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At the time of writing this article the 
following events are envisaged. 

This munlh's frun l cover fea Lures a 
picture of a toothless eel, taken oti 
the Great Barrier Reef Of Australia, 
kindly supplied by Dr Dan Keir. 

We would like to take this opportunity 
to wish all our readers a very happy 
Christmas and a prosperous New Year! 

Best regards, 

Dr Di'lvid Mwwat R.D.S. (T .oN) 
Editor, Vice President and P.R.O. D.A.M. 

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. 

RECENT/ PLANNED EVENTS 

1 NOVEMBER 
'Fossils' lecture by Dr Charles Galea 
Bonavia at MFPB with dilmer at 
Cafe Jubi lee sponsored by Abbott. 

2 NOVEMBER 
'Simpler Implants' Cherubino 
event at Cavalieri Hotel 

9 NOVEMBER 
'Smile For Health' at Le 
Meridien Hotel. 

20 NOVEMBER 
11am mass in Madliena followed 
by wine tasting at Linos. 

22 NOVEMBER 
'Odontogenic And Non­
Odontogenic Toothache' by Dr Dan 
Keir at Rogantinos in Landrijiet 
sponsored by Novartis (Catafast). 

1 DECEMBER 
'Advantages In Using 3D 
Diagnostics For Implant Treatment 
Plmming' by Simplant IBart 
Enterprises at Radisson. 

12 DECEMBER 
DAM Christmas Party at 
Palazzo DePiro Mdina 

SPOT THE IMPLANT! 
This work was carried out by a Maltese Genera l Practitioner - Dr Mario Camilleri 

THE DAM SANOFI AVENllS 
QUIZ AT LO SQUERO By David Muscat 

1. What are the top 5 places in the 
world, besides Rio de J aniero to 
experience the Lenten Carnival? 
NADUR in Gozo 
Kvamer in Croatia 
Victoria in the Seychelles 
Madeira (Portugal) 
Oruro, Bolivia 

2. What exactly does Rodogyl contain? 
Metronidazole and Spiramycin 

BIAL DAM QUIZ 

3. In the middle ages, in England and 
France it was decided that 14th 
February was to be Valentine's 
Day. There was a reason for this 
pertaining to nature. What was it? 
Birds pair off around 14th February 

4. What exactly does Solpadol contain? 
Paracetamol and Dihydrocodeine 

Winner Dr Matthew Cachia 

Bial is represented by Associated Drug Co. in Malta 
and has kindly sponsored the event. 

1. Who designed St. Pauls 6. How many festi are celebrated 
Cathedral in Mdina? in Malta and Gozo each year? 
L0re1lz0 Gafa' 90 

2. Who was the first bishop of Malta? 7. In which town do hunters 
St Pllblills traditionally shoot a gun 

3. This first bishop then went salute as the statue is carried 
on to become the bishop of out of the parish church? 
another city in another country. St Julimls 
Which city was this? 8. The word 'Imnarja' is derived 
At!zflls from which word? 

4. In St. Pauls Cathedral, which Lu III illarja 
famous artist painted 'The 9. How mnny Auberges £Ire 
Conversion Of Saint Paul? there in Valletta? 
Mattia Prcti Six 

5. How long can a snail 10. How m£lny tons does the 
hibernate for? Rinella Gun weigh? 
3 years 1OOtOllS 



COUNCIL OFTHE EUROPEAN UNION - BRUSSELS, 24JUNE: 2011 

PROPOSAL FOR A 
COUNCIL DIREGIVE 
AMENDING DIREcnVE 76/768/EEC, CONCE:RNING COSMEnC 

PRODUCTS, FOR THE PURPOSE OF ADAPTING ANNEX III THERETO 

TO TECHNICAL PROGRESS (TEXT WrTH EEA ~tELEVANCE) 

THE COUNCIL OF THE 
EUROPEAN UNION: 

Having regard to the Treaty on the 
Functioning of the European Union; 

Having regard to Council Directive 
76/768/EEC of 27 July 1976 on 
the approximation of the laws 
of the Member States relating 
to msmf'tir pronllrts\ imn in 
particular Article 8(2) thereof; 

Having regaru to the proposal 
from the European Commission; 

WHEREAS: 

(1) The use of hydrogen peroxide is 
already subject to restrictions and 
conditions laid down in Annex III, 
Part 1 to Directive 76/768/EEC. 

(2) The Scientihc Committee on 
Consumer Products, which has 
been replaced by the Scientific 
Committee on Consumer Safety 
(hereinafter SCCS) pursuant to 
Commission Decision 2008/721/ 
EC of 5 August 2008 setting up 
an advisory structure of Scientific 
Committees and experts in the 
field of consumer safety, public 
health and the environment and 
repealing Decision 2004/210/ 
EC2, has confirmed that a 
maximum concentration of 0.1 % 
of hydrogen peroxide present in 
oral products or released from 
other compounds or mixtures 
in those products is safe. 

It should therefore be possible 
to continue to use hydrogen 
peroxide in that concentration 
in oral products, including tooth 
whitening or bleaching products. 

(3) The SCCS considers that the use 
of tooth whitening or bleaching 
products containing more than 
0.1 % annllp to ()% of hynm8f'n 
peroxide present or released from 
other compounds or mixtures in 
lhese prouuds lllay oe safe if Lhe 
following conditions are satisfied. 

An appropriate clinical 
examination is necessary to 
ensure the absence of risk 
factors or other oral pathology 
of concern and the exposure to 
these products should be limited 
111 a manner that ensures that 
the products are used only as 
intended in terms of frequency 
and duration of application. 

These conditions should be 
fulfilled in order to avoid 
reasonably foreseeable misuse. 

(4) Therefore, those products should 
be regulated in a way that 
ensures that they are not directly 
available to the consumer. 

For each cycle of use of those 
products, the first use should be 
limited to dental practitioners 
as defined under Directive 

2005/J6/EC of the European 
Parliament and of the Council 
of 7 September 2005 on the 
recognition of professional 
qualificationsJ or under their 
direct supervision if an equivalent 
level of safety is ensured. 

Dental practitioners should then 
provine (Jeeess to those products 
for the rest of the cycle of use. 

(5) An appropriate labelling 
regarding the concentration 
in hydrogen peroxide of the 
tooth whitening or bleaching 
products containing more 
than 0.1 % of this substance 
should be provided for in 
order to ensure the appropriate 
use of these products. 

For this purpose, the exact 
concentration in percentage 
of hydrogen peroxide present 
or released from other 
compounds and mixtures 
in those products should be 
clearly indicated on the label. 

(6) Directive 76/768/EEC should 
therefore be amended 
accordingly. 

(7) The Standing Committee 
on Cosmetic Products has 
not delivered an opinion 
within the time-limit laid 
down by its Chairman. 



HAS ADOPTED THIS DIRECTIVE: 

ARTICLE 1 
Annex III to Directive 76/768/ 
EEC is amended in accordance 
with the Annex to this Direclive. 

ARTICLE 2 
Transposition 

1. Member States shall adopt and 
publish, by [Day, Month, Year = 12 
months after the publication of the 
Directive4

] at the latest, the laws, 
regulations and administrative 
provisions necessary to comply with 
this Directive. They shall forthwith 
communicate to the Commission 
the text of those provisions. They 
shall apply those provisions from 
rDilY, Month, Yt'ar = 12 1110nlhs 
+ 1 day after the publication of 
the DirectiveS]. When Member 
States adopt those provisions, they 
shall contain a reference to this 
Directive or be accompanied by 
such a reference on the occasion 
of their official publication. 
Member States shall determine 
how such reference is to be made. 

2. Member States shall communicate 
to the Commission the text of 
the main provisions of national 
law which they adopt in the 
field covered by this Directive . 

ARTICLE 3 

This Directive shall enter into force 
on the twentieth day following that 
of its publication in the Official 
Journal of the European Union. 

ARTICLE4 
This Directive is addressed 
to the Member States. 

Done at Brussels, 
For the Council 
The President i:li 

For further details kindly 
email iro@dam.com.mt 

1. OJ L 262,27.9.1976, p. 169. 
2. OJ L 241, 10.9.2008, p. 21. 
3. OJ L 255, 30.9.2005, p.22. 
4. Date to be included. 
5. Date to be included. 



Sensodyne® 
Repair & Protect 
Redefining the science 
of dentine hypersensitivity 
Now thoro's a major advanco to holp you 
meet the chal lenge of dentine hypersensitivity. 
Announcing the an'ival of Sensodyne Repair 
& Protect, a management opt ion that moves 
with the t imes. 

21 st century dentistry looks to prevention 
For years, desensitising toothpastes have only 
treated dentine hypersensitivity. Now the debate 
is moving on: how can we go further than just 
tronting tho pnin, to giv~ potiontCi continuouCi 
rep8.ir 8.no Sl Jhst8.ntivfJ o8.ily protfJction? 

Formation of hydroxyapatite-like 
layer on dentine surface 

Hydroxyapatite-like layer of 3-hlm after 5 days 

In vitro cross-section Scanning Electron Microscope (SEM) image of 
hydroxyapatite-like layer formed by supersaturated NovaMin' solution 
in artificial sal iva after 5 days (no brushing)' 

Welcome to the new 
science of Sensodyne 

Repair & Protect 

e G,aXoSmithKline 

Sensodyne Repair & Protect: going beyond 
pain treatment in dentine hypersensitivity 
Sensodyne has responded with the development 
of Sensodyne Repair & Protect. This new arrival 
brings you the unique potential of NovaMin®, 
advanced calcium phosphate technology in a 
daily fluoride toothpaste. 

The difference is in the layer 
NovaMin® is progressive science because it helps 
builds a reparativl3 hydroxyapatite- like layer over 
exposed dentine and within the tubules.27 

Th is layer formed by Sensodyne Repair & Protect 
starts to form from the first use,2.3.6.8 and can 
withstand daily oml challenges such as 
toothbrushing anlj acid ic food and drinks. 2,5,6,g 

In this way, it can help provide your patients 
with continual protection from the pain of dentine 
hypersensitivity with twice-dai ly brushing. 1o

-
12 

Specialist in dentine hypersensitivity management 

F~eferences: 1. GSK data on file. 2. Burwell A et al. ,j Clin Dent 2010; Iss): 66-71. 3. LaTorre G. Greenspan DC. J Clin Dent 201 0; in 4. 09ino M et al. J Biomed Mater Res 1980;14: 
55~64 . 5. GSK data on file. 6. GSK data on fi le. 7, Hall RC et at. In: G, Orchardson Fl Tooth wear fmcJ 3-19. Martin Dunitz: London, 2000. 8. Clark 
I,E et ai, J Dent Res 2002; 81 Iss ,~); 2182, 9. Z et ai, J Dent 2010; 10. Dc MQ et ai, Am J 2008; 21(4): Pradeep ,~R el ai, J Penodontol2010; 81(8): 
1-167-~"1113 . 12. Salian S ot al. Dent 20'10: in press. anci the I-inns device are registered trademarKS of the GlaxoSmitliKline group of companies. Prepared November 2010. 
Cr1C approval Z· 10-'Il6, 



Royal College of Surgeons 
of England awards Honorary 
Fellowship to Prof. George Camileri 
On Friday 28th October 2011 Miss 
Kathryn Harley, Dean of Faculty 
of Dental Surgery, Royal College 
of Surgeons of Englanu ClWCll'UCU 

Prof George Camilleri an Honorary 
Pellowship in Dental Surgery, Royal 
College of Surgeons of England. 

Prof. Camilleri was also invited to 
deliver the Bradlaw Oration Lecture 
titled" Bradlaw and Dentistry in the 
British Commonwealth". During 
the award ceremony Prof Angus 
Walls read a citation in honour of 
Prof Camilleri and reproduced 
below is a part of his citation 

"George Camilleri combines in depth 
knowledge and humility. Scores of 
dental graduates have benefited from 
these qualities. Always supportive of 
his juniors, allowing them to develop in 

their own way and encouraging them 
to develop their talents, George brings 
out the best in most people. Dedicated 

to his present and former students, 
George Camilleri is to Maltese dentistry 
not a passing phase but an era." i:li 

MOUTHRINSE 
HYALURONIC ACID 

0,025% 
GENGIGEI:. GINGIVAL GEL 

HYALURONIC ACID 
0,2% 

FOR HIGH QUALITY CARE OF YOUR MOUTH AND GUMS 

TO ASSIST IN THE TREATMENT 01-

GINGIVITIS 

PERIODONTITIS 

LICHEN PLANUS 

MOUTH ULCERS 

RECEDING GUMS 

GENERAL ORAL MAINTENANCE 

AVAILABLE AT LEADING PHARMACIES. RUSSELL BUILDINGS, NAXXAR ROAD, LIJA 

DISTRIBUTED EXCLUSIVELY BY: I) H I G S .\ L I·: S TEL. 21419070/1/2 
INFO@DRUGSALESLTD.COM 
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B~UFEN 
RETA~D 
SuStained-release ibuprofen 800 mg 

Original brand 
Effective relief of pain 
Fast action 
High tolerability 
Flexible dosing 
Cost effective 

R~fcrlmccs 

N950 

lJ~Tnbklts 

BI\UFEN 400 

I. Hetry D. Lim L G«oa Rr:x.X9Jez G at aI. Vdl'il!IXIly /() riSk of gastro-in!eslina! compklltlOflS \V.t/} indVrdual non-s/efo.OO! Mti­
il1l1dfHmatOlY daJr,Js. {(:S{its of d l.'diabtxullVe mei<J-an;iysfs. 8r1l Moo J 1996: 312: 1563-1566, 
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Consensus statement on 
antimicrobial treatment of 
odontogenic bacteria I infections 
Published in Oral Medicine and Pathology 2004;9:363-76. Accepted for publication: July 2005. 

INTRODUCTION 
AlUlough U1C'1"C is Wly liftlp. d;<}t.~ 
regarcling the incidence of infections 
of the oral cavity, no one doubts their 
relevance. Of these types of infections, 
odontogenic infections (infections that 
involve tooth and periodontal tissues) 
are the most common. It is the most 
frequent reason for seeking odontological 
consultation and intervention and 
it affects the entire population from 
childhood (especially cavities) throughout 
J. person B entire lifespan (periodontitis, 
implant complications, etc.), which 
entails a considerable impact both 
on public health in general, as well 
as the economic resources destined 
to maintain public health. It has been 
estimated that odontogenic infections 
111 Spain represent approximately 10% 
of all antibiotic prescriptions(1,2) 

Scientific evidence has revealed a 
relationship between some serious 
oral it tfediOllS dllU speLific systell ric 
cardiovascular( 3), lung and endocrine 
( diabetes mellitus) diseases, as well as 
with alterations during pregnancy( 4,5). 

Because of this association between 
infection and other systemic diseases, it 
is essential that odontogenic infections 
be avoided as much as possible or 
failing that, that they be identified and 
treated promptly and appropriately. 
On occasion, an odontogenic infection 
can spread and provoke polymio"obial 
infections in other locations, such as 
the paranasal sinuses (odontogenic 
maxillary sinusitis), cervicofacial 
subaponeurotic spaces, palate, central 
nervous system (cerebral abscess), 
endocardium (endocarditis), etc.(6) 

However, and despite the frequency and 
importance of odontogenic infections, 
when undertaking a review of the 
literature, the dispersion of criteria in key 
aspects such as terminology, classification, 
treatment recommendations, etc. is 
surprising, as is the paucity of papers 

in prestigious publications, making it 
impo:;r;ihk' to (',st.1hli:;h .1n .1pproPJi.1tf' 
level of scientific evidence. 

Hence, this dornment is the result of 
bibliographic review, but, above all, it 
represents the fruit of the experience 
accumulated over many years of tl1e 
participating specialists and of tl1e 
group discussions held for the purpose 
of drafting it. The main objective of this 
dornment, which has been elaborated 
by specinlists fcpfcS('ntinr, 10 pllhli(' 
universities in Spain in collaboration 
with specialists in the microbiology of 
tl1ese kinds of infections, is none other 
than to establish recommendations 
that will be of use for all those involved 
in the daily clirrical management of 
patients suffering from these Jiseases. 

CLASSIFICATION OF ODONTOGENIC 
INFECTIONS OFTHE ORAL CAVITY 
Infections of mixed aetiology affecting 
U1e oral cavily C1ll1 be clll88ificd into two 
main groups on the basis of origin: 

a) Odontogenic: cavities, pulpitis, 
periapical abscess, gingivitis, 
periodontitis, pelicoronitis, 
osteitis, and infection of the 
subaponeurotic spaces; and 

b) Non-odontogenic: infprtions of 
the oral mucosa, infections of 
the salivary glands, etc (7). 

In 1999, the American Academy of 
Periodontology organized an international 
task force to o"eate a classification of 
periodontal diseases and conditions (8) 
in response to the criticisms of previous 
classifications (9) (obscure diagnostic 
criteria, overlapping of disease-related 
groups, too much impOltance given to 
the patient s age, onset of illness and rate 
of progression, which are often difficult 
to determine). The odontogenic infections 
that present most frequently would be 
tl10se that result from dental cavities, 
dentoalveolar infections (infections of 

the pulpa and periapical abscesses), 
gingivitis (including necrotising ulcerative 
gingivitis), periodontitis (inclucling 
pelicoronitis and the peliimplantitis), 
infections of the sub-aponeurotic 
spaces, osteitis, and osteomyelitis. 

WHAT ARE THE MOST 
IMPORTANT MICROORGANISMS 
IN ODONTOGENIC INFECTION? 
The oral cavity is a complex ecosystem 
made up of more than 500 bacterial 
spprif'S (10), OvPfClll, thE' Strpptomrms, 
Peptostreptococcus, Veillonella, 
Lactobacillus, COlynebacterium and 
Actinomyces genera represent more 
than 80% of all cultivable flora (11). In 
the aetiology of periodontal disease, 
a whole series of species such as 
AcLiJ lolJacillus acLiJ lUlllY cetelllCOll rilans, 
Porphyromonas gingivalis, Prevotella 
intermedia and Tannerella forsythensis 
can be especially highlighted due to their 
frequency and the importance of the 
complicatioruJ thutmay arise from them. 

Facultative gram-negative bacilli are 
uncommon in healthy adults and are 
seen almost exclusively in elderly, 
hospitalised patients willi serious 
medical diseases (12). The ploymicrobial 
nature of odontogenic infection has 
been demonstrated in many papers. For 
example, in a study conducted by Brook 
et al.(13) in 32 patients with periapical 
abscess, 78 bacterial isolates were 
obtained (55 anaerobic and 23 aerobic), 
with a mean of 2.4 isolates per sample. 
Only anaerobic bacteria were found 
to be present in 16 patients (50%), only 
aerobic in 2 (6%) and mixed aerobic 
and anaerobic flora, in 14 (44%). The 
main isolates consisted of bacteria 
belonging to the Peptostreptococcus, 
Prevotella and Porphyromonas genera. 
Of the facultative anaerobic bacteria, 
oral streptococci are the most frequent. 
Table 1 shows the most commonly 
found bacteria in each oral condition. 

Continues on the next page. 

• 



Consensus statement on antimicrobial 
treatme'nt of odontogenic bacterial infections 

Continues from the previous page, 

WHI::N IS COMPLI::MI::N1ARY 
DIAGNOSTIC TESTING INDICATED? 
The diagnosis of odontogenic infection 
is based on anamnesis, observation and 
pXilminiltion thilt ill low"! ",ymptom", 

and signs to be recorded, Information 
regarding the patient s histOlY of the 
following conditions is essential, as it 
will necessarily influence h"eatment and 
prophylaxis: endocarditis, implants, 
diabetes, immunodepression, etc. 
Radiological diagnosis is fundamental in 
determining the location, extension and 
possible complications of these lesions, 

The role of the laboratory in 
chagnosmg odontogenic intections 
in routine practice in dentists 
offices is controversial, Non-
specific analytical data (leucocytes, 
complement, lymphocytes, 
immunoglobulins, glycaemia, etc.) 
must be requested when dealing 
with repeated or unusual infections 
or infections that are suspicious of 
any underlying disease that can have 
repercussions in the oral cavity, 

Better still, the internist s report should 
be requested before undertaking any 
kind of action. The patient can be 
spared serious medical complications 
and the professional can avoid legal 
complications. Bear in mind conditions 
such as endocarditis, diabetes, AIDS, 
hepatitis, etc. llsofar as microbiological 
studies are concerned, pathology 
samples will be taken prior to 
commencing with antibiotic treatment 
and will be sent to the laboratory 
following proper standards. The rapid 
techniques currently on the market 
can be a great diagnostic aid. Ihe 
microbiological diagnosis seeks to rule 
out a specific aetiology, identify the 
aetiology of the condition and obtain 
overall information that is currently 
lacking, as well as to determine 
sensitivity to antimicrobial agents. 
These data will be useful in deciding 
on the h"eatment to be administered, 
whether to effect a change in the event 
that tl1e empirical treatment fails and to 
establish general empirical therapies. 

TABLE 1.- MICROORGANISMS INVOLVED IN 
MIXED BACTERIAL INFECTIONS OF THE 

ORAL C:AVITY (62) 

Infection process Predominant bacteria 
StreplOCOCCUS mulans 

Co ities Actinomyces spp 
Lactobacillus spp 
Campylobacler reclus 

ingi itis Actinomyces spp 
~volella Inlemleola 
Streplococcus anginosus 
RlIphyromonas gingiualis 
Bacleroides (orsythus 

eriodontitis Actinobacillus acUnomycentemcomi/ans 
Prevotelia inlermeclia 
FusobacleIium nudealum 
Peplostll!fJtococcus micros 
Prevotella oralis 

eria ical abscess Prevotella melaninegemea 
Streptococcus anginosus 
RlIphyromonas glngivalis 
PeptoslreplOCOCCllS micros 

ericoronitis RlIphyromonas gingivalis 
FusobacleIiwn spp 
Peptoslreplococcus micros 
Fusobacleriwn nuc/eatwn 

"llim i~nliti~ Ptt1Nl/ellA inlrmll''<iin 
Pseudomonas aeluginosa 
Staphyloco(:cw, spp 
Peptostll!fJtococcus micros 
fbrphyromonas enclodontalis 

ndodontltis ul itis PreIJO/el(a intermec/ia 
Preootella melaninogenica 
FusobacteIium nuclealum 

THERAPEUTIC MANAGEMENT OF 
ODONTOGENIC INFECTION 
The issue of odontogenic infection 
must be approached from three, 
mutually complementary treatment 
arms. Aetiological odontological 
treatment, which often includes surgical 
interventions of varying magnitude and 
requiring different levels of professional 
expertise; systemic support treatment, 
which covers a broad spectrum ranging 
from symptomatic pain management 
and controlling the inflammation, all the 
way to physical measures, hydration, 
fever control, glycaemic control, etc. 

Finally, antimicrobial treatment should 
only be applied on rare occasions 
and on the basis of rational, efficiency 
criteria. In general, antimicrobial 
treatment must be initiated whenever 
the condition presents clear clinical 
manifestations of infection. 

Antimicrobial treatment of odontogenic 
infections aims to prevent local 
spread and spread to neighbouring 
areas, to decrease the bacterial 
inoculum in the infectious focus and 
to prevent complications derived 
from disemination via the circulatory 
system (14,15). Antimicrobial 

treatment is not the only treatment 
option for odontogenic infection, 
since antibiotic administration alone 
is often not sufficient to eradicate the 
infection. Depending on the infection 
and the patient's characteristics, 
thp optimum tr(>~tn1f'nt for;] giv(' 

infection may require systemic 
or local antimicrobial agents, 
odontological treatment or surgery, or 
a combination of the above (6,16,17) . 

IN WHAT SITUATIONS 
IS ANTIMICROBIAL 
TREATM ENT WARRANTED? 
Not all odontogenic infections require 
antimicrobial h·eatment. In some cases, 
surgical treatment is also necessary and 
in others, the best course ot treatment is 
debridement, irrigation and drainage. 
Endodontic Infections 
Arising from the Pulpa In some 
situations, acute endodontic treatment 
can be complemented with systemic 
antibiotics, as well as with analgesics 
and/ or anti-inflammatory drugs (18). 
Antibiotics are also indicated in cases in 
whicl1 the patient is immunodepressed 
and requires prophylaxis. 

Chronic Gingivitis and Necrotising 
Wcerative Gingivitis (NUG) 
Generally speaking, the treatment 
of mild gingivitis does not include 
systemic antibiotic administration. It 
requires local treatment to eliminate 
dental plaque and to disinfect tl1e 
gingival grooves. Useful measures 
include rinsing with chlorhexidine, 
brushing with a mixture of sodium 
bicarbonate and hydrogen peroxide, 
and/ or frequent rinsing with 
saltwater. One exception is NUG, 
in which systemic antibiotic use is 
recommended. The same is true of 
streptococcal gingivitis, caused by 
group A beta haemolytic streptococcus 
(Streptococcus pyogenes) that presents 
as a complication of acute streptococcal 
pharyngitis/ tonsillitis, in which active 
antibiotics should be used against Hus 
microorganism (19). In the case of NUG, 
in addition to antibiotic treatment, 
debridement with ample irrigation is 
recommended (16). Topical application 
of moutl1wash containing chlorhexidine 



or saline solution is effective in 
conlrolling the pain and ulceration 
that accompanies this condition. 

Penapical Abscess 
This comprises a clear indication for 
debridement and surgical drainage 
complemented with systemic antibiotics. 

Periodontal Abscess 
Treatment consists of debriding 
and draining the purulent pocket. 
Antibiotic treatment is reserved 
fnr thn!;!?<;ihl<ltinn'i with thprp i., 
local or systemic dissemination. 

Periodontitis 
Debridement, elimination of the 
calculus and root planning to remove 
subgingival plaque deposits constitute 
the first line of treatment. Subgingival 
irrigation should also be performed 
using ultrasound tartar removal 
equipment to disinfect the gingival 
sulcus. Other useful measures consist of 
rinsing the mouth WIth chlorheXldme 
or brushing with a mixture of 
sodium bicarbonate and hydrogen 
peroxide. Systemic antibiotics are 
indicated especially for the treatment 
of aggressive periodontitis (16). 

Pericoronitis 
Systemic antibiotics are almost always 
necessary to keep the infection from 
spreading. Local h-eatment consisting 
of debridement, irrigation and dro.ino.ge 
of the affected areas, or even tooth 
extraction can also be performed. 

Periimplantitis 
Systemic antibiotic therapy in certain 
cases may be accompanied by 
mechanical debridement. Rinsing 
the mouth with chlorhexidine for 30 
seconds after brushing teeth Illay also 
be useful as coadjuvant treatment (20). 

Severe Infections of the Fascia 
and Deep Head and Neck Tissues 
The treatment of infections located in 
the cervicofacial aponeurotic spaces 
include the following measures: 1) 
aetiological treatment, 2) incision, 
debridement and drainage of purulent 
accumulations and 3) antibiotic therapy. 
Odontogenic infections are caused by 
a highly predictable group of bacteria, 
so the first choice of antibiotic is made 
empirically. However, if evolution is 
unfavourable, the antibiotic chosen 
can be substituted by another one or 
more than one after identifying the 

causal microorganisms by means of 
culture and antibiogram typing. 4) 
FinCllly, mmplpmpntCiry systpmi, ,(lrp 

is also required (hydration, nutritional 
support, analgesics, antipyretics and 
anti-inflammatory drugs). Attention 
muslbe paiJ. al all limes to alell Clitelia 
that indicate the need to transfer 
the patient to a hospital, possibly 
on an emergency basis (Table 2). 

WHAT CHARACTERISTICS MUST 
THE IDEAL ANTIBIOTIC HAVE 
FOR THF TRFATMFNT OF 
ODONTOGENIC INFECTION? 
The ideal antibiotic for treating 
an infection must have a series of 
characteristics such as: a) it must be 
active against the microorganisms 
involved in the infection; b) it must 
meel appropliate phal1uacokinelic 
parameters (good penetration and 
diffusion at the site of infection); c) 
it must be well tolerated and have 
few adverse effects (21), and d) it 
must allow for a dosing schedule 
lhal facilila tes lrealmenl compliance. 
The ploymicrobial component of 
odontogenic infection advises the 
use of antibiotics that are active 
against both aerobic and anaerobic 
bacteria are recommended, requires 
that the proper antibiotic be used 
for treatment. It is often necessary 
to administer combinations of 
antibiotics that can achieve a 
spectrum of o.ctivity and are more 
appropriate to the type of infection. 

HOW SENSITIVE ARE THE PATHOGENS 
INVOLVED IN ODONTOGENIC 
INFECTION TO THE MOST COMMONLY 
USED ANTIMICROBIAL AGENTS? 
The increased prevalence of bacterial 
resistance means that antibiotics that 
have been useful in U1e pasl are currently 
no longer as effective as they once were, 
as is the case with certain dose levels. 
In this regard, in the last 10-15 years the 
number of resistant microorganisms 
in the oral cavity has doubled (22). We 
can cite the following example: studies 
have revealed the presence of beta­
lactamase producing species in 74-88% 
of patients with periodontitis (23,24). 
Likewise, over the course of recent 
years as seen with other pathogens 
such as Sh·eptococcus pnemnoniae, the 
levels of resistance to macrolides, beta­
lacta-mase and clindamycin of several 
viridans group streptococci species have 
increased notably (25-28) . Whereas an 
increase in the macrolide doses does 

TABLE 2.- CRITERIA FOR REFERRING 
PA~NTS TO HOSPITAL 

Rapidly progressive cellulitis 
Dyspnea 
Dysphagia 
Spread to deep facial spaces 
Fever of more than 38° C 
Intemle trlsmos (distance between incisors of less 
than 10 mm) 
Non-collaborative patient or one who is incasable 
of following prescribed outpatient treatment on 
hislher own 
Failure of initial treatment 
Severe involvement of general health status 
Immunocompromised patients (diabetes, alcoho­
lism, malnutrition, treatment with cortic0ids, HIV 
infection ... ) 

not lead to increased coverage against 
the resistant strains, in the case of beta­
lactam, higher doses can lead to better 
coverage (29). Table 3 shows the activity 
of several antimicrobial agents against 
the most important microorganisms 
lllal cause periodonlal disease. 

WHICH ANTIBIOTICS AND WHAT 
DOSES ARE ADEQUATE FOR TREATING 
ODONTOGENIC INFECTION? 
Treatment duration with antibiotics 
depends on the type of infection, the 
extension of the condition and on the 
antibiotic chosen. Overall, treatment 
duration will vary between 5 and 10 
days; in other words, treatment should 
continue for 3 or 4 days after clinical 
manifestations have disappeared (30). 

Arnoxicillin, amoxicillin/ clavulanate, 
cephalosporins, doxicycline, 
metronidazole, clindamycin and 
macrolides, such as erythromycin, 
clarithromycin and azithromycin, all 
stand out amongst the large variety of 
systemic antimicrobials used to treat 
odontogenic infection. Tables 4 and 
5 present antimicrobial agents and 
the dosing schedules recommended 
for each indication. Penicillins 
Penicillin, ampicillin and amoxicillin 
are bactericides that are useful in 
treating the acute phase of odontogenic 
infection, in addition to preventing 
associated complications (7). Due to 
their effectiveness against facultative 
aerobic and anaerobic pathogens, they 
are considered to be the antibiotics of 
choice in the treatment of infections of 
mixed aetiology in the oral cavity (31). 
However, there are more and more 
betalactamase producing bacteria, 
enzymes that are capable of hydrolysing 
penicillins and, therefore, leading to 
treatment failure (32-34) particularly 
when strains of the Prevotella, 

Continues on the next page. 
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Porphyromonas and Fusobacterium 
genera are present (35-37). In fact, 
penicillin administration has been linked 
to thc appcarancc of bcta-lactamasc 
producing bacilli in Ule oropha-rynx 
(38,39). Amoxicillin and ampicillin 
nlCrCd5c penicillin 5 5pccLlUm to 
cover enteric gram-negative bacilli. 
Amoxicillin is bcttcr than ampicillin 
because of its superior enteric absorption 
(60-80% versus 30-55%) (40,41). 

Given the increased prevalence of beta­
lactamase producing microorganisms, 
the association of a penicillin with 
a hf'talartamasf' inhihitor such as 
amoxicillinj clavulanic acid has 
become the treabnent of choice in 
many of these conditions (42,43). The 
increased resistance of some species 
of oral streptococci indicates that 
high doses of amoxicillin be used 
to treat infections in which these 
pathogens might be involved. 

In this regard, a new 
pharmacokinetically enhanced 
tormulation ot amoxicillin/ clavulanate 
has been developed (amoxicillin/ 
clavulanate, 1000/62.5 mg) that, in 
addition to lowering the number of 
daily doses to two, also eradicates 
strains considered to be resistant to 
conventional formulations (44-46). 

Furthermore, this new formulation, 
when administered along with high 
doses of Amoxicillin, can delay or 
decrease the risk of increasing the 
prevalence rate of oral streptococci 
resistance, as seen in clilldren with 
Streptococcus pneumoniae and a 
high dosis, short course of treabnent 
with amoxicillin (5-7 days) (47,48). 
Cephalosporins Cephalosporins are 
classified in generations, based on 
their antibacterial spectra, regardless 
of when they were synthesised. 

In general, as we move further along 
the generations, activity against gram­
negative germs improves, while 
effectiveness against grampositive 
germs decreases (49). They present 

TABLE 3.- ACTIVITY OF DIFFERENT ANTIMICROBIAL AGENTS AGAINST PERIODONTOPATHOGENS (21). 

Aa Ar.t;n()haJ"j Pcl'tMI""I'I~ f'rpw,/oll. Pn1'f'hlJf"m~n •• Fi. lst)hal'inrium Oral 
/Ius actinomy- cococcus spp spp spp spp streptococci 
ceiemcomitams 

Penicilina G ± + :!: ± + + 
Amoxicilin + + :!: ± + + 
Amoxicilinl 
Ar ('J;wulanatp + + + + + + 
Doxicyclin + ± :!: ± + ± 
Clindamycin 0 + + + + + 
Metronidawl 0 + + + + 0 
Macrolides ± ± :!: ± ± ± 

+ More thall 80% of sensitive strains I 0 Less than 30% of sensiliue strains I ± Between 30-80% of sensitive s trains 

TABLE 4_- ANTIBIOTICS AND INTISEP-nCS OF USE IN ODONTOGENIC INFECTIONS 

Odontogenic infection Drug of choice (oral and/or topical) Alternatioe (oral and/or topical) 

Marginal gingivitis Chlorhexidine 
Necrotising ulcerative Amoxicillinlclavulanate or amoxicillin Clindamycin + chlorhexidine 
gingivitis + metronidalole + chlorhexidine 
Chronic periodontitis Amoxicillinlclavulanate or Clindamycin or doxicycline + chlorhexidine 

metronidazole + chlorhexidine 
Aggressive Amoxicillinlclavulanate or Clindamycin or azithromycin Of c1arithomycin 
1"'1 iod'lIl'l ilh inpINnid,i].r)I" <)! <)! .11 dr)xiqy"lill<' 

+ chlorhexidine 
Acute pulpitis AmoxicillinJclavulanate Clindamycin or azithromycin or clarithomycin 
Periapical abscess Amoxicillinlclavulanate Clindamycin or az.ithromycin or c1arithomycin 
Periodontal abscess Amoxicillinlclavufanate Clindamycin or azithromycln or clarithomycin 
Pericoronitis Amoxicillinldavulanate Clindamycin or azithromycin or clarithomycin 
Periimplantitis Amoxicillinlclavulanate Clindamycin or azithromycin or c1arithomycin 
Cellulitis Amoxicillinldavulanate Clindamycin or azithromycin or clarithomycin 

(This tAble is Indicalil,,'Cof the antibiotics used, which is not to say tlliU tiley arc ilendf.."Ci ill all CitS(5) 

TABLE 5.- DOPING SCHEDULES OF DIFFERENT ANTIBIOTICS 

Antibiotic AdullDosis 

Amoxicillin 1000 mgl8-12 hours 
Amoxicillin + 2000 mg+ 125 mgll2 h 
Ciavulanate 875 mg+ 125 mg/B h 
ClinJillllydll 150-450 mq/(i hOUl3 
Ciaritromicina 500 mq/12 hours 
DOxiciclina 100 mg/12 hours 

Eritromicina 500- 1 000 mg/6 hours 
Metronidazol 500-750 mg/6-12 hours 
Azitromicina 500 mg/day for 

3 consecutive days 

the disadvantage of having very poor 
activity against anaerobic bacteria, 
with the exception of cephamycins 
(cefoxitine, cefrninox and cefotetan) for 
which there are no oral formulations 
(21). Tetracyclines Tetracyclines 
have classically been the standard 
antibiotic of use in treating odontogenic 
infection, although at present, they 
exert limited activity as a result of 
increased resistance, particularly in 
countries such as Spain where there is 
a high level of antimicrobial use (50). 

Because of their high affinity for 
bone and dental tissue, its use is not 
recommended during pregnancy, while 
nursing or in clilldren less than eight 
years of age, since when deposited on 
teeth and bones during development 

Paediatric Dasis Observations 

50 mgIKglday in :3 doses 
40-80 mgIKglday in 3 doses 
500 mg+ 125 mg,tB h 
25 mq/I<q/duy ill 3-4 J0~e~ 
7.5-15 mg/kq/day 12 hours 
2 mg/Kg/day 12 hours In children. try another 

antimicrobial 
50 mgIKg/day in 3 doses 
45 mg/Kg/day in 3 doses 
10 mgIKg/day for 
3 consecutive days 

they can produce alterations such as 
dental hypoplasia, bone deformities 
and abnormal tooth colour (51). 
Nitroirnidazoles Metronidazole, 
ornidazole and tinidazole are antibiotics 
with excellent activity against anaerobic 
gramnegative bacilli and spirochete, 
but hardly act, if they act at all, against 
anaerobic cocci and facultative, 
aerobic bacteria of the oral cavity 
(7,52). They should be administered 
in combination with other antibiotics 
in mixed infections of the oral cavity 
that involve oral aerobic or facultative 
streptococci. Lincosamides Clindamycin 
continues to be the treabnent of choice 
in patients who are allergic to beta­
lactams in most odontogenic nlfections. 

Continues on page 30. 
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RHINITIS 
By Dr Charles Corney MBBS, DMRlJ, ~RCR Medical Practitioner 

INTRODUCfION 
Inflammation of the mucosa of the 
nasal cavity is callp.d rhinitis . The 
identification of the causes of this 
condition has been clarified by the 
advent of coronal CT scanning and 
endoscopic visualization of the 
nasal cavity and sinuses. A further 
endoscopic development is Functional 
Endoscopic Sinus Surgery [FESS] 
which involves the nasal cavity also. 

This technique permits surgery 
of these structures through an 
endoscope, whIch IS a conSIderable 
advance from drilling holes in various 
bones for access to the problem. 
Nevertheless, a clinical assessment 
of the cause of the rhinitis is useful 
before requesting CT and FESS. 
The various conditions causing 
rhinitis, sometimes mimicking 
dental problems, are discussed 
clinically and pathologically. 

Treatment generally consists 
of prescribing antihistamines, 
steroids, decongestants and 
antibiotics as appropriate. Surgery 
is used for polyp removal and 
refashioning the nasal turbinate 
bone, but detailed treatments are 
not discussed in this article. 
CAUSES 

Infective Rhinitis 
The most likely infection is that 
of the common cold. The nasal 
mucosa becomes congested with 
the production of a transient 
watery fluid changing within a few 
hours to thick mucus which causes 
nasal stuffiness and blockage. 

The infection spreads up the 
lachrymal ducts into the eyes 
causing some conjunctivitis. Also 
the pharyngeal mucosa becomes 
infected producing a sore throat 
often causing pain on swallowing. 
The nasal cavity infection spreads 
posteriorly causing a post nasal 

drip of secretion into the pharynx 
leading to coughing. Often the 
infprtion sprp'lns into thp voe'll rorns 
of the larynx causing deepening of 
the voice and further coughing. 

Later, the nasal cavity infection 
may spread laterally into the 
maxillary antra and other sinuses 
causing sinusitis whose symptoms 
are facial pain [mimicking dental 
pain] and copious mucus. This 
disease, which is viral in origin, 
resolves within ten days. 
lntechve rhmIhs may also 
be seen as the prodromal 
manifestation of childhood viral 
infections, such as measles. 

Allergic Rhinitis 
The patient suffers either repeated 
attacks of non infective rhinitis due 
to allergens, such as pollen, hay, and 
spores [known as seasonal allergic 
rhinitis] or permanent rhinitis 
from dust and pollutant allergens 
[known as perennial allergic rhinitis]. 
Certain foods, particularly of dairy 
origin, can cause an allergic rhinitis 
within minutes of ingestion. 

The mast cells of the nasal mucosa 
already contain antibodies to the 
offending allergen. When the 
pdlienl l'eceive::; yel dllulheI uuse uf 
allergen, there is an inflammatory 
response in the nasal mucosa mast 
cells, consisting of the release of 
inflammatory mediators, such as 
histamine and leukotrienes. 

These mediators stimulate the nerves, 
blood vessels and secretory glands 
of the lining of the nasal cavity to 
produce copious watery secretions, 
itching in the nose and sneezing. 
A second wave of mediators is 
released causing an influx of white 
cells, particularly eosinophils. The 
condition very quickly spreads up 
the lachrymal ducts to produce 
intense itching of the conjunctiva 

of the eyes. The itching is directly 
due to the histamine release. 
A post n'ls'll nrip into tllP phrtrynx 
often occurs, causing a desire to 
keep' clearing the throat'. The 
inflammatory response may 
well spread into the lining of 
the Eustachian tubes causing 
intermittent blockage, manifested 
by intermittent deafness which 
is relieved by yawning. Allergic 
rhinitis may become chronic if 
the allergen is not identified. 

Chromc Non-AllergIC RhimtIs 
In this condition there is no allergic 
response in the mucosa. Usually 
the only symptom is the dripping 
of watery fluid from the nose from 
nasal congestion. Other patients 
complain of constant 'throat clearing' 
or' catarrh' . Itching eyes and nose are 
not present. Stress, hypothyroidism 
and chemical irritants have been 
associated with this condition. 

Rhinitis Medicamentosa 
There is no allergic response in the 
mucosa. Usually the only symptoms 
are permanent nasal stuffiness and 
obstruction due usually to mucosal 
swelling induced by the frequent 
and over enthusiastic use of medical 
nasal sprays. The long term use 
uf ceIldillllleuiLdliuns, sULh dS 
antihypertensives, beta blockers, oral 
contraceptives and antidepressants 
may cause this condition also. 

Nasal Polyps 
This condition is the formation of 
grape like watery structures arising 
from the nasal mucosa. A common 
cause is chronic allergic rhinitis 
secondary to multiple attacks of acute 
allergic rhinitis. Sometimes there is 
a family history of nasal polyps. 
Pre-existing chronic sinusitis 
and bronchial asthma are 
also predisposing causes. 

Continues on page 16. 
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The polyps become so numerous and 
large that the nose is blocked and 
so the patient mouth breathes, and 
frequently complains of a 'cold lasting 
for a year' with constant dripping 
of watery fluid from the no~e. 

Chronic Sinusitis Producing Polyps 
in the Sinuses and Nasal Cavity 
Unresolved acute infective 
sinusitis may well progress 
into chronic sinusitis where 
the mucosa of the walls of the 
sinuses becomes thickened with 
similar polyp formation. 

This condition is associated 
with face pain, [often simulating 
dental pain], and a copious nasal 
mucous discharge. Spread of the 
polyps into the nasal cavity may 
occur, causing nasa; stuffiness or 
obstruction. Occasionally, a polyp 
migrates from a maxillary antrum 
through an enlarged ostium into 
the nasal cavity to cause similar 
symptoms. This is known as an 
'antrochoanal polyp' [1] caused by 
eIther antral mtectlOn or allergy. 

Enlarged and Swollen 
Inferior Turbinates 
The inferior turbinate bony 
structures in the nasal cavity are 
lined by a moist mucosa, vital 
for a correctly functioning sense 

of smell and pre-heating of cold 
air as it passes into the lungs. 

Allergy and sinus infection are 
the two main causes of turbinate 
swelling. A third cause is due 
to a deviated nasal septum [of 
dcvclopmenlal or lraumatic origin] 
which causes the inferior turbinate 
bone on the wide side to increase in 
size. All these causes lead to nasal 
obstruction with fluid dripping 
from the nose or post nasally. 

Deviated Nasal Septum 
This may be congenital or traumatic 
in origin leading to one sided nasal 
obstruction [on the narrowed of 
the nasal cavity] often blocking 
the sinus ostia on that side 
resulting in a unilateral obstructive 
sinusitis. [A tumour of the nasal 
cavity causing the same features 
needs to be excluded]. Face pain 
from the sinusitis is frequent. 

REACHING A DIAGNOSIS CLINICALLY 
The patient often presents at 
the stage where the disease 
process may have spread into an 
adjacent interconnecting structure 
which specifically produces 
its own set of symptoms. 

Thus aetiological confusion occurs. 
The answer to this diagnostic 
dilemma is to take a full history of 
the onset of the initial symptoms. 

This should identify which 
structure was the site of the 
beginning of the disease process. 

Certain symptoms may be disease 
specific. The common cold should 
easily be eliminated clinically-a 
very sore throat is diagnostic. Much 
itchiness around the eyes indicates 
allergy-not seen in other causes. 
Periodicity of symptoms suggests 
seasonal allergic rhinitis. The use of 
certain sprays and drugs medically 
suggests chronic non-allergic 
rhinitis or rhinitis medicamentosa. 

A permanent' cold' or blocked nose 
suggests the presence of nasal polyps 
or pnlilrp;pd .<;wollpTl til rhiTlCltp.<; . 

Confusingly, the symptoms of some 
of these diseases are of face pain 
which may be wrongly identified 
as a dental problem. The normal 
invagination of the upper teeth and 
their sockets into the lower part of 
the maxilliary antra enhances this 
mis-diagnosis. So, the patient with 
apparent dental symptoms should be 
checked for the alternative diagnosis 
of rhinitis in its many manifestations. 

If medical treatment fails to work, or 
the cause cannot be identified clearly, 
then referral for an ENT opinion is 
advisable. This specialist may well 
ask for CT and perform FESS, both 
of which should be diagnostic. ~ 
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ODONTOGENIC AND NONe 
Daniel M. Keir, DDS Diplomate, American Board of Endodontics 

Pain Referral 

·:·Site versus Source 

·:·Central Nervous System 
Sensitization 

Myofascial Toothache 

.:- Pain is nonpulsatile, constantly aching 

.:. Lack of dental pathology to explain pain 

.;. Pain not increased with stimulation of the tooth 

~. Pain increases with function of the involved muscle 

.:. Local anesthesia of tooth does not relieve the pain 

Episodic Neuropathic Toothache 

.;. Pain is unilateral, severe, lancinating, shock-like 
(paroxysmal) 

.;. Generally has a trigger zone 

.:. Local anesthesia of trigger zone prevents attacks 

.:- Generally a lack of reasonable dental pathology to explain 
the pain 

Odontogenic Pain 

.:. Pulpal Pain 

.:. Periodontal Pain 

Site versus Source 

.;. Site of pain is the location in which the patient feels the 
pain 

.;. Source of pain is t hat area of the body from which the pain 
originates 

.:. Primary Pain is when the site and sonrce are in the same 
location 

.:. Referred Pain is when the site and source are in different 
locations 

l'Teurovascular Toothache 

,-. Pain is spontaneous, v3riable, ~tnd throbbing, similar to pulpal pain 

-:. Periods elf remission and exacerbations. May be cpisodk, oc(:ur !>'<lme time of 
daj; week or month 

(> Lack of !t'c~lsonable dental cause for palil 

.:. If pain i~. protracted. may induce autonomic effects such JS nasal congestion, 
lacrimation, edema of the eyelids and ffi<..·e 

~ Eflccr of local Jncsrhe~j:l is unpredictlbJc 

(0 Over t.ime, the complaint spr('ads to involve wider areas of the facc) neck, 
shoulder and nl;lY evoke m.uscle pain :md restricted moye-mcnt 

Continuous Neuropathic Toothache 

(. Paio felt in a tooth or a tooth site (max, canine and premolar most frequcnt area) 

o Pain is continuous ache or burning 

.... P'lin has persisted for more tha.n 4 months 

" No rcascmablc dental condition to expl.1in pain 

<> Lo('al ancsthcsi:l is equiyoC::II 

.:. Known as phantom tootrulChc. atypical odontalgia and <ltypic,t1 facial paln 



)ONTOGEN IC TOOTHACH E 

Pulpal Pain 

_, Dull, nuhing, thl'Obbing and o(;GaSiolllllly bhulV 

<. Rarely stays the same over time; gets worse or better 

~. Identifinble condition generally explains the symptoms 

~ Local anesthesia of affected tooth eliminates the pain 

Central Nervous System Sensitization 

9' Primary pain producc~ nociceptive input thut is transmitted to second order 
neurons in tht trigeminal spinal tract nudues nnd then omo the sensory (ortex 

9 Protracted or intense input can centrally excite adjacent converging neurons in 
the trigeminal spinnl truer nucleus ilnd then relay additional nociccption to the 
sensory cortex 

9 Rcft:rrcd pOlin therefore origina.tes from deep pain arising from nny strucnlrc 
that provides sensory conv(Orgcnce on the trigeminal spinal tract nucleus. 

-> Scs .. le and othc.rs in 1986 described the Convergence Theory ofP:tin Referral 

Toothache of Cardiac Origin 

~ Aching pain in jaw or tooth is cyclic 

<- Toothache increased with physical activity 

<. Toothache associated with chest, arm or neck pain 

.:- Toothache decreased with nitroglycerin tablets 

<- Stimulation of the tooth does not alter the pain 

Toothache of Maxillary Sinus or Nasal 
Mucosa Origin 

~ Dull, constant aching pain in several ma;x:illary posterior 
teeth in one quadrant 

<- Pressure or pain below the eyes 

.:. Positional changes of the head alters the location and 
intensity of the pain 

~ Pain increases wi th palpation over the involved sinus 

" History of sinusitis or upper respiratory infection 

Dental Association of Malta, 22 November 2011 

Periodontal Pain 

» Dull, aching, or throbbing 

.;. Identifiable periodontal condition 

.;. Discomfort often felt with pressure. May fee l sore or 
elongated 

» Local anesthesia of affected periodontal tissues eliminates 
the pain 

Types of Nonodontogenic Toothaches 

.;. Myofascial 

~ Neurovascular 

~ Cardiac 

» Neuropathic 

~ Maxillary sinuslNasai mucosa 

~ Psychogenic 

Neuropathic Toothache 

.:. Episodic--Trigeminal Neuralgia 

.:. Continuous--Phantom Toothache, Atypical 
odontalgia, Atypical facial pain 

Toothache of Psychogenic Origin 

~ Reports of multiple teeth being painful with frequent 
change in character and location 

~ General departure from normal or physiologic pain patterns 

.:. Lack of response to reasonable dental treatment or an 
unusual or unexpected response to therapy 

~ No identifiable pathology to explain the toothache 

~ Presents with chronic pain behavior. 1m 
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Redefining 
the sc~ience 
of derltine 
hypersensitivity 

Now there's a major advance 

to help you meet the challen~e 

of dentine hypersensitivity 

Announcing the arrival of Sensodyne® Repair 
& Protect, which brings the unique potential 
of NovaMin® calcium phosphate technology 

to a daily fluoride toothpaste. NovaMin® 

builds D repDrDtive hydroxYDpDtite like layer 
over exposed dentine and within the tubules' -5 

to continually help protect your patients 
against the pain of dentine hypersensitivity6-8 

Welcome to the new science 
of SensocJyne Repair & Protect 
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Specialist in dentine hypersensitivity management 
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STUDY CONDUCTED FOR SOREDEX 

Efficiency of SOREDEX DIGORA® 
Optime UV disinfection system 
Ari-Pekka J. Huovila/ PhD Principal investigator 
Institute of Medical Technology 
University ofTampere and Tampere University Hospital 

ORJFrTIVF<i 

The aim of this study was to evaluate the efficiency of ullraviolel (UV-C) disinfection of 

harmful microbes on the surfaces of the imaging plate carrier of the SOREDEX DIGORA® 

Optime intraoral imaging plate system. 

METHODS 

A literature research was done to evaluate the sensitivity of the pathogenic microbes to 

ultraviolet light at UV-C « 280 nm) wavelengths emitted by the UV-<lisinfection system 

inside the DIGORA® Optime imaging plate reader. The technical characteristics of the 

UV-L system were provided by SOI{I:LJI:X. 

RESULTS 

The calculated germicidal efficiency of UV-C radiation, equivalent to UV light emitted by 

the UV light source within the DIGORA® Optime imaging plate reader, is at least 99.9 % 

for the pathogenic microbes of primary interest. 

CONCLUSIONS 

UV radiation used in the DIGORA® Optime UV- disinfection system is 99.9% effective 

in reducing the number of harmful pathogens of primary interest. The elimination of 

pathogenic microbes efficiently reduces the theoretical risk of cross-{;ontamination via the 

imaging plate rp.'..1der '..1nd im'..1ging pl'..1tes. Togeth<~r with nthRr 0rtirlAnnTM fAntllrA~ thA 

SOREDEX DIGORA® Optime offers a comprehensive means of ensuring uniquely high 

level of hygiene for practical workflow in clinical dentistry. 

INTRODUCTION 

Ultraviolet-C light (UV-C A < 280 
nm) is known to be effective in the 
disinfection of suspensions and 
surfaces of the area irradiated with 
an appropriate radiation dose11. 
UV-C irradiation eliminates the 
infectivity by disrupting the genomic 
DNA/RNA, thus rendering the cells 
and viruses unable to grow and 
reproduce. This review summarizes 
the experimental studies investigating 
the kinetics of the UV -C inactivation 
of known pathogens, with particular 
emphasis on clinical dentistry. 

Microbes of primary interest, 
(Corynebacterium diphteriae, 
Mycobacterium tuberculosis, 
Hepatitis viruses A, B, and C 
Herpes simplex virus I, and 

Human immunodeficiency virus) 
are a significant hygiene concern 
in dental practices. Specific safety 
measures must be carried out when 
patients with known infections 
are being treated. Importantly, 
precautionary actions are also 
needed as patients may be unaware 
or unwilling to inform about 
any infection they may have. 

These actions include the disinfection 
of all visible surfaces in the dental 
office. The internal parts of the 
imaging plate readers often remain 
unattended due to access difficulties. 

The unique SOREDEX DTGORA ® 

Optime UV disinfection system has 
been developed to minimize cross­
contamination even in the event 

of inadequate hygiene precautions 
durmg the handling of the imaging 
plates. The Table 1 lists the UV-C 
inactivation data for pathogens of 
concern in clinical dentistry, and 
shows that the irradiation doses used 
in the DIGORA ® Optime, efficiently 
eliminate the pathogens of primary 
as well as secondary interest. 

SOREDEX Opticlean'" concept 
The Opticlean'" concept focuses on 
ensuring a uniquely high level of 
hygiene in the use of the DIGORA ® 

Optime imaging plate system in 
all environments. The Opticover'" 
imdging pldle proleclive covers and 
the Optibag'" imaging plate hygiene 
bags provide an effortless end-to-end 
hygiene workflow in dental offices. 

The UptIclean'" concept also includes 
touchless operation of the imaging 
plate reader to reduce the risk of 
cross contamination via the outer 
parts of the system as well as a 
UV-C system that irradiates the 
internal parts of the reader which 
are in contact with the imaging 
plate (the imaging plate carrier). 

The frequency of the UV -C treatment 
can be easily set by the user according 
to the risk level. Each treatment 
consists of a 250s UV -C exposure 
period on the plate carrier surfaces 
in contact with the imaging plate. 

The UV-C lamp with a peak wave 
length of 253.7 nm and output power 
of 160 mW is positioned 3Imm away 
from the imaging plate carrier to 
provide the most efficient level of 
irradiation. The measured dose at 
the imaging plate carrier is at least 
450 ~lW /cm2 (i.e., 112 mJ/cm2). 

Continues on page 25. 
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Smiles & Technologies 

HYDRORISE: HIGH PRECISION IMPRESSIONS MATERIALS 

Hydrorise is the first hyperhydrophilic A-Silicone for any 
impression technique and for all types of clinical situations. 
Hyperhydrophilic technology has been exclusively developed 
by Zhermack research, making hydrorise extremely flowable 
like water. 

With a contact angle less than 10° and thanks to the effects of 
the AMDA System (Advanced Moisture Displacement Action), 
Hydrorise is able to move fluids from the gingival sulcus and 
reproduce impression margins with maximised precision, like 
no other material on the market. The perfect synergy between 
its physical and mechanical properties ensure extremely 
accurate and reliable results, even in particularly difficult 
clinical situations. 

For more information 
visit our web site 

Tel. +39 - 0425 597611 - Fax +39 - 0425 597645 
comm.expo@zhermack.com - www.zhermack.com 



Efficiency of SOREDEX DIGORA® 
Optime UV disinfection system 

CDntinues frDnz page 23. 

RESULTS AND DISCUSSION 
This study is based on information 
that SOREDEX has disclosed about 
itt; UV C uisinfedilln tiys lem and 
on published scientific resu lts. 
Table 1 summarizes the UV-C 
inactivation kinetics of the selecteu 
pathogens with references to 
the original research. Under the 
disclosed conditions and based on 
the published and well established 
research, the UV -C radiation 
dose used by the Opticlean ™ 
system of the DIGORA® Optime 
is Clble lo elimillClle Cllleas l 99.9% 
the following pathogens: 

• Human Immunodeficiency Virus 
(HIV) 

• Hepatitis viruses A, B, and C 
• Mycobacterium tuberculosis 
• Corynebacterium diphtheriae 
• Herpes simplex virus-1 (HSV -1) 

All other microbes of secondary 
interest in clinical dentistry, 
listed in the Table 1 are 
inactivated by at least 99%. 
The Opticlean ™ concept of the 
DIGORA® Optime imaging plate 
system provides a comprehensive 
set of solutions to address the 
concerns of cross contamination 
in the use of imaging plates 
and provides a uniquely high 
level of hygiene for practical 
workflow in clinical dentistry. 
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A Professional Indemnity 
protection for you 
Mediterranean Insurance Brokers 
(MIB) in conjunction with the Dental 
Association of Malta have put 
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providing Professional Indemnily 
Insurance for Dentists in Malta. 

Dentists have a duty of care 
towards their patients! 

Dental Negligence occurs when 
a dentist provides a level of 
treatment that falls below the 
standard one would normally 
expect to receive trom 
someone in their position. 

Dental Negligence Claims are a 
specific type of medical negligence 
claims arising from injury or 
sickness suffered during or 
following dental surgery, check up 
or any other dental intervention. 
More specifically, dental 
negligence can mean: 

• Mistliagnosis - a failure to 
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problems, or carrying out dental 
work based on an incorrect 
rliilp,11osis of yom conrlition 

• Medication administration errors 
which lead to side-effects - including 
incorrect dosage of anesthetic 

• Careless treatment - resulting 
in an injury or requirement for 
corrective treatment or surgery 

• Swallowed instruments 
• Other consequences 

following any dental care 

If patients receive treatment 
ot an tmacceptable level, they 
have the right to receive 
compensation for their loss. 

YOUR INSURANCE PROTECTION 
The Insurance Scheme is exclusively 
available to members of DAM­
Dental Association of Malta 
through MIB - Mediterranean 
Insurance Brokers and is placed 
with leading insurance security. 

smartflk 
The Extremely Compact 

Flash Lamp Nd:YAG 
LaSter System That 

Offers Efficacy and 
User-Friend I i ness 

The policy protects yuu, as the insureJ 
Dentist, against legal liability to pay 
damages following bodily injUly, 
illness, disease or death of any patient 
causpd by any npgligmt act, error or 
omission committed by you in 
or about the conduct of your 
profession. The protection is subject 
to Maltese Law and Jurisdiction. 

Contact MIB for a no obligation quotation on 
+35623433234 or email infoC-Wmib.com.mt 

Tonia Borg ACII 
Divisional Director - Business Development 
T. +356 234 33142 
M. +3.56 794.53647 
E. tOnio_borg®mib.com.mt 
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Professional Indemnity Insurance 
Exclusive scheme for dentists 
PREFERENTIAL RATES 

ERRORS & OMISSIONS COVER 

DEFENCE COSTS 

RETROACTIVE COVER 

CLAIMS SUPPORT SERVICES 

CONSULTANCY ON ALL YOUR INSURANCE REQUIREMENTS 

For further information please contact: Tonio Borg 

In an increasingly litigious 
environment, medical decisions 
and actions may be challenged 
and disputed. Are you protected? 

1. +35623433142 M. +35679453647 E. tonio_borg@mib.com.mt 

Mediterranean Insurance Brokers (Malta) Ltd. 
53, Mediterranean Building, Abate Rigord Street, Ta'Xbiex, XBX ll22, Malta (EU) 
T. +35623433234 F. +356213 41 597 E. info@mib.com.mt 

This scheme is being underwritten by GasanMamo Insurance Co. Ltd 

m.s YOUR INSURANCE SOLUTION 
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Mediterranean Insurance Brokers (Malia) Ltd. is an enrolled company regulated 
by the Malta Financial Services Allthority and are the exclusive correspondents in Malta for Aon 
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Efficiency of SOREOEX OIGORA® 
Optime UV disinfection system 

Continues from page 23. 

T bl a e 1 S ummary 0 f th . 'd I UV C d e germici a - oses. 
Microbe Pathology, comments UV dose (mJcm") 

needed for Mlqloo)[A[ 

1(90%) 2 (99%) J (99.9%) '1 99.99%) 

Bacteria 
Baci llu s anthrac is Anthrax 4.52 

Baci llu s subti li s A commonly used reference/model 56 III 167 222 
organism in, e.g. germ ic ide stud ies. Not 
considered as a human pathogen. 

Campylobacter Campylobacteriosis: infl ammatory diarrhea, 3 7 10 14 
jejuni perodontis or dysentery syndrome 

assoc iated w ith fever, and severe cramps 
and pain. C. jejul1i infection may cause a 
latent autoimmune neuropathy. Infections 
normally due to contam inated food or drink. 

Clostrid ium Diarrhea. Clostridia l myonecros is, a.k.a. gas 45 95 145 
pel [ , illge~ gangrene, is a very seri ous med ica l 

emergency, 

Clostrid ium tetani Tetanus. 4.9 
Corynebacterium Diphteria . 3.4 
diphteriae 

Enterococcus Can cause endocarditis, bladder, prostate, 9 16 23 30 
faecal is and epididymal intections; ra re ly nervous 5 (100 %) 

system infections. 

Escherichia co li V irulent strains can calise gastro in test inal or 5 9 14 18 
ur inalY tract infections. 

Legione lla Legionnaire 1s disease and mi lder Pontiac 8 15 23 30 
pneumophila fever; ego pneumonia. may be dangerous 

especialy to e lderly. Infections most 
commonly via aeroso ls. 

Myrobar.ter illm TlIberclIlosis 10 20[·1[ 

tube rculosis 7 14[·1[ 21 [.I [ 

Pseudomonas Normally not a pathogen ttl hea lthy 6 
aeruginosa humans. An opprtuni stic pathogen in 

inll11unocompromised or in patients wi th 
resp iratory illnesses. 

Salmonell a ente ridis Fever, cramps, diarrhea. Infections throug 4 
contaminated food. The ca use of "egg-
associa ted salmonellosis". 

Salmone lla typhi Enteric (typhoid) fever; a sustained 6 12 17 51 
systemic fever with headache and nausea. 
Other symptoms inc lude constipation or 
didnilul, Lllldl'gLlllLllt ur the ~pic;('l1, 

possibly meningitis, and/or general malai se . 
In fections throug contaminated food. 

Sa lmonella E nteric (typhoid) fever ("mouse typhoid 8 
typhimurium feve r). Infections throug contaminated food. 

Shigella dysenter iae The causative agent of the most severe 3 5 8 II 
sh igellosis: severe dysentery - fever, 
diarrhea, vOiniting, and c ramps, along w ith 
ulceration, rectal b leed ing, and drastic 
dehydration. In fections through 
contaminated food or drink . 

Shigella sonnei Shigellosis - see S. dysenteriae, 6 13 19 26 
Staphy lococcus A common habitant on skin and in the nose. 18 
aureus may ca use illnesses ranging from m ild skin 

infections (e.g. , pimples) to li fe-threatening 
pneumonia, meningiti s, osteomyel iti s, 
endocaridtis, toxic-shock syndrome, &c, 
Amongst the commonest cause of 
nosocomil a ("hospital") infections. 

Streptococcus Enterococcus faecalis (see above). 
faeca l is 

Notes References 

complete 2, 19 
inactivation at 
8.7 m) cn,-2["[ 

11,23 

11 , 23 

11 , 23 

2 
complete 2, 19 
inactivation at 
6.5 m) cm,2[11[ 

11 , 23 
complete 15 
inactivation at 5 
mJcm-2[HI 

11,23 

11 , 23 

:1,9 

6 

complete 19, 24 
inactivation at 
10.5 m)cm,2[11[ 

complete 2, 19 
inactivation at 
7.6 m)cm,2["[ 

11, 23 

complete 2, 19 
inact ivation at 
15.2 m)cm,2[11[ 

11 , 23 

11,23 
> 910g 26 

Continues on page 36, 



Consensus statement on antimicrobial 
treatment of odontogenic bactE~rial infections 

Continues from page 12. 

It presents a good level of activity 
against anaerobic bacteria, although 
more and more resistant strains are 
emerging (53,54). More than 25% 
of the viridans group slreptococci 
present a high degree of resistance (55) 
U1al cmmol be overcome with high 
doses of this antibiotic, nor is it active 
against some gram-negative bacilli, 
such as A. actinomycetemcornitans, 
Eikenella corrodens and 
Capnocytophaga spp (56-58). 

Macrolides Macrolides are 
bacteriostatic antibiotics with a 
spectrum of activity that covers 
gram-positive bacteria, some gram­
negative bacilli, bacteria growing 
intercellularly and several anaerobic 
bacteria, including Porphyromonas 
and Prevotellagenera. Bacteroides 
spp and Fusobacterium spp tend to 
be resistant to these antibiotics (59). 
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SIMPLER IMPLAN-rS 
THE CHERUBINO EVENT AT CAVALIERI HOTEL PRESENTED BY DR HAROLD BERGMAN 

Summarised by Dr David Muscat 

The main contraindications 
for implants are uncontrolled 
diabetes and IV bisphosphonates. 
The latter upset the process 
of bone remodelling. 

LOADS 
With a denture a patient has a 
force of 25psi.With normal teeth a 
patient has il f01"(,(, of 2.'i0-9,'i0 psi. 
Implants handle compressive forces 
well but do not like lateral or torslOnal 
loads. One must try to keep loads as 
vertical and as central as possible. 

OPPOSING DENTITION 
Loading an implant against a 
denture is good but could be a 
problem against natural teeth. 

AREA OFTHE MOUTH 
In posterior area there is twice as 
much load as it is closer to the TMJ. 

NUMBER OF TEETH MISSING 
Intact dentition. Habits bruxism, 
clenching-use nightguard/ 
soillinel'. Canlilevel's. 

SUPPORT 
Nature of implantlbone interface. 
Surface area of implants. 
Circumference. Always go for a wider 
diameter and a longer length. The 
greater the surface area the better. 

IMPLANT SURFACE 
Not machined but grit blasted 
and acid etched and coated 
with hydroxyapatite. 

NUMBER OF IMPLANTS 
Minis minimum of 4 in the lower 
and 6-8 i.n upper with immediate 
loading. The more the better. 

DEGREE OF HEALING 
Immediate, first 3 months woven 
bone, remodelling,24 months. 

IMPORTANT 
30ncms is the minimum force 
required with immediate loading. 
Try for 40-60 Ncms for tightness. 

If you overload during 
the remodelling process 
you will lose bone. 
Medical health software package 
ilvilililhl(' hy Dr Bpr8man whprp 
series of questions asked so as 
to assess patient suitilhility. 

QUALITY OF BONE 
Alveolar, basal, 
grafted. (grafted not good durability) 

BONE 
Cortical bone is very dense while 
cancellous bone is a latticework. 

BONE DENSITY 
OAK-a resorbed symphysis 
SPRUCE-mandible 
BALSA- maxilla (soft) 
rOAM-tuberosity (very little support) 
To place a screw into oak you 
must always drill a hole first 
as the screw may break. 

OTHER MEANS OF SUPPORT 
Involve another tooth 
Use olher areas and cut down failures 
Soft tissue load 
Teeth 
Always splint in the upper jaw. No 
need to splint in the lower jaw. 

TOOTH/BAR MATERIAL 
With porcelain there is not much 
shock absorbing. This produces 
more loading. Always try to decrease 
to load so as to increase support. 

PROCEDURE 
1. PLAN ON OPC 
2. How to place. Use tedmique 

with a 'slit bat guide' 
3. Make pilot holes using 

1.5mm twist drill 
4. Insert implant into driver and 

thread implant into osteotomy site 
5. Use ratd1et driver for final tuning 
6. Bottom of hex flush with mucosa 
7. Reline denture over implants. 

use a soft liner for 4 weeks 
8. Impression 0 rings 
9. Process 0 rings into the denture 
10. Remove acrylic 

The Physiodispenser is used. This 
delivers high torque, low RPMS and 
utilises a reduction handpiece. 

FLAP LESS SURGERY 
Extraction site/cookie cutter/slit 
Drill into the extraction socket at 
right angles. Check how much 
bone below the apex of the tooth. 
Place implant 1-2mm lower than 
apex of pre-existing tooth. 

EXTRACTION SITE 
Always work forward to first 
bicuspid. Always enough 
bone. No viti'll stn1('t11TPS. 

You are working in an area of 
the body that is very forgiving. If 
you go through lower border of 
mandible just use a shorter screw. It 
will heal. Use a 15 mm long drill. 

The cookie cutter-tissue punch 
(4mm in diameter),flat ridge, 
atraumatic, wide ridge, circular cut. 
Slit-drill through soft tissue. 
Mini implants are 3mm or less. 

They are one piece and can 
be immediately loaded. 
Simpler implants have square 
thread and this affords an increase 
in 60% more surface area 
And so more support for loading. 
You need 30ncms or more. The 
implants are also HA coated. 

ADVANTAGES TO PATIENT 
Cost effective, non-invasive 
,immediate gratification, successful, 
benefit/risk ration good. 

ADVANTAGES TO DENTIST 
cost effective, easy, minimal 
training, flapless. 
In the USA 10% of patients are 
edentulous. 100% have lower 
dentures that do not function well. 

There is an enormous market 
out there are patients are 
enthusiastic about them . You 
will improve quality of life . i:li 



"ASK DR HAROLD" 
QUESTION #1 
I hear so much about "Immediate 
Load, "Four on the Floor", "Mini 
Implants" in which the implants 
are loaded immediately. Can I 
load implants immediately? 

ANSWER #1 
You can load any implant 
immediately. HOWEVER, the success 
rates are lower with immediate 
loading versus delayed loading 
especially in the upper jaw. 

Whenever you are loading any 
implant at any time, you must 
always think in terms of LOAD 
and SUPPORT. All parts of your 
body respond best to using it within 
phy'>iolosirClllimit'> If yon OVPfllSP 

and abuse it, you lose it and if you 
underuse it (Couch Potato), you lose 
it by wasting away. The trick is to 
use it within physiological limits. If 
you broke your arm, the doctor puts 
your arm in a cast to Immobilize and 

Support the broken parts. He 
instruct:> you not to ovcrusc (Load) 
the arm until the bone has healed 
sufficiently ("knits"). Once the cast 
is removed, you will slowly increase 
its load through graduated exercises 
(within physiological limits). 

An implant is no different, the 
bone must knit to the implant 
(osseointegration = knit). When 
you first place the implant, it must 
be tight in the bone (immobilized). 
Initially, you MUST keep loads to 
a minimum by using soft liners in 
the denture, try for a denture in the 
opposing arch versus natural teeth, 
soft diets, remove denture at night 
if patient grinds their teeth, etc. 

Dr Harold Bergman with Dr David Muscat at Dr Muscat's practice 

You MUST also increase Support as 
much as possible by ensuring the bone 
is dense, increase the number and size 
of the implants, use Hydroxylapatite 
(HA) coatings on the implants, use 
the soft tissue or other teeth, if present 
for additional support, etc. One might 
consider construction of a metal or 
acrylic bar to splint the implants 
together to provide additional 
support, especially in the maxilla. 

QUESTION #2 
Why is it necessary to block out 
under an attachment such as an 0 
ring or Locator when I do a chairside 
pickup with acrylic in a soft tissue 
overdenture in the mouth? 

ANSWER #2 
There are two reasons. The topmost part 
of most implants have parallel walls 
whereas some systems have a flared top. 
Should you get acrylic under the flare 
during a chairside pickup, it will prevent 
removal of the den hue from the mouth. 

One solution is to block out under 
an attachment, the other is not 
to use an implant with a flared 
top. Secondly, if the implants and 
attached abutments are not parallel 
with each, there will be divergence 
of the abutments resulting in 
undercuts on some abutments. 

Continues on page 35. 
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"ASK DR HAROLD" 
Continues from page 33. 

Should you get acrylic into the 
undercut it will prevent removal 
of the denture from the mouth. 

0ne solution is to not use an 
abutment whose walls extend into the 
mouLh such as a LocaLOl almLmenl. 
Another solution is to ensure that 
whoever places the implants, places 
them parallel with each other. 

There are a number of ways the 
operator can ensure parallelism 
(Figure 1, 2) including using a system 
neutral Paralleling Guide (Figure 
'l) whrn m;Jking ;J \l11rgir;J] "tpnt or 
intra-orally at time of surgery. 

QUESTION #3 

I have a patient who has a soft 
tissue supported over denture that 
is rocking. What is the problem 
and how do I correct it? 

ANSWER #3 

Soft tissue supported overdenture 
(STSOD) means exactly what it 
says. All the support for vertical 
loading should be taken by the 
soft tissue, NOT the implants. 

The implanLs are Lhere only Lo 
prevent lateral movement and 
vertical displacement. If a STSOD 
is rocking, it means the implant 
are being vertically loaded. 
Most STSODs are being held in 
place by as few as 2 implants. 

That few implants are not designed 
to take loads of this magnitude and 
are at risk of failure. Currently, some 
attachments called "Locators" are 
very popular with STSODs amongst 
denturists and their use has replaced 
rubber 0 rings in many cases. 

In my experience, most STSODs 
supported by Locators "rock" and 
the compressibility of the material is 
not as resilient as rubber 0 rings. 

From a design, cost effectiveness, 
ease of use and physiological basis, 

Figure] and 2 - Parallel Implant 

Figure 9 - Paralleling Guide 

I prefer using rubber 0 rings in a 
STSOD. If the STSOD is rocking, 
the attachment is either not seated 
deeply enough in the denture, the 
denture needs relining or there is 
too much acrylic immediately above 
the top of the 0 ring abutment. 

The solution is to immediately 
remove the acrylic above the 0 ring 

Figure ] 0 - Removing acrylic deep to abutment 

abutment (Figure 4), or remove & 
replace the attachment or either redo 
the pickup or reline the STSOD. 

There is a new design available 
now called the "Toadstool" 
abutment and/or Mini implant. 
The Toadstool is designed to 
virtually eliminate loading on 
the implants with STSODs. i:liI 



Efficiency of SOREDEX DIGC)RA® 
Optime UV disinfection system 
Continues from page 29. 

Streptococcus The main contributor to tooth decay 
mutans 

Vibrio cholerae Cho lera: exhaustive diarrhea, dehydration , 2 4 7 
hypotension , shock. Very contagious; 
infections normall y thro ugh food or drink 
contaminateJ by dnothel patl~ nt. 

Yersinia The most common ca lise of yersinosis: 3 7 10 
enterocolitica enteriti s and diarrhea. Infections through 

contaminateci food or (l ess commonly) 
drinks. 

Viruses: 
Adenovi ruses RespiratOlY infecti ons, phaty ngitis, 75 III 

gastroenteriti s, eye II1fections, especially in 
children. 

Coxsackie vi rus B5 Coxsackie B virus is the causati ve agent of 8 17 25 
pleurodynia (Bornholm di sease) with fever, 
headache, sore throat, gastointestinal 
di stress, and chest and muscle pain. May 
progress to myo- or pericarditi s and 
poss ible permanent heart da mage or death. 
may also couse' m~nll1 gi ti , Possihl y 
asssoc iated wit type 1 diabetes . 

Hepatiti s A virus Acute hepatitis (a.k.a. in fec tious hepatiti s). 6 II 17 
Infections through contaminated food or 
water. 

Hepatitis B virus Acute or chronic hepatiti s (hepatiti s B), :::4.1 1111 :::8.21'1 ", 12.31'1 
may lead to li ver cirrhos is; hepatocel lular 
carcinoma. Infections through blood or 
body fluids. 

Hepatiti s C virus Ac ute hepatitis, may lead to li ver cirrhosis. ",8 .4IHI ",16.81.11 ",25.21.1 1 

Infections normally through blood or 
mucosa l contact. 

Herpes simplex Oral (orofacial ) and geni ta l herpes are the <301DI 601.11 
virus I commonest ilnesses caused by the <161EI <481EI <961.11 

herpesv iruses, characerized with painful 
inlammati on. HSV I causes also infections 
elsewhere 111 the Sk111 , 111 the eyes, and 111 the 
neuronal system. 

Human Acquired immunodefi ciency syndrome 
inuTIunodefi ciency 
virus 

28 56111 841.1 1 

Influenza A virus Influenza. 1. 8 <8.2 <16.4IJI 

Poliovirus type I Poliomyelitis; different types of neuronal 7 15 22 
symptoms, most often infections in motor 
neurons associated with muscle weakness 
paralys is. 

Rotavirus SA-II Mild to severe gas troen teri ti s. The most 10 20 29 
common cause (along with adenoviruses) of 
severe diarrhea in infa nts and young 
children. 

Unicellular 
enkaryoteslGI 

Giardia lamblia (G. Giardias is can be associated with a wide 2 5 II 
duodenal is) range of clinica l symptoms. Acute I 

gastroin testinal giardias is causes severe 3 
diarrhea, abdominal cramps and vomi ting, 
and fever. majority of the pati ents deve lop 
recurrent or resistant symptoms. Additional 
sympto ms may include, e.g., lomg-term 
malaise and fatique. Infecti ons through 
contaminated food or drink. 

NOTES: 
,,\' MIC (log): microbial inactivation credi t11-23.110g 

means 90 % inactivation, 2 log 99 %, 3 log 99.9 %, and 
4 log 99.99 % i.nactivation at the given dose (fluence). 

B. tllermophilus, and C. albicans7. For P. aeruginosa, 
the dose 11 mJcm-2 has been reported24. 

1'1 No detectable infectivity after 8.7 m)cm-2 for B. 
anthracis19, 6.5 I11J011-2 for C. diphteriae19, 5 
m)cm-2 for E. faecalis (ref 15),10.5 m)on-2 for 
P. aeruginosa19,24, 7.6 mJcm-2 fo r S. enteridis, 
nor after 225 mJcm-2 for adenovirus 4113 . 

ICJ For S. l11utans, the absolute UV nuence value is not 
available; the in activa ting UV dose (1 and 3 log MIC) 
has been shown to be smaller than for P. aeruginosa, 

IDI Estimated from the Fig 120. 
1'1 16-48 m)cm-2 corresponded to 20412-fold 

reduction in infectivity, i.e., 5 % - 0.24 % 
inf. left, i.e., » 1 log -» 210g MJc. 

IF) Com plete inactiva tion of HIV was reported after 5 min 
exposlU'e to 0.220 mWcm-2, shorter treatmen ts were 
not reported . Inactivating dosage 30 mJcm-2 has been 
reported on the web page http://ljgh tbu lbsl Ol .com/ 
germicidal-lights.h trnl (no reference to the original data). 

complete 7 
inactivation at 
< II mJcI1l-21C1 

9 11 , 23 

13 11 ,23 

complete 13, 23 
inactI vatIon at 
225 mJcn,-21"1 

34 11 ,23 

22 11 ,23 

", 16.41.11 16, 17 

",33 .61.11 16,1 7 

20 
2 1 

complete 8, 10 
inactivation at 
66 mJcm-21GI 

14, 27 
1,4, 12, 17 

30 11 , 23 

39 11 , 23 

11 , 23 
> 3 log 22 

18 

IG] Formerly inappropriately called "protozoa". 
IHI Predicted dose] 7 based on Ly tle & Sagripanti 16. 
II I Predicted dose based on ref 14. 
11\ Values calCldated according to the "Chick's law" 

of inactivation (N/NO ~ e-kIt; ego ref 25), based on 
the assLUnption of "quasi" first order inactivation 
kinetics (ie., linear correspondence of the log­
inactivation to the UV dose). TIle first order kinetics 
is i1 general assumption in the literah.lre; several 
studies support this assumption at relevant 
virus/bacterial concenb~a ti ons 5,10/25. ~ 
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Pen pictures of 19th century dentists in Malta 

Arthur Crofton Sleigh 
By George. ~. Camilleri 

Arthur Crofton Sleigh is the only British 
person who obtained the Warrant to 
practise Dentistry in Malta by the Malta 
Govemment. He was bom in Mile End, 
London in about 1864. He joined the 
British Army, probably in the Army 
Medical Corps and was serving in Egypt 
in 1885. During this period the Marriage 
Question was a troublesome item in 
Maltese politics. All marriages involving 
Catholics were under the jurisdiction of 
the local church whilst Anglicans and 
non-Catholics required permission from 
the British Authorities and certificates 
supporting their civil status had to be 
presented. One such certificate issued by 
Skigh giw5 Ufi flom£ de.tajJ3 of him. 

"I, Arthur Crofton Sleigh, a native of 
London, late of the Army Hospital 
Corps, now a 1st Class Sergeant of Police 
in the island of Malta, make oath and 
say as follows. In 1885 I was serving 
in the Army Hospital Corps in Egypt 
and became acquainted with Richard 
Chester Kirby Laffan, Surgeon, Medical 
Staff Corps and Miss Mary Clementine 
Jarrard, em Arrny Nursing Sister, both 
of whom were Protestants, Sgd ACS 
6th December 1893". A Malta Passport 
was issued in 1894 to Sleigh to travel to 
Egypt giving his occupation as 1st Class 
Sergeant, Malta Police. Unfortunately, 
no records on Sleigh were found in 
the Malta Police Archives. In 1895 he 
is listed in the Voters' List which is an 
inriiriltion of somp Sti1tllS ilS thp list WilS 
very restrictive. 

He married a Maltese girl, Regina 
Germani, which may explain why he 
settled in Malta, but I do not have details 
of his marriage. In 1897 he petitioned 
for the warrant of Phlebotomist which 
petition seems to have led to some 
discussion between the Government and 
the UniverSity. The Government appears 
to have been pushing the University to 
organise courses or examinations for 
Dentist and Phlebotomists. Salvatore L. 
Pisani, the Chief Government Medical 
Officer informed the Chief Secretary 
that he was ready to meet the Director 
of Education at his convenience. This 
meeting led to a note from Napoleon 

Tagliaferro, the Rector of the University 
to the Chief Secretary stating "In an 
interview between the CGMO and 
the undersigned it was agreed to 
recommend that the certificate of studies 
tor admission to the txammahon before 
the Medical Board for the Warrant 
of Dentist or Phlebotomist should be 
granted either by the University or 
by any other School authorized by 
Government. Napoleon Tagliaferro. 17-
12-97". Sleigh's petition for a warrant 
to practise as a phlebotomist was 
granted presumably on the strength 
of his previous Army job. Phlebotomy 
did not seem to have been enough to 
i:lupporl h..i:! YOlUlg growing J<llllily 
and Sleigh must have set his eyes on 
dentistry. In 1899 he petitioned for 
the warrant of Dentishy stating in his 
application that he had obtained, after a 
strict examination, a Diploma for Dental 
Surgery from the University of Naples. 

He failed the examination of the Medical 
Board and was asked to reappear in six 
months time when he was successful. 
He now appears in the Directory of the 
Military Station Hospital in Valletta 
but in 1901 he advertised in the Malta 
Chronicle that "A Crofton Sleigh. 
Surgeon Dentist. Removed from Station 
Hospital to no 8 Strada Zecca near the 
Admiralty House, Strada Mezzodi". 

Tragically his success in lunning a 
dental practice was short lived as 
he died of Malta Fever on the 17th 
August 1904. The obituary notice fully 
recognised his heroic efforts to establish 
himself. "Mr. Crofton Sleigh, Surgeon 
Dentist died at his residence in Strada 
Zecca yesterday morning. He was ill for 
only a short illness. Mr Crofton Sleigh, 
besides being recognised for an able 
dentist, was a man of real perseverance 
and a happily combative nature. 

He made a career for himself in spite 
of initial difficulties such as would 
have deterred men of less resolute and 
hopeful mind. Death has however 
carried him in only the middle as we 
shou 1 d ju dge of the course that stretched 
promisingly before him. And he leaves 

several children, all young, to moum his 
irreparable loss. We offer our sincerest 
condolences to his affected widow and 
bereaved children". He is buried at the 
Addolorata Cemetery in an unmarked 
grave in the Germani family section. 

He had five children, Arthur, Alexander, 
Charles, Richard, and Alice. Alexander 
graduated LDS Edinburgh in 1914, 
practised in England, and is registered 
as a member of the Malta Dental 
Association in 1955. Arthur became 
a priest and taught at St Edmund's 
College, Old Hall, Ware. All the children 
seem to have emigrated from Malta and 
I could not find records of any Sleigh 
members in Malta. ::li 
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