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Dear colleagues,

Since the last issue these are the DAM 
events organised at time of writing.

The cover picture was kindly 
provided by artist Jacqueline Agius, 
mother of  Dr Andrea Agius.

To contact the editor please use 
the following e mail address 
editor@dam.com.mt.

Best regards,

David
Dr David Muscat B.D.S. (LON)
Editor / President, 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 

17 June 
Clay Pigeon  shooting event

29 July 
Sailing event

30 July 
First Aid Course at Radisson 

2 September 
Endodontics lecture by Dr Spyros 
Floratos at Palazzo Depiro sponsored 
by VJ Salomone/FKG Dentaire at 
Palazzo Depiro Mdina

11 September  
Full day  Hands on Course with 
Professor Brian Millar at Hilton 
sponsored by Coltene –  
Bart Enterprises

October
Lecture by Mr Alex Manche planned, 
sponsored by AM Mangion.

4 December 
Christmas Party at the Quarterdeck 
Bar, Portomaso Hilton

This took place at the Maghtab shooting 
range on Wednesday 17 June in the  
early evening. There were about 20 
participants. The professionals were 
in a class of their own. From the non 
professionals the results were as follows: 
First prize:	 Dr. Andrew Vella
Second prize:	 Dr. Patrick Vassallo
Third prize:	 Dr. David Muscat.

The prizes were presented by Dr Noel 
Manche who organised the event. 

This has now become a yearly event 
on the DAM calendar.

After the event the group descended 
upon Jade Garden in Paceville for a 
Chinese meal. 

THE DAM CLAY PIGEON 
SHOOTING EVENT

Dr David Muscat presents The Dental  Probe to Dr Spyros 
Floratos, asst. Adjunct professor at dept Endodontics Univ 
Pennsylvania and affiliated to Univ. Athens, on Sept 2 at 
Palazzo Depiro Mdina on the occasion of the DAM lecture 
'Enhancing Cleaning and Shaping Root Canals' and the 
launch of dental products of VJ Salomone.
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Brufen Tablets 400mg 
1200 - 1800mg daily in divided doses, up to a maximum of 2400mg 

 
Brufen Granules 600mg 

1200 - 1800mg daily in divided doses, up to a maximum of 2400mg 
 

Brufen Retard 800mg 
2 tablets taken as a single dose preferably in the early evening well before retiring to bed 

 
Brufen Syrup: The daily dose of Brufen 20mg/Kg of bodyweight in divided doses 

1 - 2 yrs: One 2.5ml spoonful (50mg) three to four times a day 
3 - 7 yrs: One 5ml spoonful (100mg) three to four times a day 

8 -12 yrs: Two 5ml spoonfuls (200mg) three to four times a day 
 

 

Brufen Tablets 400mg , Brufen Granules 600mg, Brufen Retard Tablets 800mg, Brufen Syrup 500ml (100mg/5ml)  Therapeutic indications: Brufen is indicated for its analgesic and anti-inflammatory effects in the treatment of rheumatoid arthritis (including juvenile rheumatoid arthritis or Still's disease), ankylosing 
spondylitis, osteoarthritis and other non-rheumatoid (seronegative) arthropathies.In the treatment of non-articular rheumatic conditions, Brufen is indicated in periarticular conditions such as frozen shoulder (capsulitis), bursitis, tendonitis, tenosynovitis and low back pain; Brufen can also be used in soft tissue 
injuries such as sprains and strains. Brufen is also indicated for its analgesic effect in the relief of mild to moderate pain such as dysmenorrhoea, dental and post-operative pain and for symptomatic relief of headache, including migraine headache.Posology and method of administration: Adults: The recommended 
dosage of Brufen is 1200-1800 mg daily in divided doses.  Some patients can be maintained on 600-1200 mg daily. In severe or acute conditions, it can be advantageous to increase the dosage until the acute phase is brought under control, provided that the total daily dose does not exceed 2400 mg in divided doses. 
Children: The daily dosage of Brufen is 20 mg/kg of body weight in divided doses. In Juvenile Rheumatoid Arthritis, up to 40 mg/kg of body weight daily in divided doses may be taken. Not recommended for children weighing less than 7 kg. Elderly: The elderly are at increased risk of serious consequences of adverse 
reactions. If an NSAID is considered necessary, the lowest effective dose should be used and for the shortest possible duration. The patient should be monitored regularly for GI bleeding during NSAID therapy.  If renal or hepatic function is impaired, dosage should be assessed individually. For oral administration. To 
be taken preferably with or after food, with a glass of water. Brufen tablets should be swallowed whole and not chewed, broken, crushed or sucked on to avoid oral discomfort and throat irritation. A transient sensation of burning in the mouth or throat may occur with Brufen Syrup and Brufen Granules; ensure the 
syrup is thoroughly shaken before use and the granules are dissolved in plenty of water. Contraindications: Brufen is contraindicated in patients with hypersensitivity to the active substance or to any of the excipients. Brufen should not be used in patients who have previously shown hypersensitivity reactions (e.g. 
asthma, urticaria, angioedema or rhinitis) after taking ibuprofen, aspirin or other NSAIDs. Brufen is also contraindicated in patients with a history of gastrointestinal bleeding or perforation, related to previous NSAID therapy. Brufen should not be used in patients with active, or history of, recurrent peptic ulcer or 
gastrointestinal haemorrhage (two or more distinct episodes of proven ulceration or bleeding). Brufen should not be given to patients with conditions involving an increased tendency to bleeding. Brufen is contraindicated in patients with severe heart failure, hepatic failure and renal failure. Brufen is contraindicated 
during the last trimester of pregnancy. Special warnings and precautions for use:  Undesirable effects may be minimised by using the lowest effective dose for the shortest duration necessary to control symptoms.  Patients with rare hereditary problems of galactose intolerance, the Lapp lactose deficiency or 
glucose-galactose malabsorption should not take this medication. As with other NSAIDs, ibuprofen may mask the signs of infection. The use of Brufen with concomitant NSAIDs, including cyclooxygenase-2 selective inhibitors, should be avoided due to the increased risk of ulceration or bleeding. Elderly: The elderly 
have an increased frequency of adverse reactions to NSAIDs, especially gastrointestinal bleeding and perforation, which may be fatal. Paediatric population: There is a risk of renal impairment in dehydrated children and adolescents. Gastrointestinal bleeding, ulceration and perforation: GI bleeding, ulceration or 
perforation, which can be fatal, has been reported with all NSAIDs at anytime during treatment, with or without warning symptoms or a previous history of serious GI events. The risk of GI bleeding, ulceration or perforation is higher with increasing NSAID doses, in patients with a history of ulcer, particularly if 
complicated with haemorrhage or perforation, and in the elderly. These patients should commence treatment on the lowest dose available. Combination therapy with protective agents (e.g. misoprostol or proton pump inhibitors) should be considered for these patients, and also for patients requiring concomitant 
low dose aspirin, or other drugs likely to increase gastrointestinal risk. Patients with a history of gastrointestinal disease, particularly when elderly, should report any unusual abdominal symptoms (especially gastrointestinal bleeding) particularly in the initial stages of treatment. Caution should be advised in patients 
receiving concomitant medications which could increase the risk of ulceration or bleeding, such as oral corticosteroids, anticoagulants such as warfarin, selective serotonin-reuptake inhibitors or anti-platelet agents such as aspirin. When GI bleeding or ulceration occurs in patients receiving Brufen, the treatment 
should be withdrawn. NSAIDs should be given with care to patients with a history of ulcerative colitis or Crohn’s disease as these conditions may be exacerbated. Respiratory disorders: Caution is required if Brufen is administered to patients suffering from, or with a previous history of, bronchial asthma since NSAIDs 
have been reported to precipitate bronchospasm in such patients. Cardiovascular, renal and hepatic impairment: The administration of an NSAID may cause a dose dependent reduction in prostaglandin formation and precipitate renal failure. Patients at greatest risk of this reaction are those with impaired renal 
function, cardiac impairment, liver dysfunction, those taking diuretics and the elderly. Renal function should be monitored in these patients. Brufen should be given with care to patients with a history of heart failure or hypertension since oedema has been reported in association with ibuprofen administration. 
Cardiovascular and cerebrovascular effects: Appropriate monitoring and advice are required for patients with a history of hypertension and/or mild to moderate congestive heart failure as fluid retention and oedema have been reported in association with NSAID therapy. Epidemiological data suggest that use of 
ibuprofen, particularly at a high dose (2400 mg/ daily) and in long term treatment, may be associated with a small increased risk of arterial thrombotic events such as myocardial infarction or stroke. Overall, epidemiological studies do not suggest that low dose ibuprofen (e.g. £ 1200mg daily) is associated with an 
increased risk of arterial thrombotic events, particularly myocardial infarction. Patients with uncontrolled hypertension, congestive heart failure, established ischaemic heart disease, peripheral arterial disease, and/or cerebrovascular disease should only be treated with ibuprofen after careful consideration. Similar 
consideration should be made before initiating longer-term treatment of patients with risk factors for cardiovascular events (e.g. hypertension, hyperlipidaemia, diabetes mellitus, smoking). Renal effects: Caution should be used when initiating treatment with ibuprofen in patients with considerable dehydration. As 
with other NSAIDs, long-term administration of ibuprofen has resulted in renal papillary necrosis and other renal pathologic changes. Renal toxicity has also been seen in patients in whom renal prostaglandins have a compensatory role in the maintenance of renal perfusion. In these patients, administration of an 
NSAID may cause a dose-dependant reduction in prostaglandin formation and, secondarily, in renal blood flow, which may precipitate overt renal decompensation. Patients at greatest risk of this reaction are those with impaired renal function, heart failure, liver dysfunction, those taking diuretics and ACE inhibitors 
and the elderly. Discontinuation of NSAID therapy is usually followed by recovery to the pre-treatment state. SLE and mixed connective tissue disease: In patients with systemic lupus erythematosus (SLE) and mixed connective tissue disorders there may be an increased risk of aseptic meningitis. Dermatological 
effects: Serious skin reactions, some of them fatal, including exfoliative dermatitis, Stevens-Johnson syndrome, and toxic epidermal necrolysis, have been reported very rarely in association with the use of NSAIDs. Patients appear to be at highest risk of these reactions early in the course of therapy, the onset of the 
reaction occurring within the first month of treatment in the majority of cases. Brufen should be discontinued at the first appearance of skin rash, mucosal lesions, or any other sign of hypersensitivity.  Haematological effects: Ibuprofen, like other NSAIDs, can interfere with platelet aggregation and has been shown 
to prolong bleeding time in normal subjects. Aseptic meningitis: Aseptic meningitis has been observed on rare occasions in patients on ibuprofen therapy. Although it is probably more likely to occur in patients with systemic lupus erythematosus and related connective tissue diseases, it has been reported in patients 
who do not have an underlying chronic disease. Impaired female fertility: The use of Brufen may impair female fertility and is not recommended in women attempting to conceive. In women who have difficulties conceiving or who are undergoing investigation of infertility, withdrawal of Brufen should be 
considered.Undesirable effects: Gastrointestinal disorders: The most commonly observed adverse events are gastrointestinal in nature. Peptic ulcers, perforation or GI bleeding, sometimes fatal, particularly in the elderly, may occur. Nausea, vomiting, diarrhoea, flatulence, constipation, dyspepsia, abdominal pain, 
melaena, haematemesis, ulcerative stomatitis, exacerbation of colitis and Crohn’s disease have been reported following ibuprofen administration. Less frequently, gastritis has been observed. Gastrointestinal perforation has been rarely reported with ibuprofen use. Pancreatitis has also been reported very rarely. A 
transient sensation of burning in the mouth or throat may occur with Brufen Syrup and Brufen Granules. Immune system disorders: Hypersensitivity reactions have been reported following treatment with NSAIDs. These may consist of (a) non-specific allergic reaction and anaphylaxis, (b) respiratory tract reactivity 
comprising asthma, aggravated asthma, bronchospasm or dyspnoea, or (c) assorted skin disorders, including rashes of various types, pruritus, urticaria, purpura, angioedema and, more rarely, exfoliative and bullous dermatoses (including Stevens-Johnson syndrome, toxic epidermal necrolysis and erythema 
multiforme). Cardiac disorders and vascular disorders:  Oedema, hypertension and cardiac failure have been reported in association with NSAID treatment. Epidemiological data suggest that use of ibuprofen, particularly at high dose (2400 mg/ daily), and in long term treatment, may be associated with a small 
increased risk of arterial thrombotic events such as myocardial infarction or stroke. Other adverse events reported less commonly and for which causality has not necessarily been established include: Blood and lymphatic system disorders: Leukopenia, thrombocytopenia, neutropenia, agranulocytosis, aplastic 
anaemia and haemolytic anaemia Psychiatric disorders: Insomnia, anxiety, depression, confusional state, hallucination Nervous system disorders: Optic neuritis, headache, paraesthesia, dizziness, somnolence. Infections and infestations: Rhinitis and aseptic meningitis (especially in patients with existing autoimmune 
disorders, such as systemic lupus erythematosus and mixed connective tissue disease) with symptoms of stiff neck, headache, nausea, vomiting, fever or disorientation. Eye disorders: Visual impairment and toxic optic neuropathy. Ear and labyrinth disorders: Hearing impaired, tinnitus and vertigo. Hepatobiliary 
disorders: Abnormal liver function, hepatic failure, hepatitis and jaundice. Skin and subcutaneous tissue disorders: Bullous reactions, including Stevens-Johnson syndrome and toxic epidermal necrolysis (very rare), and photosensitivity reaction. Renal and urinary disorders: Impaired renal function and toxic 
nephropathy in various forms, including interstitial nephritis, nephrotic syndrome and renal failure. General disorders and administration site conditions: Malaise, fatigue. 

Supply classification: POM.  

Authorisation Holder: Abbott Healthcare Products Limited, Abbott House, Vanwall Business Park, Vanwall Road, Maidenhead, Berkshire SL6 4XE, UK. 

Local representative of the Marketing Authorisation Holder: V.J. Salomone Pharma Ltd., Upper Cross Road, Marsa Tel.: +356 21220174.  

Authorisation numbers:  AA150/01402, AA150/01404-6. Date of Revision of Text: July 2014 Date of Preparation: August 2014 

For further information about the product, please refer to the full summary of product characteristics.  
 

Daniel M Keir, DDS
Diplomate, American Board of Endodontics

Continues on page 9.
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On Wednesday 29th July Dr Mark 
Diacono set sail on Zappa from 
Portomaso, Dr Patrick Vassallo 
on Allegra from Ta Xbiex, Dr 
Mario Cachia  on Fernandes 11 
from Msida and Dr Mario Sant 
on Timeout from Cottonera. 

The four boats were each carrying 
around 8 dentists. We all met 
up at Marsamxett harbour and 
then sailed out several miles to 
be met by a pod of dolphins.   

Zappa and Allegra dropped anchor 
at Spinola Bay where various fine 
wines, beers, cheeses and dips were 
enjoyed and everyone had a swim. 

On board the Zappa there was a party 
atmosphere with Drs Klaus Vella 
Bardon playing his accordion, Ann Meli 
Attard  and Gabrielle Cordina playing 
the guitar and the rest of the guests 
bursting into song. Dr David Vella also 
met us briefly at Spinola Bay on his rib.

After the sailing, most dentists 
met up at the  Ta’ Xbiex Waterpolo 
club for an excellent meal. A most 
enjoyable afternoon and evening.

The sailing event has now become 
a regular yearly Dental Association 
event and we would like to thank 
Mark, Patrick, Tonio and Mario 
for taking us on their boats. 

THE DAM SAILING 
EVENT 2015
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RESORPTIONS
Continues from page 5.

Continues on page 10.

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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RESORPTIONS
Continues from page 9.
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TePe Angle is an easy to use interdental brush, developed for excellent access to all 
interdental spaces. 
The slender brush head is angled for easy reach e.g., between the posterior teeth and from 
the palatal and lingual sides.

The clever design makes TePe Angle easy to manage; the long and flat handle provides a 
natural, ergonomic grip, allowing cleaning with controlled and steady movements.

To fit narrow as well as wider interdental spaces, TePe Angle is available in six colour coded 
sizes corresponding with the original TePe interdental brush range. 
All sizes have plastic coated wire for gentle cleaning. The handle is made from recyclable 
polypropylene. 

0 2 3 4 51

 Brush size

Posterior cleaning 
from the buccal side.

Anterior cleaning 
from the lingual side.

Posterior cleaning 
from the lingual side. 

Cleaning of implants 
from the buccal side.

Cleaning of implants 
from the palatal side.

TePe Angle™ – angled for excellent 
access

•  Angled brush head for optimal reach
•  Plastic coated wire
•  Six colour coded sizes
•  Ergonomic Handle

Emergencies can and unfortunately 
do happen. The term emergency can 
be defined as a serious, unexpected 
and often dangerous situation 
requiring immediate action.1 A 
medical emergency in dental practice 
can be experienced by a practitioner 
once every four and a half years, 
according to study conducted over a 
ten year period.2

Training in the management of 
medical emergencies should be 
a priority for all general dental 
practitioners. All the dental team 
should be trained and prepared 
to deal with a medical emergency.  
However, since such techniques are 
not frequently used, it is important 
to constantly update our knowledge 
and skills so that we can ensure 
immediate action once a medical 
emergency arises.

More than 54 percent of emergencies 
occur during or right after local 
anesthesia. The types of treatments 
cited with the greatest percentage 
of emergencies are two procedures 
associated with potential high patient 
anxiety - tooth extraction and pulp 
extirpation.3

The ‘hands on’ day course was 
headed by Dr.Adam Bartolo. 

Medical History
The importance of taking a thorough 
medical history and compiling a 
medical risk assessment was stressed. 
As the population is ageing, many 
older patients are on multiple drugs 
at the same time, i.e polypharmacy. 
Therefore, accurate and attentive 
medical histries have never been 
more important. 

Basic emergency drug kit
•	 Glyceryl Trinitrate Spray
•	 Salbutamol Aerosol Inhaler (100 

micrograms)
•	 Adrenaline injection

•	 Aspirin (300mg)
•	 Glucagon injection
•	 Oral glucose solution/tablets/gel/

powder
•	 Midazolam injection (10mg in 5mL)
•	 Hydrocortisone sodium succinate 

(100mg with 2mL diluent)
•	 Oxygen

Every dental clinic should have at 
least the drugs outlined above in the 
emergency kit. The dentist also must 
have the knowledge to administer 
these drugs in the proper doses as 
treatment for specific emergencies.

Medical emergencies 
management
Fainting:
•	 Call for help. 
•	 Tilt the chair back.
•	 Raise patient’s left so that they are 

above their head.

Choking:
•	 Sit patient upright and allow them to 

cough vigorously.
•	 Remove any obstructions from 

mouth
•	 Aspirate
•	 If patient not recovering apply 

sharp blows to the back. If necessary 
perform abdominal thrusts

Hypoglycaemia:
•	 give oral glucose
•	 if patient becomes unconscious give 

glucagon intramuscularly 

Anaphylaxis:
•	 lie patient flat and administer 

oxygen
•	 administer adrenaline
•	 if no improvement after 5 1	

minutes this should be repeated.
•	 chlorphenamine, (antihistamine)
•	 hydrocortisone sodium succinate. 

Epilepsy:
•	 do not restrain patient, give 

glucose as may be a fit due to 
hypoglycaemia. 

•	 midazolam
•	 once fit has stopped place patient in 

the recovery position.

Asthma:
•	 give patient own bronchodilator 

(salbutamol used with a spacer).
•	 give high flow oxygen
•	 administer hydrocortisone sodium 

succinate

Angina:
•	 GTN sublingually immediately 

relieves symptoms. 

Myocardial Infarction:
•	 place patient in a sitting position and 

give oxygen 
•	 sublingual GTN
•	 300mg aspirin

Cardiac arrest and Stroke
•	 start Basic Life Support

Basic Life Support
Knowledge of BLS and practice of simple 
CPR techniques ensures the survival of 
the patient long enough till experienced 
medical help arrives and in most cases is 
itself sufficient for survival.4

•	 Stay calm and ensure you and staff 
are safe

•	 Check for patient response
•	 Use the ABC approach to check 

patient response
–	 Airway – look for signs of 

obstruction and breathing 
problems

–	 Breathing – check depth and 
rhythm of breathing. Adults 
around 12-20 breaths per minute 
and children 20-30 breaths per 
minute. Observe any paradoxical 
chest and abdominal movements 
(‘see-saw’ respirations). Also 
note if any accessory muscles of 
respiration are being used.

–	 Circulation – central cyanosis 
makes the lips and tongue blue

 
Continues on page 14.

Dr. Andrea Agius

FIRST AID COURSE
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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

See for yourself: 
www.ivoclarvivadent.com/bulkfill-en

The most efficient 
  posterior composite!

Tetric EvoCeram
®

 Bulk Fill
High-performance posterior composite

Tetric EvoFlow® Bulk Fill
flowable

Tetric EvoCeram® Bulk Fill
sculptable

NOW 
AS A 

FLOW!

PA
TENTED

LIGHT INITIA
TO

RIvocerin
®

Continues from page 12.

•	 Shout for help
•	 Open airway
•	 Check breathing for approximately 

10 seconds
•	 Ask person who came to help to call 

emergency number, (112)
•	 Start off with 30 chest compressions. 

The goal is to compress the chest 
at least 5-6cm at a rate of 100-120/
minute. This is then followed by 2 
rescue breaths. Chest compressions 
should never be stopped.

•	 The AED should be turned on. 
Modern units help lead the emergency 
situation issuing verbal prompts when 
to start and stop chest compressions 
and when to issue a shock. 
–	 Shock advised – the AED will 

automatically charge and instruct 
the dentist to press the AED 
button to defibrillate the patient.

–	 No shock advised – no shock 
indicated. 

•	 Ventilation can be achieved by 
setting up a mask and oral airway 
together with oxygen. 

Being ready to tackle a medical 
emergency is vital for us dentists. 

Personally I feel that ‘hands on’ 
training is vital for instilling the 
importance of sharpening our skills 
for facing such clinical situations. 

References
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Dear Colleagues,

As some of you might know, 
one of the items discussed in the 
Annual General Meeting of the 
Dental Association of Malta was 
the feasibility of a pilot scheme 
providing emergency dental 
treatment on Sunday mornings 
on a clinical roster basis.

This scheme was discussed at 
length and was approved almost 
unanimously by the members present.

For those who were not present 
or to clarify any points raised, 
the following information 
has been compiled.

How did this come about?
The idea sprung during various 
discussions amongst dentists 
at formal and informal events. 
Whilst the possibility of a private 
cooperative effort amongst a group 
of dentists existed I always felt that 
the National Dental Association 
should be the correct platform for 
implementing such a scheme.

It is no secret that there has been 
a gradual shift in public opinion 
towards our profession. Many feel 
that the rise in commercialism and 
advertising is leading to a shift in 
public perception towards dentists 
in their role as oral physicians. 
In addition the new reality of 
instant social media with parents 
bemoaning the lack of treatment 
for traumatised children surely 
does not do us any favours.

This scheme would show that dentists 
have their priorities right and also 
be a wonderful opportunity for the 
profession to come together as one.

Can’t they just go to Mater Dei  
or Floriana?
No state dental facility is open 

between Saturday 1pm and Monday 
8.00 am. There is a consultant 
on call, however only for the 
most serious emergencies.

Do I have to take part?
Participation is entirely voluntary.

Won’t I get loads of time 
wasters and patients 
who take advantage?
One of the key foundations of the 
scheme is a €50.00 surcharge in 
addition to the usual fee charged 
by the dentist. For example, if 
an extraction is performed and 
the dentist’s usual fee is €40.00, 
the total fee will be €90.00.

It is extremely important that this 
fee is consistently and rigorously 
applied. It underpins the whole 
protection of the scheme to abuse 
and adequately compensates the 
dentists taking part in the scheme.

Right, so will my patients leave 
me for another practice?
It is impossible for a dentist to be 
available 24/7. Patients in extreme 
distress will desperately seek 
out dental care, whatever their 
relationship with their dentist. This 
scheme provides a humane, ethical 
and moral solution to fulfilling one 
of our primary duties as health 
professionals, that of alleviating pain 
and assisting patients that require 
urgent care. Emergency dentists 
will be providing full information 
and any radiographs to be handed 
to the patients’ usual dentist.

The collective cooperative nature of 
the scheme will ensure that a true 
collegial spirit prevails. We are all 
bound to have patients slipping 
poolside on a Sunday. Would you opt 
to leave them to their own devices?

It is important to understand that 
we are not reinventing the wheel 

here. Vets have long organised 
such a scheme amongst themselves. 
Pharmacists also operate a similar 
roster, with adherence to this 
roster being a state requirement.

I work hard all day including 
Saturdays don't I deserve  
a day off?
If there is a minimum of 25 dentists 
signing up to the scheme we would 
be looking at approximately twice a 
year opening. Of course if more sign 
up that would be even less. One is 
always free to take the day off after!

What if a serious emergency 
crops up for the dentist  
at the last minute?
Dentists participating would 
need to pair up with another 
clinic which would take over for 
the day if the dentist on call is 
seriously ill or has an emergency.

Ok I’m sold, how will it  
actually work?
The simpler the better.

We will obtain a mobile phone 
number and phone. This number will 
be made known to all newspapers, 
media, social networks, hospitals 
and of course dentists. The phone 
will be held by the dentist on call, 
who will then pass it on to the next 
dentist in time for the next Sunday.

How will the roster be drawn up?
By lot during a final meeting prior 
to the scheme commencing. One 
can feel free to swap dates with 
other clinics on a centralised email 
system which will be set up.

What about other public holidays?
This is a pilot scheme which for now 
will be only in force on Sundays.

Thanks and Regards,
Dr. Daniel Cassar Darien DDS. 
Ath., MJDF. RCS. Eng.

SUNDAY ROSTER
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It was the start of October 1980 when 
our group, originally eleven in number, 
first met in the dark, gloomy corridors 
of the ground floor level Dental 
Department, at St. Luke's Hospital. 
We eyed each other suspiciously and 
forced ourselves to smile nervously 
as Prof Hector Galea introduced 
himself and showed us around the 
place, which would become our 
second home in the coming years. 

We were split into two groups:  Lino 
Said, Mario Camilleri, David Debono, 
and I comprised the 'work-phase' 
group, which alternated with the 
'study' group, consisting of Alex 
Azzopardi, John Felice, Joseph 
Xuereb, Vince Muscat and Mark 
Sciberras.  Then, we were simply a 
bunch of gawky students, all clad 
in blue jeans, tight T-shirts and 
sneakers, sporting funky 80s hairstyles 
and some wearing metal-rimmed 
spectacles which encompassed the 
authentic geeky/nerdy look which 
seemed to be the rage at the time.

We very rapidly became bosom friends 
and enthusiastic greenhorns sharing 
a fiery passion for dentistry. Imbued 
with an innate sense of ambition, 
mixed with a healthy dose of joie de 
vivre, we eagerly absorbed a myriad 
of dental techniques and procedures 
deftly performed by various dental 
professionals.  These people dedicated 
precious time and patience to teach 
us the intricacies and often complex 
aspects of our future profession. Strong 
bonds forged through hectic months 
spent working together helped alleviate 
the tensions experienced during the 
eighties which saw seismic upheavals 
in tertiary education and massive 
changes at Medical School in particular.

Fast forward to 2015, where it was 
unanimously decided that our group 
would mark the occasion of the 30th 
anniversary from the date of our 
graduation as dental surgeons from 
the University of Malta in March 
1985, by celebrating in style.

At first, several ideas were promoted: 
wild weekends on some exotic island, 
or the usual, ever faithful, quiet Gozo 
retreat or even a quick getaway to 
some luxurious farmhouse in nearby 
Sicily seemed tempting. However, 
life with its unpredictable roller 
coaster twists and turns of fate soon 
took the upper hand, so we shelved 
our crazy plans and opted to spend 
an evening together in Malta.

The group therefore met on a balmy 
Saturday evening on June the 13th  
2015 ,which was carefully chosen 
as  the ideal date whereby all agreed  
we would celebrate by having 
dinner together at Acqua restaurant, 
one of the finer eating places at 
the Portomaso Marina.  The event 
was kindly sponsored by Mr John 
Jaccarini, director of Prohealth and 
supplier of KinCare products, and 
organised by the lovely and competent 
Fiona, who ensured that the entire 
evening would be a splendid one.

As we stood at the bar, drinks poured 
freely and consumed with alacrity 
eased off any awkward moments that 
elapsed till everyone arrived, partners 
and spouses included.  Unfortunately, 
Alex Azzopardi was unable to attend, 
and regrettably his absence was felt.  

However, we soon shifted into a lively 
and animated banter mode, as we drifted 
down memory lane and took turns to 
recount hilarious episodes from our 
colourful student days....of hot, humid 
days (There was no air conditioning then) 
spent carving and casting models in the 
dental lab under the watchful eyes of 
Johnny Zarb, Eddie Buttigieg and John 
Salomone Raynaud, who fixed many 
a blunder and botched up job with a 
wry smile and a groan!  Of orthodontic 
sessions under the hawkish supervision 
of Mrs Hawley, who drove to work in a 
much coveted silver metallic X19 sports 
car which roared through the gates of St 
Luke’s with attitude and desired effect. 

We recalled our tutors and mentors, 
Prof Hector Galea, Dr. Joe Camilleri, Dr. 
Charles Galea Bonavia, Dr. Salvu Agius 
and Dr. Tonio Cachia, and later Dr Maha 
Agius and Dr Alex Cassar and Dr Tom 
Ferris who were ever ready to impart 
with their knowledge and expertise and 
swiftly come to our rescue whenever 
we panicked without any fuss at all.

 
Continues on page 20.

Dr. Mary Anne Farrugia B.Ch. D. (Hons)

Class of 1985 Reunion
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GasanZammit Motors Ltd., 

Mriehel Bypass, Mriehel BKR3000

Tel: 27788209/225/228  email: volvo@gasanzammit.com www.gasanzammit.com

EFFORTLESS SAFETY 
Our idea of luxury 

Continues from page 18.

We remembered other members of 
the dental team, Ms Carmen Seychell, 
the keen head hygienist , the efficient 
dental nurse Ms Cauchi and Mrs 
Gatt, Ms Magrin and Ms Giulia and 
Zarena the health auxiliary who 
all managed to leave an indelible 
impression on our young minds.

As one delicious course gave way to 
another, washed with some seriously 
heady wine, we grew rowdier and 
laughed more heartily at our own 
recollections from the 'good old days' 
where we teased and joked about 
our own foibles, which we invariably 
magnified for maximum effect.

We spoke about our diverse hobbies, 
David the golf-guru; Mario's passion 
for scuba diving; John's love of travel 
and new culinary experiences, Lino's 
passion for wine making, Joe's love of 
travel and wining and dining, Vince's 
accurate reminiscing of past events and 
hilarious story telling skills, and Mark's 
wonderful and amazing large family 
and his wife Miriam's commendable 
support for pro-life issues. Not to 
mention my own little world of 

tremendously vibrant, high- speedy-
Gonzales work/family juggling act!

Though essentially thirty five 
years have elapsed since our first 
encounter, I must confess that 
we have all retained our essential 
characters, albeit wider at the waist, 
greying at the margins and hopefully 
wiser with the passage of time. 

Most members of our group 
have immersed themselves into 
general dental practice and some 
have diversified into such fields 
as Orthodontics, Geriodontics, 
Implantology Dental Ethics and Oral 

Surgery. Joseph Xuereb and Mario 
Camilleri have even been brave 
enough to produce second generation 
dentists, by enticing their offspring 
to follow in their dental footsteps!

In summary, we are thankful 
that we have been blessed with 
knowing one another for over a 
third of a century and kept up our 
friendship throughout this time.

We are indebted to all those dedicated 
professionals who helped us come 
this far and sincerely thank Mr. John 
Jaccarini and Fiona for organising 
such a memorable event. 

Class of 1985 Reunion

THE CAMBRIDGE CENTRE OF IMPLANTOLOGY
By Dr David Muscat

The Cambridge Centre of 
Implantology holds a 1 week 
residential component of the 
course in the Moeller Centre, 
Churchill College, Cambridge.
This is done in conjunction 
with Nobel Biocare.

This is a start to finish certified 
training programme, suitable 
from beginner level upwards. 

Successful completion of the course 
results in the award of the Academy’s 
‘International Certificate in Dental 
Implantology’ and the chance to 
progress to Diplomat Membership 
of the Academy. The theory 
component is delivered as a structured 

programme of 25 online modules. The 
surgical skills component  is taught 
at Churchill college. This involves 
surgical gowning and gloving; 
computerised treatment planning; 
single and multiple unit implant 

placement; flap raising; suturing 
techniques; bone augmentation 
techniques and prosthetic protocols.

Following the course one can submit 3 
mentored cases for Diplomat status. 
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ADMIRA FUSION
This is a new nanohybrid ormocer 
restorative material. This is an example 
of pure silicate technology. It is the 
first purely ceramic based material The 
nanoparticles are silicon dioxide so 
there are no shrinkage problems. It is 
84-86% filled. The resin is an ormocer 
and there are also glass particles. The 
pure ormocer resin matrix shows the 
highest level of biocompatibility. 

With nanohybrid technology, there 
is a high filler content; high surface 
hardness and edge strength. This is 
important during polishing. There are 
outstanding shrinkage stress properties 
and is resistant to discolouration.

The material is compatible with all 
conventional bonding agents. The 
high lustre polishing procedure 
coupled with high surface hardness 
guarantees long term results.

The material can be used for 1 to V 
restorations and as a base in class 1 

and 11 cavities, correction of shape 
and shade for improved aesthetics; 
repairing veneers; small enamel 
defects and temporary crown and 
bridge materials ,core build up and 
composite inlays. It can also be used 
for splinting lower anterior teeth.

ADMIRA FUSION EXTRA
This has the lowest shrinkage and lowest 
shrinkage stress. It shows best marginal 
integrity. It can be reliably cured up to 
4mm in 20 seconds. There is a universal 
shade with chameleon effects. The 
overall shrinkage is only 1.255 by 
volume. The material cuts like a ceramic.

INDICATIONS FOR FRC TECHNOLOGY
•	 Removable appliances
•	 Bridges
•	 Crowns
•	 Splints
•	 PMMA PLUS BIS GMA=IPN

CERAMIC POSTS
•	 Tapered shape=minimal removal 

of root canal dentine.

•	 Modulus of elasticity similar to 
dentine=distribution of forces  
at the coronal to minimise 
root fracture

•	 Translucent=provide aesthetics 
and facilitates light curing

•	 Excellent fatigue 
resistance=durable post

•	 Radiopaque=x ray detection
•	 Aesthetics=ceramic restoration 

provides max surface area 

REBILDA POST SYSTEM
•	 Post endodontic treatment in one set
•	 Most root fillings fail due 

to poor restorations.
•	 2mm ferrule is needed for a 

good ceramic post otherwise 
use cast metal post.

•	 A [post in fact weakens tooth 
and the only reason for it is to 
keep the core in the tooth.

•	 Rebilda Post has a dentine-
like modulus of elasticity.

•	 Rebilda DC is indicted for post 
luting. It can be ground like dentine.

•	 It has a low setting temperature. 

THE VOCO HANDS ON EVENT
AT THE Phantom Head Room, Faculty of Dental 
Surgery University of Malta on 20th June 2015
With Dr Mark Hill BDS MSc DGDP(UK) LDS. Organised by Page Technology Ltd
Salient points summarised by Dr David Muscat
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Help your patients eat, speak and smile 
with confidence with the Corega® denture 
adhesives and Corega® Extradent denture 
cleansing tablets.

* When used as directed; † in vitro single species biofilm after 5 minutes soak

References: 1. Glass RT et al. J Prosthet Dent. 2010;103(6):384-389; 2. Marchini L et al. Gerodontol. 2004;21:226-228; 3. Barbosa L et al. Gerodontol. 
2008; 25:99-106; 4. GSK Data on File; Literature review. August 2013; 5. Charman KM et al. Lett Appl Microbiol. 2009;48(4):472-477; 6. GSK Data on 
File; Lux R. 2012; 7. GSK Data on File; L2630368. October 2006.

Are your patients’ dentures truly clean?

Even visibly clean dentures can have 
hidden dangers.
The denture surface contains pores in which 
microorganisms can multiply and thrive.1 Up to 
80% of patients use toothpaste to clean their 
dentures.2,3 As dentures are approximately  
10x softer than enamel,4 the abrasive nature  
of toothpaste can create scratches, which  
may lead to increased microbial colonisation,5 
resulting in gum irritation or denture malodour  
for your patients. These inadequate cleaning 
methods can cause the appearance of your 
specially made and well-fitting dentures to 
deteriorate and affect your patients’ denture 
wearing experience and satisfaction. 

Corega® Extradent denture cleanser  
– specially designed for dentures
• Corega® Extradent cleanser offers patients 

the dual benefits of mechanical and chemical 
cleansing* 

• Corega® Extradent cleanser is proven to penetrate 
the biofilm† and kill microorganisms even within 
hard-to-reach denture surface pores6 

• Corega® Extradent cleanser is non-abrasive7, 
unlike toothpaste, and does not create scratches,  
which can lead to increased microbial colonisation

Brushing with Corega® Extradent was associated with significant (p<0.005) 
reduction in depth of abrasion compared with a regular toothpaste7

Offer your patients proven  
daily protection with Corega® 
Extradent denture cleanser 

Corega is a registered trade mark of the GSK group of companies.

Examiner blind, randomised three-period crossover study done on 26 subjects simulating brushing for 
90 minutes using toothpaste (Crest cavity protection RDA–95) and Corega® Extradent denture cleanser 
on an acrylic denture prototype. Surface changes observed at baseline, 30, 60 and 90 minutes. 
Abrasion was assessed using surface profilometer. 
** P≤0.005.
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Presented by Mr David Dias, at Marie Louise Suite Radisson St Julians 28/29 May 2015
In conjunction with Bart Enterprises Ltd. Summarised by Dr David Muscat

THE STRAUMANN ITI 
PROSTHETIC COURSE

Prosthetics is considered to be 
straight forward but there are many 
parts and components. Screw 
retained restorations are more 
predictable and easy to manage.

There are two fundamental implant 
designs- soft tissue level and bone level.

The neck is important to allow us to 
manage the soft tissue.BL1 allows 
for more flexibility. The diameter of 
the mergence profile is an important 
factor. The emergence of the tooth 
has to respond to natural design.

BL! No prosthetic platform- diameter 
fits within a certain bone parameter.

TL prosthetic diameters are NNC 
yellow narrow neck ; RN purple regular 
fit; WN wide neck. Colour coding is 
present in every component. One has to 
choose the corre4ct implant platform.

Indications for soft tissue 
implants are as follows:
1.	 posterior region
2. 	 fixed partial restoration
3.	 cemented
4.	 screw retained

Whether to use NNC, RN or WN 
has to analysed before surgery.

Check:
•	 the smile line
•	 Level of lip
•	 Is emergence profile visible?
•	 Some people who smile show first 

molar- problem

The standard plus implant would not be 
the right indication. The standard has a 
2.5mm neck and is used for locators with 
overdentures. It is important to use a 
neck that emerges from the soft tissues. 

SOFT TISSUE LEVEL IMPLANTS
•	 Edentuluous jaws
•	 Removable restoration
•	 Locators
•	 Bars

To avoid microgaps ,the connection 
between the abutment and the 
implant must be visible to avoid 
bacteria/food. Here the standard 
implant still serves a good purpose.

TISSUE LEVEL IMPLANTS 
Simplify work in posterior region only.

LIMITATIONS OF SOFT TISSUE LEVEL 
IMPLANTS=INDICATIONS FOR BONE 
LEVEL IMPLANTS
1.	 high aesthetic risks(thin tissue 

biotype, high lipline)
2.	 reduced interdental space
3.	 Reduced interocclusal space
4. 	 extended edentulous spaces in 

aesthetic zone(provide bone for 
papilla). With BL1 you can gain 
1.8mm of height in reduced inter-
occlusal space.

One has to define parameters at the 
planning stage. The top of the screw 
head is the defining level. You are 1.6mm 
above the top of the implant.  

You can get down for insertion of screw.

Check implants according to tooth sites. 
This is a first determining parameter.

It is better to have a smaller diameter 
and then build it out.A larger 
embrasure can be easier to manage.

Biologically, 1.5 mm between the 
implant and the adjacent tooth. If you 
reduce 1mm or less, you will get bone 
resorption due to lack of blood supply.

A 4.8mm diameter implant 
implies 6.5 mm requirement.

Re the BL1 – m3 diameters 3.3 4.1, 4.8mm 
(same as TL1)- these are chose according 
to root dimensions. The 4.8mm are 
used for molar sites bit als0 other sites. 

ANTERIOR=AESTHETIC
Prosthetically driven planning. 
Position =+function.

PLANNING PROSTHETICS
•	 Define the final tooth position 
•	 Define the bone width and height
•	 Implant axis
•	 Diagnostic wax up-alignment/study 

models
•	 Identify medical aspects
•	 X ray stent-transfer info from 

diagnostic wax up
•	 Do we have right bone elements? 

The surgeon can follow the decision 
made in the surgery.-chirurgical 
stent.

POSTERIOR ZONE
•	 Maintain adequate embrasure space
•	 Facilitates cleaning
•	 Prevents damage to teeth during 

surgery
•	 Prevents crestal bone loss

 
Continues on page 29.
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MIB

searching for a Professional 
Indemnity Insurance Policy?
The Dentists’ Professional Indemnity 
Insurance  Scheme has been set 
up exclusively by MIB  for the 
members of the Dentists Association 
of Malta. If you are searching or 
about to renew your Professional 
Indemnity Policy don’t do so 
before getting in touch with MIB:

MIB will ensure the following:

	Most competitive premium 
available for Professional 
Indemnity cover in Malta & Gozo;

	Widest cover available;

	Various Limits of Indemnity 
to choose from;

	Optional extensions to 
choose from including:
•	 European Jurisdiction

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.

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  

•	 Retroactive Cover
•	 Botox & Dermal 

fillers extension 

	Claims support in the 
event of a claim

On the other hand if your 
policy is already  under the 
scheme, kindly ensure that:

	Your limit of indemnity 
is still adequate;

	Your cover still reflects your 
present operation, example  if 
you are performing Botox &/or 
Dermal fillers you have availed 
yourself of the relative extension.

Contact MIB for a no obligation 
quotation on +356 234 33 234 
or email info@mib.com.mt
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Discover why these Key Opinion Leaders
use Aquacut. Arrange a demonstration with

Supporting CPD Pilot Programme
11th of September

info@bart.com.mt

Endo Implants M.I.D. Ortho Paediatric Perio

Aquacut 

velopex.com

more than
Air Abrasion & Polishing

Dr. Imran Cassim

South Africa

KZN Endo Study Club

Dr. Lincoln Harris

Australia

www.restoringexcellence.com.au

After down pack
(Continuous wave 
of condensation)

Aquacut Handpiece Smooth as satin

“Smooth as satin“

Dr. Jason Smithson

United Kingdom

Member of the Bio-Emulation Study Group

Crown Preps

“Difference the air abrasion makes to the appearance of the prep”

After bur After Air Abrasion

“After Particle Abrasion“

021 447 340

42A Main Street, Balzan BZN 1259

15.08.13 The Dental probe A4 Imran - Smithson - Lincoln.indd   1 19/08/2015   12:58

Continues from page 25.

ANTERIOR ZONE
Problem if too labial. Soft tissue biotype. 
Angulation can push prosthetic 
platform too labially. With very angled 
abutments there is a wear factor, 
and more compressive forces.

RESTORATIVE DRIVEN APPROACH
•	 All team present
•	 ITI risk factor table
•	 Tool on website SAC-put in 

parameters of case
•	 Risks; limitations; recommandations; 

type of restoration; parameters to 
respect; available free of charge.

AESTHETIC PARAMETERS
•	 Gingival health
•	 Interdental closure
•	 Tooth axis
•	 Contact points
•	 Tooth dimensions
•	 Tooth shape- form
•	 Symmetry
•	 Look at smile-is it aesthetic zone or 

not?
•	 If there is a low lip line-it is 

straightforward.
•	 The visible tooth proportion is 

important. One has to define the final 
tooth shape. 

•	 A triangular shape is a high risk. 
There is difficult space management. 
It will mean long deep papillae.

Gingival contour segments-has to be well 
aligned.

PRE SURGERY PLANNING
Size, Shape, Axis, Position, 
Gingival Contour, Symmetry
Diagnostic Wax Up, Occlusion,  
Resoration Contours, Tooth Psoition, 
Prosthetic Design, Index Keys.

THE AESTHETIC IMPLANT-THE ITI GUIDE 
FOR THE 3D IMPLANT POSITION
•	 Correct vertical position of implant 

shoulder
•	 Correct oro-facial position of point of 

emergence
•	 Communication is key-surgeon- 

technician
•	 Define the final emergence profile 

with a surgical stent-to show the 

surgeon where to place implant.The 
diagnostic wax up –made a aesthetic 
surgical template-1mm vacuum form 
for template.

•	 The central papilla is deeper than 
the lateral, but crowns will become 
squarish. Squarish crown=squarish 
face.

IMPRESSION PROCEDURES
Bone level-15 degree fit- stability 
4 grooves-anti-rotation and 
positioning. Cross fit. Synocta-
still have morse taper concept. 

Combination of morse taper and octagon. 
8 positions – provides good stability to 
register a 4D implant position during 
impression for the correct final position.

IMPLANT LEVEL IMPRESSIONS
Most uses ,most flexible. Transfer the post 
and lab analogue. Select on the model.

ABUTMENT LEVEL IMPRESSION
Select abutment, insert it in its final 
position

OPEN TRAY TECHNIQUE
Better – always a stable transfer but has 
to fit properly. Loosen the screw, transfer 
before.

CLOSED TRAY IMPRESSION
Insert transfer afterwards. Snap 
components – care with impression 
material- has to be fluid material.

With the OPEN tray colour coding 
is important. There must be no gap 
between the transfer and the implant. 
It is recommended to take an x ray to 
see if there is a black line – indicates 
friction as did not go all the way down. 

Loosen, let drop down- otherwise 
the crown will never fit correctly.

With the CLOSED tray-the cap is 
snapped on . If the implant is deeply 
placed, it may feel like it is snapped 
on – so this is N OT recommended 
for deeply placed implants.

DEEPLY PLACED= OPEN TRAY
The advantage of the OPEN tray is 
that it will push away the tissues. 

The transfer pushes out tissues as 
it has an emergence profile which 
corresponds to healing abutment 
as it is exactly the same diameter.
With the CLOSED tray, if you have 
to use pressure it is not properly 
seated. This is made of plastic and 
there is a danger that you can destroy 
the corners of the octagon. With the 
closed tray position the flatside MD.

MODIFIED IMPRESSION TECHNIQUE
One can modify the impression coping 
so as to reproduce the temporary 
onto the impression transfer.

CEMENT VERSUS SCREW RETAINED
•	 Screw retained – minimum height of 

4 mm for cementation. On top of this 
2 mm more reqd. Long term screw 
retained more viable. Bone level best 
solution as it is a one piece solution.

•	 Elimination of cement margin. 
Cement causes peri-implantitis and 
bone loss.

•	 Retrievability –easy access to implant
•	 Easier to repair if ceramic fracture or 

chip.
•	 Screw channel will have highest 

impact forces
•	 Less aesthetic
•	 Higher level of expectation from the 

lab
•	 More expensive
•	 Work with noble materials such as 

gold
•	 Achieving a passive fit-screw 

loosening, screw fracture, framework 
fracture, implant fracture

RISK FACTORS OF IMPLANTS
Smoking; Hormone Replacement; 
Radiation Therapy; Diabetes. 

ABUTMENT OPTIONS
•	 Tissue level-synocta, angled
•	 Bone level-Ips e max abutments, gold 

abutments. 
•	 Variobase-The crown is cemented 

onto the abutment- remove the excess 
cement, and then screw in. 

THE VARIOBASE ABUTMENT 
Is a titanium base onto which customised 
shapes in different materials can be 
cemented upon(outside the patients 
mouth). Variobase is very cheap.

THE STRAUMANN ITI 
PROSTHETIC COURSE
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THEME AND MESSAGES FOR THE 
EUROPEAN ORAL HEALTH DAY

1. THEME OF THE EUROPEAN 
ORAL HEALTH DAY 2014
Based on the recommendation by CED 
Working Group Oral Health, CED 
Board decided during its meeting in 
May 2014 to focus on the theme “Oral 
health and diabetes” on the occasion 
of the European Oral Health Day on 
12 September 2014. Working Group 
Oral Health has prepared the following 
messages and suggestions for activities 
to support CED members who wish 
to draw attention to the topic and to 
the European Oral Health Day.

2. MESSAGES ON ORAL 
HEALTH AND DIABETES
A. For dental practitioners
Diabetes mellitus is a syndrome of 
abnormal carbohydrate, fat and protein 
metabolism that results in acute and 
chronic complications due to the absolute 
or relative lack of insulin. It is a disease 
with concomitant oral manifestations 
that impact dental care. Diabetes often 
is associated with periodontal disease. 
Diabetes is a risk factor for periodontal 
disease and studies revealed a 
significantly greater rate of progression of 
periodontal disease among people with 
diabetes, compared with those without. 

Glycaemic control and periodontal 
status have a bidirectional relationship, 
careful glycaemic control results in 
improved periodontal status and 
vice versa. Periodontal diseases can 
be considered as the sixth ‘-opathy’ 
of diabetes. This is a timely issue 
because during the last decade the 
number of the people suffering from 
diabetes increased dramatically in EU 
and around the world while public 
awareness of how to prevent oral disease 
in diabetes patients is rather poor. 

This presents a unique opportunity 
to raise awareness about the links 
between diabetes and oral health 
and about the important role dentists 
can and increasingly do play in 
early diagnosing and managing 

patients with diabetes across the EU. 
These links should be highlighted at 
undergraduate level and as part of the 
continuous professional development.

B. For the general public
Diabetes Mellitus is a disorder in 
which blood sugar (glucose) levels 
are abnormally high. This can lead to 
nerve damage, blood vessel damage 
and increased risk of infection.

●	 When the levels of sugar in the 
blood are high, the cells in the blood 
stream that kill bacteria (white 
blood cells) cannot work properly. 
The body therefore becomes 
less able to fight infections.

●	 If the sugar level is not controlled 
properly in a patient with Diabetes 
Mellitus it will lead to higher than 
normal levels of sugar in the mouth 
therefore encouraging the growth of 
the gum disease-causing bacteria.

Other most common oral health 
problems affecting patients with 
diabetes are: dry mouth, poor 
healing and oral infections.

Facts and Figures
●	 Globally, it is expected that the 

number of people with diabetes will 
increase from 382 million in 2013 
to 592 million by the year 2035; in 
Europe, the projected increase will be 
from 56 million to 70 million by 2035;

●	 Age is an important risk factor for 
type 2 diabetes due to the ageing of 
the population in Europe; Europe 
has also the highest number of 
children with type 1 diabetes;

●	 The increase of number of people 
with diabetes in Europe means higher 
costs to healthcare: they equal to 10% 
of all costs in 2013 and will raise from 
€109 billion to €117 billion in 2035; the 
costs associated with diabetes include 
increased use of health services, 
productivity loss and disability, 
which can be a considerable burden 
to the individual, families and society;

●	 A vast majority of people with 
diabetes live in low- and middle-
income regions. These socially 
vulnerable and excluded groups 
of population face a higher 
burden of diabetes and a greater 
barrier to prevention and care.

Diabetes can be addressed 
from the following aspects:

A.	 The impact of diabetes on oral health

B.	 The role the dentist could have 
in treating patients with diabetes 
as they normally see patients on 
a regular basis. The clear link 
between oral diseases and diabetes 
provides an ideal opportunity for 
oral health professionals to take part 
in providing safe and effective oral 
healthcare for patients with diabetes.

A. Diabetes and Oral Health
Patients with diabetes present a greater 
risk of developing a number of serious 
oral health problems. These can be 
gingivitis and periodontitis, dental 
caries, salivary gland dysfunction, 
oral mucosa disease, oral infections 
and oro-facial sensory disturbances.

1.	 Gingivitis and periodontitis
	 Based upon literature it is 

well-documented that a clear 
relationship exists with regard to 
the prevalence of diabetes mellitus 
and the prevalence of gingivitis 
and periodontitis among adults.

	 Treating chronic periodontal 
infections is essential for managing 
diabetes. There is a negative 
correlation between the prevalence of 
periodontitis and glycaemic control.

2.	 Dental caries
	 No clear association between 

diabetes and dental caries has so far 
been clarified. However, patients 
with diabetes have been reported 
to develop more dental carries.

3.	 Salivary gland dysfunction
	 Patients with diabetes have been 

reported to complain of dry mouth, 
or xerostomia, and experience 
salivary gland dysfunction.

4.	 Oral mucosal diseases
	 Patients with diabetes are more 

likely to develop oral mucosal 
diseases such as lichen planus, 
recurrent aphthous stomatitis, as 
well as oral fungal infections.

5.	 Oral infections
	 The presence of opportunistic 

infections, such as oral candidiasis 
is another manifestation of 
diabetes. Fungal infections of oral 
mucosal surfaces and removable 
prostheses are more often reported 
in patients with diabetes.

6.	 Oro-facial sensory disorders
	 Burning mouth or tongue 

syndrome has been associated 
with diabetes. The disease can 
also cause taste, neurosensory 
and visual disturbances.

B. Diabetes in the dental 
care setting
The prevalence and incidence of 
diabetes mellitus increase. Therefore, 
in years to come dental practitioners 
will encounter an increasing 
number of patients with diabetes. 

Dentists can and do play an important 
role in early diagnosing and 
managing patients with diabetes. 

They can counsel them about improving 
glucose regulation, maintaining oral 
and nutritional health, performing daily 
glucose monitoring test and seeing 
health professionals for routine care. 

Understanding of the disease as 
well as familiarity with its oral 
manifestations can not only promote 
oral health in patients with diabetes 
but also enhance their quality of life. 

The role of dentists in treating 
patients with diabetes:

•	 They are concerned about 
the adverse effects in the 
oropharyngeal region

•	 They see patients on a regular basis, 
thus providing opportunities for 
early detection and treatment of 
diabetes by taking and frequently 
updating medical history; when 
an indication of diabetes presents, 
dentists can refer patients to 
medical doctor for further diagnosis 
and	 treatment planning;

•	 They often have access to healthy 
patients during preventive visits, 
giving them the opportunity to 
communicate with them before 
onset of disease (early prevention);

•	 They often have more time 
with patients than many other 
health professionals, providing 
opportunities to integrate 
education and intervention 
methods into practice;

•	 They can arrange optimal periodontal 
care for patients with diabetes;

•	 They can monitor symptoms 
which suggest oral healthcare and 
treatment on an ongoing basis and 
arrange appropriate treatment;

•	 They often have more time 
with patients than many other 
health professionals, providing 
opportunities to counsel their 
patients about maintaining good 
oral hygiene and a healthy diet;

3. ACTIVITIES CONNECTED TO THE 
EUROPEAN ORAL HEALTH DAY 2014
Organisation of activities connected 
to the European Oral Health Day 
will be up to national dental
organisations. The CED recommends 
that national dental organisations:

•	 Organise events at national level with 
participation of national politicians, 
including Members of the European 
Parliament, national associations of 
physicians and nurse practitioners, 
diabetes scientific societies, national 
diabetes associations, as well as 
national patients associations

•	 Communicate messages contained 
in this document during national 
events and through other channels, 
targeting dentists, the general 
public and the governments

•	 Determine whether other actors 
could be involved or would be 
willing to support national activities, 
such as national associations of 
diabetes, national associations of 
physicians and nurse practitioners, 
national patients associations, etc.

•	 Consider undertaking research 
amongst dentists regarding their 
willingness to offer advice on 
preventing and managing diabetes to 
patients (or similar related questions) 
and/or survey the general public on 
their awareness of the connection 
between diabetes and oral health or 
other similar questions, with a view 
to publishing the findings of any 
such survey on 12 September 2014.

The CED will:
•	 Distribute the theme and main 

messages to CED Members
•	 Encourage CED members to contact 

and cooperate with various diabetes 
stakeholders at national level, 
including public health authorities

•	 Liaise with diabetes stakeholders 
at European level in order to 
cooperate and issue a joint 
statement/press release

•	 Issue several press releases in advance 
of the European Oral Health Day

•	 Issue a press release on the 
European Oral Health Day

•	 Mention European Oral Health 
Day and main messages in 
other media (CED newsletters, 
twitter, interviews/articles etc.)

•	 Send personal letters to most 
important players (European 
Commission (new public 
health Commissioner and DG 
SANCO), European Parliament 
(ENVI Committee), EU Council 
Presidency) highlighting the 
European Oral Health Day and 
related CED positions. 
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E A SY T O  A PPLY

Squeeze a small  

to spread over all tooth 
surfaces.

Leave for at least 3-5 
minutes. Expectorate (spit) 

but do not rinse.  
Best left overnight.

with bioavailable Calcium, Phosphate and Fluoride: 

         Strengthens, Protects, Replenishes

Reduce tooth sensitivity

Protect teeth from erosion 

Eliminate dry mouth

Prevent white spots

 Cherubino Ltd, Delf Building, Sliema Road, Gzira; Tel: +356 2134 3270; 

GC MI Paste Plus

Available in:
Mint, Strawberry, Tuttifrutti
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MI Paste plus.pdf   1   23/10/2014   14:54:59

ENDOCRINE CONDITIONS  
IN DENTISTRY Dr Mario J Cachia

Continues on page 34.
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Continues on page 36.

Continues from page 32.

ENDOCRINE CONDITIONS  
IN DENTISTRY
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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 2015 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.

Continues on page 38.

Continues from page 35.

ENDOCRINE CONDITIONS  
IN DENTISTRY
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45° angle Quad-Grip handle for 
optimal Bass/Modified Bass 
brushing technique

Unique bristles tapered to a 0.01mm tip to  
gently remove  biofilm more effectively*1

1.6x between 
the teeth

7x along 
the sulcus

7x beneath 
the sulcus

 * than conventional bristles. 
1. In-Vitro Test, YRC Inc., September 2008 

45°

Deeper and gentle cleaning for healthier gums

When your patients suffer from gum disease 
and need more than good cleaning

GUM Technique®PRO new

Quad-Grip®
Cross Section

0.01

Continues from page 37.
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Healthy life with shiny smile

Top Whitening System Award 5th yeaa in a row!

EXCLUSIVE DISTRIBUTORS FOR 
BEYOND DENTAL & HEALTH IN MALTA & GOZO

 
TEL: 27 355564 

EMAIL: INFO@PAGE.COM.MT
 WEB: WWW.PAGE.COM.MT 

TECHNOLOGY LTD.


