

Tooth paste content With Ca and/or F 12.2% 13.8%

Without Ca and/or F 40.7% 86.2%

Food behavior and Oral health among the children aged 6 to 12 years Ahmed S et al.
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Discussion:

A study conducted in Bangladesh found the prevalence

of dental caries was 37.8% in 7 to 12 years aged children of

an urban school in Dhaka city8. The present prevalence

rate was found to be 52.8% which were higher than the

rate found in the previous study. It may be due to changes

of food habit and increased consumption of sticky and

fermentable carbohydrates like chocolate, ice-cream and

so on. In a study of Singapore dental caries were found in

1088 out of  2052 children from 56 kindergartens9. The

total number of decayed teeth was 4487 with a prevalence

of 53.02%. Another study found that about 40% children

(26%, 37% and 49% for 3-4 years, 4-5 years and 5-6 years,

respectively) were affected by caries. The attitude of

mothers towards their children’s oral health and its relation

with caries prevalence was noted among 200 subjects.

The prevalence of dental caries was 54.1%10, which is

almost similar to the present study. There is a significant

relationship (p<0.05) exists between increasing age of

children and dental caries. According to the study, children

aged more than 8 years had less percentage of dental

caries and vice versa. A study found that prevalence of

dental caries is gradually decreased as the age increased11.

Study revealed that babies those are bottle-fed suffer more

dental problems. In this study, 61.7% children had dental

problems those are bottle fed (p<0.05). The prevalence of

baby bottle tooth decay is about three times more among

poor urban children, even in communities with a fluoridated

water supply12. The children who were given either breast

or bottle feeding for a longer duration are more prone to

dental caries13. Breastfed infants are usually not at risk of

baby bottle tooth decay unless they feed for extended

period. To prevent baby bottle tooth decay, let not the

children sleep with milk since it is known to cause maximum

damage and the bottle should be taken away as soon as

mealtime is over14. Fermentable carbohydrates are creating

the environment for decay. Oral bacteria cannot utilize

dietary protein and can not produce acid and hence it acts

as a buffer against demineralization15. Regarding cleaning

of tooth 79.6% children have dental problems who brush

only one time or irregularly in a day. Brushing is a routine

activity but most of the people do not know the chemistry

behind the cleaning of teeth. This study shows that

children who followed the right brushing pattern (up-

down) had less dental problems (5.7%) than those who

did not (94.3%). Children whose are not gargle after each

meal (65.9%) have the highest susceptibility of dental caries

(36.6%). Fluoride helps to replace hydroxypatitle of tooth

with fluoropatite which is much stronger as well as resistant

to caries and calcium prevent demineralization. Children

using toothpaste that contain Ca and/or F had only 13.8%

dental problems comparing with others (86.2%) who did

not use such toothpaste. Only 33.4% children suffer in

dental problems whose parents have some prevention

knowledge. Parental literacy, particularly maternal literacy

is influencing dental caries prevention in children16.

Conclusion:

Family is the first school and mother is the first tutor for

children. Parent may help to prevent such dental problems

of children by allowing them the correct manner to keep

their tooth healthy. Time to time Oral Health Education

Programme by dental personnel will enhance the success

of regaining better oral health for our children.
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Introduction:

The available choice currently for esthetic materials for

restoring teeth is limited to resin composite, porcelain/

ceramic or porcelain fused-to-metal. Resin composite

seems to be utilized more than other restorations for a

number of reasons. During last decade esthetic dental

materials, technology, science and practice have upgraded

dramatically, greatly expanding and improving the choice

of materials.1

The wear resistance and marginal fit are important criteria

for long-term success of a  prosthesis. Fracture resistance

of composite resin crowns was significantly improved by

increasing the occlusal thickness of the crowns, by using

resin cement, and by reducing the total convergence angle.2

Metal-ceramic materials still dentistry’s state of the art.

These materials can be used in any situation, in a single-

unit restoration or in the most complex complete fixed or

implant prosthesis, provided that there is enough space

to ensure that the prosthesis will have the strength

necessary to withstand dental forces. Metal-ceramic

technique is continuing to advance but a problem in the

traditional metal-ceramic design was the poor esthetic

effects of metal visibly underlying ceramics at the margin.

Practitioners continued to use this technique because of

the belief that metal provided the best marginal seal.3

Marginal accuracy is considered a crucial factor in the

success and longevity of an indirect restoration because

an inadequate adaptation of the restoration may be

detrimental to both the tooth and supporting periodontium.

There have been many studies regarding the marginal fit

of crowns. McLean and von Fraunhofer proposed a

restoration would be successful in marginal gaps and

cement thickness of less than 120 µm could be achieved.

Testing Celay In-CeramTM, beschnidt et al reported mean

marginal gaps of 78 µm in maxillary incisor crowns.4

Though porcelain is considered superior to all types of

restorative materials used in Prosthodontics its main
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Abstract:

Esthetic is one of the most important concern for patients appearance during the restoration of tooth by

artificial crown. This study was done to evaluate and compare the clinical performance of micro

ceramic composite crown and metal ceramic crown. This randomized clinical trial was done in the

Department of Prosthodontics, BSMMU, Dhaka, during the period of May 2013 to April 2014. Total 56

patients were included in equal two groups. After cementation of restoration, data were collected and

recorded on a pre-design data collection sheet on the basis of color match by using the modified USPHS

(United States Public Health Service) criteria. During data collection, evaluation was done by two

clinicians and recorded in the sheet. The marginal accuracy and wear resistance of micro ceramic

composite crown was better than that of conventional metal ceramic crown. Within the limitations of the

study, it can be concluded that the micro ceramic composite crown is better than the metal-ceramic

crown.

Key words: Artificial crown, Micro ceramic composite crown, Restoration, Wear, Metal ceramic crown.
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disadvantages are brittleness, tendency  to fracture and

break away from metal, lesser edge strength, high hardness

resulting in more impact to the opposing teeth during

mastication and also abrasion of enamel of the natural

opposing and adjacent teeth.

Prosthodontists developed a technique that provided

better esthetic results without compromising marginal

accuracy. This was done by cutting back the metal from

the margin area and up the axial wall to permit an increased

zone of a 360- degree buccal ceramic shoulder. This

technique has proved beneficial in areas in which esthetics

are a major concern, but using it requires increased skill

and still have a chance of fracture of the ceramic.5

Over the last decade, the use of composite material as

indirect restoration has increased remarkably. This scenario

is may be due to progressive increase in both mechanical

and handling properties of the composite materials as well

as esthetic demand by the patient. One of such material

applicable for indirect tooth-colored restoration is “The

Estenia material”. (Kuraray Medical Inc., Tokyo, Japan).

Laboratory evaluation expressed that this indirect type of

material is superior in color stability, wear resistance7, and

strengths. Therefore indirect composite is currently used

for single esthetic restorations, fixed partial dentures

(FPDs), as well as super structure of implant-supported

prostheses.7

Now a days, indirect composite restorations are

extensively used in esthetic dentistry as a less expensive

and less technique sensitive alternative to ceramic crown.

Moreover, the indirect technique improves the control of

marginal adaptation, proximal contacts, anatomic form and

polymerization shrinkage, compared to the other

techniques. Even fracture resistance of composite resin

crowns was significantly improved by increasing the

occlusal thickness of the crowns, by using resin cement,

and by reducing the total convergence angle.2

There are indirect new-resin based composite brands

available for indirect composite restorative technique. In

this case the indirect restorative materials that is most

modern and are commercially called “Ceramage”(SHOFU

INC,Japan). Ceramage has been setting new standards in

indirect composite resin technology by combining

unsurpassed esthetics, superior strength, less wear on

opposing dentition and color stability which are specially

indicated for veneer, inlay, onlay, crown, and bridge.

Ceramage is a Micro Ceramic Polymer System with 73% of

Zirconium Silicate filler (PFS filling materials, Progressed

Fine Structured Filler) supported by an inorganic polymer

matrix which ensures a durable surface quality with

excellent polish ability and high resistance to plaque. This

structure shows properties similar to porcelain making it

an ideal choice for both metal supported and metal-free

anterior or posterior crowns. It has the physical properties

of light transmission very close to that of natural dentin

and enamel. Therefore Ceremage combines a natural colour

reproduction with extraordinary strength, elasticity and

has high color stability which is also biologically not

harmful.8

This study has been designed to observe clinically to

evaluate, the properties of micro ceramic composite

materials and to focus on this newer generation of indirect

restorative material for crown to achieve better service for

the patient with improved technology. By this study, a

new dental material and technique will be introduce in our

country to fabricate most esthetic restorations with

improved properties such as -  High fractural strength,

good adhesive bonding capacity, better marginal fitness ,

easy fabrication technique  and cost effective. which can

serve a better esthetic as well as functional restoration

and can be used as a durable restoration instead of metal

ceramic restoration.

Materials and methods:

The randomized clinical trial was done above 56 patients

having single damaged tooth in equal two groups over a

period of 12 months in the Department of Prosthodontics,

Faculty of  Dentistry, BSMMU, Dhaka, to compare the

Marginal integrity and Wear of restoration between micro

ceramic composite crown and metal ceramic crown. The

study population was the peoples required full veneer

crown in a single damaged tooth. Following proper

administrative procedures with all the ethical issues were

considered to collect the samples and carried out the

research work. Sampling was done by simple random

sampling procedure. Patients were selected from OPD of

Dept. of Prosthodontics by lottery method, among the

patient who were came for wear a single artificial crown.

All the restoration was evaluated using modified United

States Public Health Services (USPHS) or Ryge’s direct

criteria at baseline and thereafter at an interval of  03, 06

and 12 months. Each restoration was evaluated by two

clinicians trained in the technique.
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Result:

This randomized clinical trial was conducted among the

patients who were treated at Bangabandhu Sheikh Mujib

Medical University, in the Department of Prosthodontics,

Faculty of Dentistry, during the period of May 2013 to April

2014. Total fifty six patients with 56 restorations were

included in this study, among them 28 patients were treated

with Micro ceramic composite crown (Ceramage) and

another 28 patients were treated with Metal ceramic crown.

All the patients willingly agreed to participate in the study.

This study reflected the result of the given restoration after

03, 06 and 12 months. This study was mainly conducted to

evaluate the restorations for Marginal integrity and wear of

re of the restoration with the natural tooth.

 
 

  

 

 

 
 
 
 

 
 
 

 

 

 
 

 
 

 

 
 
 

 
 

 

 
 

 
 

 

Table-I

Evaluation Criteria: (Modified USPHS Criteria for direct clinical evaluations).

Here, A=Alpha, B=Bravo, C=Charlie.

Table-II

Research materials: Trade name, Composition and Manufacturer of Research materials
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Group I: Micro ceramic composite crown.

Group II:  Metal ceramic crown.

Fig.-1: Age distribution of the study patients

Group I: Micro ceramic composite crown.

Group II:  Metal ceramic crown.

Fig.-2: Sex distribution of the study patients

Table-III

Distribution of the patient according to marginal integrity of the restorations in Group I and Group II (n=56)

Marginal integrity Group-I  (n=28) Group-II  (n=28) p value

No. (%) No. (%)

Baseline

A 28(100.0%) 28(100.0%) -

B 0(0.0%) 0(0.0%)

C 0(0.0%) 0(0.0%)

After 3 months

A 28(100.0%) 25(89.3%) 0.07ns

B 0(0.0%) 3(10.7%)

C 0(0.0%) 0(0.0%)

After 6 months

A 28(100.0%) 23(82.1%) 0.02s

B 0(0.0%) 5(17.9%)

C 0(0.0%) 0(0.0%)

After 12 months

A 27(96.4%) 22(78.6%) 0.04s

B 1(3.6%) 6(21.4%)

C 0(0.0%) 0(0.0%)

A=Alpha, B=Bravo, C=Charlie

Group I: Micro ceramic composite crown.

Group II:  Metal ceramic crown.

Data were expressed in number and percentage.

Statistical analysis was done by Chi-square test

The test of significance was calculated and p values < 0.05 was accepted as level of significance.

s = Significant   ns = Not significant     n = Number of samples.

A  No visual evidence of a crevice along the margin & explorer does not catch when

drawn across the surface of the restoration toward the tooth.

B  The explorer catches & there is visible evidence of a crevice, into which the explorer penetrates (indicates that the

restoration does not adapt closely to the tooth structure).

C  The explorer penetrates a crevice defect.
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Table-III shows comparison of marginal integrity between

Micro ceramic.

Composite and Metal ceramic restorations during follow

up period. At the baseline all patients(100%) of both groups

were categorized alpha. After 03 months there observed

no change. After 06 months 28(100%) restorations rated

Alpha in group I, where 3(10.7%)categorized Bravo and

25(89.3%) rated Alpha in group II. After 12 months in group

I, 27(96.4%) rated Alpha and 1(3.6%) rated Bravo, in group

II 22(78.6%) rated Alpha and 6(21.4%) rated Bravo. No

Charlie rating were rated in any Group I among whole

evaluation period. Between USPHS  ratings of two groups,

the p-value was absent after 03 months but after 06 and 12

months the differences in marginal adaptation was

significant (p>0.05) in Chi square test.

Table-IV shows comparison about wear of restoration

between micro ceramic Composite and metal ceramic

restorations during follow up period. At the baseline all

patients (100%) of both groups were rated alpha. After 03

months 28(100%) restorations of group I was categorized

as Alpha and in group II, 27(96.4%) restorations rated Alpha

other 1(3.6%) restorations rated as Bravo. After 06 months

restorations 27(96.4%) rated Alpha and 1(3.6%) rated Bravo

in group I, where 3(10.7%) categorized Bravo and 25(89.3%)

rated Alpha in group II. After 12 months in group I, there

was no change from the rating of 06 months but in group II

24(85.7%) rated Alpha and 4(14.3%) rated Bravo. No Charlie

rating were rated in any Group,  among whole evaluation

period. Between USPHS ratings of two groups, there was

no significant differences obtained (p<0.05).

Table-IV

Distribution of the patient according to wear of restorations in Group I and Group II (n=56)

Wear of restoration Group-I  (n=28) Group-II  (n=28) p value

No. (%) No. (%)

Baseline

A 28(100.0%) 28(100.0%) -

B 0(0.0%) 0(0.0%)

C 0(0.0%) 0(0.0%)

After 3 months

A 28(100.0%) 27(96.4%) 0.31ns

B 0(0.0%) 1(3.6%)

C 0(0.0%) 0(0.0%)

After 6 months

A 27(96.4%) 25(89.3%) 0.29ns

B 1(3.6%) 3(10.7%)

C 0(0.0%) 0(0.0%)

After 12 months

A 27(96.4%) 24(85.7%) 0.15ns

B 1(3.6%) 4(14.3%)

C 0(0.0%) 0(0.0%)

A=Alpha, B=Bravo, C=Charlie
Group I: Micro ceramic composite crown.
Group II:  Metal ceramic crown.
Data were expressed in number and percentage.
Statistical analysis was done by Chi-square test
The test of significance was calculated and p values < 0.05 was accepted as level of significance.
s = Significant      ns = Not significant     n = Number of samples.
A The restoration is a continuation of existing anatomic form.
B A surface concavity is evident (slightly flattened).
C There is loss of restorative substance such that a surface concavity is evident
(Replacement is required).

Fig.-3 : Initial Photograph of damaged tooth.
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Discussion:

Now a days, peoples are interested to maintain their

esthetics by wearing the best color matching restoration

to increase quality of life in the society. It influences the

development of oral health as well as functional efficacy.

So, when damage of any tooth occurs, a restoration is

essential. Most of the discolored and heavily damaged

teeth are restored with full veneer crown, but color match

and longevity is the most prime things that we have to

consider during fabrication of the crown.

In this study the primary objective was to evaluate the

esthetic outcome of micro ceramic composite crown and

compare the results with that of conventional metal ceramic

crown which was conducted between two groups, where

each group contained 28 patients.

The methodology that was followed in this study allowed

collection of data as per parameter of this study, Marginal

integrity and Wear of the restoration from the individual

samples. This, in turn, permitted accurate analysis of the

results, which was indicated for the comparative evaluation

of the variables between the samples of group I and group

II. All the restorations were evaluated using modified

United States Public Health Services (USPHS) or Ryge’s

direct criteria. Each restoration was evaluated by two

clinicians trained in the technique. The age range of both

groups was from 18 to 60 years. The highest number of

patients was in the age of <30 years in both groups. In this

study out of 56 patients, 29 were male and 27 were female

and male female ratio was 1.07:1.

Tanoue  N.et al.7 showed that One of such material

applicable for indirect tooth-colored restoration is “The

Estenia material”. (Kuraray Medical Inc., Tokyo, Japan).

Laboratory evaluation expressed that this indirect type of

material is superior in color stability, wear resistance and

strengths. Therefore indirect composite is currently used

for single esthetic restorations, fixed partial dentures

(FPDs), as well as super structure of implant-supported

prostheses.

Changes in marginal integrity:

In this study the marginal integrity of Micro ceramic

composite crown was better than Metal ceramic crown.

After 03 months the difference was not statistically

significant (p=0.07), however after 06 and 12 months the

difference was significant (p<0.05) in chi square test.

According to marginal adaptation after 03 and 06 months,

it showed that  all the patients of group –I were in Alpha

i.e. no visual evidence of a crevice along the margin &

explorer was not caught when drawn across the surface of

the restoration toward the tooth. After 12 months

27(96.4%) were in Alpha and only 1(3.6%) restoration was

categorized Bravo, i.e. the explorer was caught & there

Fig.-4 : Cemented micro ceramic composite crown in

upper central incisors with good marginal integrity.

Fig.-6 : Material kit of Micro ceramic composite

(Ceramage).

Fig.-5 : Impression taken with Silicone impression

material.
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was visible evidence of a crevice, into which the explorer

penetrated. Where in group II, after 03, 06 and 12 months

consequently 25(89.3%), 23(82.1%), 22(78.6%) were in

Alpha and 3(10.7%), 5(17.9%), 6(21.4%) restorations were

observed in the category Bravo.

Shino et al.7, showed good marginal integrity with the

Micro ceramic composite (Ceramage) crown, which

coincide with this study, here the result was found with

sub-gingival deep chamfer finish line. The study by Ayad

MF4, showed that the shoulder finish line had higher

marginal opening value than the chamfer finish line incase

of fibre reinforced composite crown. However, other

contradicting studies, of L. Cho et al.9, evaluated better

marginal adaptation of composite crowns with a shoulder

finish line and D Irio D. et al.10, showed improved

biomechanical performance with a shoulder margin in

posterior single crown.

Changes in wear of restoration:

In case of wear of the restoration, after 03 months all the

patients of group-I were in Alpha i.e. the restoration is a

continuation of existing anatomic form. After 06 months

27(96.4%) restoration was rated as Alpha and the left

1(3.6%) was categorized as Bravo, i.e. a surface concavity

was evident (slightly flattened), and after 12 months the

result was same. On the other hand, in group-II after 03

months 27(96.4%) restorations were in Alpha and 1(3.6%)

in Bravo, after 06 months 25(89.3%) and 3(10.7%) in Bravo.

After 12 months 24(85.7%) restorations rated Alpha and

4(14.3%) were Bravo. The percentage of wear of restoration

of metal ceramic crown was higher than Micro Ceramic

Composite crown. The differences were not statistically

significant (p= 0.15, after12 months) in chi square test.

Here in composition of Ceramage the amount of zirconium

silicate is 73% which might enriched the material to become

more wear resistant.

A similar findings has been reported in study conducted

by Tanoue N. et al.6, where Abu Tayeb Md. Ahsanullah

found no attrition of opposing tooth after wearing the

restorations.

Conclusion:

The Micro ceramic composite (Ceramage) crown presented

a valuable development in the field of Prosthodontics.

This study represents, those crown provides better

Marginal integrity and Wear of the restoration . As well as

it is a less time consuming procedure, easy to repair and

cost effective. So Micro ceramic composite crown can be

a better alternative than the Metal-ceramic crown.

Recommendations

Within the limitations of this study, it is strongly

recommended that the clinician can use micro ceramic

crown (Ceramage) to ensure better marginal fit which is

healthy and esthetically pleasant restoration, as an

alternative to metal-ceramic crown.

The following recommendations are put forward for the

establishment of the procedure:

1. Further research and long-term follow-up

investigations are necessary to elicit the best clinical

outcome of micro ceramic crown.

2. The study conducted only at BSMMU among the

small group of patients, the additional study with large

sample size should be done for further conclusion of

this result.
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Introduction:

Crowded, irregular and protruding teeth have been a

problem, which attempts to correct this disorder go back at

least to 1000 BC1. In 1728, the French pioneer Fauchard

introduced the first appliance and noted that, to exert

mechanical pressure by the means of an apparatus, sufficient

resistance to the force must be exerted. Today anchorage

control is a major concern in the orthodontic treatment.

Anchorage is the resistance to unwanted tooth movement

and is commonly described as the desired reaction to

posterior teeth to space closure mechanotherapy to

achieve treatment goals. Based on the anchorage demand

if extraction case i.e. maximum anchorage, moderate

anchorage and minimum anchorage.1,2

Anchorage loss is a reciprocal reaction that reduces the

success of orthodontic treatment by complication the anterior

posterior correction of malocclusion and aesthetic problem.

Orthodontic tooth movements are based on the ability of

bone to react to mechanical stresses with the deposition

and resorption of alveolar bone.3

The concept of a well-interdigitated occlusion acting to

enhance molar anchorage accepted dogma. Greekmore

(1997) found that the posterior teeth occupy one-third to

one-half of extraction space first and second premolar

extraction, respectively.

The rate of tooth movement during orthodontic treatment

is dependent on a number of mechanical and biologic

variables. The variables implicated in bracket-wire friction

included bracket material and quality of manufacture, slot

size, wire alloy type, wire size, ligature material and force

of ligation. Careful selection of appropriate brackets, wire

and ligatures may be used to predictably control the

relative rates of tooth movement and to enhance or reduce

anchorage.5

Evaluation of canine retraction and anchorage loss in

fixed orthodontic treatment
Aktar S1, Hassan GS 2, Kabir MH3, Islam MR4, Khan  AMSA5, Khanom SR6 Asaduszaman M7

Abstract:

Introduction: Anchorage loss is one of the main problems of orthodontic treatment. Treatment desires

maximum anchorage and minimal anchorage loss of extraction cases. Mesial migrations of anchor teeth

or anchorage loss lead to prevent correction of anteroposterior malocclusion and diminish facial esthetic.

Aim: The  aim of this study to detect the amount of mesial migration of anchor tooth or anchorage loss

and the amount of canine retraction or extracted space closure.

Materials and Methods: 136 patients were selected for the study who were treated in the Department

of Orthodontics, Faculty of Dentistry, Bangabandhu Sheikh Mujib Medical University. The patient were

either class I malocclusion with crowding which need extraction of first premolar to relieve the crowding;

or class I or class II malocclusion. Those patients have overjet more than 5 mm and need extraction of

first premolar. The patient was selected above 12 years .This study was developing from pre and post

treatment study cast of each sample or patient. All the measurement have been done on the pre and post

treatment dental casts by using vernia.

Result: The result showed that, type of malocclusion was an important factor of anchorage loss. Class

II malocclusions have greater anchorage loss than Class I crowding. The male have higher canine

retraction than female. The growing group showed larger canine retraction than non growing group.

Conclusion: The type of malocclusion is an important factor which affecting anchorage loss and

canine retraction.

Key Words: Anchorage loss, Canine retraction, Fixed orthodontic treatment.

(Bangladesh Dental Journal 2015; 31: 38-43)
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Space closure requiring precise anchorage control is more

difficult in extraction cases. Control of molar position is an

obvious necessity in space closure. Inadvertent anchorage

loss can prevent correction of anteroposterior

malocclusions. This can be especially important in

extraction space closure associated with class II correction.

Mesial movement of the maxillary posterior teeth may make

it very difficult to obtain correction of the malocclusion.6

If on upper canine is to be retracted with bodily movement

using fixed appliance, the force applied to the tooth will be

approximately 100 gm. Force in the opposite direction

varying from 67 gm on the first molar to 33 gm on the

second premolar resist this.  Low level will produce

negligible tooth movement and in the effect of a light force

of 100 gm would be to retract the canine with minimal

anterior unwanted movement of anchored teeth. However,

if the force level is increased to 300 gm the force level on

the anchored teeth increased dramatically to the level

where unwanted teeth movement will occur7. So, optimal

force should be used for tooth movement. The current

concept of optimal force is on the hypothesis that a force

of a certain magnitude and temporal characteristics would

be capable of producing a maximum rate of tooth movement

without tissue damage and maximum patient comfort.1

Anchorage loss depend on some factors such as

malocclusion, type and extent of tooth movement , root

angulations and length, missing teeth, intraoral/extra oral

mechanics, patient compliance, crowding, overjet,

extraction site, alveolar bone contour, inter arch

interdigitation, skeletal patter, third molars and

pathology(ankylosis, periodontitis) affect anchorage loss.

Most of the anchorage loss studies focus on

biomechanical  solution.7,8,9,10,11,12,13

Vasquez et al. (2001) suggested several clinical principles

that can be followed to enhance anchorage in adult patients.

1. Incorporating more teeth in the anchor unit, thus

distributing the force over a greater root area.

2. Tying the anchor unit together more rigidly.

3. Varying the movement-to-force ratio so that the active

unite is tipped while the anchor unit is translated.

4. Applying forces to the anchor unit that could be

neutralized by occlusal forces.

Force levels between the active and anchor unit is to vary

due to the friction. Since the force that acts at the root
surface is the result of applied force, minus the force or
reduce the force due to friction.

In recent years, endosseous implants have been used as
orthdontic anchorage.14

Materials and methods:

136 patients were selected for the study which was treated
in the Department of Orthodontics, Faculty of Dentistry,
Bangabandhu Sheikh Mujib Medical University

(BSMMU). The patient was either class I malocclusion
with crowding which need extraction of first premolar to
relieve the crowding; or class I or class II malocclusion.

Those patients have overjet more than 5 mm and need
extraction of first premolar. All the patients above 12 years
received orthodontic treatment.

The treatment method, all the patient was treated with
edge-wise fixed appliance using stainless steel 0.018 x 0.025
inch Roth brackets and according to standardized moderate

anchorage control.

 The two maxillary first premolars was extracted, the space
closure by individual sliding of canine using round

stainless steel wire 0.016 inch for canine retraction. Canine
retraction by using elastic chain was change every 3 weeks.
Then, the en-mass incisors retraction using 0.017 x 0.025

inch rectangular arch wire containing tear-drop loops
activated 1 mm every 3 weeks, this regimen of activation
produce initial force of 150 gm per side.15,16 The arch wire

activated with tip back bend mesial to the first molars.
After finishing and completion of the treatment, another

study cast was taken for each sample or patient. So there

was pre and past treatment study cast.

Fig.-1: Pre-treatment measurements Fig.-2: Post-treatment measurements
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Procedure for collecting data:

All the measurement had been done on the pre and post

treatment dental casts by using vernia.  Those

measurements are-

Distance of Canine (C): The length between tip of the

canine to the buccal groove of the first molar. The

difference of canine distance (C) between pre-treatment

(C1) and post- treatment (C2) which will give the amount

of canine retraction (distal movement of canine)

Distance of Molar (M): The length between the buccal

groove of first molar to the centre of incisive papilla. This

anatomical landmark are taken as a constant reference

point that not affected by teeth movement (Agha, 2006;

Haruki & Little, 1998; Hoggan & Sadowsky, 2002). So, the

difference of molar distance between pre-treatment (M1)

and post treatment (M2) record will give the amount of

anchorage loss, or mesial migration of first molar.

Result:

In this study 136 cases were include 40 male, 96 female

and who were treated with fixed orthodontic appliance.

Data were obtained from the pre-treatment and post –

treatment dental cast of 136 patients, 68 Angle class I

crowding and 68 Angle class II increase overjet.

Table -I shows, the age group minimum 12 y maximum 32

years. The mean value of canine retraction was 5.25 mm

and anchorage loss 3.16 mm.

Table-II demonstrated the comparison between male and

female. Canine retraction in male higher mean value than

female and the difference also was significant (P vlue-

0.03). Anchorage loss in female had greater mean value

than male but not significant.

Table-III Showed the difference between the class I and

Class II, the canine retraction in class I (mean 6.09) was

higher than class II (mean 4.41) but not significant.

Anchorage loss was higher in class II (mean 3.91) than

class I (mean 2.40) malocclusion, was not significant.

Table-IV demonstrated the comparison between male and

female in class II malocclusion. Canine retraction and

anchorage loss was not significant.

Table-V showed the comparison between male and female

in class I malocclusion. Canine retraction and anchorage

loss was not significant.

Table-VI demonstrated the comparison between growing

and non growing group. Canine retraction in growing

group (mean 5.38 mm) higher than the non growing group

(mean 5.12) and the difference was significant (P=0.03).

Anchorage loss in growing and non growing was not

significant.
Fig.-3: Measurement of pretreatment and post-

treatment dental cast by vernier caliper in mm.

Table -I

Description of the age, canine retraction and anchorage loss

Mean N Std. Deviation Minimum Maximum Range

Age 19.43 136 4.698 12 32 20

Canine retraction 5.254 136 1.4049 2.3 8.9 6.6

Anchor loss 3.160 136 1.1157 .7 6.2 5.5

Fig.-4: Canine retraction and anchorage loss of individual case arranged in increasing order.
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Discussion:

Relatively few studies have measured the amount of canine

retraction and anchorage loss. This study was aimed at

evaluating the canine retraction and anchorage loss in

class I crowding and class II malocclusion overjet more

than 5 mm.  5% to 50% of the total extraction space can be

taken up by an anchor unit made up of the first molar and

second premolar when used to retract a canine17.

In this research, anchorage loss in class I crowding and

class II malocclusion, the female had larger mean value

Table -II

Comparison between male and female in canine retraction and anchorage loss

Sex N Mean(mm) Std. Deviation p value

Canine retraction Male 40 5.410 1.6380 0.033

Female 96 5.189 1.2995

Anchor loss Male 40 3.030 1.3086 0.060

Female 96 3.214 1.0276

Table -III

Comparison between class I crowding & class II increased overjet in canine retraction and anchorage loss.

     Malocclusion N Mean(mm) Std. Deviation p value

Canine retraction    Class I crowding 68 6.093 1.2605 0.066

  Increase overjet 68 4.415 .9795

Anchor loss   Class I crowding 68 2.409 .7940 0.445

  Increase overjet 68 3.910 .8566

Table -IV

Comparison between male and female in class II malocclusion

Sex N Mean(mm) Std. Deviation P value

Canine retraction Male 17 4.312 1.0529 0.753

Female 51 4.449 .9624

Anchor loss Male 17 4.135 .8544 0.621

Female 51 3.835 .8525

Table -V

Comparison between male and female in class I malocclusion.

   Sex N Mean(mm) Std. Deviation P value

Canine retraction   Male 23 6.222 1.5261 0.107

  Female 45 6.027 1.1142

Anchor loss   Male 23 2.213 .9290 0.278

  Female 45 2.509 .7058

Table -VI

Comparison  between growing & non growing group in canine retraction and anchorage loss.

Growth N Mean(mm) Std. Deviation P value

Canine retraction growing 66 5.389 1.5353 0.039

non growing 70 5.126 1.2676

Anchor loss growing 66 3.139 1.1758 0.158

non growing 70 3.179 1.0642
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than male group. The deference between male and female

group in anchorage loss was not significant. The male

have higher canine retraction (mean 5.41) than female (mean

5.81) and the difference was significant. This finding was

supported by Agha (2006). But further study is required

supporting the findings.

In anchorage loss, the class II malocclusion had greater

mean value (3.91) than class I crowing (2.40). The same

finding was reported by Agha (2006). He found greater

anchorage loss occur in treatment of class II than class I

malocclusion. This may be due to the amount of arch

length deficiency. Less anchorage is required to relieve

crowding than to reduce overjet. So, the greater the

crowding lowers the anchorage loss.  Gerons et al (2003)

and Ong & woods (2001) supported the interpretation of

the present research because on account of less crowding

they reported greater anchorage loss. But the statement

contradict the other author, Differential moment have been

reported to reduce anchorage loss by 0.6-0.7 mm. When

maximaum anchorage is required, anchorage loss was

greater in class I (0.60mm) than in class II (0.28 mm)

malocclusion.7,8

The age of the patient considered as an important factor

in orthodontic treatment. In this research, the anchorage

losses in non-growing group had greater mean value (3.17)

than growing group (3.13), with no significant net

difference. The same finding was reported by Gerons et

al. (2003). They found greater anchorage loss was in the

adult group when postero-anterior maxillary growth was

compared with adolescent group. But Harris et al. (1991)

they found growing patient had greater anchorage loss

(2.55 mm) than non-growing patient (0.2 mm), which

suggests that this factor merits further study.

The growing group had larger mean value (5.38) for canine

retraction than non-growing group (5.12).The growing

patient had greater bone remodeling cells than adult and

facilitate tooth movement.

Conclusion:

The type of malocclusion is important in affecting

anchorage loss. There was higher record of anchorage

loss in class II malocclusion than class I crowding, but

not significant. The male had higher canine retraction than

female. The growing patient showed larger canine

retraction than non-growing patient.
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Introduction:

Dental health refers to all aspects of the health and

functioning of our mouth especially the teeth and gums.

Apart from working properly to enable us to eat, speak,

laugh (look nice), teeth  and gums should be free from

infection, which can cause dental caries, inflammation of

gums, tooth loss and bad breath.1 Good dental health is

the responsibility of individuals, communities and

governments although their relative importance varies.

For example in some European countries water

fluoridation is not yet publicly acceptable and so

responsibility for preventing tooth decay lies largely with

the individual.2,3 Dental professionals play an essential

role in monitoring dental health and treating or preventing

any problems. Access to good dental care, including

regular check-ups is vital. For some people, especially

those from lower socio-economic groups, access to

dental professionals may be limited. These groups are

important targets for dental health education

programmes.4 Schools also play an important role in

educating children on the importance of good oral

hygiene and diet. It’s important to take care of your mouth

and teeth starting in childhood. If you don’t, you could

have problems with your teeth and gums - like cavities or

even tooth loss.5 Dental diseases impose both financial

and social burdens as treatment is costly and both

children and adults may miss time from school or work

because of dental pain. Start dental care early, brush

baby’s teeth with a fluoride toothpaste as soon as they

appear in the mouth. Visit the dentist about every 6

months for a check-up. And seek dentist’s advice before

Dental health facilities in Upazilla Health Complex

in Bangladesh
Akter A1, Sarker RN2,  Rahman Z3, Kundu GC4, Parvin SMS5, Barua CS 6 , Islam MS7
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using aesthetic products (e.g: teeth whiteners) that could

have a deleterious effect on the teeth. Sometimes

problems can arise that require immediate treatment.

That’s why it’s always a relief to know that you have

somewhere to turn to when you are faced with a dental

crisis. Whatever the emergency, The Dental Clinic’s team

of experienced dental professionals are keen to assist

you should you have a need for emergency dental care.6

You can also rest assured in the knowledge that we offer

an on-call emergency dentist service for both registered

and non-registered patients. Trauma an injury to your

teeth, Severe bleeding in your mouth, Swelling around

your mouth areaserious Dental pain. Common disease of

Dental department: Gingivitis, Periodontal Disease,

Periodontal Surgery, Oral &Maxillofacial Surgery,

Wisdom Tooth Extraction, Pulpits, etc Regular Dental

Check-up is needed for good dental health. Public health

dentistry, dental specialty concerned primarily with

prevention of dental decay and of periodontal disease.

Public health dentistry is practiced generally through

governmentally sponsored programs, which are for the

most part directed toward public-school children in the

belief that their education in oral hygiene is the best way

to reach the general public. The pattern for such programs

in the past was a dentist’s annual visit to a school to

lecture and to demonstrate proper tooth-brushing

techniques. The 1970s saw the emergence of a more

elaborate program that included a week of one-hour

sessions of instruction, demonstration, and questions

and answers, conducted by a dentist and a dental

assistant and aided by a teacher who had previously

been given several hours of instruction.6 Use was also

made of televised dental health education programs, which

parents were encouraged to observe. A range of oral

health promotion programs and projects have been

implemented by Dental Health Services   focusing on

targeting rural communities with the greatest need. Our

programs are aimed at engaging and supporting rural to

reduce factors that may negatively affect their oral

health.Factors which can influence oral health - Nutrition,

lifestyle, social connectedness, personal health and

hygiene practices, socio-economic status, education,

cultural beliefs, attitudes and level of health literacy.

Factors also include the level of access to oral health

services and programs.Working together with partnering

organisations and community groups to achieve

sustainable oral health outcomes is an important part of

all our programs.

Materials & Methods

a. Type of study : It is a cross sectional description study.

b. Place of study : NIPSOM.  Site of study was conducted

in four Upazila Health Complex (UHC) ,two UHC were

near to sador & two UHC were rural based .Jhinaidha

& Manikgang districts were selected of  this study

period .

c. Study population: The patients who has registered

the UHC for the dental treatment, Concerning dental

surgeon, dental assistant, pharmacist.

d. Sampling technique: Convenience type of non

probability Sampling technique was used for data

collection for this specific study.

e. Sampling Unit & Sample size:  Purposive sample was

taken. Selections of four upazila were urban & rural

based in two districts. The selected upazila health

complexes were Manikgang sador, Ghior, Jhinaidha

sador, Shuilokupa. Among 110 dental registered dental

patients were taken available in the study period .

f. Period of study :The study period is 1st April to 30th

June 2012

g.  Ethical Issue  :

1. Ethical clearance was taken from ethical committee

of  NIPSOM.

2. Before data collection, permission was taken from

the Civil Surgeon.

3. Informed risk, burden, benefit about the reachers,

and written consent of individual the patients

were taken.

4. During data collection privacy of the patients

should be maintained strictly.

Data collection instruments: Data were collected by a semi-

structured questionnaire. After preliminary observation,

check list & review of document, questionnaire was

developed. It was protested, modified & finalized for date

collection. Individual questionnaire was checked for

completeness & consistency.

Data collection technique:  All relevant data were collected

by Personal observations, questionnaire, dental activities

checked by check list, review of medical documents

individual discussion with service provider.

i. Data Processing: Collected data were corrected for any

irrelevancy and inconsistency.   Followed by data were

cleaned accordingly and post - coding was done as

required. Finally data was prepared for analysis in

computer.

ii. Data Analysis: Data were analyzed by computer with

the help of software (SPSS).

Dental health facilities in Upazilla Health Complex in Bangladesh Akter A et al.

45



Results:

Four upazila health complexes were selected, two upazila

were near to sador, and two upazila were rural based in the

districts. Observation, check list were used to explore the

physical facilities, intervention, discussion alone with the

provider for the activities of dental unit .The finding were

provided by tables & figures .The total of 110 patients were

gave written consent were enrolled in the study. Physical

facilities were dental unit room size is more or less 180sqfit

with toilet in each of the upazila. The dental manpower in

the UHC mostly one male graduate dental surgeon, one

assisted by one male dental, one pharmacist. Ticket counter,

Dental equipments (extraction) are available, majority Upazila

Health Complexes has Reception room, Patient waiting room,

Fixed room for treatment of dental patients, Dental unit were

available, few Upazila Health Complexes has Dental materials,

Dental equipments (other) are available . Dental ticket

counter, dental emergency patient bed were not available in

UHC. Organogram and Drug chart are available in the every

Upazila Health Complexes, majority Upazila Health

Complexes has Organizational flow chart is available, few

Upazila Health Complexes has Dental health charts for health

education . Sterilization facility and Pathology and X-ray

facilities are available in the every Upazila Health Complexes.

Majority Upazila Health Complexes has Record keeping

facility is available but Dental X-ray facility and Sterilization

(Dental) facility are not available in Upazila Health

Complexes. Patients referral system is available in every

Upazila Health Complexes, but Dental health education

activities and Dental emergency facility are not available in

Upazila Health Complexes . Majority percentages of health

complex were Water supply, Electricity supply, Drainage

system  , Waiting room is available, but few upazila Health

Complexes had Medical waste management system is

available and no Generator facility is available in any  upazila

Health Complexes . Caries were 25( 27.50%) but Deciduous

tooth mobility 11 ( 12.10%). among the taking brush regularly

were 30% and majority of the patients are not taking brush

regularly 70%, health education 12 (10.9%). Disease is

diagnosed in the hospital 38(34.5%) , Treatment facility of

the disease is available 46(41.8%) , Got information regarding

the disease 67 (60.9%) , Free drug is available 98(89.1%).

Socio-demographic data of the enrolled subject were shown

in table Most of the enrolled subject was married, Muslim

and service holder, housewife. In this present study , highest

proportion 57%  out of 110 respondents in the age group of

10-20 years , Comparison between the mean and standard

deviation of the age of  patient Mean ±SD 32.82±7.49 .11.8%

respondents out of 110 were illiterates and the rest were

literate. Among the patients 16.4% were primary , 31.8%

were HSC passed. 43.6% were service and 24.5% were

businessman, 20% were house wife, 8.2% were daily labor,

3.6% were farmers.

Table-I

                               Status of the Upazila Health Complex

Jhinaidah Shailkopa Manikganj Ghior

Sadar Jhinaidah Sadar Manikganj

Manpower Dental Surgeon is available Male Yes Yes Yes Yes

Female No No No No

Medical Assistant (Dental) is available Male Yes Yes Yes Yes

Female No No No No

Pharmacist is available Yes Yes Yes Yes

Receptionist is available Yes No No No

Organizational Facility Organogram is available Yes Yes Yes Yes

Organizational flow chart is available Yes No Yes Yes

Patient flow chart in UH&FPO room No No No No

Drug chart is available Yes Yes Yes Yes

Dental health charts for health No No Yes No

education is available

Supporting Service 1 Record keeping facility is available No Yes Yes Yes

Pathology and X-ray facilities are available Yes Yes Yes Yes

Dental X-ray facility is available No No No No

Sterilization (Dental)facility is available No No Yes No

Supporting Service 2 Dental emergency facility is available No No No No

Dental health education activities Yes No Yes No

are ongoing

Patients referral system is available Yes Yes Yes Yes

Utility facility Water supply is available Yes Yes Yes Yes

Electricity supply is available Yes Yes Yes Yes

Generator  is available No No No No

Drainage system is available Yes Yes Yes Yes

Medical waste management system is available No No Yes Yes

Waiting room is available Yes Yes Yes Yes
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Discussion & Conclusion:

This study was carried off explore Dental health facilities

in upazila health complex in Bangladesh. The study was

conducted with a view to find out the level of knowledge

about factor of total condition of upazila health complex

dental department. During 1st April to 30th June 2012, 110

registered dental patients were interviewed attending four

upazila health complexes two upazila were near to sador

and two upazila were rural based .This study was a cross-

sectional type of descriptive study.

This specific Observational Description study was

conducted among hospital patients &hospital facilities in

four Upazila health complex hospital. 110 registered dental

patients Sample size of the study was determined four

Upazilla Health Complex ,two sador ,two rural upazila out

of two districts , Upazila are selected by the near to Dhaka

two Upazilla Health Complex and away to Dhaka two

Upazilla Health Complex conveniently considering the

resource constraints  and the study subjects were included

on the basis of specific inclusion and exclusion criteria .

All the relevant information were collected by face to face

interview , observation, check list and reviewing medical

documents of the patients study subjects with the help of

Table-II

Age (Yrs.) Frequency Percent

10-20 57 51.8

21-30 27 24.5

31-40 16 14.5

41-50 10 9.09

Total 110 100.0

Mean ± SD 32.82 ± 7.49

Table-III

Dental Service Yes f(%) No f(%)

Got information regarding the disease 67 (60.9) 43(39.1)

Got dental health education 12 (10.9) 98 (89.1)

Disease is diagnosed in the hospital 38(34.5) 72(65.5)

Treatment facility of the disease 46(41.8%) 64(58.2)

is available

Free drug is available 98(89.1) 12(10.9)

Table-IV

Disease Frequency Percent

Periodontitis 16 14.54

Broken down crown 23 20.90

Caries 25 22.72

Pulpities 17 15.45

Deciduous tooth mobility 11 10.0

Gingivitis 18 16.36

Total 110 100.0

Treatment facility Frequency Percent

Diagnosis 34 30.90

Extraction 27 24.5

Filling 2 1.8

RCT 1 0.90

Deciduous tooth extraction 11 10

Scaling 10 9.09

Only health education 15 13.63

Total 110 100.0

Fig.-1: Residing places of the patients

Fig.-2: Distribution of the patients by taking drug by

own choice

Fig.-3: Whether the patients brush teeth regularly
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a questionnaire .

Dental emergency doctor, Nurses and MLSS , Medical

waste management system and Generator facility are

needed for dental health services any Upazila Health

Complexes. Oral hygiene instruction has to be given

through written documents and training which will enable

both the clinicians and policy makers to formulate and

implement necessary measures to combat the burden of

among the UHC patients in the country.

 At the end of the discussion it can be concluded that the

number of patients reported in the hospital are rather

limited due to various reasons.21,22,23 The study regarding

knowledge about factors of dental facility an increased

sample would be more helpful, justified. The finding of

this study will help to organize preventive programs and

evaluation of dental facility activities and strategies of the

upazila health complex of Bangladesh.

Recommendation:

1. A detailed study with proper study design has to be

undertaken to have a better understanding of the

dental health facility of the upazila health complex.

2. The patient health facility and finding of the present

study should further be investigated.

3. Got dental health education 10.95%, Treatment facility

of the disease 41.8% Free drug is available 89.1% in

this calculation we understand necessary of health

care service should be provided.

4. Other manpower should be ensure for the good service

of the upazila health complex.

5. Dental surgeon and medical technologist dental

should be trained to identify the problem and promote

health education.

6. Good manager need for good service, so arrange the

good environmental room such as ventilation,

electricity, water supply, drainage system, generator,

x-ray, pathology, sterilization, dental unit &

equipments, materials, health education matters etc

in this supports are ensure for the service the hospital

patients .

7. This study we found  some result female doctor

assistant ensure necessary, dental nurse, MLSS post

are create are emergency, dental emergency are

needed, emergency dental doctor , emergency dental

bed, patients flow chart are needed. Other equipment

such as scaler, lightcure, dental sterilizer, dental x-ray,

genaretor, dental health education logistics, record

kipping system, medical waste management system,

upgrading necessary. Oral hygiene instruction has to

be given through written documents and training

which will enable both the clinicians and policy makers

to formulate and implement necessary measures to

combat the burden of among the UHC patients in the

country. This will definitely be helpful for the

development of health program and service receiver

in the UHC of Bangladesh.
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Introduction:

Traumatic arterial aneurysms are extremely uncommon in

the facial region. When they do occur, the superficial

temporal artery is the most frequently affected vessel, 1

but other branches of the external carotid may be

invo1ved.1-9 The initial injury may be relatively mild and

blunt in nature and the presentation is often delayed

several days or weeks. Although formal surgical treatment

of the lesion is straightforward, attempts at incision and

drainage of a mistakenly diagnosed lesion could have

undesirable consequences. The diagnosis is usually based

on the clinical findings and is confirmed by techniques

such as duplex ultrasound, computed tomography (CT),

or angiography.10-12 This report describes a patient with a

traumatic facial artery pseudoaneurysm.

Report of a case:

A 14-year-old child arrived with left preauricular region

swelling at the Dhaka Dental College Hospital after having

a road traffic accident. Six weeks ago he got trauma falling

from bicycle and treated conservatively as close reduction

and intermaxillary fixation by 26g ss wire for 3 weeks. He

was diagnosed as fracture of the left condyle and right

parasymphysis of the mandible. The initial swelling after

trauma was reduced but two weeks later the swelling

increased and became static. It was approximately 5cm x

3cm in dimension, diffuse, non tender, non pulsatile, firm

in nature. An orthopantamograph showed fracture at right

parasymphysis and left condyle. Digital subtract

angiography revealed a pseudoaneurysm of the STA. He

got surgery by ligation of external carotid artery and

resection of ramus of the left mandible and removal of

lesion. After six months and one year later the patient was

recalled for follow-up. We observed 33 mm mouth opening,

no pain, and mild deviation of jaw towards surgical side

with adapted occlusion. And then one year later the patient

again came and same observation noticed.
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Artery- A case report
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Abstract:

A male patient presented with a swelling on the left preauricular region. Three weeks before he fall from

his bike. A diffuse smooth lump on the left side of his face developed. Digital subtract angiograph

revealed a pseudoaneurysm of the Superûcial Temporal Artery (STA). The pseudoaneurysm was

surgically removed and the patient recovered uneventfully. Owing to its superûcial course, the STA is

vulnerable to blunt head trauma. Traumatic aneurysms of the STA should be a differential diagnostic

consideration in patients with a history of trauma and a swelling on their head.

(Bangladesh Dental Journal 2015; 31: 50-51)

Fig.-1: Front view of patient



Discussion:

Aneurysms can be classified into true and false types. True

aneurysms are localized, abnormal dilations of arteries

caused by a weakening of the vessel wall and containing all

three layers. False aneurysms are caused by a tangential

laceration of an arterial wall by either blunt or penetrating

trauma.4 Such lacerations result in a persistent orifice

secondary to partial retraction of the vessel. Extravasations

of arterial blood into the surrounding tissues under pressure

then will occur. When the pressure difference between the

involved artery and the hematoma equalizes, further arterial

flow will cease. The hematoma will liquefy, with ensuing

secondary hemorrhage from the previously injured artery.

This can result in an increase in associated soft-tissue

deformity and asymmetry. With liquefaction, a bruit and

pulsation may develop. This would depend on the anatomic

location of the injured artery as well as the nature of the

covering tissues.12 Another distinction between the two is

that usually the false aneurysm produces a relentlessly

expanding aneurysmal sac that compresses collateral

vessels, whereas an AV shunt does not. Histologically,

pseudoaneurysm is distinct from true aneurysms in which

all three layers of the vessel wall remain intact.

The STA is vulnerable to blunt trauma because of its

superficial course and proximity to the underlying bony

structures.13,14 Pseudoaneurysm of the STA typically

present within 2–6 weeks of a blunt injury and can usually

be diagnosed on clinical grounds.15,16 As the

pseudoaneurysm appears delayed direct questioning may

be required to elicit the exact mechanism of injury.13, 15

Initial examination of the lesion may easily be confused

with an abscess, or a haematoma. The presence of pulsation,

a palpable thrill, or even a bruit, may point to the diagnosis,

but as our case demonstrates these are not constant

findings.13-16 Surgical ligation and excision is traditionally

the treatment of choice. Further investigation with

arteriography, computed tomography, or ultrasound may

rarely be indicated and are usually reserved for complicated

cases. Embolization is an alternative treatment.13-14, 16

Conclusion:

Aneurysms of the superficial temporal are rare and are

usually degenerative because of blunt or penetrating

trauma to the preauricular or temporal region. Exploration

with ligation and excision is considered as a safe and

definitive treatment of pseudoaneurysm of the STA. In

conclusion, physicians should be aware of traumatic

aneurysms of the STA in patients with a history of trauma

and a swelling on their head.
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Introduction:

Ameloblastoma is a rare tumour occurring in the maxilla.

The first detailed description of this lesion was by Falkson

in 1879, but the term ‘ameloblastoma’ was coined by

Churchill in 1933.1 It represents approximately 1% of oral

tumours and develops from the odontogenic epithelium

and its derivatives or remnants.3 Sometimes it arises from

a dentigerous cyst.4 It occurs with a wide range of ages; a

mean age in the third or fourth decade, and equal frequency

between male and female,5 although a higher frequency in

females than in males has been described.6,7 It has a

slightly higher incidence in black races and in the

Japanese.8 Ameloblastoma has a persistent and slow

growth, spreading into marrow spaces with pseudopods

without concomitant resorption of the trabecular bone.

As a result, the margins of the tumour are not clearly

evident radiographically or grossly during operation, and

the lesion frequently recurs after inadequate surgical

removal, showing a locally malignant pattern.9  Long term

follow-up is necessary because this lesion has been shown

to recur 25 and 30 years following primary treatment.5,8

Resorption of the adjacent tooth roots is not uncommon.

Several histopathologic types of ameloblastoma are

described and include plexiform, follicular, unicystic, basal

cell, granular cell, clear cell, acanthomatous, vascular and

desmoplastic patterns.1,3,10 Ameloblastomas rarely

metastasize.11 The most common sites of metastases are

the lungs followed by regional lymph nodes, pleura,

vertebrae, skull, diaphragm, liver, parotid and small

intestine.13

Case report:

A 62 year old man was referred to the Oral and Maxillofacial

Surgery Department of  The Anwer Khan Modern Hospital,

Dhaka, Bangladesh, in 30th March 2015. The chief complaint

was a painless and progressive swelling of the left maxilla

present for ten years. The patient was apparently

asymptomatic ten years back. Then he noticed a swelling

on the left side of the face, which was small and painless

initially and gradually increased in size. The patient was

consulted at another medical college for the same complaint

and an FNAC was performed from the left maxillary swelling

in 17th May 2007. Histopathological report of the specimen

was suggestive of odontogenic cystic lesion. There was

no significant past medical history. He gave history of taking

anti-hypertensive medication for last twenty years. His

physical examination revealed no abnormality other than

those related to the chief complaints.

On extra-oral examination, there was facial asymmetry on

the left side. On palpation there was a well circumscribed,

nontender, smooth surfaced swelling of hard consistency,

spherical in shape and approximately 5 × 4 cm in size,

present in the left maxillary region extending from midline

to 5 cm anterior to the tragus. Superiorly it extended up to

the infraorbital rim. Obliteration of nasolabial fold was

present along with slight elevation of alar base on the left

side. On superficial examination of the nostrils, the nasal

floor was found to be elevated in the left nostril.

Follicular Ameloblastoma of maxilla:

A case report and review
Iqbal M 1, Nur SB2,  Arefin MR 3,  Rahman KMH 4, Molla MR5

Abstract:

A 62-year-old male patient had been reported with complaint of swelling on the left side of the face for

last 10 years. Provisional diagnosis of ameloblastoma was given based on clinical, radiographic

findings and FNAC.  Post operative histopathology confirmed the diagnosis as follicular ameloblastoma.

Enucleaiton of cyst with surgical obturator was performed under general anesthesia. Patient has been

kept under periodic follow-up. No recurrence had been reported till date.

(Bangladesh Dental Journal 2015; 31: 52-55)
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On intraoral examination (Fig. 1), expansion was present

in the left maxillary vestibular area extending from midline

to third molar, causing complete obliteration of vestibular

fold  and also extending into the palatal region from the

left maxillary central incisor region to the greater palatine

foramen region. Clinical examination revealed diffuse,

smooth–surfaced, firm, nontender swelling on the left side

of the face. It extended from the zygomatic region to the

inferior border of mandible superoinferiorly, and from the

corner of the mouth to the angle of mandible

anteroposteriorly. It was covered with inflamed mucosa.

Intraorally, the swelling extends from distal of first molar

posteriorly. Swelling resulted in obliteration of the buccal

vestibule.

Computerized tomography (contrast enhanced) (Fig. 3, 4)

showed a well-defined cystic area measuring

6.09cmX4.21cm in coronal scan and in axial scan measuring

4.46cmX 3.91cm within the maxillary antrum. The wall of

the maxillary antrum are almost intact except near the

alveolar process of the left maxilla where cystic lesion

shows some septation suggestive of odontogenic cyst.

Pre-operative histological examination showed the features

of an odontogenic cyst.

Fig.-1: Pre-operative intra-oral photograph.

Fig.-2: Pre-operative 3D radiographic image of

affected maxilla.

Fig.-3: Pre-operative radiograph.

Fig.-4: Pre-operative CT scan.

Under general anaesthesia enucleation of cyst with surgical

obturator was performed with left sided maxillary circular

incision with posterior extension. Cystic lining was

dissected out from buccal and palatal periosteum and

whole mass was taken out in toto. Irrigation was done

with betadine and normal saline. An antibiotic soaked gauze

Follicular Ameloblastoma of maxilla: A case report and review Iqbal M et al.
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pack was kept in antral cavity and a surgical obturator

was placed in situ. The healing was uneventful.

Histological examination of the excised lesion showed

cystic ameloblastoma with plexiform pattern. Hemostasis

was achieved; vacuum drain was secured and closure was

done in layers (Fig. 5). Antibiotics, analgesics and anti-

inflammatory drugs were given postoperatively. Healing

was uneventful, and sutures were removed on 7th

postoperative day. Patient has been kept under periodic

follow-up. No recurrence had been reported till date.

Discussion:

It is generally accepted that only 20 percent of

ameloblastomas occur in the maxilla,2 although some

reports indicate an incidence as low as one percent in the

maxilla,14 and of those 47 percent occur in the molar region,

15 percent in the antrum and the floor of the nose, 9 percent

in the premolar areas, 9 percent in the canine regions and

2 percent in the palate.2 Since maxillary ameloblastoma

has a predominantly painless and slow growth because of

the lack of a thick cortical plate, the plentiful cancellous

bone and the proximity of the maxilla to the nasal cavity,

nasopharynx, paranasal sinuses, orbits and skull base,

there is commonly a delay in the recognition of the maxillary

ameloblastoma extending into these structures and this

itself may provide useful diagnostic evidence.15 In this

case the ameloblastoma extended into the left maxillary

Fig.-5:  Post-operative photograph (intra-oral).

Fig.-6: Post-operative photograph (intra-oral).

Fig.-7: 10x modification.

Fig.-8: 100x Modification.
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antrum up to the lower concha of the nose and the inferior

orbital wall without penetrating these structures. In

addition, the more abundant blood supply of the maxilla

provides another possible mode of spread. Sometimes

invasive maxillary ameloblastomas with extension into the

orbit, frontal sinus, skull base, middle cranial fossa and

petrous apex have resulted in the death of the patient.16

The most common clinical symptom of the maxillary

ameloblastoma is a painless swelling of the involved part

of the jaw. Pain is an uncommon finding,1 referred in some

cases,7 but it is not clear whether the pain is caused by the

tumour itself or by a secondary infection. Ameloblastoma

is an osteolytic lesion and does not produce mineralized

components except in rare cases.10,17 As far as etiology is

concerned, it may arise from the enamel organ, remnants

of dental lamina, the lining of an odontogenic (dentigerous)

cyst, or possibly from the basal epithelial cells of the oral

mucosa.18 A few studies also showed that the human

papillomavirus might have a role in the etiology of

ameloblastoma.19 About 10-15% of ameloblastomas are

associated with an unerupted tooth.20 In the present case,

a large follicular ameloblastoma was found in left maxilla.

The diagnosis of follicular ameloblastoma was confirmed

by excisional biopsy. Out of all the histologic variants of

ameloblastoma, the incidence of plexiform variety is one-

third. The term “plexiform” depicts the appearance of

anastomosing islands of odontogenic epithelium in

contrast to a follicular pattern.21 A number of modalities

have been proposed in the treatment of ameloblastoma,

like wide excision, curettage, enucleation, cryotherapy,

cautery, laser usage, radiotherapy and chemotherapy.22

The best surgical method for the treatment of a maxillary

ameloblastoma is a limited or wide excision of the tumour

with a 10-15 mm margin of normal bone if available.9

Enucleation of the cyst with surgical obturator with was

the method of choice in this case. Ameloblastoma is

generally considered to be a radioresistant tumour and

may be performed in cases when surgery is not considered

to be the method of choice.23 Chemotherapy, when used

independently, does not seem to be effective at the present

time, notwithstanding the variety of agents, schedules

and routes of administration that have been reported.24
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Introduction:

The most common causes of renal failure are

glomerulonephritis, pyelonephritis, polycystic kidney

disease, renovascular disease, drug induced nephropathy,

obstructive uropathy, hypertension and diabetes

mellitus.1Renal failure may result in severe electrolyte

imbalance, cardiac arrhythmia, pulmonary congestion,

congestive heart failure and prolonged bleeding2. Because

the dental management of patient with renal disease may

need to be altered, consultation with patient’s physician

is necessary to determine the stage of renal disease,

regimen for medical management and alteration of dental

treatment.

Discussion:

The patient in chronic renal failure has a progressive

disease that ultimately requires renal transplant or dialysis.

The following modifications should be followed:

1. To consult with the patient’s physician.

2. To monitor blood pressure (Patients in end stage renal

disease are usually hypertensive).

3. Monitor hematological and Biochemical parameters:

Serum Creatinine, blood Urea-nitrogen, Hemoglobin,

platelet count, bleeding time etc.

4. To eliminate oral infection to prevent systemic

infection:

• Good oral hygiene should be established.

• Periodontal health should be maintained.

• Teeth with questionable prognosis should be

extracted if medical parameters permit.

• Frequent recall appointments should be scheduled.

5. Drugs that are nephrotoxic or excreted by kidney

(phenacetin, tetracycline, aminoglycosides) should

be avoided.

6. Acetaminophen is the drug of choice for analgesia

and diazepam may be used for sedation.

7. Local anesthetic such as lidocaine is generally safe3.

The patients who are receiving renal dialysis require

treatment planning modifications4. The three modes of

dialysis are intermittent peritoneal dialysis (IPD), chronic

ambulatory peritoneal dialysis (CAPD) and hemodialysis.

Only hemodialysis patients need special precautions.

These patients have a high incidence of developing viral

hepatitis, anemia and prolonged hemorrhage. The risk of

hemorrhage in renal dialysis patients is due to

anticoagulation by heparin, heparin induced

thrombocytopenia and uremia induced platelet

dysfunction5. Hemodialysis patients have either an

internal arteriovenous fistula or external arteriovenous

shunt. The shunt is often located in the arm and must be

protected from trauma. Thus in addition to guidelines for

chronic renal disease following recommendations are made

for those on hemodialysis:
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1. Screen for hepatitis B and Hepatitis C before treatment.

2. Provide antibiotic prophylaxis to prevent end arteritis

of the arteriovenous fistula or shunt. IPD and CAPD

patients generally do not need antibiotic prophylaxis.

3. Patients receive heparin on the day of dialysis,

therefore surgery to be planned on the day after

dialysis when the effect of heparinazation ceases.

4. To be careful to protect the arteriovenous shunt while

the patient is seated in the dental chair. Blood pressure

to be measured in the opposite arm. The limb

containing the shunt should be avoided for

administering intravenous or intramuscular injections.

Patients having shunt located in leg should avoid

sitting in the chair with legs dependant for more than

one hour. Patient should be allowed to walk around

for a few minutes and then resume dental treatment.

5. Refer the patient to the physician if uremic problems

develop (such as uremic stomatitis, encephalopathy

etc).

The greatest foe of renal transplant patients is infection.

The patients with renal transplant take immunosuppressive

drugs that greatly reduce their resistance to fight infection.

Excessive bleeding may occur due to drug induced

thrombocytopenia, anticoagulation or both. Many organ

transplant centers now-a-days include dental examination

in their standard pre-transplant protocol. Teeth with severe

periodontitis, furcation involvement and periodontal

abscess should be extracted.  In addition to the

recommendations for the patients with chronic renal failure

the following should be considered for the renal transplant

patients:

• Hepatitic B and C screening.

• Prophylactic antibiotics where appropriate.

Conclusions:

Patients suffering from Chronic Kidney Disease (CKD),

on dialysis or with renal transplant can be safely managed

in dental offices with special care as discussed.
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