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Editor's Word

Dear EDSA Family and Friends,
Welcome to the latest EDSA Magazine, this time with a new look.
This is for all of you: readers, writers, STUDENTS. My team and I worked a lot to bring you this
amazing magazine with incredible articles. A special thanks to our amazing writers who made
it possible. We are better united, helping each other. That's my life motto.
Can't even explain how proud I am of this project, during these difficult times, has been great
being a part of EDSA.
Warm regards,
Tiago Leitão - EDSA Magazine Editor-in-Chief and Vice-President for Public Relations

Dear readers,
This year we were inundated by a wide variety of articles, all of an incredibly high calibre - a
reflection of the dedication of our writers. With an aim to capture a broad view of a rapidly
evolving climate, we selected pieces detailing various aspects and specialties within dentistry.
Topics ranged from current challenges in patient care and guidance for young dental
practitioners, to the future of oral healthcare delivery through policy and progress in clinical
research.
I hope you enjoy reading this issue as much as myself, Aurora and Tiago have enjoyed writing,
editing and curating all of the amazing work from this year!
Aliza Khan - EDSA Magazine Co-Editor

Dear readers,
I am incredibly proud of this first issue of our term and I hope you will find the different topics
of our articles as fascinating and captivating as I found them, even when we first started
working with the writers. This large variety of interests of dental students all over Europe
demonstrates once again, how passionate the future dentists are about their profession, from
new technologies, all the way to public health topics. I am especially grateful for Tiago and
Aliza, the best team I could have hoped for and look forward to the next issue edited with
them.
Best of wishes to you all, and until next time!
Aurora Fratila - EDSA Magazine Co-Editor
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President's Word

Dear EDSA friends, partners and EDSA Meeting Participants,
I’m very pleased to see the new edition of the EDSA Magazine, which I’ve always been a fan of.
I want to congratulate the editorship team for an amazing job they did. To students who are
reading this: please, treasure this magazine and take some time to read the articles. The
magazine reflects hours of hours of student work, and also shows the effort of students that are
signing up to write articles in their free time to contribute to this publication.
Some of you might be reading this on the 69th EDSA Meeting in Zagreb, Croatia. When we
cancelled our first meeting in 2020 due to Covid-19, we felt terrified with what is going on in
the world. After that, we cancelled another two meetings, and in the summer of 2021, we
finally had a live event - with everyone being vaccinated and tested, and without any
infections. All of us were feeling hopeful for the future after the COVID-19 crisis started to
resolve - but now, Europe and the world is facing even a bigger crisis. I want to express my
strong support to my neighbour country Ukraine, a free country that has been invaded by
Russian forces. I’m afraid this war might completely change the way we look at the world
around us - realizing that the peace can be taken away from us at any time.
When I was a child, I felt like the world is succesfully led by adults, that the leaders of the
countries have a plan and collaborate with each other. I was passively accepting what’s
happening and felt like I don’t have a say in that. Growing up, I realized that sometimes even
two country leaders can’t come to an an agreement and the world doesn’t even have a
collaborative approach to solve the ongoing problems like climate change and wars. At some
point, we need to realize that we are the ones who are shaping this world, that we shouldn’t
just keep watching passively. There will be people signing up for the positions of power policymakers, politicians, public health officials, scientists, non-governmental associations
leaders, and it should be us. On the EDSA Meetings, I met many brilliant, smart young people
that care about the world around them. People who have many extracurricular activities, care
about political affairs and public health. Therefore I want to speak to you: If we won't speak up
or take action, we might end up being disappointed with our future. We need to educate
ourselves in the biggest problems of our world, otherwise we will not know what to ask from
our governments and we won’t know which side to take ourselves. If we won’t care about
politics, the parties that don’t have climate on their agendas are going to win, incompetent
politicians will be voted in, and our lives will be affected. Please, try to take action, even a
small one in your day-to-day life, and maybe a bigger one in the future. Don’t think of yourself
as an observer, there is a real chance that you can influence this world if you work hard
enough.
I hope this magazine will inspire you to take on another project, maybe even write an article
for our next edition.
Kind regards
Ivana Ligusová, EDSA President
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Rise in dental fear?

Felicia Becker
Fear of dental treatment is a widely experienced phenomenon. So how does it affect
the population in a public health context?
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Twisting drills, sharp scent of disinfectant,
the increasingly louder sound of the saliva
ejector - most people experience at least
slight uneasiness while visiting the dentist;
however others encounter outbreaks of
sweat, nausea and fainting.
The state of fear, medically recognized, refers
to a strong feeling of apprehension and panic
due to a potential threat . Thus fear of or
while dental treatment can be referred to as
dental fear. (O’Toole, 2003)
Existing measuring tools are the „Dental Fear
Survey“ (DFS) as well as the „Dental anxiety
scale“ (DAS) (Tönnies, Mehrstedt & Eisentraut;
2002). According to these questionnaires at
least 10% of the population suffer from
serious dental fear and avoidance behavior
regarding regular dental visits. Several
studies also show that women are more
affected than men (Corah, 1969; Hakeberg,
1996; Willershausen, Azrak & Wilms, 1999).
Another interesting aspect is that the younger
generation appears to be more afraid than the
elder (Kunzelmann & Dünninger 1990; Arrak
& Wilms 1999).
Assuming the number of 10% of our
population, leads us to the conclusion that a
differentiation in categories is of high
importance in the research field. This could
give us the possibility to understand various
degrees of dental fear, enabling a better
understanding between dentist and patient as
well as a better way of working towards the
best possible outcome for both parties.
Interestingly,
a
similar
approach
for
understanding exogenous and endogenous
variables was already introduced by Weiner
and Sheehan (1990).
Exogenous
reasons
include
negative
experiences and conditioning processes;
traumatic and humiliating experiences during
childhood appear to be a very common
cause.Conditioning describes the learning of
behavior patterns or habits as a consequence
to a specific stimulus (T. Editors of
Encyclopedia Britannica, 2020)

for instance the association of dental
treatment with pain. However dental fear can
also be determined by endogenous reasons,
for instance a general anxiety disorder; it’s
not unusual that dental fear coexists with
other mental illnesses (Roy-Byrne, Milgrom,
Khoon-Mei, Weinstein & Katon, 1994). In
context with dental fear, or as a consequence,
most patients suffer from bad oral health,
which of course affects their general wellbeing as well (Tönnies, Mehrstedt &
Eisentraut, 2002). The model “vicious cycle
dynamic” (Armfield, Stewart & Spencer; 2007)
conceptualizes
the
interplay
between
avoidance behavior such as delayed visiting
or last minute cancellations, worse dental
conditions, distressing symptom driven
treatment of problems and therefore again, a
rise in dental fear.
Building on this dynamic we should not forget
to consider abrupt external events as well.
With the ongoing Covid-19 pandemic we have
an interesting case at hand, letting us dig
deeper into what factors are influencing this
“vicious cycle”. A meta analysis by
„Globalization and Health“ (2021) found a
global increase in anxiety disorders and
depression. As already investigated years
before (Micheelis & Bauch, 1991; Hakeberg,
1992; Roy-Byrne, 1994) the majority of
patients suffering from dental fear are often
diagnosed with other psychiatric illnesses.
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Assumably there is a correlation between
dental fear and mental ailments; due to the rise
of anxiety disorders and depression, a rise in
dental fear can be expected. Moreover there
has been a decline in dental visits, especially in
the first half-year, one reason could also be the
risk of infection (Deutsches Zahnärztliches
Rechenzentrum, 2020). All consequences, due
to the Covid-19-pandemic, on oral health will
most probably show in the upcoming years.
Nevertheless, its current impact is already
problematic.
Since dental fear is a concerning public health
crisis we should also take the time to consider
its effect in economic terms. First we need to
address the costs caused by general anesthesia,
sedation and sick leave.The latter especially
plays a crucial part in understanding cost
dynamics we can observe when talking about
dental fear. In 2019 the German insurance “die
Techniker” recognized an average of 3.41
people out of 100 demanding sick leaves due
to dental problems. In total this amounted to
over half a million days of sick leave for these
issues just for one insurance provider alone.
Often dental fear is linked to tooth decay and
other oral diseases therefore phobia treatment
surely results in less sick leave as well as less
need of general anesthesia, especially in the
long run. All in all the treatment of dental fear
of course improves and enables dental
procedures and therefore the patient’s quality
of life, but it could also serve as a financial
incentive for employers and insurance
companies. Furthermore a financial incentive
system for dentists could also reform
treatment of phobic patients, as the time it
needs is often not paid for.
Now that we understand the issues of dental
fear, what can we do about it? Treatment and
prevention of dental fear starts with empathy
and communication, clear information about
treatment and the time it might take. A
description of all different steps during the
procedure might make the patient gain some
sense of control and reduce feelings of
helplessness, as well as a regular reassurance
of the patient’s well-being (Satory, 2011). Some
dental practices also play music or movies to
serve as a distraction. Furthermore a use of
local anesthesia is advised, there is no need for
a treatment to be painful, otherwise it might,
once again, lead to a rise in dental fear.

The dentist should also address the fear and its
causes, this is called psycho-education, to work
out the best way to approach the dental
procedure. If the burden of suffering is quite
high, behavioral therapy could also be an
option to work on dental fear. Suffering can be
alleviated by a few behavioral sessions only, as
shown by the “Dental fear Research and
Treatment clinic” in Gothenburg; Sweden can
definitely be considered a pioneer in this field:
treatment of severe dental phobia, patients
must have been avoiding regular dental visits
for years, is covered by the National Health
Insurance. According to the “Gothenburg
Model” exposure serves to be the most
effective approach to cure dental fear, for
instance should the patient see dental
instruments and hear their sounds. The abovementioned model also compared the gathered
data to patients receiving general anesthesia,
it is again found that behavioral therapy is
proven to be more efficient as the use of
general anesthesia as patients who took
behavioral sessions were more likely to show
up to regular dental check ups years later.
Another coping mechanism, which should be
mentioned, can be conscious breathing
enabling the patient to feel calmer and more
comfortable; positive reinforcement by the
dentist also helps the patient and gives him a
sense of achievement. (Hägglein & Boman,
2012). The treatment of dental fear requires a
close cooperation between dentists and
psychologists or psychiatrists;
psychology especially in the context of dental
health could also be a subject taught in
universities leading to more attentiveness and
caution, and therefore improving an allencompassing view on the patient.
Conclusively, since dental fear is a widely
experienced
phenomenon
it
must
be
recognized as a public health topic, especially
now, due to a possible increase. Interacting
risks between dental fear and poor oral health
must be acknowledged leading to an increase
of capacities and performance of public health.
Prevention does play a major role in dentistry,
not only its impact on a person's quality of life,
but also in the context of improving global oral
health, therefore early detection of tooth
decay and other oral diseases and regular
check-ups are of high importance. Due to the
pandemic a new light was shed on the
importance of public health increasing the
public’s awareness for the matter.
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The key to keeping your patients for life

Georgia Saranti
Dentistry is a profession based on human interaction. But what are the setbacks in
building a trusting dentist-patient relationship and how can we overcome them?

Being a good dentist is often attributed to
having extensive theoretical knowledge and
practical skills. But is that all we need to build
a good patient rapport? Dentist-patient
interaction covers all aspects of care and a
good relationship increases the quality of care
and patient satisfaction. On the contrary,
without a good dentist-patient relationship it
is not possible to establish a productive
treatment where both dentist and patient will
try their best to achieve their
treatment goals. Furthermore, it satisfies both
the patients’ needs and the profession’s
objectives. Nowadays, patients increasingly
wish to participate in the decision-making
process and they expect more professional
information from dentists to make informed
choices.

Good communication is very
important because it helps health
professionals to identify those
individual needs and therefore meet
them!
Types Of Communication:
For dentists , good communication means
approaching every patient with the intention
to understand the patient’s concerns,
experiences, and opinions. This includes using
verbal(speaking)
and
nonverbal
communication skills, along with active
listening
and
information
absorption
(thinking).

Verbal Communication
Excellent verbal communication is the key to
unlock your patient, make them speak and
make yourself understood. The goal is to
always speak with clarity, accuracy, and
honesty. It’s also important to know your
audience and speak appropriately according
to the person’s age, culture, and level of
health knowledge. Being empathetic towards
your patients is also a very good skill to
communicate more efficiently. Empathy can
be described as an ability to imagine what life
is like for another person. Without empathy
our communication with others will be one
sided and we will be bound to face problems
in relationships as we will be unconcerned
with the emotions of others. Dentists who
express empathy in their patients, by acting
in a warm, friendly and reassuring way, seem
to be more effective in reaching patients’
satisfaction and recovering. It is shown that
being empathetic towards the patient has as a
result better healthcare outcomes. A dentist
with empathy skills knows how her or his
patient feels and is willing to provide
emotional support.
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They also want more opportunities to ask and
talk about their oral health and expect more
concern for their demands and complaints.
What’s often undervalued or taken for
granted is the one critical element that can
determine a practice’s growth and success is
effective
patient
communication.
Communication plays a vital role in
breaking down barriers between the patient
and dental health professional, and in
strengthening the treatment alliance. As
human
beings,
we
were
made
to
communicate. It can be said to be one of the
most important factors needed for human
beings to thrive. In dentistry, it is the most
important component of working with
patients. It is the keystone of our interaction
with people.
EDSA MAGAZINE SPRING 2022

Listening

Information Absorption

Dentists with good communication skills listen
to their patient, they don't interrupt them but
they actively emphatically try to understand
what they are talking about. They ask openended questions and try to learn things not
only about the illness but also about the patient
as an individual. They try to understand the
patient’s point of view even if they disagree
with them and they never criticise the patient.
Listening is not simply hearing words. It
involves an active effort to listen to the way
the words are said, to recognise and
acknowledge the feelings underlying the
spoken word and to be aware of what the
patient has left out of their story. Dental health
professionals must give attention to what is
being said and be able to reflect, clarify and
paraphrase the patients’ words.

The purpose of exchanging information in a
patient-provider relation is to explore each
other mentally, making it possible to establish
diagnosis and
treatment plans and to motivate behaviours
that increase health. Dentists need information
from the patients, to find differences in
expectations, to understand how much time
and effort the patient is going to dedicate to
her/his treatment and create an individualised
treatment plan for the patient. Be careful, the
patients need to understand and to be
understood!

Non-verbal Communication
Research suggests that the majority of daily
communication is nonverbal, which stresses
the
importance
that
this
aspect
of
communication
plays
in
human
interactions.The ability to understand and use
nonverbal communication, or body language,
is a powerful tool that can help healthcare
professionals like dentists to connect with
patients in a positive way and reinforce
mutual understanding and respect. Non verbal
communication or cues are more willingly
believed than those of the spoken word.
Dentists need to recognise patients' non-verbal
cues in their speech patterns, facial
expressions, and body posture. But they need
to be equally aware of their own non-verbal
behaviour. For example how the dentists’ use
of eye contact, body position and posture,
movement, facial expression, and use of voice
can all influence the success of the
consultation.

COMMUNICATION
ANXIETY/PHOBIA:

AND

DENTAL

Dental anxiety and phobia can have a major
impact on a person’s quality of life, and
therefore it is essential to identify and reduce
these obstacles for better oral
health and overall well-being of the individual.
It is the duty and responsibility of the dentist
to provide excellent dental care to these
patients. People with high dental fear and
anxiety are much more likely to delay or avoid
dental visits. Furthermore those kinds of
patients may prove difficult to treat, and are
requiring more time for their treatment which
can result in a stressful and unpleasant
experience for both the patient and treating
dental practitioner. Based on Berggren’s
vicious circle of dental anxiety, patient’s
anxiety was connected with avoidance of
dental attendance, followed by deterioration of
oral health and feelings of shame and
inferiority, which resulted in further anxiety
or fears. A trusting dentist-patient relationship
has a vital role in managing patients’ dental
anxiety through effective communication.
Corah and colleagues surveyed patients and
found that patient satisfaction was associated,
in part, with the comfort patients felt with
their
dentists.
Specifically,
dentists’
friendliness and providing patients with moral
support were important factors in patients’
satisfaction with care. Consultations with
dentally fearful patients revealed that dentists’
understanding and acceptance of patients’
needs and concerns were more important than
their technical competence.
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Patients who felt positively about their
communication with their dentists had better
outcomes related to satisfaction and lower fear
and anxiety than those who felt less positively
about their dentists’ communication. For
example, tell-show-do is a behaviour-shaping
technique that reduces uncertainty and
increases predictability in the clinical setting.
Providing patients with information about
procedures can help correct misconceptions
patients may have about their treatment, such
as what sensations can be expected and the
anticipated
length
of
treatment.
Such
information is also helpful in increasing a
sense of predictability during the procedure.
Distraction is also a useful technique of getting
the patient’s attention from what may be
perceived as an unpleasant procedure. Giving
the patient a short break during a stressful
procedure can be an effective use of
distraction prior to considering more advanced
behaviour-guidance techniques. All successful
treatment
will
rest
on
dentist-patient
cooperation, and thus a relaxed patient will
obviously result in a
less stressful atmosphere for the dental team
and better treatment outcomes.

Dentistry, being a part of the healthcare
profession, bears the responsibility of creating
and
nurturing
good
dentist-patient
relationships. Besides technical
expertise, the success of dental care depends
on the behavioural patterns of the dentist and
the patient and the way they interact with
each other. Since communication is involved
in the process of care, in many ways it is a
'key' concept of this interaction. Never forget
that the dentist-patient relationship is the core
of dentistry. “It is a delicate partnership in
which trust and confidence are all-important
ingredients.”

Communication is Key
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Bariatric dentistry and the challenges surrounding it

Aliza Khan & Abbey Rodriguez

How to tailor dental care towards a growing population of bariatric patients

The challenges associated with bariatric
dental care span far beyond the associations
between obesity and dental disease. While an
increased risk of caries and periodontal
disease is a concern, obesity brings a wide
range of obstacles to overcome. These begin
before a patient first attends the dentist. The
first obstacle being accessing dental services
since the safe management of dental disease
in bariatric patients requires the availability
of appropriate equipment to facilitate
examinations and provision of treatment.
Meanwhile comorbidities such as type 2
diabetes,
cardiovascular
disease
and
musculoskeletal problems present their own
considerations with regards to treatment
options and medications. A dentist’s role is
not limited to caring for the mouth but also
providing advice and support to help bariatric
patients with their ‘disease’ and their long
road
to
recovery.
The
bidirectional
relationship between oral and systemic health
requires a holistic approach and collaborative
effort between medical and dental healthcare
professionals in order to successfully manage
the health of bariatric patients. Regarded as a
global epidemic, obesity became a major
public health concern in the 1990s. It is
defined by the WHO as ‘an abnormal or
excessive fat accumulation that presents a
risk to health’ (1). The complex multifactorial
aetiology
of
obesity
means
different
classifications have different levels of risk to
health, which are classified according to BMI;
ranging from low risk for overweight (25-30)
and obesity class 1 (30-35) to high risk for
obesity class 3 (40+). According to the 2019
European Health Interview Survey, 53% of
adults in the EU were classed as overweight,
36% of which were considered pre-obese and
17% classed as obese (2).

This alarming rise in obesity means special
considerations have to be made for a growing
population of overweight and obese patients
seeking dental care. Obesity impacts dental
health both directly through common risk
factors and indirectly through associations
with
comorbidities
tied
to
increased
adiposity. In order to provide dental care for
such patients, dental surgeries require
adequate infrastructure and equipment, as
well as training for dental professionals in
order to facilitate this. Dental professionals
treating obese patients should be aware of the
possible complications and treat each
individual holistically.

Barriers to access
Some of the most common barriers to dental
care include limited access to information,
transport and services. Mobility in particular
can be an obstacle for overweight individuals,
whether this is related to travel to a dental
practice or access to the clinic. The severity of
the issue, as well as its management, can vary
based on an individual’s needs. A case by case
assessment is therefore crucial to effectively
aid a patient in accessing care. Patients with
minor physical limitations may be able to
access dental care with the assistance of a
friend or family member whilst greater
physical impairments may require a bariatric
mobility scooter or wheelchair. In some
instances, special transport may need to be
arranged ahead of time in order to reach
dental care facilities. Facilities that provide
bariatric dental care should be equipped to
facilitate these limitations irrespective of the
form of support an individual requires. They
must therefore consider ramps at entrances
and exits, wider hallways and elevators in
order to accommodate obese individuals (6).
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Equipment
In order to safely treat bariatric patients,
appropriate equipment made specifically to
accommodate overweight individuals is
required. Standard dental chairs have a weight
limit of between 20-25 stone (127-158kg),
therefore individuals that exceed this weight
limit must be transferred to facilities with
alternative options. Specialised bariatric chairs
have a greater weight limit, adjustable arms
and headrests to ensure both comfort and
adequate support for bariatric patients.
Alternatively operating tables or trollies can be
used to treat individuals above the maximum
weight allowance (6). The use of such
equipment can be challenging when treating
wheelchair users, who have to be transferred
into the dental chair. This can be done
manually using the recommended technique*
or by using hoists. To ensure both the safety of
the patient and staff, transfers should only be
carried out by trained individuals. Chair
recliners are a useful tool that allows dentists
to treat patients without having to transfer
them to the dental chair, therefore minimising
the risk of injury to patients and staff through
moving bariatric patients and maintaining
patient comfort. Due to the costs associated
with the purchase and servicing of specialised
equipment, it is ordinarily only available in
community dental services and hospitals (5).

Medical considerations
Increased adiposity in obese patients creates
challenges regarding accessibility and visibility
of anatomical landmarks due to enlarged soft
tissue size. This can make the process of
administering local anaesthesia for treatment
challenging. The initial soft tissue examination
can also be complicated by extensive fat
deposits thereby interfering with the diagnosis
of soft tissue pathology.
Obesity has implications on various aspects of
systemic health, individuals often suffer from
comorbidities associated with increased
adiposity. Increased adipose tissue deposits
correlate with a greater likelihood of
developing type 2 diabetes mellitus through
insulin resistance. Diets high in saturated fats
can cause lipid and cholesterol build-up within
the intima of arterial walls, resulting in greater
circulatory demand.
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As a result obese individuals often suffer from
cardiovascular disease and are at a greater risk
of experiencing a myocardial infarction or
cerebrovascular accident. Excess body fat can
cause hypoxaemia when patients lie supine
due to excess weight on the upper body and
chest on the upper airway.
From a dental perspective it is important to be
mindful of the presence of such conditions
prior to and over the course of treatment.
Patients with type 2 diabetes mellitus, may for
example require their blood glucose to be
checked prior to treatment. A knowledge of
the effects of the medications being taken to
manage systemic conditions as well as possible
interactions with dental materials and
prescriptions is also necessary in order to
safely treat any patient (7). Lastly dental staff
should be trained to manage medical
emergencies, in bariatric patients airway
management and identifying the chest
movement may be particularly challenging.
Alternative techniques and positioning such as
the use of tracheal intubation are therefore
often necessary.

Dental considerations
Many studies report a correlation between
obesity and the onset and development of
periodontitis, though a causal relationship is
yet to be determined (11).
Research on the mechanisms which may link
obesity and periodontitis, while inconclusive,
explore the role of inflammatory cytokines
such as TNF-a and IL-6 as a shared part of the
pathophysiology of both diseases. The
presence of pro-inflammatory adipokines as a
result low grade chronic inflammation
associated with obesity can cause periodontal
tissue destruction (12).
Additionally studies such as the following
carried out by Nokhbehsaim et al. suggest a
link between the cytokine leptin and impaired
periodontal healing. Leptin is a hormone
which primarily inhibits appetite, stimulates
energy
expenditure,
modifies
insulin
sensitivity, b- pancreatic cell function and the
metabolism of lipids and bone (13). For this
reason obese individuals often have raised
plasma leptin and higher concentrations of
leptin in their gingival crevicular fluid (GCF).
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Poor diet and high frequency and intake of
sugar are risk factors associated with both
obesity and the development of caries. Though
many studies have been carried out there is
still the relationship between caries and
obesity is yet to be established (4,14).

Conclusion
Various aspects of dental treatment have to be
adjusted in order to safely and effectively treat
bariatric patients. By raising awareness of the
available treatment and equipment options,
dental care providers are able to either adapt
their practices or refer patients to services
with adequate facilities for the treatment of
bariatric patients. This ensures that bariatric
patients, as all patients, are able to access and
benefit from dental care services. A dentist’s
responsibility, however, extends beyond
maintaining
patients'
oral
health.
As
evidenced, systemic health has the potential to
compromise oral and dental health and viceversa, thus emphasising a dentists role in
working with patients to improve their
general health. Whether this is carried out by
means of verbal advice or signposting to
organisations specialising in lifestyle and diet
improvement, a dentists role in health
promotion
and
education
cannot
be
underestimated (8,15).

1882 was the year comercial floss was
first
manufactured.
Dogs have 42 teeth, cats have 30 teeth,
pigs
have 44 teeth, and an armadillo has 104
teeth.
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The "osteoporotic" profile of Selective Serotonin Reuptake

Inhibitors (SSRIs)

Ioanna Mitsika
Recent researches capture a strength association between SSRIs use and risk of
fracture in patients suffering from depression.

Depression: A true pandemic of our
century
Clinical depression, also known in the
scientific community as major depressive
disorder (MDD), is one of the most common
mental disorders worldwide. Current research
suggests that the etiology of depression is a
combination
of
genetic,
biological,
environmental, and psychological factors.
This mental disorder is possible to appear
regardless of age, however it often begins in
adulthood. MDD causes severe symptoms
which affect how the patient feels, thinks, and
handles his daily routine. Unfortunately, most
depressive
episodes
stay
unidentified.
Surveys of the National Institutes of Mental
Health (NIMH) show that 70% of depressed
patients do not follow an appropriate
treatment for their affliction. Depending on
the severity of MDD, healthcare providers
offer pharmacological as well as nonpharmacological treatments which target the
molecules, well-known as modulators of
monoaminergic neurotransmission. These
modulators act by principally blocking
monoamine degradation and uptake. Among
them, the group of selective serotonin
reuptake inhibitors (SSRIs) is the most-used
antidepressant medication.

The SSRIs as a common
antidepressant medication
SSRIs antagonize the serotonin transporter (5hydroxytryptamine, 5-HTT), which normally
inhibits serotonin reabsorption from the
extracellular space. This kind of transporter is
located on the presynaptic neuron. The exact
mechanism is not yet understood to its fullest.
Although, it is known that SSRIs increase the
extracellular level of the 5-HT by reducing its
reuptake in the presynaptic cell.
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In this way the level of serotonin is growing
in the synaptic cleft and 5HT is available for
bonding with the postsynaptic receptor. The
generally known prescribed active substances
of SSRIs are fluoxetine, paroxetine, and
sertraline. Recent research has also reported a
wider action of the SSRIs, considering that 5HT participates in various pathways
including that of bone metabolism.

The role of serotonin in the human
body
5-Hydroxytryptamine was initially named
‘serotonin’ due to early observations
identifying it as a serum agent (sero-)
affecting the vascular tone (-tonin). 5ΗΤ is a
monoamine neurotransmitter consisting of
amino acid tryptophan and it is considered as
a natural mood stabilizer owing to its impact
on the Central Nervous System (CNS). In the
CNS, presynaptic neurons produce
serotonin and release it into the synaptic gap,
activating
pre-and
postsynaptic
5-HT
receptors. This molecular pathway can affect
the behavioral, physiologic, and cognitive
aspects of a human's life. Furthermore,
serotonin has its own role also in the
gastrointestinal (GI) tract and in the
cardiovascular system (CV). In the GI tract, 5HT
is
synthesized
and
secreted
by
enterochromaffin cells and diffuses to enteric
nerve endings to stimulate peristalsis. In the
CV, 5-HT is primarily bound by platelets via
5-ΗΤ receptors and organized in dense
granules. When it is released following
platelet activation, it causes blood vessel
constriction or dilation, and smooth muscle
cell hypertrophy and hyperplasia.
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What is the source of 5-HT in bone
tissue?
The results of recent studies indicate that
osteoblasts, osteocytes, and osteoclasts possess
functional
5-HT
receptors
and
5-HT
transporters. For the bone cells, 5-HTT is
required direct or indirect access to available
5-HT. One of the distant 5-HT synthesis sites
such as GI could constitute a possible indirect
source. More than 90% of the body’s 5-HT is
produced in the GI tract. A large percentage is
released into the blood where platelets rapidly
take up and store the amine. Τhe remaining
little amount of unbound 5ΗΤ exists freely in
the plasma under normal conditions and it is
metabolized by the liver and lungs. CNSderived 5-HT does not appear a likely direct
source of 5-HT for bone cells as the bloodbrain barrier is impermeable to this molecule.
The CNS, GI, or CV do not appear as the main
sources of 5-HT to bone cells. Researchers
began to consider the possibility of 5-HT
production by bone cells themselves. The 5-HT
molecule is synthesized from the amino acid
tryptophan by a metabolic pathway consisting
of two enzymatic reactions involving
tryptophan hydroxylase (TPH) and aromatic
amino acid decarboxylase. TPH was proposed
as a marker for 5-HT synthesis. Osteoblasts,
osteocytes and osteoclasts express mRNA for
TPH1, the peripheral form of TPH. Thus, each
of the major bone cell types is potentially
capable of encoding 5-HT. Confirmation of
intracellular synthesis of 5-HT would indicate
that any 5-HT effects within the skeleton may
be autocrine or paracrine in nature.
The relation between the use of SSRIs and low
bone mineral density
One of the first indications that serotonin
plays an important role in bone metabolism
came from multiple reports of increased
incidence of bone fractures and osteoporosis in
patients taking SSRIs to treat
depression. SSRIs
increase serotonin
availability in the
body by
antagonizing the 5
HT. The levels of 5HT
have become higher in
GI resulting in increased
amounts of serotonin entering the circulation.

Significant data indicates that gut-derived
serotonin can have a negative impact on bone
growth by inhibiting osteoblast formation.
Although, brain-derived serotonin favors bone
formation by indirectly affecting serum levels
of skeletally relevant hormones. In bone cells,
serotonin did not result in cell proliferation or
stimulation
of
apoptosis
leading
the
investigators to conclude that an impact in
promoting cell differentiation.

Other risk factors of osteoporosis
connected with SSRIs use:
Many studies have also connected major
depressive disorder with frequent bone
fractures, consequently in decreased bone
mineral density. The profile of patients with
MDD besides the use of SSRIs includes many
confounding factors that could lead to the
observed bone loss. Precisely, behavioral
factors such as increased smoking habit,
alcohol consumption or biological factors
(increased cortisol level and inflammation), an
increased incidence of Crohn’s disease and
diabetes, which are observed in this
population, can have an impact on serotonin
signaling. It is perceived that the connection
between SSRIs use and osteoporosis is not an
absolute cause-effect relationship because it
can be influenced by the general profile of
MDD patients.
In everyday dental practice, the clinician is
expected to treat patients who suffer from
MDD
in
tandem
with
other
severe
comorbidities such as diabetes. In particular,
the general profile of these patients and SSRI’s
relationship with osteoporosis could constitute
an indirect risk factor for the health of
periodontal tissues and the maintenance of
osseointegration of implants.
In combination with a diet rich in
carbohydrates, antidepressant drugs could also
function as cariogenic through the dry mouth
that they cause in the oral cavity. Fluoxetine,
paroxetine, and sertraline are possible
negatively affecting oral health through the
installation of caries on the surfaces of the
teeth.
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Sponsors
Therefore, the clinician should take these
parameters into account in determining the
caries risk and his patient’s treatment plan to
provide evidence-based and personalized
dental care.

Conclusion
The request of fully understanding the effect
of serotonin on bone formation is underlined
by the increased use of SSRIs as a treatment of
depression, including groups of patients like
adolescents with growing bones and pregnant
women. Further research could shed light on
the association of osteoporosis with SSRIs
helping the clinical dentist to provide in his
patients multifaceted and evidence-based care.
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Can we play a decisive role in stopping child

abuse?

Ömer Faruk Sönmez and Julius Mikonis
Physical abuse
The World Health Organization (WHO)
defines child abuse as “any form of physical
and/or emotional ill-treatment, sexual abuse,
neglect, or negligent treatment or commercial
or other exploitation, resulting in actual or
potential harm to the child's health, survival,
development, or dignity in the context of a
relationship of responsibility, trust or power”
(World Health Organization, 1999). Oral
health was discussed at the 148th Executive
Session of the World Health Organization
(WHO) in 2020. The Executive Board
recommended to the 74th World Health
Assembly the adoption of a draft resolution
that was proposed by a wide consensus of
countries including the European Union (EU).
This resolution highlights the role of a dentist
in the detection of child abuse. Child abuse
often manifests in the orofacial region,
ranging from 23% for neglect to 75% for
physical abuse cases (Jesse et al. 1996;
Welbury et al., 1998; Cairns et al., 2005,
Valente et al., 2015). Therefore, dental
professionals are at the frontline for
detecting, diagnosing, and reporting child
abuse, which can be clinically present as
physical abuse, sexual abuse, emotional abuse,
and neglect.

Oral signs of physical abuse usually present as
contusions, burns, lacerations of mucosa and
soft tissues, fractures, and dental trauma. Soft
tissue injuries – frequently bruises – are
commonly sustained to the head and face. It is
the most prevalent injury in child abuse cases.
Injuries to the upper lip and maxillary labial
frenum may be a characteristic lesion in the
young child who has been severely abused
(Needleman et al., 1986). Those injuries can be
inflicted with eating utensils or a bottle
during forced feedings, hands, and fingers by
hitting, kicking, punching, scalding liquids, or
caustic substances. Other signs of physical
abuse are abrasions, lacerations, and central
ecchymoses. While accidental injuries almost
all happen in protruded areas of the body (e.g.,
forehead, nose, elbows, knees, and shins), the
self-inflicted or non-abuse-related injuries
rarely happen in protected areas (e.g., ears,
neck, inner arms, inner thighs, and genitalia).
In cases of dental traumas, the accident
history should be taken in detail – patient and
caregiver should tell the story in the same
way. To distinguish between accidental
versus inflicted injury, minor patients should
be asked carefully, directly, and always in the
presence of witnesses (e.g., staff members, a
social worker, or the guardian).

Sexual abuse
Oral cavity is a site that could be used for
sexual abuse. If there are oral symptoms of
sexually
transmitted
infections
(e.g.,
gonorrhea, human papillomavirus warts) and
urogenital sex, it is necessary to examine in
detail by confirming suspicions with the tests.
Visible and unexplained oral injuries or
petechiae on the palate could be evidence of
forced oral sex. Sudden behavior changes,
e.g., in eating and sleeping patterns, becoming
withdrawn, nightmares, fearfulness of adults,
precocious sexual interest, self-harm, low
esteem could be also seen in sexually abused
children.
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Emotional abuse
The underlying goal of emotional abuse is to
control the victim by discrediting, isolating,
and silencing. Parents and the peers of the
children may act superior and try to control
and isolate them. Emotional abuse may
interfere with health, normal social and
psychological development of a child, wellbeing, or cause permanent psychological
trauma.
Behavioral
problems,
anxiety,
depression, suicidal ideation, emotional abuse,
and bullying should not be neglected by dental
practitioners. Dental practitioners can ask
their patients about the bullying and
recommend psychological counseling.

Dental neglect
Dental neglect is the “willful failure of parent
or guardian, despite adequate access to care, to
seek and follow through with treatment
necessary to ensure a level of oral health
essential for adequate function and freedom
from pain and infection” (American Academy
of
Pediatric
Dentistry,
2010).
Oral
manifestations such as poor dental status, high
prevalence of extensive and early childhood
caries, more likelihood of untreated decayed
teeth, periodontal disease, poor oral hygiene,
and behavioral signs such as low or no interest
for oral hygiene education, failure to follow
dental advice and provide basic oral care,
history of dental health service avoidance,
irregular attendance, missed appointments are
usual features of dental neglect.

Dental neglect may be
an indicator of a wider
picture of neglect or
abuse.
Long-term effects
Overall, child abuse is associated with an
increased risk of several negative health
outcomes throughout the life course, such as
mental illness, substance abuse, heart disease,
and premature mortality (Chapman et al.,
2004; Anda et al., 2006; Brown et al., 2009).
Abused and neglected children can suffer from
poor oral health, untreated dental diseases,
lesions in adjacent tissues, orofacial trauma, as
well as health problems and
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health-compromising behaviors, and have a
documented failure to follow medical
treatment regimens (Cairns et al., 2005;
Gilbert et sl., 2008; Kvist et al., 2013). Early
detection of abuse is critical in developing
trauma-informed care for subsequent health
consequences and in preventing further
adverse health outcomes.

Barriers to report
It is important to practice detecting, reporting,
and advocating for the abused children. In
various countries child abuse notifications
may be legislative, policy based or voluntary.
Studies have shown that dental professionals
suspect child abuse among their patients
(Uldum et al., 2010; Laud et al., 2013;
Mogaddam et al., 2016). However, detecting
child abuse can be difficult and it is
complicated to determine common features
that characterize dental neglect (Bhatia et al.,
2014). The literature indicates discrepancies
between suspected and reported cases of child
abuse and neglect (Uldum et al., 2010; Laud et
al., 2013; Cukovic-Bagic et al., 2015;
Mogaddam et al., 2016), thus arising questions
to the cause of these discrepancies. Usually,
healthcare providers and dentists do not
report suspected abuse due to lack of
knowledge of local child-protection systems,
uncertainty whether abuse has occurred, fear
of breaching patient’s confidentiality, fear of
litigation, fear of consequences to the child,
and other concerns about the possible
outcomes of filing a report (Welbury et al.,
2003; Uldum et al., 2010; Sege et al., 2011).
The barriers to detect and report abuse should
be identified and eliminated to ensure active
involvement of dental professionals in
stopping child abuse.

Actions to improve
Child abuse is a significant worldwide issue. To
optimize dental team’s involvement in
detecting and reporting child abuse, it is
necessary to approach the problem through
dental practice, education, research, and
legal/policy system, by providing dental
professionals
with
sufficient
training,
knowledge and recognition, clear instructions,
protocols,
and
legal
guidelines
for
documentation and reporting such cases to
appropriate
and
competent
authorities.
Consultations
with
appropriate
medical
specialists, trained pediatric dentists, or
forensic odontologists for specialized forensic
interviews and specimen collection are highly
encouraged for objective evidence.
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Governmental
structures
should
make
stronger efforts to construct more organized
systems for reporting such incidents and to
pass legislation protecting the victims and the
health professionals who chose to report the
maltreatment of the child. Since abused and
neglected children are often incapable of selfprotection and most abuse cases involve head
and neck region, we, dental teams, are in a
strategic position to protect and safeguard our
minor patients and their rights.
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CONE BEAM CT and DENTISTRY

Arij Ben M'hamed

The real story of tomography started in Italy
in 1930, when Prof. Alessandro Vallebona
came up with a new technique: tomography
was the new method to represent a single
slice of the human body on the radiographic
film.
It allowed to iconographically document the
desired layer by eliminating, on the basis of
projective
geometry
principles,
the
surrounding structures.
Nowadays CBCT (3D Cone Beam Computed
Tomography) systems are used by dental
professionals to capture data using a coneshape X-ray beam that rotates around the
patient.
The number of patients that have taken part
in CBCT studies has been increasing over the
years, with a curve peak when the new 5G
system was introduced in 2010.
At the beginning there were no large
detectors, therefore 2 rotations were
required, either the seat or the tube needed to
be displaced and the images needed to be
stitched.
In the past AP and lateral views were useful
but later surgeons wanted a 3D measurement
which is obviously more accurate. In 2010 a
better system was developed. It had a higher
spatial resolution ( 0,15 MM3) that allowed
the supine position of the patient, therefore
MSK (musculoskeletal imaging) and less
movement artefacts became two important
improvements.The x-ray tube was more
powerful and this meant less noise in the
images and for the first time the temporal
bone imaging became possible with CBCT.
Consequently in 2015 a system with a faster
rotation that could be stopped, a larger field
of view and a more powerful X-ray tube was
developed. All the structures could be seen
better with the new resolution. For the first
time dental implant fractures were visible, it
was possible to see around them to define
whether they were osseointegrated or not.

≤
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Since the quality of the images is now the
same in every plan thanks to the 3D scanning,
it has been possible to have clear images of
the temporal bone from any plan. However
by increasing the resolution even radiation
dose rises depending on the used Field of
View, on the quality of the CBCT system, the
algorithm, kV and the mA . Therefore, in
order to define the quality of the required
image, physicians and engineers started to
work on iterative reconstructions.
Furthermore it has shown that with CBCT the
dose is reduced by 80% while a high
resolution would still be kept.
Ultimately in 2020 new indications, linked to
a better quality of the “high end” CBCT units
and the new CBCT evolutions, have been
added since the start of Cone Beam CT
marking a new era with new possible future
applications. CBCT in dentomaxillofacial
application is an enormous boost since it is
mainly used for treatment planning. As a
matter of fact 2⁄3 of CBCT applications are in
virtual planning while 1⁄3 is in diagnosis, as
the diagnosis is often already made by the
dentist.
CBCT provides specific information on the
location and the morphology of the
intraosseous
extension,
the
periosteal
reaction of the cortical progress with the local
effect on the adjacent structures and roots of
teeth.
Therefore an evolution has been seen due to a
higher resolution, instead of only considering
implantology and the inferior alveolar nerve,
dentists started looking for applications in
endodontia, in parodontology, in dentoalveolar
trauma,
lesions
of
the
mandible/maxilla and in tumors treatment
changes.
With high resolution and low dose, CBCT
images could also be used to see calculus in
the Warthon’s canal. It is now also allowing
application in osteomyelitis, as Prof. Jordi
Catala from Instituts Guirado in Barcelona
states.

EDSA MAGAZINE SPRING 2022

Although for the early detection and staging
the preferred imaging modalities in the
evaluation of osteomyelitis are X-ray and MRI,
Cone Beam CT is the best technique for
evaluating
sequestration
in
chronic
osteomyelitis. It is also very useful for more
detailed visualization of the osteolytic changes
caused by the infection in the presence of a
metallic hardware.

In the dentomaxillofacial field CBCT has
mainly been used in treatment planning.
Artificial Intelligence is leading researchers
towards new radiological-AI possibilities, that
is to say towards a lot more applications.
OMFS-IMPATH research group in Leuven
Belgium is working on making automated
models with CBCT. These models would then
be bioprinted and used not only for treatment
planning but also for the treatment itself: a
CBCT-driven automation of treatment.
In dentomaxillofacial radiology the interesting
challenge is mixing radiological and clinical
parameters:
image
corrections,
organ
detections, organ segmentations (jaw and
teeth), diagnosis, treatment plannings.
However what physicians, radiologists and
engineers are synergically working and will be
focusing on for the next decades is the
possibility of a treatment prediction especially
for complex surgeries.

With CBCT-driven AI each individual tooth
and anatomical bony structures are segmented
in 3D and detected with a 99% accuracy.
Furthermore, thanks to AI, the timing of
segmentation has been reduced from 1 hour to
30 seconds, therefore CBCT-driven AI can be
used in endodontia for image guided
endodontia,
in
orthodontics
and
in
implantology.
The challenge now is to combine all the
different segmentations and use a new Cone
Beam CT system that recognizes each
anatomical structure.
Cross sections will allow the assessment of
implant treatments by virtually carrying out
the access to the edentulous area in relation to
the nerve. This will give a huge improvement
in the incisor nerve area of the sinfisal
networks, allowing the virtual extraction of
the tooth and the planning of the treatment.
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Cone Beam CT will assist to pioneer the future
in dentistry. Bioprinting and Artificial
Intelligence are going to allow the CBCTdriven automation of treatment.
Moreover Cone Beam image interpretation is
another area where AI and deep learning can
increase productivity. The analysis of Cone
Beams requires a specific level of training and
experience, and this analysis can be time
consuming for the clinician and it involves the
selection of hundreds of image segments.
Therefore the interpretation process can be
automated to evaluate the image as a whole to
detect dental pathologies more quickly and
accurately.
Future expectations in the CBCT systems are
concentrating in dual energy, faster rotation,
deep learning, horizontal stitching, improved
algorithms etc.. and, with AI and photon
counting, this will bring in new additional
indications.
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TELEMEDICINE

DİLARA KILIÇ

"Telemedicine" refers to the use of
information-based
technologies
and
communication
systems
to
provide
healthcare
over
long
distances
(Zimlichman,2005). Telemedicine is currently
used in academic medical centers, community
hospitals, managed-care organizations, and
rural hospitals, as well as internationally to
connect providers in developing countries to
hospitals in developed countries. Advances in
digital communication, telecommunication,
and the Internet have created a previously
unheard-of opportunity for remote access to
medical care (Dils,2004),(Jampani,2011). In
recent years, the field of dentistry has seen
significant
technological
advancements.
Computers, telecommunication technology,
digital diagnostic imaging services, devices,
and software for analysis and follow-up have
all advanced(Clark,2000). The application of
information technology has not only
enhanced the effectiveness of dental patient
management but has also enabled their partial
or complete management hundreds of miles
away from medical centers or qualified
dentists. Access to dental services in rural and
remote areas is a problem still to be solved;
for this purpose, a new alternative known as
teledentistry has emerged. Teledentistry is a
branch of telemedicine concerned with
dentistry that handles the entire process of
networking, sharing digital information,
remote
consultations,
workup,
and
analysis(Clark,2000),(Mihailovic,2011).
Teledentistry has the ability to improve
access to oral healthcare, improve the
delivery of oral healthcare, and lower its
costs. It also has the potential to eliminate the
disparities in oral health care between rural
and urban communities.
The initial version of teledentistry emerged
as part of the blueprint for dental informatics,
which was drafted in 1989 at a conference in
Baltimore sponsored by the Westinghouse
Electronics Systems Group.

The Total Dental Access Project of the United
States Army demonstrated that teledentistry
lowered total patient care costs by extending
dental care to remote and rural areas and
providing complete information needed for
deeper analyses. Cook coined the term
"Teledentistry" in 1997, defining it as "... the
practice
of
using
video-conferencing
technologies to diagnose and provide
treatment
advice
over
a
distance."
(Fricton,2009).

Methods of teleconsultation
Teleconsultation via teledentistry can take
place in two ways: "Real-Time Consultation"
and
"Store-and-Forward
Method."
(Reddy,2011). Real-Time Consultation entails
a
videoconference
in
which
dental
professionals and their patients from
different locations can see, hear, and
communicate
with
one
another(Bhambal,2010).
The
Store-andForward method entails the exchange of
clinical data and static images collected and
stored by the dental practitioner, who then
forwards them for consultation and treatment
planning. A third method, known as the
"Remote Monitoring Method," has also been
described, in which patients are monitored
from a distance and can be hospital-based or
at home(Weerasinghe,2010). Another method
is m-health (mobile health). M-health is a term
used for the practice of medicine and public
health supported by mobile devices. Dentists
can share patient data, x-ray, graphical
representations of periodontal and hard
tissues, therapies used, laboratory results,
tests, remarks, images, and other information
transportable across multiple providers. This
data sharing can be extremely beneficial for
patients, particularly those in need of
specialist consultation.
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Basis of teledentistry: The internet
The Internet is the foundation of modern
teledentistry systems, as it is modified and
rapid, and it can transfer huge amounts of
data. All new teledentistry systems, as well as
all types of remote consultation, are Internetbased (Mihailovic,2011). There are numerous
reasons why Internet-based teledentistry has
taken precedence over other ways of
communication: speed, low cost, efficacy,
documented consultation, minimal occupancy,
privacy concerns, and the necessity of
appropriate training. It is obvious that the
Internet provides the fastest speeds for
sending documents or accessing desired
information. According to a study conducted
by Nainar SMH et al., the majority of pediatric
dental practices in Connecticut were Internetconnected(Nainar,2002). An Internet-based
telemedicine
program
(Baby
CareLink)
considerably
enhanced
patient
family
fulfillment while reducing the price associated
with hospital-to-hospital transfer following
NICU stay(Gray,2000). Thus, the Internet and
broadband high-speed connections have
remained the cornerstones of modern
teledentistry, assisting it to enter a new
era(Chen,2003). Yet, A variety of factors make
it difficult for people to gain access to the
Internet. Poverty, high device, data, and
telecommunications charges, infrastructure
barriers, digital literacy challenges, and policy
and operational barriers are examples of these.
These obstacles are significant for millions of
people in the developing world and make
teledentistry unapplicable in underdeveloped
countries.

This increases student eagerness while also
providing opportunities for learners for dental
students and practicing dentists. Modern
Internet systems also provide online videoconferencing, broadcasting operations and
treatments, and online training courses for
continuing
professional
dental
education(Reynolds,2002). A typical store-andforward teledentistry system includes, in
addition to an internet connection, a computer
with sufficient hard drive memory, RAM, and a
fast processor; an intraoral video camera; and
a digital camera for image capture. In some
cases, a fax machine, scanner, and printer are
also required(Bhambal,2010),(Birnbach,2000),
(Chang,2003).

Conclusion
Along with all the technological advancements
in the field of teledentistry, practitioners may
eventually be able to connect to virtual dental
health clinics, ushering in a completely new
age of dentistry. By collecting clinical data
from multiple patients at the same time,
remote monitoring has the potential to make
every minute count. Nevertheless, data may be
lost as a result of a software glitch or a
hardware total collapse. As a result, relying too
extensively on a computer system to prevent
errors in healthcare data could be risky.
Teledentistry can be a valuable tool in
providing dental care in remote regions where
experts are scarce and comprehensive and
sophisticated health care is lacking. It can be a
solution to the obstacles to dental services,
such as a lack of and high transport expenses,
time away from work and school, and the
ability to save money for patients.

Internet-based teledentistry for dental
education
Students can choose their own location, time,
and mode of learning with Internet-based
teledentistry education(Mihailovic,2011). For
instance, teledentistry can be a useful tool for
educating postgraduate students as well as
supplying continuing education for practicing
dentists. The patient information is evaluated
first (with or without the patient's presence) in
interactive video-conferencing, allowing for
interaction and feedback between the educator
and the students.
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Osteonecrosis in the multiple myeloma patient

Phillipa Agius
A case study

The medically compromised patient poses an
additional challenge that general dental
practitioners should be well accustomed to.
But what happens when the compromise is
not
simply
Diabetes
Mellitus
or
Hypertension? What happens when the
patient is an unstable multiple myeloma and
metastatic prostate cancer 76 year old
requiring a lower denture for basic nutrition?
The
answer
is
a
combination
of
interdisciplinary meetings, updated research
investigations
and
practitioner
professionalism in this genre of patients.
Multiple Myeloma accounts for 1% of all
cancers. It is the severe dysplasia and rapid
duplication of plasma cells. The result of an
active cancer in bone marrow is increased
osteoclastogenesis due to a suppressed
osteoblastic activity. Radiographically, this
will result in radiolucent lesions known as
lytic lesions. As widely documented, punched
out holes seen on lateral cephalometric
radiographs are a clear clinical presentation
of multiple myeloma. These lesions may
appear in any bone. For the dental
practitioner, lesions in the mandible and
temporomandibular joint are of extreme
importance. Treatment for this is a
medication which could slow down the
proliferation of osteoclasts, the dreaded
intravenous
nitrogen
containing
bisphosphonates. This, in itself, poses a great
risk for medication related osteonecrosis of
the jaw.

In addition to this, the patient presented in
remission from metastatic prostate cancer.
Which when present in bone, presents as
radiopaque sclerotic lesions. This patient's
bone would thus consist of haphazard
densities with poor vascularisation. This
poses an even greater risk for osteonecrosis.
As for diagnosis, by 2010 there was yet still
no recognition for osteonecrosis by the World
Health
Organisation
(WHO)
in
the
international classification of disease. The
updated criteria by the American Association
of Oral and Maxillofacial Surgeons (AAOMS)
for diagnosis of MRONJ is as follows ;
Current or previous therapy with
bisphosphonates (all routes), Denosumab
and /or anti-angiogenic agents
Exposed bone or bone that can be probed
through an intraoral or extraoral fistula(e)
in the maxillofacial region that has
persisted for more than eight weeks
No history of radiation therapy to the jaws
or obvious metastatic disease to the jaws.
However, the British Journal of Oral and
Maxillofacial Surgeons followed up this
classification by publishing that cone beam
computed tomography is required for
identification,
extension
possible
complications and differential diagnosis of
this condition.
The presence of osteonecrosis allows for an
indirect connection from the aversive
microbiological environment directly into
vital bone. This is the reason why an exposed
osteonecrotic lesion, without daily care, is a
high risk for osteomyelitis.
Once the extent and severity of lesion has
been identified, the treatment planning may
begin. This osteonecrotic lesion should be
refereed if the general practitioner is not
accustomed to the care. However, the dental
practitioner should know which treatments
can, can’t and are possible with caution when
the
patient
is
compromised
by
bisphosphonate intake.
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Treatment ranges from daily saline irrigation
and
antimicrobial
rinse
to
a
full
mandibulectomy and prosthesis placement.
Intravenous antibiotics would be required if
co-existing osteomyelitis is present. Surface
osteoclasty may be done without the use of
local anaesthetic. This is done to remove sharp
bone to not damage any other soft tissue of the
patient, possibly causing another osteonecrotic
area. Surgical treatment to remove the
necrotic bone may be advisable in more
advanced cases. However, this runs the risk of
developing osteonecrosis once again due to the
inability of the bone to remodel. This
highlights the importance of managing
modifiable risk factors.
In our case, tooth 32 had exfoliated and tooth
31 presented with grade 2 mobility. A
sequestrum of bone with grade 3 mobility
measuring 8mmx5mm which was removed
using simply tweezers. As seen in the picture
below; granulation tissue was present at the
base ensuring epithelialization and no
exposure of vital bone. Gauze dipped in
chlorohexidine was used to decrease the
bacterial load and chance of recurrent
infection. The patient was instructed to rinse
the area with saine and use chlorohexidine
mouthwash on gauze to debride the area
frequently.
At the core of it, the role of a health
practitioner is simply increasing the quantity
and quality of the individual. Treatment plans
are individualised taking medical, dental and
social history in mind.. This patient is
undergoing palliative care in end-of -life
treatment.
Subjecting
him
to
a
mandibulectomy would drastically reduce his
quality of life in the limited quantity available.
Patient
demographics
changes
their
individualised treatment plan. With any
treatment plan, one must pay attention to the
holistic condition of the patient, and also what
the patient wants for himself.
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Dental care for patients with special needs

Mafalda Silva & Diana Sottomayor
Did you know that according to WHO, special needs patients are four times more
likely to be treated poorly in the health care system? Understanding the main
techniques and considerations to take into account when attending a patient with
disabilities may help improve the oral care quality.
People with special health care needs (SHCN)
are defined as those having long-term
physical,
behavioral,
emotional
and
developmental
conditions
that
require
attention and health care of a type or amount,
beyond that required by individuals generally.
According to the World Health Organisation,
over a billion people, or about 15% of the
world’s population, are estimated to be living
with disability, with up to 3.8% of people aged
15 and older having significant difficulties in
functioning. This number is increasing due to
a rise in chronic health conditions and
population ageing (WHO, 2021).
When it comes to oral health, people with
SHCN are undoubtedly at higher risk for
developing pathologies, not only because of
their underlying conditions that impact their
oral health status but also due to a lack of
professionals trained and willing to work
with these individuals, as well as the inability
to access care in a traditional dental office
setting (Simmer-Beck, 2010).

Dental appointments ́ challenges
The attendance of an individual with special
needs in the dental office usually presents
innumerous challenges for the entire care
team.
Access to the dental/medical office, the
check-in process, and the waiting room are a
patients’ first introduction to the medical
visit. Therefore, these
present the first opportunity to help patients
overcome barriers. The waiting room should
be a quiet and private space and if possible, a
separate one. To avoid stress or anxiety prior
to the dental visit, waiting times should be
kept to a minimum.

A desensitisation appointment or pre-visit to
the dental office is essential to assess with the
parents or carers, the patient’s functional
abilities and preferences. This will also help
the patient acquaint the medical office set and
get familiarised with it. Ideally, appointments
should be in the morning and preferably kept
short. When it comes to the dental office
setup, it should be calm without unnecessary
distractions. Dental materials should be out of
sight to keep both patient and carers safe (it is
important to know if the patient has
impulsive or aggressive behaviours). The
attendance of a family member or a personal
caretaker during the office visit must be
assessed forehand by the clinician. Generally,
their presence is reassuring and can help
contain the child's anxiety, specially in
procedures like the check-up, when the
parent can sit in the dental chair and hold the
child. However, in some cases, their presence
is noticeably destabilising, so it is better to
keep them away from the dental office.
Research shows that people with special
needs do particularly well if they can be
accompanied by the same staff, dressing the
same clothes and working in the same dental
office, every time they come to an
appointment. Due to the relevant role of the
employees, staff training should be advocated
to ensure that the care provided is patientcentred and delivered in a respectful,
comfortable and effective manner (Nathawad
& Hanks, 2017).
The dentist must be patient, caring and
committed wholeheartedly to the patient.
Individuals easily perceive if they are in a
safe and caring environment (Levy &
Rotenberg, 2016). Dental professionals need
to be aware of the challenges around these
patients ́s oral health care.
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Often, they present with a poor oral health
status, not caused by their disregard, but by
the lack of knowledge, capacity and support
from those involved in their care. Patients
with special care needs often have several
conditions that may affect their oral health,
directly or indirectly (Chávez et al., 2018;
Ningrum et al., 2020). For example, diabetes,
which has been known to affect the quantity
and quality of the saliva, may impact the oral
environment directly, leading to xerostomia
and an increase of the prevalence of cavities.
On the other hand, high medication intake has
a complex negative impact on oral health,
raising the prevalence of cavities and
symptoms like dysphagia, and leading to a
poor quality of life (Barbe, 2018).
Research
has
shown
that
patients
́
behaviourbehavior is the most important
reason affecting their access to dental/medical
care, followed by their socioeconomic status
and age (Ocanto et al., 2020).
Speaking of economics, the costs of treatments
and medications are usually high, and patients
without family support can ́t afford it, forcing
them to rely on state support. Social support to
help SHCN and their families is essential to
provide an adequate quality of life, by reducing
barriers. However, most of the time the family
doesn ́t know how to help the patient maintain
good oral health. Regarding the age of the
patients, younger people are the ones that
poses higher challenges due to their childish
behavior and reasoning. Prevention should be
carried out as soon as possible with the first
appointment being preferably right after the
first teeth eruption. This will allow clinicians
diagnose craniofacial and dental anomalies and
help the patient adapt himself to the dental
caretaker from a very early age to facilitate
complex future treatments.
But what are, after all, the main disabilities
that an oral professional can came across
during a dental office visit? And are there any
guidelines for these specific conditions?
Despite
the
existence
of
uncountable
disabilities, such as epilepsy, obsessivecompulsive disorders, cerebral palsy, diabetes,
this article will focus on autism and down
syndrome, for its high prevalence among the
population and specific approach.
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Autism
The autism spectrum disorder (ASD) is a
complex neurodevelopmental disease specified
for behavioral syndrome and characterized by
a
debilitated
social
interaction
and
communication skills, may they be verbal or
non-verbal language, sensorimotor damage
combined
with
special
behaviors.
Manifestations of this condition depend on the
developmental level and age of the individual.
This is one of the most common conditions
that a dentist can come across, during a
clinical appointment, since the prevalence of
ASD has an average of 1/1000. ASD requires a
unique management due to the patient's
behaviour (Bommangoudar, 2018; University
of Washington, 2010). These individuals ́ social
behavior usually affects dental procedures,
leading to less dental treatments, compared to
the general public. Their impaired verbal
communication also contributes to poor oral
health, because of the challenges when
performing a diagnosis and treatment plan
(Diekamp et al., 2020). Thus, when patients
diagnosed with ASD come to a dental
appointment, the dentist should deliver a
questionnaire to the patient ́s parent/carer, to
understand the patients’ sensory sensitivities
(i.e. noises,
lights and movements). Additionally, their
special interests can be asked, since these
patients usually like to talk about it (Hamilton,
2017).
The oral healthcare professional should also
talk to the caregiver about their child ́s habits,
discourage the consumption of cariogenic
foods and other habits that may harm the
child’s teeth and instruct the protocol
following dental trauma. It is important to
recommend preventive measures such as
sealants and topical fluoride, tooth brushing at
least twice a day, if needed, with supervision.
When the patient takes regular medication, it
is important that it is sugar-free, otherwise,
the patient ́s doctor can be contacted asking
for a sugar-free medications, if possible
(University of Washington, 2010).
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Down Syndrome
Down syndrome (DS) is the most common
chromosomal disorder caused by an extra copy
of chromosome 21 (Trisomy 21). Individuals
with DS have intellectual disabilities and
delayed growth, characteristic facial features,
vision and hearing problems and cardiac
defects. According to a study conducted by
Peinado et al. (2018) mouth breathing is the
most frequent oral habit in patients with DS, as
a result of chronic respiratory infections and
has an incidence of 80%, whereas xerostomia
is the most common disorder, with an
incidence of 40%. Regarding oral hygiene care,
about 92.3% of the patients brush their teeth
by themselves whereas 69.7% receive help
when brushing. The oral hygiene care of these
patients is highly dependent on the patient ́s
caretaker because even if the patient is
autonomous in the act of brushing, he always
has to be supervised when doing it.
Starting the meeting by building up a
confidence-based relationship can reduce the
anxiety, fear and stress and improve the will to
collaborate during the following procedures.
This rapport can be achieved through an early
interview, in which the professional should
ask short questions that requires short
answers, gestures or head shakes from the
patient. It is important to use short, clear
instructions and speak directly to the patient
during the dental treatment or examination. If
the clinician do not understand what a patient
is trying to say, he should ask for a rephrase or
a confirmation. In the end, the professional
should reward cooperative behavior with
positive verbal reinforcement. When attending
a patient with DS, it is of utmost importance to
check the patient’s cardiac status and need for
premedication. Since these patients usually
have an impaired immune system that
contributes to the high incidence of
periodontal disease, close monitoring of it is
also important. On the other hand, partial and
complete dentures may not be well tolerated in
some patients due to macroglossia and
protruding tongue, as well as powered
toothbrushes, which may be too stimulating.

Finally, the oral professional can suggest a
frequent water intake for children taking
xerostomic medication and daily use of
chlorhexidine or other antimicrobial agents for
patients
with
swallowing
difficulties
(University of Washington, 2010).

Conclusion
Patients with special healthcare needs usually
have their immunology system weakened and
being the mouth an open gate to the body, oral
care plays an essential role in these
individuals' health. Once treatment is usually
very challenging to be carried out in these
patients, the secret for good oral health is
prevention and ongoing care. However, much
more attention and awareness should be given
to these individuals, because the simple fact of
being informed could totally change the way
professionals treat patients and improve their
quality of care and quality of life. Undeniably,
patients can never be healthy without good
oral health.
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Stem cells in dentistry

Danica Izgarevic
Stem cells are undifferentiated, immature
cells found in all multicellular organisms.
They are characterized by the ability to selfrenew and differentiate into any mature cell
type (1). There are multiple forms of stem
cells which can be distinguished from one
another based on the type of cells they can
differentiate into and where they are sourced
in the body. Recent studies have shown that
oral tissues are also a source of stem cells (2).
Given their unique abilities, stem cells can be
used for tissue engineering to regenerate or
replace damaged, diseased, or missing tissues
and even organs (3).

Sources of stem cells in dentistry
There are 2 main types of stem cells –
embryonic stem cells and adult stem cells –
which are classified according to their origin
and differentiation potential (4). The adult
stem cells are hematopoietic stem cells (HSCs)
and mesenchymal stromal cells (MSCs). HSCs
can create every blood cell type, while MSCs
create cartilage, bone, bone marrow, fat and
muscle tissue cells. They are often harvested
from bone marrow but can also be accessed
through other sources such as liver, umbilical
cord, placenta, adipose tissue, synovial
membrane, amniotic fluid and even teeth (5).

Bone Marrow-Derived MSCs (BMSCs)
BMSCs are multipotent progenitor cells
present in the adult bone marrow. Due to
their replicative capacity, they can also
differentiate into numerous cells of the
connective tissue. BMSCs can be isolated from
the iliac crest, the largest of the three bones
that make up the pelvis (6). A study by H.
Eugusa confirmed that BMSCs from the iliac
crest can differentiate into myogenic,
osteogenic, adipogenic, chondrogenic and
even non-mesenchymal neurogenic lineages
(6). The process of collecting cells from the
iliac crest is invasive for donors, but it has
been used for many years in dental bone
regeneration.

In regenerative medicine, it is the most
documented cell source, possibly because it is
routinely
collected
for
bone
marrow
transplantation for leukemia treatment (7).
Studies have shown age-related decline in the
osteogenic potential of BMSCs isolated from
the human iliac crest and femur (8). One of
the challenges associated with the use of such
cells is that their in vitro capability for
expansion is limited and they tend to lose
their multi-differentiation potential (6).
Functionally and phenotypically different
from iliac crest BMSCs are orofacial BMSCs,
owing to their distinct embryonic origins.
Human BMSCs can be isolated from the
maxilla and mandible, the bone marrow is
suctioned during dental treatments as with
dental implantation, third molar extraction,
orthodontic osteotomy, or cyst extirpation (9).
Unlike BMSCs from the iliac crest, they can be
used from patients irrespective of their age
(10). Orofacial BMSCs’ however, have a lower
adipogenic potential than those isolated from
the iliac, so when clinical trials are conducted,
knowledge of both cell types is crucial (11).

Periodontal Ligament Stem Cells
20 years ago Melcher proposed that stem cells
can be found in periodontal tissues (12).
Studies indicated that the presence of PDLSCs
could result in a beneficial outcome for the
treatment of periodontal disease. Case reports
by Yoichi Yamada indicated that using
autologous PDLSs to treat intrabony defects
did not improve the periodontal index (13).
Randomised controlled trials also showed that
the use of autologous PDLSCs did not result in
significant differences in treatment outcomes
for patients. Currently, there are only three
clinical trials supporting the use of PDLSCs
for treating gingival diseases. Further studies
are needed to analyze their effectiveness.
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In 2003, Pini Prato et al. stated that in
numerous cases, sufferers’ gingival fibroblasts
had been cultivated on a hyaluronic acid
scaffold and had then been implanted onto the
uncovered periosteum of the teeth where
gingival augmentation was required (14).
The tissue engineering technique of culturing
gingival dermal alternative grafts, composed
of gingival fibroblasts and numerous matrices,
may contribute to a growth in root coverage
and in keratinized and connected gingival
tissue. Additionally, an injectable tissue
engineering approach with MSCs, platelet-rich
plasma, and hyaluronic acid can be used to
address gingival recession (seen as black
triangles). This approach is minimally
invasive, and can be a long term solution to
improve gingival aesthetics (15). Therefore,
cellular-based regenerative techniques can be
considered a new, predictable and effective
management technique for gingival and soft
tissue augmentation.

Oral mucosa-derived stem cells
To date, two extraordinary varieties of human
adult stem cells have been recognized in the
oral mucosa. One is the oral epithelial
progenitor
stem
cells,
which
are
a
subpopulation of small oral keratinocytes
(smaller than forty μm) (16). Although these
cells appear to be unipotent stem cells, they
can differentiate into epithelial cells. This is
due to their clonogenicity and ability to
regenerate stratified and well-prepared oral
mucosal graft ex vivo, which suggests their
potential usefulness in intra-oral grafting
(17,18).
Other stem cells in the oral mucosa were found
within the lamina propria of the gingiva,
which attaches without delay, to the
periosteum of the underlying bone with no
intervening submucosa (19).
In 2010. study Marynka-Kalmani et al. showed
that a multipotent neural crest stem cell-like
population, termed oral mucosa stem cells
(OMSCs), can be reproducibly generated from
the lamina propria of the adult human gingiva
and in vitro may differentiate into lineages of
the 3 germ layers (20). Gingival stem cells may
therefore, partially explain the excessive
reprogramming efficiency of gingiva-derived
fibroblastic cell populations during iPS cell
generation (21).
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Salivary gland-derived stem cells
Stem cells inside the adult salivary gland are
anticipated to be beneficial for autologous
transplantation in the context of tissue
engineered-salivary glands or direct cellular
therapy. The salivary glands originate from
the endoderm and consist of acinar and ductal
epithelial cells with exocrine function. After
ligation of the salivary gland duct, the acinar
cells undergo apoptosis, and the duct
epithelium
eventually
proliferates.
The
isolation of stem cells within the salivary
glands has been attempted through the mobile
subculture of dissociated tissue.

Conclusion
Regenerative dentistry is an upcoming area of
interest amongst dental researchers and
clinicians, with many promising avenues for
future research. Dental teaching should
therefore pay more regard to this field.
Through further research and teaching,
regenerative dentistry has the potential to
revolutionise dental treatment.
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Does stress manifest itself in the oral cavity?

Christos Kladouchas

What is stress?
Stress is a response to any form of demand or
threat and can describe the effect of
threatening events on the function of the
human body. These events —whether real or
imagined— trigger the body’s defenses
through a rapid, automatic process known as
the “fight-or-flight” reaction or the “stress
response”. The nervous system releases a
flood
of
stress
hormones,
including
adrenaline and cortisol, which stimulate the
body for emergency action. As a result the
heart pounds faster, muscles tighten, blood
pressure rises, breath quickens, and the
senses become sharper.
In the international bibliography, “stress” has
many synonyms, such as anxiety, distress,
emotional strain and tension. Whilst the
negative effects of stress are widely
publicised the benefits of this protective
mechanism are often overlooked. It can boost
productivity to an extent, excessive stress
can however, have the opposite effect. This
threshold varies from one individual to
another, therefore early warning signs that
indicate stress overload must not be
dismissed.

Stress
affects
the
sympathetic
and
parasympathetic
control
of
salivary
secretion.. Parasympathetic stimulation leads
to vasodilation and increased salivary
secretion, while sympathetic stimulation
leads to reduced salivary flow. Frequent
fluctuations in the rate of production of
saliva, can create serious problems, such as a
deficiency in salivary secretion .
Stress can also affect the composition of
saliva. It was found that the pH decreases
(normal pH of saliva being 6 to 7), protein
content increases, whilst volume and amylase
decrease. It is also clear that under stress,
chronic or acute, immunoglobulin A (S-IgA)
levels decrease therefore increasing the
likelihood of oral infection or oral disease.
Xerostomia due to insufficient saliva
secretion is another symptom of stress that
creates favorable conditions for cariogenic
microorganisms.

Effects of stress on the oral cavity
The association between reduced salivary
flow rate and stress is well researched. Saliva
has many functions within the oral cavity
which are carried out using various
components. They interact with pathogenic
microorganisms, aid digestion and promote
the remineralisation of teeth. Saliva has an
antibacterial
function,
as
it
contains
antibodies, lysozyme, lactoferrin and amongst
other immunological proteins. An important
antimicrobial constituent in saliva is the
secretory immunoglobulin (IgA), which
"sticks" to the bacteria, leads to bacterial
adhesion and possibly to their destruction,
through the complement cascade.
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Pain
One of the most common types of facial pain,
temporomandibular joint pain, is strongly
associated with stress. It is characterised as a
non-odontogenic pain localised around the
TMJ and muscles of mastication. It is often
associated with bruxism, which results from
grinding or clenching of the teeth. For many
years it was believed to be an issue originating
from the joint. It is now believed that it more
commonly starts in the muscles of mastication
and is now referred to as Temporomandibular
Pain and Dysfunction Syndrome (TMPDS). In
most cases, under stress, the muscles contract
strongly, often for a long time and ache.
Therapeutically, in addition to purely dental
interventions such as the use of an occlusal
splint, benzodiazepines -mainly anxiolytics-,
are an appropriate class of pain control
medication. A prescription for a few weeks can
effectively control stress and nocturnal
bruxism. Muscle relaxants, as well as
antidepressants, can be administered, of which
tricyclics are the most common. In many cases,
the support of the patient by a counselor
psychologist is considered necessary.

Effect on anesthesia
Stress of any category and origin affects the
feeling of pain. It can lead to stress induced
analgesia or hyperalgesia depending on the
emotional and cognitive structure of the
person. Most dentists have experience with
cases where it was difficult and rarely
impossible
to
achieve
complete
local
anesthesia. The rate of failure to achieve local
anesthesia during a treatment ranges from 220%. Hence, it is sometimes hard to achieve
anesthesia and an overdose may be the only
solution to overcome this problem.

Effects
on
periodontium

oral

mucosa

and

Stress can cause pathological changes or
subjective symptoms in the normal oral
mucosa, as is evidenced by recent studies.
Psychological disorders like stress and
depression can act as risk factors, which could
affect the onset and development of diseases
of the oral mucosa. Some examples of such
diseases are stomatitis, recurrent aphthous,
oral lichen planus, recurrent herpes, and
burning mouth syndrome.
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They are particularly painful and occur in
times of fatigue, stress or in general when the
body's immune system is impaired. Several
studies have been conducted to investigate the
involvement of stress in the etiology and
pathogenesis of chronic and aggressive
periodontitis and the occurrence of acute
ulcerative gingivitis. These surveys involve
two arms. The first one, the ‘’biological’’,
includes the mechanisms, through which,
stress hormones -mainly cortisol- stimulate
the hypothalamic-pituitary axis and affect the
immune response. This mechanism can modify
the host's local defense against microbial
challenge, resulting in the beginning or
aggravation of the disease.
The second, the ‘’behavioral’’ aspect refers to
the changes that occur because individuals
under stress change their daily habits. For
example, they may not brush their teeth,
neglect their diet, drink and smoke more and
of course may miss their dental appointments.
The indifference to their oral hygiene in
combination with the increased desire to
consume carbohydrates and sweet foods, due
to the low levels of serotonin metabolism for
stressed individuals, can result in more carious
teeth. It is considered important for dentists to
be informed about the emotional condition of
patients, either by the patient themself or by
their attendant, in order to adjust the approach
and the treatment plan to better treat their
patients.

Conclusion
Stress, unfortunately, is increasingly prevalent
worldwide, especially as of late during the
COVID-pandemic. Socioeconomic challenges
created by the pandemic have had a significant
impact on general health, as well as oral
health. The complicated and dynamic nature of
stress, means despite the volume of research
on the oral health outcomes caused by stress,
more research needs to be carried out to
determine the causative mechanisms behind
many of these conditions. This can also be used
to inform planning of treatments and
interventions for patients with stress or
psychological disorders.
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Networking and college life in times of covid-19

Sumru Sinem Dogan

It is 7:55 in the morning, 5 minutes left until
my usual Microbiology lecture starts. Oh
shoot, I think to myself. Having just woken
up, I was hoping to brew myself a cup of
coffee before being stuck in a lecture for the
next four hours. One minute left- I rush up
the stairs and have just enough time to join
my Microsoft team meeting.
This is a casual Tuesday morning - well, a
casual Tuesday morning in the midst of a
global pandemic.
Only a few months ago, my morning routine
would have looked dramatically different to
how it does now. But how and to what extent
has the pandemic affected, not only my life
but the lives of my fellow students?
The Covid-19 pandemic has and continues to
affect many aspects of life, starting with
altering the structure of our work lives to
limiting our social lives and freedom to
travel.
Not only college students but students of
every grade and educational level are
suffering the consequences of isolation.
While social distancing and a significant
reduction of contacts primarily served the
purpose of reducing the spread of COVID-19
for maintaining our society’s physical health,
isolation largely contributed to a spike in
prevalence of mental health disorders
globally.
A recent publication illustrated the effects of
isolation amongst chinese college students (1).
It revealed symptoms like fear, hypochondria
and depression to be common amongst
students during isolation as a result of Covid19.
It is therefore understandable for education
to also be impacted. Nevertheless, one still
has to keep in mind that there are plenty of
various other factors affecting academic
achievements, such as time management,
social environment, personal goals and many
more.

The pandemic exposed and exacerbated areas
of vulnerability throughout our society. In
particular it has widened socioeconomic
inequalities.
As the world so quickly shifted online,
vulnerable households and individuals, who
perhaps didn't have the means to do so,
particularly suffered.
Conclusion
The pandemic has shown us that everything
we count on, everything we know and trust
can be gone very quickly. Emotions most of
us have never experienced began to reveal
themselves, proving to us that we, as a
society, should stand closer together to
support one another through a difficult time.
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Global Oral Health and FDI’s VISION 2030

Aurora Fratila
“Delivering Optimal Oral Health for All”. That is the motto of the Vision 2030,
the document put together by the FDI, but there are many aspects which need
to be taken into consideration.
Although almost entirely preventable, nearly
3.5 billion people are affected by oral
diseases, with dental caries being the most
common affliction worldwide. This number is,
especially for the 21st century and the times
we live in, unacceptably high. Oral health not
only affects the general health, but numerous
different aspects of life, such as confidence,
quality of life and even the chances of finding
work.
A study conducted in 2006 showed that
providing a group of unemployed people in
the United States with dental treatment
significantly improved their chances of
finding a job. So, poor accessibility to oral
health and basic hygiene cannot be viewed
only as inequality in health, but has also
considerable negative effects on education,
employment, and thus economic status.
However, since caries and dental diseases are
not conditions which threaten life, they are
not considered a priority to deal with as
quickly and efficiently as possible.
There is a profoundly uneven distribution, as
well as access to oral health both between and
within countries. In many rural areas, even in
countries which are considered high-income,
there are few to no dental practices and
people living in those communities have
almost no access to oral health care. Although
it is already well established that the high
consumption of sugar contributes to poor oral
health and must greatly be reduced, it is even
harder to do in such settings. As Carol
Guarnizo-Herreño, a public-health dentist at
the National University of Colombia in Bogota
and co-chair of the Lancet commission says,
we must consider the fact that for many
people in lower-income settings, basic
hygiene can be expensive:

This is just one example
of the many facets and
aspects which must be
taken
into
consideration
when
talking
about
improving oral health
globally. As the needs
differ from community
to community, there is
no
one-size-fits-all
plan.

“If you had to
choose between
food and
toothpaste for
your children,
what would you
choose?”

What is the VISION 2030?
“Vision 2030: Delivering Optimal Oral Health
for All”. The Vision 2030 is a report created by
the FDI (World Dental Federation) which
encompasses
the
strategies
and
goals
regarding oral health worldwide by the year
2030. The report is built around three main
pillars, each with a major goal: accessibility of
essential oral health (focusing on preventionbased strategies), integration of oral health
into general health through person-centered
healthcare, and collaboration with other health
workers. All the mentioned goals have a
common component on which they are based:
a strategy for education.

Why was it established?
The FDI recognizes the fundamental role oral
health plays in the general health, well-being,
and quality of life. Although healthcare should
be considered a human right, even in the 21st
century, all too few can count themselves
among the ones who have access to it. The fact
that access to affordable oral health is
currently decentralised among countries and
communities, with socio-economic differences
being one of the main reasons for it, has led for
such a report to be created in the first place.

1. Universal coverage for oral health
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The Universal Health Coverage (UHC) will
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have to include oral health as an integral part,
as it contributes significantly to the general
health and should not be separated from it.
Diseases of the oral cavity, such as caries and
periodontitis are categorised as NCDs (noncommunicable diseases), and considering the
direct link between general health and oral
health, they contribute significantly to the
overall burden of diseases.
According to the World Health Organisation,
the definition of a NCD is: „Noncommunicable
diseases (NCDs), also known as chronic
diseases, tend to be of long duration and are
the result of a combination of genetic,
physiological, environmental and behavioural
factors.“

cardiovascular disease, sharing some common
risk factors. Hiroshi
Ogawa, a dentist who contributed to the FDI
report, suggests that any initiatives at
promoting better oral health should be
included in already-existing health systems,
with the focus on preventing NCDs. Such
measures may especially be of great
importance for the quality of life of elderly
people, for which tooth loss causes
difficulty
eating,
which
then
further
contributes to other health issues.
Therefore, oral examinations and microbiome
tests can be extremely useful in the early
detection of systemic afflictions; other NCDs.
Establishing
a
closer
connection
and
collaboration between medical professionals
would build a beneficial network for
prevention and thus, significant healthcare
cost reduction.

3. Building a resilient oral health
workforce for sustainable development
Another challenge would represent the
constantly emerging devices and technologies,
which may equip practitioners with better
materials and treatment options, but which
may be too expensive to be accessible globally
for all patients and providers.
Oral diseases have a significant negative
Building a resilient oral health workforce will
impact on employment and education, while
have to assume working together with
also incurring excessive economic losses,
practitioners of other professions, in order to
which could be avoided by focusing on
achieve a better implementation of preventive
prevention-based treatments. Right now,
and noninvasive treatments, thus adopting a
rather than prioritising the prevention of oral
framework based on oral health needs, rather
disease, the focus is on drilling, filling and
than demands.
extracting teeth.
Globally, the dental profession is dominated
Therefore, for oral health care to be a part of
almost entirely by only the dentist, therefore
the UHC, following components need to be
relying on (mostly expensive) invasive
taken into consideration, according to the FDI:
procedures. For many dental treatments, there
Early detection and prevention of oral
is a routine, which is fairly basic and which
diseases, affordable and accessible care, lower
can be supported or sometimes completely
costs and platforms for awareness.
replaced by “middle-level” providers. Such
practitioners
2. Integrating oral health into general include: dental hygienists, nurses and
health and development agenda
community dental/health workers, who are
easier, faster and cheaper to train and can
The goal of the second main pillar is that by
support dental treatments in a beneficial way.
the year 2030, integrating oral, as well as
It
is
currently
discussed
how
the
general person-centered healthcare, will lead
aforementioned staff could provide basic but
to improved prevention and management of
essential
services,
such
as
check-ups,
oral conditions.
preventive and conservative care. As Prof.
Richard Watt says, the goal is “mixing some
Oral diseases usually occur simultaneously
very high-skilled activities with some more
with other NCDs, such as type 2 diabetes and
general skills. So you’ve got wider coverage of
the population with more appropriate
personnel.”
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4. The case for educational reform and the
road ahead
While the aspirations of oral health advocates
encompass topics like addressing large
structural concerns, the urgent task is to
develop new and innovative strategies, suited
for the times we live in and tailor-made to fit
the demands of people belonging to different
countries and economic strata.
For the future oral health professional, their
training and education in public and oral
health will allow them to contribute more
efficiently to the prevention of oral diseases.
They will be more resilient, adaptable,
innovative, with an approach to oral health, as
a crucial part of general health and well-being.
You can check out the complete Vision 2030
document under:
https://www.fdiworlddental.org/sites/default/f
iles/2021-02/Vision-2030-Delivering%20
Optimal-Oral-Health-for-All_0.pdf
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