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RECENT/PLANNED EVENTS 

21 MAY
Golf lesson followed by dinner at 
Marsa Sports Club. This was very 
well attended with about 14 attending 
the lesson by a professional golf 
instructor and 20 for an excellent 
dinner at the Marsa club later. The 
event was organised in conjunction 
with Dr David Debono.

13 JUNE
Lecture on Skin Lesions of the Lip 
by Dr Michael Boffa MD FRCP 
MSC Consultant Dermatologist and  
President of the Malta Eczema Society. 
Sponsor GUM – Collis Williams.  
Venue the Victoria Hotel 
followed by a BBQ.

23 JULY
Clay Pigeon shooting event at Maghtab 
followed by dinner at Charlie’s Inn

3 SEPTEMBER
“Wear is the Problem” by Professor 
Brian Millar BDS FRCS PhD – professor 
and consultant in Restorative Dentistry 
at  Kings College London, Director 
of blended learning Prosthodontics 
programme at KCL. The lecture will 
deal with case assessment, treatment 
planning, prevention and intervention 
strategies and techniques to restore 
teeth. Restoration of Occlusion 
will also be covered. Dr Anne Meli 
Attard is helping us organise this. 
Kindly sponsored by Abbott

Dear colleagues,

The recent and upcoming DAM 
events are listed on the right. We are 
now planning a clay pigeon shooting 
event followed by dinner for our 
members. We hope to encourage 
dentists to take up sporting hobbies. 
We are also going to organise a lecture/
dinner with Mr Stephen Spiteri 
military architecture historian at the 
Mediterranean conference Centre. 

We would like to sadly announce 
the passing away of the husband 
of Marcelle Abela, our Federation 
Secretary. May he rest in peace. We 
would like to sadly announce that Dr 
Alan Kendall who recently worked 
in Malta died of cancer last week.
Sincere condolences to his wife and 
family. May he rest in peace.Dr Kendall 
recently lectured us on Hypnosis in 
Dentistry and his slides on Hypnosis 
featured in a Probe issue last year.

I would like to thank all the committee 
especially Dr Lino Said for working 
hard to ensure that all our events 
are a success. We would also like to 
thank our sponsors. I wish you all 
a well deserved summer break. 

This month’s cover picture was kindly 
provided by Dr Christian Vella

Best regards,

David
Dr David Muscat B.D.S. (LON)
Editor / President, P.R.O., I.R.O. D.A.M. 
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Sensodyne® understands that dentine 
hypersensitivity patients have differing needs 

Sensodyne® Complete Protection, powered by NovaMin®,  
offers all-round care with specially designed benefits to meet  
your patients’ different needs and preferences, with twice-daily 
brushing.

Sensodyne®
 
 Complete Protection:

 Is clinically proven to provide dentine hypersensitivity relief1-3

 Contains fluoride to strengthen enamel

 Helps to maintain good gingival health4-6

Sensodyne® Complete Protection, powered  
by NovaMin® – an advanced approach to  
dentine hypersensitivity relief 

 NovaMin®, a calcium and phosphate delivery technology,  
initiates a cascade of events on contact with saliva7-12 which  
leads to formation of a hydroxyapatite-like restorative layer  
over exposed dentine and within dentine tubules7, 9-13. 

 In vitro studies have shown that the hydroxyapatite-like layer starts 
building from the first use7-9 and is up to 50% harder than dentine9,14.

 The hydroxyapatite-like layer binds firmly to collagen within 
exposed dentine10,15 and has shown in in vitro studies to be 
resistant to daily physical and chemical oral challenges9,14-17,  
such as toothbrush abrasion16 and acidic food and drink14-17.

Sensodyne® Complete Protection helps  
maintain good gingival health4-6

Good brushing technnique can be enhanced with the use of a 
specially designed dentifrice to help maintain good gingival health18,19.

In clinical studies, NovaMin® containing dentifrices have shown up  
to 16.4% improvement in plaque control as well as significant reduction 
in gingival bleeding index, compared to control toothpastes4-6.  

All-round care for dentine hypersensitivity patients1-6 

new

Adapted from Earl et al, 2011 (A)13. In vitro cross-section SEM image of hydroxyapatite-like layer 
formed by supersaturated NovaMin® solution in artificial saliva after 5 days (no brushing)13

**With twice daily brushing.

Hydroxyapatite-like 
layer within the 
tubules at the surface 

5 µm

Hydroxyapatite-like 
layer over exposed 
dentine

In vitro studies show that a hydroxyapatite-like layer forms  
over exposed dentine and within the dentine tubules7,9,10,12,13

Adapted from Tai et al, 20064. Randomised, double-blind, controlled clinical study in 95 
volunteers given NovaMin® containing dentifrice or placebo control (non-aqueous dentifrice 
containing no NovaMin®) for 6 weeks. All subjects received supragingival prophylaxis  
and polishing and were instructed in brushing technique. *GBI scale ranges from 0–3.

Significant reduction in gingival bleeding index (GBI) 
over 6 weeks with a NovaMin® containing dentifrice4
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Dr. David Muscat President of the 
Dental Association of Malta attended the 
Congres ADF-the International Dental 
Exhibition at The Palais des Congres 
in Porte Maillot in Paris which was 
held between 27-30  November 2013.

A vast number of dental companies 
as well as dental laboratories were 
represented with concurrent lectures, 
seminars and demonstrations on 
innovative materials, techniques 

and equipment. An exhibition area 
over several floors was utilised with 
hundreds of stands on each floor. 
There were companies from as far as 
Brazil, Australia and America. It was 
hive of activity with a French slant.

The exhibition is held yearly. One needs 
to register online. An electronic badge 
is sent by e mail which is your bar code 
badge which you present at reception 
where your permanent pass is printed.

THE ADF DENTAL EXHIBITION  
IN PARIS NOVEMBER 2013

Advertisers are responsible for the claims they make in their 
ads and the opinion of the advertisers and editors of articles in 

the issue are not necessarily the opinion of the DAM.

Dr David Muscat President DAM  presenting a cheque for 
500 euro to  Mrs Louise Pisani President of Equal Partners 
Foundation, a parent run charity for children with special 
needs at the Equal Partners annual Christmas Party at Villa 
Arrigo .The money was raised at the DAM Christmas Party 
raffle at the Excelsior hotel on 6 December 2013. Every 
year the DAM raises money for charity and we thank our 
numerous sponsors for their gifts and donations.
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“I’VE GOT MY WHOLE LIFE IN FRONT OF ME 

BUT I’M NOT GOING TO DEDICATE MORE 

THAN 7 MINUTES TO FEVER AND PAIN” 

Ibuprofen Lysinate in single dose sachets 

Less time to alleviate the pain 
Algidrin ibuprofen lysinate reaches plasma lev-
els faster than plain ibuprofen: 

- Effective in 92% of patients at 7 minutes.(1) 
 
- And effective in 100% of patients at 15 min-
utes.(1) 
 
Meanwhile, plain ibuprofen needs nearly 2 
hours to achieve the same results.(1) 

ALGIDRIN 600 

Higher plasma concentration in Less Time 

For further info on Algidrin kindly refer to SPC or contact your Eu-
ropharma Medical Representatives on info@europharma.com.mt 

(1) Portolés A, Vargas E, García M, Terleira A, Rovira M, Caturla MC, Moreno A. Comparative Single-Dose Bioavailability Study of Two Oral Formulations of Ibuprofen in Healthy Volun-
teers. Clin Drug Invest 2001; 21 (5): 383-389. 

How can articaine improve my 
daily clinical practice?

Rui Figueiredo
Oral Surgery and Implantology Department

IDIBELL Biomedical Research Group
University of Barcelona

1viernes 12 de noviembre de 2010

Local anesthesia

¥ “Loss of sensation in a circumscribed area of 
the body caused by a depression of 
excitation in nerve endings or an inhibition 
of the conduction process in perypheral 
nerves.”

Malamed SF (ed). Handbook of local anesthesia. 5th ed. St. Louis: Mosby, 2004.

2viernes 12 de noviembre de 2010

Ideal features

¥ Topical effect in mucous membranes.

¥ Not irritanting to the tissues.

¥ No permanent alteration of the nerve.

¥ Low systemic toxicity.

¥ Short onset time.

¥ Adequate duration.

Malamed SF (ed). Handbook of local anesthesia. 5th ed. St. Louis: Mosby, 2004.

3viernes 12 de noviembre de 2010

Dental anesthetics

¥ Amino esters:

¥ Procaine.

¥ Tetracaine.

¥ Benzocaine.

¥ Amino amides:

¥ Lidocaine.

¥ Mepivacaine.

¥ Prilocaine.

¥ Articaine.

¥ Bupivacaine.

4viernes 12 de noviembre de 2010

¥ Pharmacological considerations.

¥ Other components.

¥ Clinical applications.

¥ Adverse effects.

¥ Conclusions.

Articaine

5viernes 12 de noviembre de 2010

Pharmacological 
considerations

Cap de Creus, Catalunya, Spain
6viernes 12 de noviembre de 2010

HOW CAN ARTICAINE IMPROVE 
MY DAILY CLINICAL PRACTICE?
By Rui Figueiredo – Oral Surgery and Implantology Department, 
IDIBELL Biomedical Research Group, University of Barcelona

Continues on page 9.
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www.ivoclarvivadent.com
Ivoclar Vivadent AG
Bendererstr. 2 | 9494 Schaan | Liechtenstein | Tel.: +423 235 35 35 | Fax: +423 235 33 60

Bart Enterprises
42 A Main Street | BZN 06 Balzan | Tel.: 2144 7340 | Fax: 2144 7341 | info@bart.com.mt

• Bulk placement up to 4 mm due to Ivocerin®, the new light initiator

• Low shrinkage and low shrinkage stress for superior margins

• Sculptable consistency, extended working time under operatory light

The fast posterior composite

Available now!

The future of  
  composite technology.

Experience the future of 
composites featuring Ivocerin:
www.ivoclarvivadent.com/bulkfill_enThe sculptable bulk-fill composite

Tetric EvoCeram® Bulk Fill

PA
TENTED

LIGHT INITIA
TO

RIvocerin
®

Non-stick effect for 
efficient contouring 
Ivoclar Vivadent has developed the innovative modelling instrument 
OptraSculpt® Pad in order to meet the demand for efficient processing 
of highly-esthetic composites.

Non-stick shaping and contouring
The non-stick attachments of OptraSculpt 
Pad enable composite materials to be 
shaped and contoured with ease, without 
leaving any unwanted marks. Thus, com-
posite restorations with smooth and even 
surfaces are fabricated with utmost effi-
ciency. 

Smooth and even surfaces
Due to the special material of the pads, 
natural-looking restorations are easily ac-
complished in only a few steps. The 
highly flexible synthetic foam pads opti-
mally adjust to the anatomical contours 
and allow smooth modelling.

Professional esthetic results 
The reference scales on the instrument 
handle assist in the creation of esthetic 
and anatomically-correct restorations. The 
markings allow the clinical situation to be 
compared with the ideal average tooth 
width proportions and angular alignments 
in the upper anterior dentition. 

For further information, please visit www.ivoclarvivadent.com

OptraSculpt® Pad

Suitable for dental technicians:

OptraSculpt Pad is also optimally suit-
able for applying and modelling lab 
composites. Therefore, the efficient 
processing of composites is equally 
supported in dental labs. 

Shaping and contouring with a 
metal spatula

Shaping and contouring with 
OptraSculpt Pad 

Reference scale 1 Reference scale 2

Result achieved with OptraSculpt Pad Result achieved with a metal 

Despite the excellent mechanical properties of composite materials, their contouring remains 
a very demanding task for dentists even today. Highly esthetic composites, in particular, 
sometimes demonstrate a very adhesive consistency due to their filler composition, and they 
are thus more difficult to shape.

OptraSculpt® Pad is a contouring instrument with special foam pad attachments, which is 
designed for the efficient, non-stick forming and shaping of composites. It is especially suit-
able for the contouring of class III, IV and V restorations as well as of direct veneers.
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Chemical conÞguration

¥ Tertiary amine (hydrophilic).

¥ Thiophene ring (lipophilic).

¥ Amide-type.

¥ Ester group.

Berini-Aytés L, Gay-Escoda C (eds.). Anestesia Odontologica. 3rd ed. Madrid: 
Ediciones Avances, 2005.

NH    C    CH    NHC3H7 

O 

C CH3 

S 

O OCH3 

7viernes 12 de noviembre de 2010

Articaine hydrochloride 
¥ Introduced (carticaine):

¥ Europe: 1976.

¥ FDA approval (US): 2000.

¥ Potency: 1.5 times that of lidocaine.

¥ Metabolism:

¥ Plasma and liver (articainic acid - inactive).

¥ Excretion:

¥ Kidneys.

Oertel R, Berndt A, Kirch W. Saturable In Vitro metabolism of articaine by serum 
esterases. Reg Anesthesia 21:576-581.

8viernes 12 de noviembre de 2010

Articaine hydrochloride
¥ pKa: 7.8.

¥ Good difusion through bone.

¥ Onset of action:

¥ InÞltration: 1 to 2 min.

¥ Mandibular block: 2 to 2.5 min.

¥ Duration of analgesia:

¥ Pulpal: 60-75 min.

¥ Soft-tissue: 180-360 min.
Berini-Aytés L, Gay-Escoda C (eds.). Anestesia Odontologica. 3rd ed. Madrid: 

Ediciones Avances, 2005.
9viernes 12 de noviembre de 2010

Articaine hydrochloride

¥ Maximum dose: 7.0 mg/Kg (500 mg).

¥ 7 cartridges.

¥ Commercially available:

¥ 4% solution.

¥ 1:100 000 epinephrine.

¥ 1:200 000 epinephrine.

Berini-Aytés L, Gay-Escoda C (eds.). Anestesia Odontologica. 3rd ed. Madrid: 
Ediciones Avances, 2005.

10viernes 12 de noviembre de 2010

Other components

Plaça Espanya, Barcelona, Spain
12viernes 12 de noviembre de 2010

Artinibsa
¥ Articaine HCl.

¥ Epinephrine:

¥ 1:100 000.

¥ 1:200 000.

¥ Free of:

¥ Methylparaben.

¥ EDTA (quelating).

¥ Sodium metabisulphite

¥ Antioxidant.

¥ Sodium chloride

¥ To keep it isotonic

¥ pH adjuster:

¥ Sodium hydroxide

¥ Hydrochloric acid

13viernes 12 de noviembre de 2010

HOW CAN ARTICAINE IMPROVE 
MY DAILY CLINICAL PRACTICE?

Continues on page 10.

Continues from page 5.
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Epinephrine

¥ Vasoconstrictor.

¥ Longer effect.

¥ Less systemic 
absorption.

¥ Less toxicity.

¥ Less operative 
and postoperative 
bleeding.

¥ Contraindications.

¥ Maximum dosage: 
0.2 mg.

Sveen K. Effect of the addition of a vasoconstrictor to local anesthetic solution 
on operative and postoperative bleeding, analgesia and wound healing. Int J 

Oral Surg. 1979;8:301-6.

Malamed SF (ed). Handbook of local anesthesia. 5th ed. St. Louis: Mosby, 2004.

14viernes 12 de noviembre de 2010

Clinical applications

21viernes 12 de noviembre de 2010

When should I use the 4% Articaine 
solution with epinephrine 1:200.000?

Carrer Ferrán, Barcelona, Spain
15viernes 12 de noviembre de 2010

Clinical applications

¥ In Germany (2002), articaine was used by 92% of 
the dentists.

¥ United States estimated market share (Oct. 2006):

¥ Lidocaine HCl: 47%.

¥ Articaine HCl: 26%.

¥ Mepivacaine HCl: 15%.

¥ Prilocaine HCl: 6%.

¥ Bupivacaine: 1%

22viernes 12 de noviembre de 2010

1:200 000 epinephrine

¥ Specially suitable for:

¥ SigniÞcant cardiovascular disease.

¥ Thyroid dysfunction.

¥ MAO inhibitors.

¥ Tricyclic antidepressant.

¥ Maximum dosage: 0.04 mg (4.4 
cartridges)

¥ Very effective.

16viernes 12 de noviembre de 2010

Clinical applications

¥ InÞltration.

¥ Inferior alveolar nerve block.

¥ In our department:

¥ Approx. 4 500 extractions of 
third molars each year.

¥ Articaine is used in more than 
95% of cases.

23viernes 12 de noviembre de 2010

SIMILAR EFFICACY!

17viernes 12 de noviembre de 2010

Which anesthetic is more 
effective in maxillary infiltrations?

Sagrada Família, Barcelona, Spain
24viernes 12 de noviembre de 2010

LESS SYSTEMIC TOXICITY

18viernes 12 de noviembre de 2010

Maxillary inÞltration

¥ RCT (CONSORT guidelines)

¥ Crossover design.

¥ 80 patients.

¥ Lidocaine Vs. Articaine:

¥ 1:100 000 epinephrine.

¥ 1st molar.

¥ Lateral incisor.
Evans G, Nusstein J, Drum M, Reader A, Beck M. A prospective, ramdomized, 

double blind comparison of articaine and lidocaine for maxillary infiltrations. J 
Endod. 2008;34:389-93.

25viernes 12 de noviembre de 2010

Abdulwahab M, Boynes S, Moore P, Seifikar S, Al-Jazzaf A, Alshuraidah A, et al. 
The efficacy of six local anesthetic formulations used for posterior mandibular 

buccal infiltration anesthesia.  J Am Dent Assoc 2009;140:1018-24.

4% Articaine with 1:200 000 epinephrine showed better 
results than 3% mepivacaine.

19viernes 12 de noviembre de 2010

“...4% articaine with 1:100 000 epinephrine statistically 
improved anesthetic sucess when compared with 2% 
lidocaine with 1:100.000 epinephrine in the lateral incisor 
but not in the Þrst molar.Ó

26viernes 12 de noviembre de 2010

HOW CAN ARTICAINE IMPROVE 
MY DAILY CLINICAL PRACTICE?
Continues from page 5.

Continues on page 12.

Th
e D

en
ta

l P
ro

be
Ju

ne
 2

01
4 

– 
Is

su
e 5

0

10

The D
ental Probe

June 2014 – Issue 50

11



TePe Interdental Gel 
– powerful caries prevention

TePe’s fluoride gel is specially developed for caries  

protection of the approximal surfaces. The smooth 
formula facilitates application with an interdental brush, 
enabling efficient cleaning and fluoride distribution in  

areas with an increased caries risk. Fluoride is also 
known to alleviate tooth sensitivity.

• 0.32% Sodium Fluoride (1500 ppm)
• Contains no abrasives
• Fresh mint flavour

TePe Interdental Gel with Fluoride is developed in  

collaboration with the Department of Cariology,  

Sahlgrenska Academy, University of Gothenburg,  

Sweden. It is recommended for everyone and particularly 

for persons with enhanced caries risk:

• High caries activity
• Crowns or bridges
• Approximal fillings
• Exposed root surfaces, e.g.,  
 furcations  
• Dry mouth
• Orthodontic Care

An interdental brush dipped in fluoride gel has proven to be a more effective 
method of approximal fluoride distribution than other comparable methods.

Särner B, et al.
Approximal fluoride concentration using different fluoridated products alone or in 
combination.
Caries Res 2008;42:73–78.

Särner B, et al.
Fluoride release from NaF- and AmF-impregnated toothpicks and dental flosses 
in vitro and in vivo.
Acta Odontol Scand 2003;61:289–296.

¥ Double-blind cross-over study.

¥ Buccal and palatal inÞltration in upper canine.

¥ 20 healthy volunteers.

Articaine had a better performance although no signiÞcant 
differences were found.

27viernes 12 de noviembre de 2010

Maxillary inÞltration

¥ 40 patients.

¥ Irreversible pulpitis.

¥ Real clinical situation!

¥ Lidocaine Vs. Articaine:

¥ 1:100 000 epinephrine.

¥ First premolar / Þrst molar.

Srinivasan N, Kavitha M, Loganathan CS, Padmini G. Comparison of anesthetic 
effect of 4% articaine and 2% lidocaine for maxillary buccal infiltration in 

patients with irreversible pulpitis. Oral Surg Oral Med Oral Pathol Oral Radiol 
Endod. 2009;107:133-6.

28viernes 12 de noviembre de 2010

Inferior Alveolar Nerve block

Montjüic, Barcelona, Spain
29viernes 12 de noviembre de 2010 30viernes 12 de noviembre de 2010

Inferior alveolar nerve block
¥ Prospective, ramdomized, double blind.

¥ Crossover design.

¥ 57 patients.

¥ Lidocaine Vs. Articaine:

¥ 1:100 000 epinephrine.

¥ Inferior alveolar nerve block.

¥ 1.8ml of solution.

Mikesell P, Nusstein J, Reader A, Beck M, Weaver J. A comparison of articaine 
and lidocaine for inferior alveolar nerve blocks. J Endod. 2005;31:265-70.

31viernes 12 de noviembre de 2010

“...articaine and lidocaine would be similar in the incidence of postinjection 
sequelae.”

“We concluded that 4% articaine with 1:100 000 epinephrine was similar to 
2% lidocaine with 1:100 000 epinephrine in inferior alveolar nerve blocks.”

32viernes 12 de noviembre de 2010

HOW CAN ARTICAINE IMPROVE 
MY DAILY CLINICAL PRACTICE?
Continues from page 11.

Continues on page 29.
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Continues on page 18.

THE STATE OF ORAL HEALTH IN EUROPE
AND TARGETS TO IMPROVE IT
By Paul Boom, Platform for Better Oral Health in Europe
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PAYMENT FORM

NAME:

ADDRESS:

Please cut out this section and send with a cheque for 50 euro payable to Dental Association of Malta 
for your 2014 DAM membership – the best 50 euro investment ever!

TO:

The Treasurer, Dr Noel Manche,
The Dental Association Of Malta, 
Federation Of Professional Associations,
Sliema Road,  
Gzira.

Ivoclar Vivadent has launched 
Adhese Universal, a new single-
component, light-cured universal 
adhesive for direct and indirect 
bonding procedures. Adhese 
Universal features compatibility 
with all etching techniques: self-
etch, selective-enamel-etch and 
total-etch. The VivaPen delivery 
form ensures fast and convenient 
application of the adhesive 
directly in the patient’s mouth.

The universally applicable Adhese 
Universal establishes a strong 
bond to various types of dental 
restoratives. Therefore, it can be 
used for direct and indirect bonding 
procedures. The material’s low film 
thickness minimizes the risk of fitting 
inaccuracies after cementation. No 
dual-cure activator is required for the 
cementation of indirect restorations.

Compatibility with all 
etching techniques
Adhese Universal combines 
hydrophilic and hydrophobic 
properties. It is tolerant to moisture 
and penetrates well into the dentinal 
tubules. Since Adhese Universal is 
moderately acidic, it is compatible 
with any etching technique (self-
etch, selective-enamel-etch or 
total-etch) and ensures an optimum 
bond between the tooth structure 
and the dental restorative.

Efficient delivery
The simple “Click” activation of 
the VivaPen delivery form allows 
the exact amount of material to 
be dispensed for each procedure. 
Dispensing of adhesive material 
into a dish before the application is 
not required. Thus residual material 
waste is considerably reduced. The 
VivaPen contains 2 ml of adhesive, 
which is sufficient for approx. 190 
single-tooth applications. Compared 
to conventional bottle delivery 
forms, this amounts to almost 
3 times more applications per 
millilitre (Source: Berndt & Partner, 
VivaPen Benchmarking Study, 
August 2013). Adhese Universal is 
available both in the VivaPen and the 
conventional bottle delivery form.

Predictable results
Adhese Universal is technique 
tolerant and forgiving. It forms a 
stable, homogenous layer that is 
not sensitive to any application 

technique. Consistently high bond 
strengths on enamel and dentin 
are achieved irrespective of the 
etching protocol employed, using 
only a single layer of adhesive. The 
acetone-free, hydrophilic solvent 
contained in Adhese Universal 
ensures optimum wetting of the 
dentin and enamel. This results in 
enhanced infiltration and optimum 
sealing of the dentinal tubules 
to prevent microleakage and the 
associated postoperative sensitivity. 

Adhese® is a registered trademark 
of Ivoclar Vivadent AG.

For further information, please contact:
Ivoclar Vivadent AG
Bendererstr. 2
9494 Schaan
Principality of Liechtenstein
Tel.: +423 235 35 35
Fax: +423 235 33 60
E-Mail: info@ivoclarvivadent.com
www.ivoclarvivadent.com

Universal and cost-efficient

The new single-component, light-cured Adhese Universal from Ivoclar Vivadent

Th
e D

en
ta

l P
ro

be
Ju

ne
 2

01
4 

– 
Is

su
e 5

0

16



Continues from page 15.

THE STATE OF ORAL HEALTH IN EUROPE
AND TARGETS TO IMPROVE IT
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BONE MANAGEMENT

Tuesday, March 5, 13

2mm drill

0,5 mm diam osteotomes

30-60 sec.

Last 2-3 minutes

Tuesday, March 5, 13

The Triangle of Bone -
  A Formula for Successful Implant 
Placement and Restoration 
 Scot Ganz DMD

Ganz

www.compendiumlive.com Compendium 257

to be developed, which may supersede current methods of
presurgical planning for dental implant reconstruction.11-17

CONGENITALLY MISSING LATERALS
A 17-year-old boy presented with a history of congenitally
missing maxillary lateral incisors. The patient had been un-
der the care of an orthodontist for several years to manage
his occlusion during his adolescent growth phase. The pa-
tient originally presented with his parents after being told
that the “braces were ready to be removed, and their son was
now ready for implants to replace the missing teeth.” This is
not an uncommon circumstance, and unfortunately the or-
thodontic alignment was preformed before the patient was
sent to the restoring dentist. Therefore, the orthodontist was
not aware of the space requirements for future implant place-
ment. This case highlights the importance of proper com-
munication between all members of the implant team, espe-
cially during the orthodontic planning phase. The patient’s
medical history was unremarkable, and the patient was found
to be healthy and a good potential candidate for dental im-
plants to replace the missing lateral incisors.

Periapical radiographs were taken to help determine the
mesial-distal inclinations of the adjacent tooth roots (Fig-
ure 1). The radiographs revealed a serious issue, convergent
roots for the right canine and right central, which eliminated

that area as a potential implant-receptor site. The space be-
tween the left central and canine teeth was minimal, although
the roots were relatively parallel. Clinical examination (man-
ual palpation of the root eminences superiorly to the ves-
tibule on the right side) confirmed the root convergence
(Figure 2A). The flat, wide zone of the keratinized tissue and
lack of interdental papilla was evident for the missing right
lateral incisor. There was a marked difference in clinical ap-
pearance for the left lateral, which could impact the eventu-
al plan of treatment (Figure 2B). Other significant clinical
findings included bilateral facial bone concavities, which
existed as a result of the congenitally missing tooth roots. As
a diagnostic cue to the underlying bone topography, it is
important to follow the demarcation between attached and
unattached gingival tissue, and note the crestal width of the
available keratinized tissue (Figure 2C). 

Based upon the intraoral examination and periapical
radiographs, additional orthodontic intervention was rec-
ommended to move and rotate the roots to gain enough
space for implant placement. This information was con-
veyed to both the parents and to the treating orthodontist.
After several additional months, a panoramic radiograph
was provided by the orthodontist to evaluate the distance
between the clinical crowns and tooth roots (Figure 3). The
lack of sharpness, definition, and radiographic artifacts

Figure 3 After orthodontic therapy, the

radiograph did not provide enough

diagnostic information to determine if

implants could be placed.

Figure 4 CT scan data was input into the treatment-planning software, which allowed

(A) placement of a simulated implant and (B) the determination of the “zone” for

proper placement.

Figure 2 Pretreatment buccal views showed (A) root convergence, (B) a difference in clinical

appearance of the left lateral, and (C) significant crestal width of keratinized tissue.

Figure 1 Pretreatment radiographs

revealed convergent roots for the

right canine and right central.

A CB

A B
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G.
HART- UND WEICHGEWEBECHIRURGIE
HARD AND SOFT TISSUE SURGERY
CHIRURGIE DES TISSUS MOUS ET DES TISSUS DURS

Wenn Sie Ihren gewünschten Durchmesser er-
reicht haben, sollten Sie mit dem jeweiligen 
Bone-Pusher, das Augmentationsmaterial ein-
bringen und kondensieren.

If you have achieved the desired diameter, the 
augmentation material should be inserted and 
condensed with the relative bone pusher.

Après avoir atteint le diamètre voulu, vous pou-
vez procéder à l´augmentation et la condensation 
osseuse à l´aide des différents embouts fouloirs.

BONE CONDENSING SET nach Prof. Ady Palti (NYU)
BONE CONDENSING SET according to Prof. Ady Palti (NYU)
BONE CONDENSING SET selon Prof. Ady Palti (NYU)

Nach der Extraktion muß mit einer Ausdehnung 
der Kieferhöhle sowie mit einer Kieferkammre-
sorption gerechnet werden. Sollte dieser Fall ein-
treten, sollte kondensiert werden.

After the extraction it must reckoned with an ex-
tension of the maxillary sinus and resorption of 
the ridge. If this case should occur, bone conden-
sation should be applied.

Après une extraction, on constate souvent une 
résorption osseuse du sinus maxillaire et de la 
crête alvéolaire. Dans ce cas il est indispensable 
de faire une condensation osseuse. 

1 2 3

Bei einer geschlossenen Sinusbodenelevation 
in Verbindung mit einer lateralen Kondensation 
(Bone Condensing) wird eine Pilotbohrung mit 
2 mm Durchmesser bis zum kortikalen Boden 
der Kieferhöhle durchgeführt. Bei der Einführung 
des ersten Osteotoms (am besten Art No. 2821-
27) in die bereits vorgebohrte Kavität, sollte mit 
leichtem Druck oder leichten Hammerschlägen 
versucht werden, die Schneidersche Membran in 
der Kieferhöhle anzuheben.

When executing a closed sinus elevation in con-
junction with lateral bone condensation (Bone 
Condensing), a pilot  drilling of 2 mm is made up 
to the cortical ground of the maxillary sinus. If the 
first osteotom is inserted (we recommend item 
no. 2821-27) in the predrilled cavity, it should be 
tried to lift carefully the schneiderian membrane 
with a light pressure or with light hammer blows.

Pour une élévation fermée du plancher sinusien 
avec condensation latérale de l´os (Bone Con-
densing) on perce un trou de 2 mm de diamètre. 
Pour insérer le premier ostéotome (de préférence 
ref. 2821-27) dans la cavité préparée, on procède 
au soulèvement précautionneux de la membrane 
de Schneider.

Prof. Ady Palti
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Implant Position

2-4 mm

Position and grafting!!!!!!!!!!!!!!!!!!

Buccal Bone Plate in the Immediately Placed and Restored 
Maxillary Single Implant: A 7-Year Retrospective Study Using 
Computed Tomography Marco Degidi, MD, DDS,* Diego 
Nardi, DDS,* Giuseppe Daprile, DDS,* and Adriano Piattelli, 
MD, DDS†

common trend of tridimensional re-
sorption in accordance with the results
of Sanz et al.11 The bone defect left by
the postextractive procedure was al-
most filled by newly formed bone but
a portion of the volume of hard tissue
seemed to be lost in the time frame
elapsed between the 2 examinations,
also in the medial and in the apical
areas not directly involved by the de-
fect. That resorption may have been
caused by the fact that the defect was

left empty at the time of the surgery.
The use of a bone substitute material
to completely fill the defect immedi-
ately after implant insertion could pos-
sibly reduce or prevent the vertical and
the horizontal contraction of the for-
mer walls of the alveolar process.

A discrepancy was evidenced in
the measures of the vertical defect
taken with the periodontal probe and
the radiological CT, as the results of
the bone probing always tended to un-

derestimate the defect depth. This dif-
ference was, however, not statistically
significant.

Results from this study show that
after 7 years of loading, 11 of 12
(91.6%) implants eligible for the
CBCT were still in function, showing
that immediate implantation can be
considered a predictable option. This
result was achieved following a strict
clinical and surgical protocol. The di-
ameter and the position of the implant
in the socket were chosen taking into
consideration the bone remodeling af-
ter tooth extraction demonstrated by
Araujo et al13 in a recent article on
dogs, and thus avoiding the placement
of the implant in the area of the ex-
pected maximum reduction of bone
height. In accordance with recent ani-
mal studies,14,15 the use of a flapless
technique was chosen to reduce the
stresses to the buccal bone blood sup-
ply and minimize the bone resorption
caused by the surgical procedure. The
immediate restoration was also ad-
opted to improve the tissue stability
over the long period: the presence of a
provisional restoration gives an imme-
diate support to the supracrestal gingi-
val tissues, even in the presence of a
long transmucosal part due to the
deeper position of the implant shoul-
der; the provisional restoration trans-
mits to the implant muscular forces
and a minimal occlusal load during
mastication: this could stimulate bone
formation and remodeling.16 The com-
parison between standard CT and
CBCT images was necessary to obtain
a long-term follow-up. Fatemitabar
and Nikgoo17 already reported that
there is no statistically significant dif-
ference in terms of linear measure-
ment accuracy between those 2
radiographic methods. The compari-
son of images taken with different
systems is, however, flawed by the
inferior quality of the original CT that
is only partially compensated by the
imaging algorithm and tools of the
measurement software used. The re-
cent introduction of high-detail, low-
radiation CBCT machinery has
granted great improvement in the non-
invasive assessment of the tridimen-
sional healing of the hard tissue
around dental implants. Prospective

Fig. 1. Standard computed tomography slice taken at surgery.
Fig. 2. Cone beam computed tomography slice taken at follow-up.

64 BUCCAL BONE PLATE IN THE IMMEDIATELY PLACED AND RESTORED MAXILLARY SINGLE IMPLANT • DEGIDI ET AL
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Bone Spreading
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Plus Internal Sinus elevation

Bone Spreading
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Osteotome und Bone Pusher nach Prof. Ady Palti
Osteotoms and bone pushers according Prof. Ady Palti 
Ostéotomes et fouloirs à os selon Prof. Ady Palti

2811-00 *
Handgriff
Handle
Manche

Palti 11,5 cm

für Osteotom- & Bone Pusher Aufsatz
for osteotom- & bone pusher attachment

pour embouts d´ostéotomes et fouloirs à os

Markierung: 8-10-12-14-16-18 mm
Graduation: 8-10-12-14-16-18 mm      
Graduation: 8-10-12-14-16-18 mm      

2815-27 * 2,7 mm

2815-32 * 3,2 mm

2815-37 * 3,7 mm

2815-42 * 4,2 mm

2815-50 * 5,0 mm

Bone Pusher-Aufsatz
Bone pusher-attachment 
Embout fouloir-os

Palti  

flach, gerade
flat, straight
plat, droit

2821-20 * 1,5 < 2,0 mm

2821-27 * 2,0 < 2,7 mm

2821-32 * 2,7 < 3,2 mm

2821-37 * 3,2 < 3,7 mm

2821-42 * 3,7 < 4,2 mm

2821-50 * 4,2 < 5,0 mm

Osteotom-Aufsatz
Osteotom-attachment 
Embout d´ostéotome 

Palti 6,0 cm

konvex, gerade
convex, straight
convexe, droit

2824-20 * 1,5 < 2,0 mm

2824-27 * 2,0 < 2,7 mm

2824-32 * 2,7 < 3,2 mm

2824-37 * 3,2 < 3,7 mm

2824-42 * 3,7 < 4,2 mm

2824-50 * 4,2 < 5,0 mm

Osteotom-Aufsatz
Osteotom-attachment
Embout d´ostéotome 

Palti 6,3 cm

konvex, bajonett
convex, bayonet
convexe, baïonnette

2816-27 * 2,7 mm

2816-32 * 3,2 mm

2816-37 * 3,7 mm

2816-42 * 4,2 mm

2816-50 * 5,0 mm

Bone Pusher-Aufsatz
Bone pusher-attachment 
Embout fouloir-os

Palti 6,3 cm

flach, bajonett
flat, bayonet
plat, baïonnette

2822-27 * 2,0 < 2,7 mm

2822-32 * 2,7 < 3,2 mm

2822-37 * 3,2 < 3,7 mm

2822-42 * 3,7 < 4,2 mm

2822-50 * 4,2 < 5,0 mm

Osteotom-Aufsatz
Osteotom-attachment 
Embout d´ostéotome

Palti 6,0 cm

konkav, gerade
concave, straight
concave, droit

2825-27 * 2,0 < 2,7 mm

2825-32 * 2,7 < 3,2 mm

2825-37 * 3,2 < 3,7 mm

2825-42 * 3,7 < 4,2 mm

2825-50 * 4,2 < 5,0 mm

Osteotom-Aufsatz
Osteotom-attachment 
Embout d´ostéotome

Palti 6,3 cm

konkav, bajonett
concave, bayonet
concave, baïonnette
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Continues on page 22.

BONE MANAGEMENT
By Henriette Lerner DMD 
Dr. medic. stom. Henriette Lerner (DDS)
Associated Prof. Univ.”Gr. T Popa” Iasi
Private Practice, Baden Baden Germany
Speciality:Implantology, Periodontology and Aesthetic Dentistry
ICOI Diplomate
DGOI Expert

BDO Member
ASA Member
DGÄZ Member
DGZMK Member
National and international lecturer on topics of: 
Aesthetic dentistry ,Sinus elevation, Bone Grafting

Th
e D

en
ta

l P
ro

be
Ju

ne
 2

01
4 

– 
Is

su
e 5

0

20

The D
ental Probe

June 2014 – Issue 50

21



BONE MANAGEMENT

Continues on page 24.

Continues from page 21.

34

Beachte: Mesial exzentrische Aufnahme
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BONE MANAGEMENT
Continues from page 23.

35

11,5mm
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24 4 2003

� case report

Fig. 8

Fig. 11 Fig. 12 Fig. 13 Fig. 14

Fig. 9 Fig. 10

Clinical cases – Case 1

Case 2

[Figure 8] Tooth with endodontic complication.
[Figure 9] Rigde preservation with �-tcp.
[Figure 10] New floor of the sinus after closed sinus elevation. Postoperative 6 months.

�

[Figure 11] Sinus before closed sinus elevation.
[Figure 12] Grafted sinus 4 months after closed sinus elevation.
[Figure 13] Grafted sinus 6 months after closed sinus elevation.
[Figure 14] After closed sinus elevation and one year of loading.

�

� summary
On the basis of the past nine years of experience with closed sinus

elevation in the lateral maxillary area, partially in combination with immedi-

ate implantation after extraction and with delayed immediate implanta-

tion, the authors judge this minimally invasive surgical technique  to be su-

perior to lateral window approaches. It requires specially designed instru-

ments, implant systems and bone grafting materials. Since a residual

bone height of at least 6 mm is necessary, this technique should be ap-

plied as quickly as possible after extraction due to bone resorption and

the pneumatization of the maxillary sinus. It is also important in  periodon-

tal cases in the lateral maxillary area that the dentist should remove the

damaged teeth quickly enough to minimize bone loss. With a success

rate of over 97% in nine years with over 600 implants, this technique can

be regarded as a standard procedure in day-to-day practice. 

The advantages of the bone spreading method in brief:

1. Greater bone density

2. Possible in patients with maxillary sinusitis

3. Shorter healing time

4. Lower material costs (drills, membranes, augmentation material)

5. Faster prosthetic restoration
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HOW  
 ALCOHOL 
BATTERS  
 THE BODY
By Dr Charles Corney 
MBBS DMRD FRCR
Medical Practitioner  
and Researcher.

Alcohol stimulates the GABA 
neurotransmitters in the brain and 
therefore should be chemically 
regarded as a depressant. However 
alcohol does have excitatory features 
due to the release of inhibitions.

Alcohol in excess has many 
toxic effects on the body.
There has been confusion about the safe 
limits (measured in units) of alcohol.
The UK Department of Health 
advises a maximum of 28 units per 
week for men and 21 units per week 
for women. However, the Royal 
College of Physicians advises 21 
units and 14 units respectively.

We now know that alcohol is an 
important trigger for dose related 
breast cancer in women-the dose 
should be no more than 1 unit 
per day (7 units per week).
The present estimation is as follows:

1 spirit glass holds 75mls spirit =1 unit
1 small wine glass holds 
175mls wine=2 units
1 large wine glass holds 
250mls of wine =3 units
1 pint beer is 500mls beer=3 units
1  bottle 750mls wine =9 units

NB. In the past there was a smaller 
125mls wine glass and therefore alcohol 
strength was weaker at only 1 unit.

Women have a lower threshold for 
alcohol side effects because they have 
less alcohol dehydrogenase enzyme 
present to break down the alcohol. 

The result is women become drunk 
earlier and longer compared to men. 
Similarly, native Indian tribes in 
North America suffer the same 
intolerance, calling alcohol ’firewater’.
Binge drinking has been defined 
where half the safe weekly quota 
of units is exceeded in one day.

Clinical Features of 
Alcohol Toxicity
This condition often starts at a 
young age. If the patient continues 
to drink alcohol in excess through 
life, the toxic effects accumulate.

Teens and Twenties
‘Ladette’ drinking in females and 
‘Macho’ drinking in males
The drinking occurs mainly 
in the pub or night clubs. 

 
Continues on page 28.
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MIB

Professional Indemnity 
Insurance for members of the 
Dentists Association of Malta
Make Sure and Select an 
adequate Limit of Indemnity!

The Professional Indemnity Scheme 
Policy has what is known as the Limit 
of Indemnity. The Limit of Indemnity 
is the amount that the Insurers will 
pay in the event of a claim. You can 
choose from the following limits which 
are available under the scheme:

Option A.............................................€50,000
Option B..............................................€75,000
Option C........................................€100,000
Option D.........................................€125,000
Option E.........................................€150,000
Option F...........................................€175,000
Option G........................................€250,000
Option H........................................€300,000
Option I...........................................€500,000

The limit of indemnity you choose 
should reflect your exposure to 
any potential claims under your 
Professional Indemnity Policy.

The scheme policy has what is known 
as an Aggregate Limit of Indemnity 
– this means that the total paid for all 
claims in an insurance year – including 
costs and expenses relating to the 
defence of claims, will be capped at 
the Limit of Indemnity chosen. 

Therefore we strongly recommend 
that the Limit of Indemnity you 
choose is an adequate one and covers 
all your potential exposures.

Contact MIB for a no obligation 
quotation on +356 234 33 234 
or email info@mib.com.mt

Tonio Borg ACII
Divisional Director – Business Development 
T. +356 234 33 142 
M. +356 794 53 647 
E. tonio_borg@mib.com.mt 
www.mib.com.mt  

MIB is Malta’s largest insurance broker and risk management services firm, the local pioneer in 
this section with over 38 years of proven track record serving some of Malta’s major public and 
private corporate entities. MIB is the independent broking arm of MIB Insurance Group.
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Matthews R, Drum M, Reader A, Nusstein J, Beck M. Articaine for supplemental 
buccal mandibular infiltration anesthesia in patients with ireeversible pulpitis 

when the inferior alveolar block fails. J Endod. 2009;35:343-6.

¥ IAN block with lidocaine 2% + epinephrine 1:100 000.

¥ 27 patients successful.

¥ 55 patients:

¥ Moderate/severe pain (VAS > 55mm).

¥ Supplemental inÞltration of articaine 4% with 
epinephrine 1:100 000.

33viernes 12 de noviembre de 2010

Lidocaine or articaine?

Hospital de Sant Pau, Barcelona, Spain
34viernes 12 de noviembre de 2010

Lidocaine Vs Articaine

¥ Meta-analysis (2010).

¥ 9 studies included.

¥ Articaine is a superior anesthetic to lidocaine for 
use in routine dental procedures.

¥ Similar adverse effects.

¥ Use in children under 4 years of age is not 
recommended (no data available).

Katyal V. The efficacy and safety of articaine versus lignocaine in dental 
treatments: A meta-analysis. J Dent. 2010;38:307-17.

35viernes 12 de noviembre de 2010

Adverse effects

Barceloneta, Barcelona, Spain
37viernes 12 de noviembre de 2010

Adverse effects

¥ Toxicity: 0.6 (lidocaine 1.0).

¥ Alergic reactions:

¥ Generally related to the excipients.

¥ Artinibsa:

¥ PABA free.

¥ No EDTA.

38viernes 12 de noviembre de 2010

Adverse effects

¥ Pain on injection.

¥ Trismus.

¥ Hematoma.

¥ Edema.

¥ Facial nerve palsy.

¥ IAN and LN injuries.

¥ Systemic 
complications:

¥ Methemoglobinemia.

¥ Allergic reactions.

39viernes 12 de noviembre de 2010

HOW CAN ARTICAINE IMPROVE 
MY DAILY CLINICAL PRACTICE?

Continues on page 30.

Continues from page 12.

Continues from page 25.

Hyperexcitability is the initial feature 
associated with a feeling of well being 
and euphoria, which is highly addictive.
This toxicity may lead to ‘yob’ 
behaviour and violence indicating 
brain evolvement aggravated by the 
hypoglycaemic effects of the alcohol. 

Gastric irritation, nausea and vomiting 
follows adding to the dehydrating 
effect of alcohol which accounts for 
subsequent headaches and depression.
Some permanent memory  and 
logic loss may be apparent on 
clinical testing with brain scanning 
revealing hippocampal shrinking.

Thirties and Forties
Eg. bored housewives at 
lunchtime, travelling salesmen. 
The consumption of about 1 bottle 
means the consumption of much 
carbohydrate which precipitates 
excessive insulin release and 
consequent fat deposition particularly 
around the abdomen al viscera. 

This fat wraps itself around in the liver 
causing cirrhosis, seen on ultrasound as 
a grainy hyperdensity in a somewhat 
enlarged liver. This visceral deposition 
of fat secretes several hormones which 
have adverse effects on the body. 
The first is an excessive secretion 
of oestrogen which unbalances the 
oestrogen-progesterone ratio risking 
the development of cancer of the 
breast, ovaries and endometrium. A 
vicious cycle of fat causing oestrogen 
release causing more fat deposition 
occurs and obesity follows.
This imbalance also causes 
infertility in both sexes.

Drinking during pregnancy risks a 
congenital birth defect of the child. 
Another hormone causes high blood 
pressure and cardiovascular disease 

and yet another  produces abnormal 
cholesterol levels, diabetes type 
11 and cardiovascular disease.

The skin and hair are dry from the 
diuretic/dehydration effect of the 
alcohol. Alcohol dilates blood vessels 
accounting for a permanent malar 
flush, spider naevi and bloodshot eyes.

Fifties and Sixties
ie. Lifetime heavy drinkers
There is now considerable liver 
enlargement in a further attempt 
to break down the excess alcohol. 
The spleen often enlarges indicating 
blockage of blood flow through the 
portal vein due to cirrhosis, compressing 
it. This is known as portal hypertension.

Alcohol can also cause damage to 
the digestive system, increasing the 
risk of mouth, throat, oesophageal, 
gastric and colonic cancers.

Eventually the liver shrinks with the 
onset of jaundice, indicating liver failure.
The patient loses weight as the 
gastritis prevents him from eating 
well. He suffers from consequent 
vitamin deficiency, particularly 
vitamin B affecting the brain causing 
behavioral problems and dementia.

Alcohol per se causes dementia with a 
tenfold risk of stroke and intracranial 
haemorrhage from falls. Fractures are 
common. The brain is now used to 
alcohol so that missing a regular drink 
leads to an acute withdrawal symptom 
of delirium tremens where the patient 
is hyper excitable with hallucinations. 

Inflammation of the heart muscle 
(cardiomyopathy) is common causing 
arrhythmia and palpitations.

Conclusion
Alcohol toxicity is a worldwide problem 
leading to considerable morbidity 
and mortality at a younger age. 

HOW  
 ALCOHOL 
BATTERS  
 THE BODY
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Harboe T, Guttormsen AB, Aarebrot S, Dybendal T, Irgens A, Florvaag E. 
Suspected allergy to local anaesthetics: follow-up in 135 cases. Acta 

Anaesthesiol Scand. 2010;54:536-42.

“The present study supports that only a small fraction of 
cases examined for suspected allergy are actual cases of 
local anesthetics hypersensitivity, but it also observed that a 
notable number of such patients actually suffered reactions 
towards other allergens.”

¥ 135 cases (1995-2006).

¥ Section for Clinical Allergology.

¥ 61 cases after dental anesthesia.

¥ Chlorhexidine and latex.

40viernes 12 de noviembre de 2010

Pediatric patients

¥ Double-blind, ramdomized, multicenter 
trial.

¥ Patients age: 4 to 13 years old.

¥ Evaluation was made by patients and 
dentists.

¥ Articaine 4% Vs. Lidocaine 2%:

¥ Epinephrine 1:100 000.

Malamed SF, Gagnon S, LeBlanc D. A comparison between Articaine HCl and 
Lidocaine HCl in pediatric dental patients. Pediatric Dent 2000;4:307-11.

46viernes 12 de noviembre de 2010

Is articaine a safe 
anesthetic?

Parc Güell, Barcelona, Spain
41viernes 12 de noviembre de 2010

¥ In simple procedures the efÞcacy was 
very similar.

¥ In complex procedures articaine showed 
better outcomes in pain control.

¥ Dosage!

¥ Adverse effects reported:

¥ 8% in the articaine group.

¥ 10% in the lidocaine group.

ÒArticaine 4% with epinephrine 1:100 000 is a safe and 
effective local anesthetic for use in pediatric dentistry.Ó

47viernes 12 de noviembre de 2010

Safety

¥ Double-blind, ramdomized, multicenter trial.

¥ 27 centers involved (US and Europe).

¥ Articaine 4% (n=882) Vs. Lidocaine 2% (n=443):

¥ Epinephrine 1:100 000.

Malamed SF, Gagnon S, LeBlanc D. Articaine hydrochloride: a study of the safety 
of a new amide local anesthetic. J Am Dent Assoc 2001;132:177-85.

42viernes 12 de noviembre de 2010

Dental anesthetics and 
nerve injuries

Baqueira, Vall d’Arán, Spain
48viernes 12 de noviembre de 2010

Malamed SF, Gagnon S, LeBlanc D. Articaine hydrochloride: a study of the safety 
of a new amide local anesthetic. J Am Dent Assoc 2001;132:177-85.

Adverse
Event

Adverse
Event

Tretment GroupTretment Group

Articaine Lidocaine

Edema

Headache

Infection

Pain

Gingivitis

Hyperthesia

Paresthesia

1% 1%

4% 3%

1% <1%

13% 12%

1% 1%

<1% 1%

0,9% 0,5%

43viernes 12 de noviembre de 2010

Nerve injuries

¥ During IAN blocks:

¥ Anatomical proximity.

¥ Needle or anesthetic solution?

¥ Positive blood aspiration (8.9%).

Delgado-Molina E, Bueno-Lafuente S, Berini-Aytés L, Gay-Escoda C. Comparative 
study of different syringes in positive aspiration during inferior alveolar nerve 

block. Oral Surg Oral Med Oral Pathol Oral Radiol Endod 1999;88:557-60

49viernes 12 de noviembre de 2010

Malamed SF, Gagnon S, LeBlanc D. Articaine hydrochloride: a study of the safety 
of a new amide local anesthetic. J Am Dent Assoc 2001;132:177-85.

“Articaine 4% with epinephrine 1:100 000 is a safe local 
anesthetic for use in clinical dentistry.”

“Dentistry’s clinical experience with articaine/epinephrine 
formulations through the years supports the assertion that 
the risk of systemic toxicity with articaine is low.”

“Articaine is well-established in clinical dental practice in 
continental Europe and Canada, with more than 100 million 
cartridges sold.”

44viernes 12 de noviembre de 2010 50viernes 12 de noviembre de 2010

Is it safe to use articaine in 
pediatric patients?

Passeig Colón, Barcelona, Spain
45viernes 12 de noviembre de 2010

Nerve injuries

¥ Several reports have expressed concerns relating 
Articaine with nerve injuries:

¥ 4% solution.

¥ Articaine and prilocaine more than 60% of cases.

¥ Incidence: 1:785.000.

¥ In 1993: 14 cases out of 11.000.000 injections.

¥ LN impairment risk was 2-fold IAN lesions.

Haas DA, Lennon D. A 21 year retrospective study of reports of paresthesia 
following local anesthetic administration. J Can Dent Assoc. 1995;61:319-30. 
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HOW CAN ARTICAINE IMPROVE 
MY DAILY CLINICAL PRACTICE?
Continues from page 29.

Continues on page 32.
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¥ 83 patients (included surgical cases).

¥ 79% lingual nerve lesion.

¥ 57% felt pain or electric shock.

¥ 36% dysesthesia.

¥ Incidence from 1:26,762 to 1:160,571.

¥ Prilocaine was the most frequently used 
anesthetic.

Pogrel MA, Thamby S. Permanent nerve involvement resulting from inferior 
alveolar nerve block. J Am Dent Assoc. 2000;131:901-7.

52viernes 12 de noviembre de 2010

¥ Survey: 1997 to 2008.

¥ FDA’s Adverse Event Reporting System.

¥ 248 cases.

¥ Lingual nerve was affect in 89% of cases.

¥ Prilocaine (RR=7.3) and articaine (RR=3.6).

ÒThe Þndings of our study conÞrm that paresthesia arising 
from a local anesthetic injection alone is a rare event.”

“...4% anesthetic solution...prilocaine and articaine, are more 
highly associated with the development of paresthesia..,”

53viernes 12 de noviembre de 2010

Critical appraisal
¥ Study limitation:

¥ Based on the report of adverse effects.

¥ Incidence: 20 cases/year in the US.

¥ Our data:

¥ 4995 3M extractions with 4% articaine.

¥ 0.5% of Lingual Nerve injuries.

¥ 1.1% of Inferior Alveolar Nerve injuries. 

Queral-Godoy E, Figueiredo R, Valmaseda-Castellón E, Berini-Aytés L, Gay-
Escoda C. Frequency and evolution of lingual nerve lesions following lower third 

molar extraction. J Oral Maxillofac Surg. 2006;64:402-7.

Queral-Godoy E, Valmaseda-Castellón E, Berini-Aytés L, Gay-Escoda C. Incidence 
and evolution of inferior alveolar nerve lesions following lower third molar 

extraction. Oral Surg Oral Med Oral Pathol Oral Radiol Endod. 2005;99:259-64.
54viernes 12 de noviembre de 2010

CONCLUSIONS

56viernes 12 de noviembre de 2010

“4% Articaine with epinephrine 1:100 000 is a safe and 
extremelly effective local anesthetic.”

“The presentation of 4% Articaine with epinephrine 1:200 000 
represents an excelent option in patients who can not tolerate 
normal doses of vasoconstrictor.”

ÒArticaine has a high quality level of scientiÞc evidence and is 
well-established in clinical dental practice in Europe and in the 
US.”

Conclusions

“Artinibsa offers all these advantages along with the correct 
excipients and the guarantee of an experienced european 
dental anesthetics manufacturer (1948).”

57viernes 12 de noviembre de 2010

Thank you for 
your attention!

Rui Figueiredo
Oral Surgery and Implantology Department

IDIBELL Biomedical Research Group
University of Barcelona

www.ruibf.com
ruipÞgueiredo@hotmail.com
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HOW CAN ARTICAINE IMPROVE 
MY DAILY CLINICAL PRACTICE?
Continues from page 31.
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CED ACTIVITIES
CED PRESIDENT

PLATFORM FOR BETTER
ORAL HEALTH EVENT
On 18 March, CED President Dr 
Wolfgang Doneus travelled to Brussels 
to attend a roundtable event organised 
by the Platform for Better Oral Health 
in Europe. The event was hosted by 
MEPs Karin Kadenbach and Claudiu 
Ciprian Tănăsescu in the European 
Parliament. The purpose of the event 
was to launch the European Oral 
Health Report Card outlining the extent 
of effectiveness of oral health disease 
prevention in EU Member States.

CED BOARD MEETING
ON 13–14 MARCH
Members of the Board:  
Dr. Landi, Dr. L’Herron,  
Dr. Sanderson, Dr. Tolmeijer,  
Dr. Doneus, Prof. Dr. Sharkov,  
Dr. Grönroos  and Dr. Engel. 

On 14 March, the CED Board of 
Directors met in Brussels for its
regular quarterly meeting. During the 
meeting, the Board members reviewed 
CED political activities since their 
November meeting and discussed 
current political developments related 
to the modernised Professional 
Qualifications Directive (PQD), 
Medical Devices Regulation and the 
General Data Protection Regulation. 

The Board also discussed issues 
in relation to e-Health, patient 
safety, liberal professions and 
CED communications activities.

The Board agreed on the text of the 
CED Manifesto for the 2014 European 
Elections and approved a number of 
initiatives by CED working bodies 
in preparation of the May General 
Meeting in Athens, such as the draft 
CED resolutions on online evaluations 
of dntists and on vocational training. 

CED WORKING GROUPS (WG)
WG AMALGAM AND OTHER
RESTORATIVE MATERIALS 
On 14 March, the European 
Commission published the final 
opinion on ‘Environmental risks and 
indirect health effects from use of 
dental amalgam (update 2014)’ of 
the Scientific Committee on Health 
and Environmental Risks (SCHER). 

SCHER agreed in its final opinion 
with the CED conclusions on 
alternative materials (see p. 
23 of the final opinion). 

On the basis of the opinion, 
the Commission updated its 
factsheet on dental amalgam. 
On 29 January, the European 
Commission launched a public 
consultation on the preliminary 
opinion on the ‘safety of the use of 
bisphenol A in medical devices’. 

WG Amalgam and WG Medical 
Devices analyzed preliminary opinion 
drafted by the Scientific Committee 
on Emerging Newly Identified Health 
Risks (SCENIHR) and prepared a 
CED response to the consultation 
which was open until 26 March.

WG EDUCATION AND  
PROFESSIONAL QUALIFICATIONS
WG Education and Professional 
Qualifications held an online meeting 
on 7 February and discussed the 
first draft of the vocational training 
resolution, public consultation 
on a ‘European Area of Skills and 
Qualifications’, European Professional 
Card and the state of play of the CPD 
study in which the CED is involved. 

On 12 February, CED Board liaisons 
Dr Marco Landi and Dr Peter Engel, 
CED Head of Office Nina Bernot and 
Policy Officer Sara Roda attended 
a conference on ‘Modernisation 
of the PQD – Safe Mobility’. 

The conference provided the 
opportunity to discuss the changes 
introduced by the modernized PQD 
and addressed the following issues: 
i)	 facilitating mobility: the 

European Professional Card; 
ii)	 reinforcing safeguards for citizens 

and patients: the alert mechanism 
and knowledge of languages; 

iii)	 facilitating qualifications: recognition 
of traineeships and the importance of 
diversity in education systems; and 

iv)	 simplification: common 
training principles. 

WG met in Brussels on 26 March 
and focused on the draft CED 
resolution on vocational training. 
The WG meeting was followed by 
CED – ADEE Task Force meeting 
also took place on the same day 
during which the representatives 
of the two organisations 
discussed further cooperation.

WG EHEALTH
WG eHealth met online on 6 
March to further discuss the draft 
resolution on online evaluations 
of dentists and the comments 
received from CED members. The 
draft resolution will be submitted 
to the CED General Meeting in 
May in Athens for adoption.

WG PATIENT SAFETY 
On 14 February and 13 March, 
CED Policy Officer Aleksandra 
Sanak attended the meetings of the 
Commission-led Patient Safety and 
Quality of Care Working Group 
(PSQCWG). The participants 
discussed and finalised the reports 
of the subgroups on reporting and 
learning systems and on education 
and training of health professionals. 

The European Commission 
presented the preliminary results 
of the questionnaire on patient 
safety and quality of care which had 
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been addressed to Member States 
only and the results of the public 
consultation on patient safety and 
quality of care which was open 
until 28 February and to which 
CED WG Patient Safety prepared 
a reply on behalf of the CED. The 
reports of the subgroups as well as 
the final results of the questionnaire 
and of the public consultation 
will be integrated in the 2nd 
implementation report on the Council 
Recommendation 2009/C151/01 
which will be published in May.

WG TOOTH WHITENING
On 17 February, WG Chair Dr 
Stefaan Hanson and CED Policy 
Officer Sara Roda met with the 
European Commission’s relevant 
service to present the CED report 
on undesirable effects of tooth 
whitening or bleaching products. 

The report is one of the deliverables 
of an agreement signed between the 
CED and the European Commission 
on 31 March 2010 to support 
the ongoing availability of tooth 
whitening products on EU market, to 
ensure that patients can only access 
appropriate treatment via trained 
and qualified dental professionals 
(i.e. dentists) and to reassure 
Member States that the occurrence 
of undesirable effects is followed 
by appropriate actions (e.g. the 
possibility of checking the products). 

This first report covers the period 
from 31 October 2012 to 31 October 
2013. The second report will cover 
the period from 1 November 2013 
to 31 October 2014. The annual 
survey to report undesirable 
effects is available on CED website. 
During the meeting the following 
issues were also discussed: 

i)	 implementation of Directive 2011/84/
EU on tooth whitening products, 

ii)	 concentrations of H2O2 
higher than 6% to treat specific 
medical conditions,

iii)	 internal bleaching, 
iv)	 use of H2O2 as coagulant, and 
v)	 alternative materials.

CED BOARD TASK FORCES (BTF)
BTF INTERNAL MARKET
On 10 and 11 February, CED Policy 
Officer Sara Roda attended the WP 
6 – Horizon Scanning – Workshop in 
London organised in the context of the 
Joint Action on EU Health Workforce 
Planning and Forecasting1 (JA 1 
Funded by the Health Programme 
of the European Union. EUHWF). 

The aims of the workshop were: 

i)	 to validate the comparison of 
qualitative methods in health 
workforce planning based 
on information provided 
by JA partners and 

ii)	 to train partners to conduct 
horizon scanning interviews 
with key stakeholders to enable 
the identification of drivers 
that may impact on the health 
workforce up to 2035. 

Partners were requested to provide a 
list of experts to be interviewed and 
indicate if they wanted to participate 
in the ranking and mapping exercise 
of the key drivers that impact health 
workforce. The CED has expressed an 
interest to assist in all these activities. 

The CED was invited to formally 
contribute to two other Work 
Packages of the JA EUHWF: 
WP 7 – Sustainability of results 
of the JA and WP 5 – Planning 
methodologies (quantitative 
planning) and is accordingly 
extending its contribution to the JA. 

On 14 February, Sara Roda met 
with the European Commission’s 

responsible services for the data 
protection and discussed the issues 
of concern for the dental profession 
in connection to the proposed 
General Data Protection Regulation. 

The CED also sent, together with 
CPME and PGEU, a joint open 
letter to the Members of the 
European Parliament ahead of the 
plenary vote on the Regulation.

CED BRUSSELS OFFICE
CSD PRESS CONFERENCE
On 11 March, Aleksandra Sanak 
attended a press conference organised 
by Chambres Syndicales Dentaires 
(CSD) ahead of the World Oral 
Health Day 2014 on 20 March which 
focused on healthy smiles, promoting 
worldwide awareness of oral health 
and educating about the importance 
of maintaining good oral hygiene. 

The CSD which targets the French-
speaking public in Belgium 
organised a flash mob with the 
participation of students and dental 
trainees to raise awareness among 
individuals and public institutions 
in Belgium about the importance of 
fundamental measures to reduce and 
combat all forms of oral diseases.

DENTS SOIGNÉES, SANTÉ
PRÉSERVÉE!
On 18 March, Aleksandra Sanak 
attended a symposium ‘Dents 
soignées, santé préservée’ organised 
by Mutalités Libres in Brussels. 

Among the issues discussed 
were the influence of periodontal 
diseases on general health and 
dental insurance in Belgium. 

If CED Members wish to receive 
further information about any of the 
items mentioned in the newsletter, 
please contact: ced@eudental.eu
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Whilst a medical student at the former 
Charing Cross Hospital near Trafalgar 
Square in London, I was fascinated by 
an ancient Chinese anatomical diagram 
of the viscera hanging on a wall of the 
consultants’ room. This unsigned and 
indecipherable diagram was largely 
ignored. However, some research 
revealed quite  a story attached to it.
 
I was lucky to find a Chinese doctor 
who could translate the captions on 
this diagram which were written 
in Classical Chinese denoting a 
period in history of the 1500s.
 
One of the Charing Cross Hospital 
consultants [Sir James Cantlie] started a 
medical school in Hong Kong in 1886. A 
Doctor Sun Yat Sen was its first medical 
graduate in 1892. At that time China 
was controlled by a powerful,scheming, 
old dowager empress from the Manchu 
Dynasty. As a consequence the whole 
country was in a state of unrest. Sun Yat 
Sen became the leader of a revolution 
in 1895, but his plot failed necessitatng 
fleeing China to London.Unfortunately 
the empress’s agents were already in 
London. They seized Sun Yat Sen for 
immediate extradition [and certain 
execution] in China. Howvever, the 
timely intervention of Cantlie and the 
then prime minister [Lord Salisbury] 
prevented such an event. In 1911 Sun 
Yat Sen became leader of the Party of 
Reform and forced the Imperial Dynasty 
of China to voluntarily abdicate. A 
year later,Sun Yat Sen became the first 
president of South China. Sun Yat Sen 
was not a communist. If it  had not 
been for Cantlie’s intervention, Chinese 
communism, paradoxically,might 
never appeared to threaten the West.  In 
gratitude, Dr Sun Yat Sen presented this 
ancient anatomical diagram to Charing 
Cross Hospital in the early 1900s.
 
So now we pass on to an analysis 
of the diagram .If we are right in 
thinking that this diagram and its 
captions reflect the Chinese knowledge 
of anatomy and physiology of 500 

years ago, we may compare it with its 
contempoaries in the Western world
 
Leonardo da Vinci [1452-1510] springs 
to mind but one must concede not only 
his incomparably superior artistry but 
his more accurate morphology. Yet, 
perhaps this is unfair criticism, for 
this is a diagram with no attempt at 
verisimilitude. And there is a virtue 
in the diagramatic or the simple 
realistic approach to anatomical 
illustration. Vesalius [1514-1564],nearly 
a contempoprary,illustrated his 
studies with strict realism, which, 
if not to be matched in artistry with 
Leonardo’s work, has been compared 
favourably with the over-elaborate 
and irrevalent discursiveness of 
the anatomical illustrations of his 
contemporary,Charles Etisune.
 
Our Chinese diagram distinguishes 
clearly at the upper level between 
the trachea,labelled “gas’ and, lower 
pipe of the lung”--[the cartilagenous 
rings of the trachea are well shown] 
and the oesophagus [labelled “food’ 
and ‘opening for sucking”]. The 
oesophagus leads through the “noble’”or 
“honourable’”orifice to the stomach, 
which opens into the duodenum  
through the “gloomy’”orifice.
 
It will be noted that the kidney does 
not connect with the bladder, although 
the bladder has “an outlet of fluid”.
The tube leading downwards from 
the kidney is brought to the surface 
alongside the “outlet of fluid” and is 
labelled “outlet of essence” or sperm.
 
In the caption on the right of the diagram 
at the level of the thorax one reads “The 
centre of the thorax is called the “Sea of 
Gases,” situated between the breasts. 
This can give rise to “Yin Yung.” It is the 
source of life and must not be damaged. 
Yin Yung has three meanings -- 1 
Darkness & Brightness, 2 Male & Female, 
3 All things between two extremes in 
the Universe. No wonder the author 
feels that it must not be damaged.

The third caption on the right, just below 
the level of the diaphragm, tells us that 
“The diaphragm ,situated below the 
level of the heart and the lungs, has a 
close connection with the spinal cord. 
The ribs and abdomen act like a curtain 
to cut off the dirty gases so they are 
prevented from streaming upwards.”
 
The caption written inside the head 
gives most of the physiological message 
of this diagram. It might be thought to 
describe the brain, but after reading 
the translation and noting the tube 
leading down the spinal column, I 
think this is intended to describe the 
cerebral ventricles with the central 
canal inferiorly. Anyhow, the writing 
says “The Sea of Marrow connecting 
to the Sex through the end vertebra.” 
This idea of a “sea of marrow” added 
to the fact that the organ depicted does 
not fill the cranium suggests that this 
a crude depiction of the ventricular 
system. But the connection with sex 
is not obvious. Furthermore, and to 
add to our confusion, the topmost 
right-hand caption can be translated 
as “The heart is the sea of marrow. 
All marrow belongs to the brain, 
reaching up to the brain itself above, 
and extending below to the end of the 
spine. This is governed by the kidneys.”
 
Here we seem to have the same 
confusion which arises in our 
own English nomenclature when 
we adapt the Greek Muelos, i.e 
Marrow, to mean the spinal cord 
[c.f.transverse myelitis] and the 
marrow of bones [c.f. osteomyelitis].
 
Most of the physiological message of 
this diagram is contained in the caption 
printed at the top and headed “A Clear 
Diagram of the Viscera” and reads thus:-
 
“The Classics tell us that
1.	 The heart is the Emperor’s organ.
2.	 The lungs are the organs of 

transmission and function regulation.
3.	 The liver is an organ like a general 

who gives advice, plans and worries.

4.	 The gallbladder is the organ 
of judgement and decision.

5.	 The centre of the thorax is the 
administrator; happiness and 
sadness are derived from it.

6.	 The spleen and stomach are the 
organs to deal with food and 
storage. The five senses of taste 
are derived from these organs.

7.	 The large intestine is the 
organ of conveyance and of 
preaching and propaganda.

8.	 The small intestine causes food 
to change to other substances.

9.	 The kidneys are organs to produce 
strength and cleverness.

10 &11. The testes are to decide filling 
and waste, regulating waterwork.

12.	The bladder is the organ of cities 
and towns where moisture and 
juices are stored. [The breaking 
of gas can cause tears.]”

 
The idea of strength lying in the 
kidneys is Biblical: “Examine me, O 
Lord, and prove me, try out my reins 
and my heart.”--Psalms XXVI, 2.
 
Though much of the above physiology 
is incomprehensible to us, it is, in some 
respects, reminiscent of the Humoural 
Theory of Galen [130-200 AD].
 
There is no doubt that that both the 
Western and Eastern anatomists of the 
Middle Ages stimulated interested in 
“mapping” the body. However, there 
was one area that eluded them. This was 
the heart and circulation, but William 
Harvey [1578-1657] finally discovered the 
correct answer. Henry Gray [1827-1861] 
wrote a textbook [Grays Anatomy] of 
detailed normal anatomy as the result of 
his dissections of hundreds of cadavers. 

So it seemed that anatomy was constant 
and immutable. But with the invention 
of living body scanning devices in 
the 1960s, we realised that normal 
anatomy was not always so constant. 
In particular, the abdominal viscera 
could alter position--depending on 
posture and the phase of respiration. 

MEDIE VAL ANATOMY
AN EASTE RN EXAMPLE By Dr C. Corney, Medical Researcher
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By Dr Charles Corney Mbbs Dmrd Frcr
Medical Practitioner and Researcher

Sir Richard Doll, an eminent UK 
physician and epidemiologist 
first reported 50 years ago, the 
association between smoking 
and an increased incidence of 
chronic bronchitis, emphysema, 
lung cancer and heart disease.

He also observed that when one 
stopped smoking before the age 
of 40, more than 90% of the health 
risks associated with smoking 
were avoided and that the life 
span was not shortened.

He was a smoker himself who 
stopped at age 37 and lived a 
long, healthy life into his 80’s-a 
good example of this observation 
indicating that the body had repaired 
any damage from smoking.

Nevertheless, despite Doll’s 
pronouncements on the health 
risks of smoking, many young 
people still smoked, and still 
do, despite knowing that it may 
shorten their life by 15 years (or by 
9 minutes with each cigarette). 

Three young men who promoted 
a particular brand of cigarette in 
adverts all died prematurely.
Young girls often smoked to keep 
down their weight after noting 
the anorexic effect of nicotine.

Since Doll’s original  
pronouncements we have  
observed more recently 
many more associations

Cancer anywhere in the respiratory 
tract, digestive tract (especially 
oropharynx), urogenital 
tract(especially the cervix).

1.	 Cancer of the breast
2.	 Premature constricting arterial 

disease-femoral(gangrene, 
amputation),carotid(stroke)
coronary (heart attack, arrhythmi
a),testicular(impotence, infertility, 
libido loss),ovarian(premature 
menopause),  arterioles, 
hypertension ,  lowering of 
HDL cholesterol and raising 
of LDL cholesterol

3.	 Nicotine dependence and addiction 
–nicotine increases nicotine receptors 
in the brain to new higher levels.

4.	 Collagen loss causes 
premature wrinkles which are 
unresponsive to Botox. Breasts 
sag as well as buttocks.

5.	 Placenta-underweight fetus. 
Prematurity and miscarriage.

6.	 Infection-loss of immunity, 
recurrent pneumonia,  sepsis 
spread, heart disease

7.	 Optic-blindness from irreversible 
macular degeneration.

The Constituents of a Cigarette.
Several hundred chemicals are 
present. The tobacco plant contains 
nicotine which is highly addictive 
and causes atherosclerosis and 
hypertension. The plant growth is 
enhanced by an ammonia fertilizer 
(an upper respiratory irritant), an 
arsenic pesticide and a herbicide (can 
cause oestrogen domination in the 
endocrine system risking cancer).

Bronchodilating chemicals (ammonia, 
cocoa) are added to the cigarette 
to give an extra nicotine ‘rush’ 
to the brain, because the dose of 
nicotine is usually at the upper legal 
maximum. Sugar and menthol are 
added to improve the taste with 
N-nitrosamine to reduce the smoke. 

The combination of all the above 
chemicals produces tar(causing 
dental sepsis) and smoke which is 
full of toxic and carcinogenic material 
such as carbon monoxide (causing 
atherosclerosis), benzene, aldehyde, 
cadmium (causing heavy metal 
poisoning), and radioactive polonium 
(causing generalized cell damage).

The Benefits of Stopping Smoking
This is the greatest single step that 
can be taken to improve health 
and life expectancy. Once the body 
intake of carbon monoxide and other 
poisonous chemicals stops, the body 
can begin to repair the damage.

TIME STOPPED / BENEFITS
1ST DAY: 
Blood pressure and pulse 
normalize; oxygen 
replaces carbon dioxide.
2ND DAY: 
Nicotine level is now zero.
3RD DAY: 
Less breathless.
3-9 months: 
Chest symptoms disappear. 
Now normal energy.
5 Years: 
Heart attack risk drops by 
half that of a stroke.
10 years: 
Heart attack risk drops to that of a 
non-smoker. Lung cancer risk drops 
by half that of a non-smoker.

Conclusion
As health care professionals we can 
advise the patient on the dangers 
of smoking .The patient is entitled 
to freewill and choice. However the 
recent information of how smoking 
may affect the patients’ looks and 
libido with blindness is compelling. 
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