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Case reports are defined as the scientific documentation of a single clinical 
observation and have a time-honored and rich tradition in medicine and 
scientific publication. The clinical case report, which describes and analyzes 
the diagnosis and/or the management of one or two patients, is the first line 
of evidence in health care. A case report is a powerful tool to disseminate  
information on unusual clinical syndromes, disease  associations, unusual 
side effects to therapy, or response to treatment. Case reports have been 
used for years as a means to teach health sciences students, and are one 
of the best ways for authors to get started in scholarly writing, and can be 
a valuable learning experience for both author and reader. Then why is it 
commonly quoted by most journals that it is not in their interest to publish 
case reports. The reason is as follows.

1.No new knowledge 
Most of the cases and procedures would have been reported in earlier  
journal. Hence no new knowledge is created by publishing such reports. 
Only if the case or procedure is unique or new or rare will the report be 
considered for publication.

2. Bias
Case reports are usually one off procedures. They are reported as the  
author had done it. But there is no proof that if another person repeats the 
procedure, the result will be the same. Hence they have very low hierarchy 
of evidence. They are categorized as CEBM Level 4. 

If similar cases are collected and a series is presented with new perspective, 
then it is worthy of being reported.

Hence to report a case, your manuscript should be 
 1. Unique, rare, or unusual 
 2. Short and succinct 
 3. Should add a value to the diagnosis or the management 
 4. Should be a clear learning point.

Dr. T.Ramesh, M.D.,
Correspondent

From the MD’s Desk
WHY NOT CASE REPORTS
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It gives me immense pleasure that our Adhiparasakthi Dental College 
& Hospital is going to publish the second issue of JOCDR journal. 

The first and foremost credits goes to our management especially our 
Correspondent Dr. T.Ramesh, M.D., for his whole hearted support,  
encouragement in research activities and publication of this journal.

To achieve and promote excellence in publications and applied research, 
the college has taken the initiative to launch the journal exclusively to 
publish staff and students’ research papers and articles.

The College has made tremendous progress in all areas -  
academic, non-academic, capacity building relevant to staff and  
students. I congratulate all the contributors and the editorial board for 
bringing out such a beautiful journal.

Our college has achieved this enviable position through the combined 
and concerted efforts of our dear students, alumni, faculty and supporting 
staff. 

Let us strive to keep the momentum going and scale new heights in the 
coming years.

Dr. A.Vasanthakumari, M.D.S.,
Principal

Principal’s Message

The Journal of Contemporary Dental Research is the official, peer -  
reviewed scientific journal of Adhiparasakthi Dental College &  
Hospital. It is published bi-annually. The Vision of Dr. T. Ramesh M.D., our  
Correspondent, is for a comprehensive journal which will be the  
beginning point of the growth curve of all the new publishers and for 
the maturation of the institutions ability to showcase its knowledge and 
activities to the scientific forum.

The journal editorial team is committed to maintain a high  
international and scientific standard by publishing original research, 
case reports and review articles of research studies in order to establish 
the journal as one of the informative journals in the world of dentistry.

I am inviting colleagues from the Dental fraternity to join and help us 
to increase awareness of research work culture in India and make each  
other updated and acknowledged about the newer advances in both fields. 

Dr. T.  Ramakrishnan, M.D.S.,
Editor - in - Chief

Editorial Message
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ABSTRACT

Oral health is an important part of general health of children. Good oral 
hygiene	is	the	foundation	for	a	healthy	mouth	and	prevents	80%	of	all	dental	
problems. Collaborative relationships between physicians and detists can help 
to improve oral and overall health of children. A cross sectional study was 
conducted on medical students using structured questionnaire. A total number 
of	260	 students	participaed	 in	 this	 study	of	which	 there	were	117	males	 and	
143	females.	Data	was	collected	and	analyzed	using	SPSS	software.	The	results	
conclude the need to increase the knowledge of medical students on oral 
hygiene.The purpose of the study was to assess the knowledge, attitude and 
practice of oral hygiene among medical students.

INTRODUCTION 
Oral diseases are major public health concern due to high 

prevalence and its impact on quality of life.Oral hygiene is 
linked to general awareness regarding healthy habits and it 
concerned with the investigation of environmental factors that 
affect human health. Unfortunately oral hygiene practice is very 
low in our society1. Improving oral health is still a dream come 
true in developing countries like India. The awareness about 
dental disease and their impact on general health and thereby 
the need to safeguard oral health and hygiene should be given 
utmost importance due to the increased use of tobacco, improper 
eating habits and insufficient maintenance of oral hygiene2,3. The 
American Academy of Pediatric Dentistry (AAPD) encourages parents 
and other health care providers to help every child establish a 
dental home by 12 months of age. Physicians are the first health 
professionals to come into contact with the expectant parents and 
parents	of	infants.	Optimally		 	physician		sees	a	child		8	times	in	
first	year	and	around	12	times	by	the	age	of	3.	Overall	<5	years	are	
seen more by physcian than a dentist or pedodontist4,5,6. Physicians 
ther fore need more knowledge and skills in addressing children 
oral health due to the prevalence of dental diseases, the racial and 
socioeconomic disparities in disease burden and limited access to 
dental care for many children. Therefore integrating oral health 
diseases prevention and promotion strategies into these medical 
professionals practice become essential. The American Academy 
of Pediatrics (AAP) has recommended that pediatricians and 
health care professionals should develop the knowledge base to 
perform oral health risk assessments on all patients beginning at 
6months of age8,10,11.

The purpose of the study wasto assess the baseline knowledge, 
attitude and practice of oral hygiene among medical students 

during their preclinical and clinical period of formative healthcare 
professional education and also proposes ways to improve, increase 
and impart oral hygiene measures within the medical health 
education process.

MATERIALS AND METHODS 
A	 cross	 sectional	 survey	 was	 conducted	 on	 260	 medical	

students	 (153	 clinical	 students	 and	 107	 preclinical	 students)	 at	
Melmaruvathur Adhiparasakthi Medical College and Hospital. 
Ethical approval was obtained from Institutional Review Board 
of Adhiparasakthi Dental College. On a specific day and time 
scheduled as per the convenience of the respective medical college, 
a structured questionnaire was distributed among the participants. 
They	 were	 allotted	 10minutes	 to	 complete	 the	 questionnaire	
after	which	 they	were	 explained	 the	 importance	 of	 oral	 hygiene	
maintenance and their role in preventive and pediatric dentistry. 
The	 questionnaire	 consisted	 of	 questions	 (18)	 divided	 into	 4	
domain assessing Dental caries, Oral hygiene, Role of diet and 
Importance of primary teeth.The data analysis was done using 
SPSS version 12 and the data was subjected to student ‘t’ test.

RESULTS
In	the	present	study,	total	number	of	260	medical	students	were	

participated.	Among	 260,	 107	were	 preclinical	 students	 and	 153	
were	 clinical	 students.	Out	 of	 260,	 117	were	male	 and	143	were	
female.
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Table 1.  Mean comparison of oral hygiene awareness between preclinical and clinical students

Dimension Groups N Mean SD T value P value

Knowledge
Preclinical students 107 3.88 1.23

4.957 0.000**
Clinical students 153 4.66 1.24

Attitude
Preclinical students 107 2.86 2.86

0.750 	0.454
Clinical students 153 2.98 1.31

Practice
Preclinical students 107 4.10 1.45

7.64 	0.000**
Clinical students 153 5.40 1.27

The	clinical	students	had	mean	value	of	(4.66)	with	knowledge,	(2.98)	in	attitude	and	(5.40)	in	practice.	The	preclinical	studentshad	
moderate	 level	of	mean	 (3.88)	 in	knowledge,	 (2.86)	 in	attitude	and	 (4.10)	 in	practice.	Data	 shows	 that	 clinical	 students	mean	 score	
of	knowledge,	attitude	and	practice	were	better	compared	to	preclinical	students.	The	mean	of	(12.60)	in	clinical	students	had	better	
knowledge	 of	 oral	 hygiene	 awareness	 and	mean	 of	 (11.57)	 in	 preclinical	 students	 had	 adequate	 knowledge	 and	 none	 of	 them	 had	
inadequate knowledge of oral hygiene awareness.

Table 2. Mean comparison of oral hygiene awareness between male and female clinical students

Dimension Groups N Mean SD T value P value

Knowledge
Male 74 4.40 1.23

2.48 0.01**
Female 79 4.89 1.11

Attitude
Male 74 2.81 2.81

1.4 		0.113
Female 79 3.12 3.12

Practice
Male 74 5.08 1.43

3.06 	0.000**Clinical students 79 5.69 1.02

Mean	value	of	female	had	better	knowledge	(4.46),	attitude	(3.03)	and	practice	(5.06)	towards	role	of	diet,	oral	hygiene	and	dental	
caries	management.Mean	value	of	(12.60)	in	clinical	students	had	better	knowledge	on	brushing	habits	and	practice	than	mean	of	(11.57)	
preclinical students.The mean value(4.29) of clinical students towards infant oral health care is higher than that of (2.92) mean value of 
preclinical students. 

Table 3. Mean comparison of oral hygiene awareness between male and female preclinical student

Dimension Groups N Mean SD T value P value

Knowledge
Male 43 3.72 1.16

1.14 0.25
Female 6 4.00 1.28

Attitude
Male 43 2.79 1.10

0.58 		0.56
Female 64 2.92 1.17

Practice
Male 43 3.81 1.56

1.69 	0.09
Clinical students 64 4.29 1.36
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Graph 1. Mean comparison of oral hygiene awareness between preclinical students and

DISCUSSION
Oral health is an integral part of general health. It is vital to 

overall health.Thus, medical and dental collaboration is essential 
for people’s well-being. Inter-professional collaboration is a 
‘partnership between a team of health providers and a client in 
a participatory collaborative and coordinated approach to share 
decision making around health and social issues. This improved 
professional cooperation between medical and dental practitioners 
may benefit all parties and better educate the public also. Children 
are	most	often	exposed	to	medical	care	however	dental	care	at	an	
early age is a constraint, therefore physicians have the opportunity 
to play an important role in educating families regarding how to 
maintain good oral hygiene.9,14,17	

In the present study, clinical students showed good knowledge 
on importance of primary teeth and permanent teeth and also the 
status of children teeth than preclinical students. This findings are 
similar to the study of Mani PM et al.12,15	The knowledge about the 
role of dental caries and its preventive aspects are well observed in 
clinical students in our study coincided with the results of Padma 
K Bhat et al.15

Female medical students scored more favorably on behavior 
measures and showed more interest in oral health and perceived 
their own oral health to be good to a higher degree than male 
students which is in accordance with the results of AnnaLena 
Osberg et al.1 The awareness towards importance of oral hygiene 
and brushing habits are higherin clinical students than preclinical 
students. The result of the study is similar to the findings of Porat D 
et al.16,18	This study proved that there is a significant improvement 
in clinical students regarding oral hygiene awareness and practice 
which	is	in	accordance	with	the	study	of	Zhang	et	al.18

This study, revealed overall female students had more 

knowledge, attitude and practice towards oral hygiene compared 
with male students which does not coincide with the study of 
KakuhiroFukai et al in which there was no clear gender difference 
in the distribution of general health habits.7,13	Preclinical students 
were considerably concerned about the role of plaque and oral 
hygiene practice which is similar to thestudy of NavyaMuttineni 
et al.13 The awareness towards infantoral health care is with 
appreciable score in clinical students. Similar result was given by 
Dinta N Kalakkadet al.4 

CONCLUSION
This   study  has identified that there is a need to increase 

the knowledge of graduating medical students through effective 
strategies. They require adequate training in oral hygiene 
awareness and maintenance and the medical professionals should 
also beencouraged to actively participate in continuing dental 
education programs and courses. Such courses should be made 
mandatory so that they can be useful to upgrade dental awareness 
which in return can be imparted to their patients.
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ABSTRACT

Effective and successful endodontic treatment require dentists to have 
adequate information on the clinical variations in root canal anatomy. Rare 
occurrence of extra root and root canals have been reported in premolars. 
Existence of such variations should be considered and noted, to be managed 
well and not missed. This case report explain presence of extra root in premolar.

INTRODUCTION 

The key to success of endodontic treatment is thorough de 
bridement and complete obturation of the entire root canal 
system, while the thorough knowledge of root canal space 
anatomy is a basic prerequisite for long term success of endodontic 
treatment1,especially in cases of complex root canal anatomy, where 
extra root canals are expected2. Studies have reported that complex 
root canal anatomy or anatomic variations can occur in all groups of 
teeth 3,4 Mandibular premolars have gained a reputation for having 
aberrant anatomy. Different studies have looked at the morphology 
of mandibular premolars over the years and reported a fairly high 
percent age of these teeth to have more than one canal6 Slowey has 
indicated that due to the variations in canal anatomy, mandibular 
premolars are the most difficult teeth to treat endodontically; they 
have	 a	 high	 flare	 up	 and	 failure	 rate5. The incidence of number 
of root canals and apical foramina in mandibular first premolars 
shows a large variation. Data from anatomical studies report that 
three	 rooted	 mandibular	 first	 premolars	 are	 rare,	 about	 0.2%	 6. 
Clinically reported cases showing the presence of three separate 
roots for the same are few and far between.

This case report presents a case of successful nonsurgical 
endodontic management of mandibular first premolar with three 
separate roots and three separate canals. Case report A 42 year 
old male patient  was referred to the Post Graduate Department 
of Conservative Dentistry and Endodontics with the chief 
complaint of intermittent pain over two months in relation to 
lower	 left	posterior	 teeth.	Patient	also	complained	of	episodes	of	
sensitivity to hot foods in the involved tooth. Medical and dental 
history were non-contributory. On clinical examination, patient’s 

oral hygiene was found to be moderate. Deep occlusal carious 
lesion was observed in tooth 34 and was tender on percussion. 
The crown of mandibular first premolar on the contralateral side 
showed no unusual anatomy in terms of number of cusps and 
dimension suggestive of any anomaly. Electric pulp test  and heat 
test with a gutta-percha stick gave a lingering response. There was 
no evidence of swelling or sinus tract. Preoperative periapical 
radiographic examination revealed radiolucency in association 
with tooth 34 Radiograph also showed the presence of two roots. 
A second radiograph with more mesial angulation was taken to 
clearly confirm the presence of a third root. Two roots were found 
with a shadow of a third root in between the first two. Based on 
clinical and radiographic evidences a diagnosis of irreversible 
pulpitis	was	made.	Access	was	gained	 to	 the	pulp	chamber	after	
administration	 of	 local	 anesthesia	 (2%	 Lidocaine	 with1:80,000	
adrenaline) under rubber dam isolation. To gain sufficient access 
to the canals, the conventional access opening was modified into 
one that was wider mesiodistally. Tactile examination of the walls 
of major canals was done with a small precurved pathfinder file 
(Dentsply, Maillefer, USA) which was advanced slowly down each 
wall of the major canal, probing for a catch. Orifice location was 
difficult as the coronal pulp chamber was unusually long and the 
separation of roots was from the middle third of the root. Finally, 
the three canal orifices were located and The working length 
radiograph was taken. (fig 2) Gates Glidden drills were applied 
(Dentsply, Maillefer, USA) with brushing motion in a crown down 
fashion to enlarge the orifice to achieve a straight line access. The 
canals were cleaned and shaped sequentially with ProTaper files 
(Dentsply,	Maillefer,	USA),	irrigated	using	3%	sodium	hypochlorite	
and a final rinse of saline. The canals were dried with paper points 
(Dentsply, Maillefer, USA), cotton was placed in the pulp chamber 
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and Cavite (3M ESPE, St. Paul, MN, USA) was used to close the 
access cavity. At the second appointment the canals were obturated 
with F1 ProTaper guttapercha cones (Dentsply, Maillefer, USA) 
using AH Plus sealer (Dentsply, Maillefer, USA).[fig 3, 4] The 
access cavity was filled with miracle mix [fig 4]

DISCUSSION 
Anatomical variations of mandibular premolars are well 

documented in literature both in terms of anatomic studies and 
clinically reported cases7. Based on race, only one study by Trope 
et al. showed an increased prevalence of two or more canals 
in mandibular first premolar in African American patients as 
opposed to Caucasian American patients8. The incidence of 
mandibular premolars with more than one canal or root is likely 
to be greater than that reported/found because of hidden images 
radiographically.	The	Washington	study	which	assessed	the	results	
of endodontic therapy of mandibular premolars showed that the 
failure	rate	in	mandibular	first	premolar	as	11.45%9. This may be 
due the extreme variations in root canal morphology of mandibular 
premolar teeth compared with the standard description of one 
root and one canal and therefore poses an endodontic challenge to 
the	clinician.	There	have	been	reports	of	flare-ups	in	mandibular	
premolars with associated paresthesia of the inferior alveolar and 
mental nerves because of missed root canals. The anatomic position 
of mental foramen and neurovascular structures that pass through 
the mandible are in close proximity to the apices of mandibular 
premolars From a periodontal viewpoint, root configuration is an 
important factor in the assessment of tooth suitability as a bridge 
abutment. Multi-rooted premolars with separate roots will offer 
periodontal support for bridge abutments than similar teeth with 
roots that converge or present a conical configuration 10.

Moreover, during exodontias, if multirooted premolar teeth 
are rotated during extraction there is an increased likelihood of 
root fracture11. Hence, good quality radiographs are of paramount 
importance in determining both external and internal root 
morphology. The complex nature of the root and root canal 
morphology of the mandibular second premolar has been 
underestimated. The following clues from diagnostic information 
and techniques might help clinicians detect additional root(s) and 
canal(s).	 A	 second	 radiograph	 from	 15-20	 degrees	 from	 either	
mesial or distal from the horizontal long axis of the root is necessary 
to accurately diagnose the number of roots and canals in premolar 
teeth. Yoshioka et al. have indicated that sudden narrowing of 
the canal system on a parallel radiograph suggests canal system 
multiplicity12.		Martinez-Lozano	et	al.	have	suggested	a	40-degree	
mesial angulation of the x-ray beam to identify additional 
canals13. Successful and predictable endodontic treatment requires 
knowledge of biology, physiology and root canal anatomy. It also 
requires proper instruments and the knowledge to use these 
instruments effectively. Teeth with extra roots and/or canals pose a 
particular challenge. Inability to identify and treat these additional 
root canals may cause treatment failures. Careful examination of 
preoperative radiographs can aid in locating additional canal or 
roots. Thus, root canal therapy of these teeth should be carried out 
by using x-rays from different angulations, efficient explorers, wider 

access openings, adequate illumination and, whenever possible, 
image magnification. Necessary precautions have to be taken 
during root canal therapy of these teeth and hence instrumentation 
of these canals was carried out using nickel titanium files, due to 
their	flexibility,	lesser	risks	of	ledge	formation	and	perforations.

CONCLUSION
The incidence of more than one root, more than one canal, 

and more than one foramen is less frequent in mandibular first 
premolar.	When	performing	root	canal	therapy,	additional	canals	
might be missed, leading to a greater failure rate, unless there is 
constant vigilance in locating two or more canals in the mandibular 
first premolar. This case has been reported to share our experience 
and increase the awareness of clinicians on aberrations in tooth 
morphology of mandibular premolar teeth for a more predictable 
treatment outcome.
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ABSTRACT  

Pemphigus vulgaris (PV) is a group of chronic, autoimmune, 
intraepithelial blistering disease of the skin and mucous membranes. The initial 
clinical manifestation is frequently the development of intraoral lesions, and 
later, the lesions involve the other mucous membranes and skin. The aetiology 
of this disease is the presence of autoantibodies targeted against the adhesion 
proteins of keratinocytes, leading to acantholysis and blister formation. Dentists 
play a very major role in early diagnosis as the course of the disease can be fatal 
if no appropriate treatment is given.

INTRODUCTION
Pemphigus vulgaris (PV) is a group of chronic, 

autoimmune, intraepithelial blistering disease of the skin and 
mucous membranes. The initial clinical manifestation is frequently 
the development of intraoral lesions, and later, the lesions involve 
the other mucous membranes and skin. The etiology of this disease 
is the presence of autoantibodies targeted against the adhesion 
proteins of keratinocytes, leading to acantholytic and blister 
formation. 

A CASE REPORT
Mrs.	 Suriyakumari,	 F/	 48	 O.P	 number	 2086056	 came	 to	

Adhiparasakthi Dental College and hospitals to the department 
of oral medicine with a chief complaint of burning sensation and 
difficulty	in	eating	normal	food	for	the	past	10	days.	No	significant	
medical and dental history could be elucidated.  She was apparently 
normal a couple of weeks ago. She slowly developed multiple 
blisters	 about	 10	days	 ago	which	 ruptured.	 	No	 evidence	 of	 any	
cutaneous lesions. Intra oral examination reveals erosions seen 
all	over	oral	cavity	mainly	in	the	left	buccal	mucosa	and	posterior	
palatal region. The borders are irregular in nature. A yellowish 
coating	was	present	over	 the	 erosions	 in	 the	 left	buccal	mucosa.	
The lesion was tender on palpation and bleeding on provocation 
noticed, poor oral hygiene was noticed. 16 is missing. Patient 
was provisionally diagnosed with pemphigus.  Histopathological 
investigation confirmed pemphigus vulgaris. The patient was given 
prednisolone	6	mg	thrice	daily	for	15	days,	chlorhexidine	mouth	
wash and topical anesthetics were prescribed. The patient reported 
after	15	days.	The	lesions	on	the	left	buccal	mucosa	had	resolved	
considerably. Hence steroids were tapered with subsequent follow 
up.

DISCUSSION 
Pemphigus is a chronic skin disease characterized by the ap 

pearance	of	the	bullae	vesicles.	When	it	occurs	in	the	oral	cavity	
the vesicles and bullae rupture easily due to trauma and results in 
the ulcers which bleed easily.

 Pemphigus is derived from the Greek word.’ Pemphix’ 
meaning bubble or blisters. Originally it was named by wichman 
in	1971.

Three major types of pemphigus have been enumerated
 1.Pemphigus vulgaris 
 2.Pemphigus foliaceous 
 3.paraneoplastic pemphigus
Pemphigus vulgaris is an autoimmune inter epithelial blistering 
disease. Pemphigus foliaceous is benign variety of pemphigus 
characterized by formation of superficial blisters. Also 
characterized by a chronic course with little or no involvement of 
mucous membrane.

Para neoplastic pemphigus is diagnosed by presence of 
painful mucosal eruptions with occult malignancy. This type of 
pemphigus	is	often	fatal	with	a	mortality	rate	of	90%.	Pemphigus	
vulgaris is an autoimmune blistering disease in which an 
immunogenetic predisposition is well established. Pemphigus 
antibody binds to keratinocyte cell surface molecules desmoglein 
1&3. Pemphigus vulgaris affects all races, equally in both genders 
with	near	age	of	onset	around	50-60	years.	Pemphigus	vulgaris	is	
characterized by a rapid appearance of vesicle and bullae varying 
in diameter from a few mm to cms. These lesions contains thin 
watery	fluid	shortly	after	development.	When	these	bullae	rupture,	
they have raw eroded surface. Nickolsky’s sign is a characteristic 
feature of pemphigus vulgaris, where there will be loss of 
epithelium due to rubbing of the unaffected skin. The course of 
the disease varies from recovery within a few days to prolonged 
illness   for a few years. The mucous membrane typically is affected 
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first in pemphigus vulgaris. Mucosal lesions may precede skin 
lesions by months. Intact bullae are rare in the oral cavity because 
of the attendant trauma. Patients have ill-defined irregular shaped, 
gingival, buccal or palatal erosions which are painful and slow to 
heal. The erosions can be seen in any part of the oral cavity and 
can be extensive in nature involving the larynx with subsequent 
hoarseness of voice.

Patient is uncomfortable because of the inability to eat 
and drink with ease. Pemphigus is characterized microscopically 
by the formation of vesicle or bullae entirely intra epithelially 
just above the basal layer producing the distinctive suprabasilar 
spilt. Tzanck cell is a distinctive feature of pemphigus. Biopsy will 
reveal characteristic suprabasilar acantholysis. Direct and indirect 
immunofluorescence	testing	is	of	greater	value	in	confirming	the	
diagnosis of pemphigus. It is used to demonstrate the presence of 
IgG.

Differential diagnosis includes various other bullous 
diseases such as dermatitis herpetiformis, Erythema multiforme, 
bullous lichen planus, epidermolysis bullosa, bullous pemphigoid 
and cicatricial pemphigoid. The aim of treatment is to promote 
healing of blisters and erosions and to provide an optimal dose of 
medication to control the disease process. Systemic corticosteroids 
are the main stay of treatment.  

CONCLUSION
The disease can be fatal due to loss of the epidermal barrier 

function, if proper treatment regime is not given at proper time. 
It	 is	due	 to	 loss	of	body	fluids	 and	 secondary	bacterialinfection.	
The principal mean of treatment is systemic corticosteroid therapy, 
with or without so-called “steroid-sparing” immune suppressants. 
The most common adjuvant therapy is azathioprine and 
cyclophosphamine which are used to help to decrease the dose of 
steroids and its complications Recalcitrant Cases are treated with 
rituximab and i.v immunoglobulins. Immune modulating drugs 
“intravenous” Igs, monoclonal antibody therapy directed against 

B-lymphocytes, is used for effective therapy if the condition does 
not respond to systemic corticosteroids or if the patient cannot 
tolerate the side effects of this treatment. The main complication of 
Pemphigus is the reduced quality of life related to pain, particularly 
in ulcerative/erosive lesions. Dentists play a very major role in early 
diagnosis as the course of the disease can be fatal if no appropriate 
treatment is given.
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ABSTRACT
Mucocele is a benign salivary gland lesion characterised by a mucin filled 

cavity, which most commonly involves the lower lip. They may be of the 
extravasation type or intravasation type, the former being more common. 
Here	 we	 have	 reviewed	 a	 total	 of	 30	 cases	 to	 analyse	 and	 study	 various	
variables and have also emphasized the importance of histopathological 
examination of mucoceles to rule out malignancy and other lesions.

INTRODUCTION 
Mucocele	 (muco–mucous	 ;	 coele–cavity)	 is	 one	of	 	 the	most	

common benign lesions of the salivary glands, characterised 
by pooling of mucous in a cavity within the connective tissue 
of the mucosa1,2. There are two types of mucoceles, namely the 
extravasation type and the retention type. The extravasation 
type	 is	most	 often	 characterised	 by	 the	 rupture	 of	 salivary	 duct	
or acini due to traumatic injury, resulting in pooling of mucous 
in the connective tissue area without epithelial lining and hence 
considered and classified  as a pseudocyst2,3. Unlike mucous 
extravasation cyst, mucous retention cysts are true cysts which 
has an epithelial lining and develops due to partial or complete 
obstruction of salivary excretory duct either due to calculi or 
strictures. Constriction  of ductal orifice due to chronic use of 
certain mouthwashes like hydrogen peroxide and tartar control 
toothpastes have also been reported to cause mucous retention 
cysts4. Here we present a review of reported cases of mucocele 
from our department archives over the past five years

MATERIALS AND METHODS 
From	the	department	archives	we	collected	30	reported	cases	of	

mucocele	over	the	past	five	years	(june	2015-jan	2019).	Variables	
like age, gender, etiology, clinical presentation, histopathological 
findings, treatment plan and recurrence rate were recorded and 
analysed.

RESULTS
We	retrospectively	analysed	our	department	archives	and	col 

lected	30	cases	of	mucocele	reported	over	a	period	of	5	years.	It	was	
found that 11 cases were females and 19 cases were males. Most of 
them	were	between	13	to	30	years	of	age	except		two	cases		aged	
six and nine. The chief complaint of the patients were swelling and 
interference with speech and eating. The swelling has been reported 
to be gradually increasing in size  over a period of one week to 

4 months. Lower lip was the most common site of involvement 
except for 2 cases, one of which was on the ventral surface of the 
tongue and the other one on the right retromolar region. Almost 
all the cases had revealed a history of trauma. 

On clinical examination most of the lesions showed a  bluish 
translucent hue, with well defined borders and intact  smooth 
surface  with no surface discharge. On palpation the lesions were 
found	to	be	fluctuant,	soft	in	consistency	and	non-tender.	Average	
size	of	the	swelling	mostly	was	found	to	be	roughly	1.5×1.5	cm2. 
Pain was a presenting feature only in one case.

Based on history and clinical examination a provisional 
diagnosis of mucocele had been made. The swellings were surgically 
excised and submitted for histopathogic evaluation.

Figure 1:  Scanner view (4X) reveals surface epithelium(red 
arrow),	 condensed	 connective	 tissue	 capsule	 with	 inflammatory	
cells(blue	 arrow)	 and	 extravasated	 mucous	 with	 inflammatory	
cells(green arrow).
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Figure 2 : scanner view (4X) reveals condensed connective 
tissue wall surrounding the lumen(red arrow), mucinous content 
infiltrated	 with	 inflammatory	 cells(green	 arrow)	 and	 involved	
mucous salivary gland(blue arrow).

Figure 3:	 Under	 low	 power	 magnification(10	 X)	 the	 lumen	
shows a mucinous background infiltrated with acute and chronic 
inflammatory	 cells	 including	 lymphocytes,	 neutrophils	 and	
macrophages(mucinophages).

Figure 4:	 high	 power	 magnification	 (40X)	 shows	 mucinous	
background	within	the	lumen	with	acute	and	chronic	inflammatory	
cells like lymphocytes, neutrophils, eosinophils(yellow arrow) and 
mucinophages (green arrow).

The histopathological examination of H&E stained sections 
revealed an overlying surface epithelium and an underlying 
connective tissue with mucin spillage surrounded by granulation 
tissue infiltrated with lymphocytes, plasma cells and mucinophages. 
In some cases the cystic lumen was empty suggesting washed out 
mucin content. Connective tissue was fibrocellular in nature and 
also contained blood vessels, extravasated RBCs, adipose tissues, 

acute	and	chronic	inflammatory	cells,	sections	of	muscle	and	nerve	
fibres along with aggregates of normal mucous salivary glands 
and salivary ducts. Acinar architecture was also lost in few foci in 
some of the cases. Hence an Extravasation type of mucocele was 
reported in all the cases.No recurrence has been reported till date 
for any of the cases.

DISCUSSION
Mucocele is a term that describes mucous filled cavities that may 

occur in the oral cavity, lacrimal sac, gall bladder, paranasal sinuses 
and appendix1. Oral mucocele  is supposed to be the seventeenth 
most common lesion of the oral cavity4. The incidence among the 
general	 population	 is	 0.4	 –	 0.9%	 with	 no	 gender	 predilection5, 
although our reported cases showed a slight male predominance. 
The most common age group affected is second and third decade 
of life4 and most of our reported cases were also in the second and 
third decade.

Mucoceles	 most	 often	 present	 as	 discrete,	 painless,	 smooth	
surfaced	 fluctuant	 swelling	 that	 range	 from	 few	 millime 
tres to few centimetres or even more1,3. The mucocele may be 
superficial	 or	 deep	 in	 location.	 Superficial	 lesions	 often	 have	 a	
characteristic translucent bluish hue and the overlying mucosa 
is of normal colour in case of deeper lesions7. Pain may be a 
presenting feature due to increased pressure in the cavity, during 
active secretion of saliva  during mastication6. Similar observations 
were found in our cases also and one patient  presented with pain. 
Majority of our reported cases had a bluish appearance suggesting 
to be superficially located.

Lower lip is the most commonly affected area. However they also 
can affect the upper lip, palate, buccal mucosa and the retromolar 
region3,4. Rarely mucocele  occurs in tongue involving the glands of 
Blandin and Nuhn8. Mucoceles affecting the ventral surface of the 
tongue	accounts	for	about	25.86%4.	Among	our	30	cases,	lower	lip	
was	involved	in	93.33%	of	cases	and	few	in	the	ventral	surface	of	
the  tongue and right retromolar region was found.

Some of the lesions that resemble oral mucoceles are traumatic 
fibromas, lipomas, salivary gland tumours and lesions due to 
sialoliths	and	phleboliths.	When	compared	to	mucoceles,	sialoliths	
and phleboliths usually appear as radiopaque structures with 
x-rays. In case of children presenting with swelling of the lips, 
differential diagnosis should also include vascular malformations 
such as hemangiomas and varices2. In our series of reported cases 
all cases had been provisionally diagnosed as mucocele and even 
the histopathological findings confirmed the same.

There are instances where the swelling in the retromolar region 
was provisionally diagnosed as mucocele and later turned out to 
be a low grade mucoepidermoid carcinoma on histopathological 
examination9. This is because, the low grade mucoepidermoid 
carcinoma has predominantly mucin secreting cells and cystic 
spaces which mimics a mucocele clinically2. This signifies the 
importance of excisional biopsy followed by careful histopathologic 
examination of lesions in final diagnosis and treatment planning.
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Oral mucoceles have also been reported to occur in patients 
with squamous cell carcinoma treated with radiation therapy. 
Since ionizing radiation produces permanent damage to the major 
and minor salivary glands, there is a change in the qualitative 
composition of saliva (increased viscosity of saliva) that ultimately 
causes increased pressure in the minor salivary gland ducts, leading 
to ductal rupture and subepithelial saliva accumulation10.

Thus diagnosis of oral mucocele is usually based on the history, 
clinical presentation and histopathological findings. Mucous 
retention cysts, a type of mucoceles, are classified into three types 
based on histology. Those lined by non-oncocytic ductal epithelium 
are ‘True mucous retention cysts’,  those which show oncocytoid 
metaplasia of the lining epithelium are termed ‘Reactive oncocytoid 
cyst’ and those which exhibit papillary multicystic growth pattern 
of the lining epithelium are termed ‘Mucopapillary cysts’. These 
mucous retention cysts shows mucous within the lumen and 
minimal	or	no	inflammation	of	the	connective	tissue	lining	11.

Surgical excision involving the surrounding mucosa and 
involved glandular tissue is the conventional form of treatment 
of mucoceles1. Various other treatment modalities available are 
electrocautery, laser surgery, cryosurgery,  marsupialisation and 
intralesional injection of corticosteroids3.

CONCLUSION
From our retrospective analysis we conclude that mucocele 

is one of the most common benign lesions of the oral cavity and 
lower lip is the most common site involved. Trauma is the most 
common etiology hence extravasation type is more frequent than 
retention type of mucocele and that histopathologic examination is 
mandatory for definitive diagnosis and proper management.
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ABSTRACT  
Gingival  enlargement, the  currently  accepted  terminology  for an  increase  

in the  size of the  gingiva is a general  feature  of  gingival  diseases. It has 
been associated with variety of local and systemic factors.  This is the case of  
a 31-Year old  female  presenting with  maxillary  and  mandibular  chronic  
inflammatory	 	gingival	 	enlargement	associated	 	with	 	 local	 factors	 including		
plaque  and  calculus was reported. Surgical therapy has been   carried out to 
provide a good aesthetic outcome. 

INTRODUCTION 
Gingival enlargement: An overgrowth or increase in size of 

the gingiva.1 Gingival enlargement is common feature of gingival 
diseases. The diagnosis of these entities becomes challenging for the 
clinician due to their varied presentations. They can be classified 
based on their etiopathogenesis, location, size, extent, etc.

Based on etiopathogenesis, enlargements are classified into 
inflammatory,	 drug	 induced,	 those	 associated	 with	 	 systemic		
conditions or  diseases,  neoplastic  or  false enlargements.  According 
to location, enlargements are classified into marginal, papillary, or 
diffuse. Based on distribution, enlargements could be localized, 
generalized.	 Among	 these,	 chronic	 	 inflammatory	 enlargement	
is	 	 most	 common	 in	 which	 gingiva	 is	 soft	 	 and	 discoloured.	 It	
originates as a slight ballooning of the interdental papilla and 
marginal gingiva. Life preserver shaped bulge is seen in early stages 
around the involved teeth. Localized or generalized enlargement 
progresses slowly and painlessly unless it is complicated by acute 
infection or trauma.2

This is caused by tissue edema and infective cellular infiltration 
due to prolonged  exposure to bacterial plaque and is treated with  
conventional  periodontal treatment, such as scaling  and root 
planing.3

Chronic	 inflammatory	 gingival	 enlargements	 associated	
with	fibrotic	components	do	not	resolve	and	shrink	after	scaling	
and root planing alone. Surgical removal of the excess tissue 
[Gingivectomy],	 open	 flap	 debridement	 are	 other	 modes	 of	
treatment to obtain aesthetic outcome on long term basis.4

CASE REPORT 
A  31 years  old  woman reported to the  Department of 

Periodontology, Adhiparasakthi dental college and hospital, 

Melmaruvathur with the  complaint of  gingival enlargement  in 
relation to the maxillary  and  mandibular anterior teeth region  
since 6 months. Patient complained of bleeding from the gums 
while brushing. Patient complained of difficulty in chewing and 
also concern for the aesthetics was reported by the patient. The 
patient is not under any medication known to induce gingival 
enlargement. 

Intra oral examination revealed, gingiva which was  red in 
colour,	friable,	soft	with	a	smooth	shiny	surface	with		enlargement	
involving the inter dental  papilla and marginal gingiva [Grade II 
enlargement]  in relation to the  maxillary and mandibular anterior 
teeth region, with  generalized gingival bleeding on probing, 
probing	depth	of	more	than	5mm	present	in	the	anterior	region,	
extends up to  muco gingival junction.[ Fig.1]

There was no other relevant medical, dental or family history.

TREATMENT
Initial periodontal therapy including supragingival scaling was 

performed.  Oral hygiene instructions were given and advised to use 
chlorhexidine	mouth	wash	0.2%	twice	a	day	for	week.	Antibiotics	
and	analgesics	were	prescribed	for	5	days.	After	2	weeks	the	patient	
was reviewed. Complete blood count investigations were done. 
Then sub gingival scaling and root planing was completed under 
LA.

After	 1	 month,	 the	 patient	 was	 reviewed,	 and	 the	 tisues	
appeared firm in consistency. Clinical examination revealed fibrous 
enlargement involving the interdental papilla, marginal gingiva, 
with minimum attached gingiva.  So internal bevel gingivectomy 
for	removal	of	enlarged	tissues	and	flap	surgery	for	pocket	depth	
reduction was planned.  Under aseptic condition, administration 
of	 LA	 (1:200000)	 was	 done.	 Internal	 bevel	 gingivectomy	 along	



Journal of Contemporary Dental Research          Vol-2  |  Issue - 1  | January - June 2020

19

with	flap	 surgery	was	planned	on	both	 the	 arches.	Pockets	were	
measured and an internal bevel incision was given depending 
on the thickness of the tissue in lower anterior region. Excess 
gingival tissues were removed. Then crevicular incision was made 
on	 remaining	 flap	 and	 	 reflected	 with	 a	 periosteal	 elevator.[Fig	
2,3] Complete  debridement of calculus, granulation tissues was 
done with Gracey curettes.(1-2, 3-4)  Then sutures were placed. 
Periodontal dressing was given in lower anterior teeth region.  
[Fig.4]	Antibiotics	and	analgesics	were	prescribed	for	5	days.	After	
1 week sutures were removed. There was uneventful healing in 
lower	anterior	teeth	region.[Fig.5]

At this time, maxillary anterior teeth region was treated by the 
same	procedure.	[	Fig	6,7,8]	After	1	week	of	surgery,	sutures	were	
removed.  There was complete healing in maxillary and mandibular 
anterior teeth region and gingival enlargement reduced in size. 
[Fig.9] Patient was satisfied with appearance  as well as  function.

HISTOPATHOLOGICAL EXAMINATION 
An excisional biopsy of the tissue was done during surgery.  H 

and E staining was done for the specimen and it showed stratified 
squamous	 surface	 epithelium	 and	 an	 inflamed	 connective	
tissue. The epithelium is atrophic and of uniform thickness and 
is hyperplastic in one foci. The underlying connective tissue 
shows	 dense	 chronic	 inflammatory	 infiltrate	 predominantly	 of	
lymphocytes and plasma cells subepithelially. The collagen fibers 
associated with fibroblasts are arranged haphazardly. Vascularity is 
minimal	in	nature.			[Fig.10]	

DISCUSSION
Here,	 we	 report	 a	 case	 of	 chronic	 inflammatory	 gingival	

enlargement.	 These	 	 enlargements	 	 are	 often	 associated	 with		
bacterial plaque  accumulation. Regular professional oral 
prophylaxis and good patient compliance are essential in the manage 
ment of such cases.5	

Risk factors of this type of enlargement is poor oral hygiene as 
well as physical irritation of the gingiva by improper restorative 
and orthodontic appliances.3

In	this	case,		gingiva	was	soft		and		deep	red	in	colour		because	
of tissue edema and infective cellular infiltration  by prolonged 
exposure to bacterial plaque. Bulging of the tissue causes pseudo 
pockets that causes difficulty to clean .  A foul breath is also present 
as food debris is degraded by the accumulating microorganisms6. 
Gingival enlargement in maxillary and mandibular region  
affects		aesthetics	and	phonetics	of	the	patient.	After	non-surgical		
periodontal	 therapy,	 there	 was	 resolution	 of	 inflammation	 	 in		
realtion  to both upper and lower anterior region. Excess thickness 
of gingival tissues, and fibrotic component was corrected by 
surgical	 therapy	 including	 internal	 bevel	 gingivectomy	 	 and	flap	
surgery.

Surgical management removed enlarged tissue and provided 
improved access for the patient’s oral hygiene practices.

Moreover, few cases of gingival enlargement could be the 
primary sign of  potentially  lethal  systemic diseases  in which 
correct  diagnosis is mandatory  for saving the life of the patient 
through initiating early  treatment  and improving the quality of 
life.8

CONCLUSION
Inspite of myriad of etiology , gingival enlargements should be 

carefully	diagnosed	by		history	(drug	or	hormonal		influenced)	by	
location (Mouth breathing  enlargement around anterior teeth ) or 
by	clinical	presentation	(strawberry	gingivitis	–	vit	C	deficiency).	
Presence of local irritants ( plaque and calculus)  is main etiological 
factor for most of the  cases of gingival enlargement. Hence plaque 
control is essential aspect of management of such cases. 

ACKNOWLEDGEMENT
I express my gratitude to Dr. T. Rama Krishnan MDS ( professor, 

Head of Dept of periodontics) for his immense support and 
guidance. I would like to thank all staffs in the Dept of periodontics  
for  their  valuable contributions and motivation. Also to Dept of 
oral pathology staffs for providing Histopathological report.



Journal of Contemporary Dental Research          Vol-2  |  Issue - 1  | January - June 2020

20

REFERENCES
1. American Academy of Periodontology. Glossary of Periodontal Terms. 

Chicago,	USA;2001.
2. Newman MG, Takei HH, Klokkevold PR, Carranza FA. Caranza`s clinical 

periodontology.10th	ed.	St.Louis:	Elsevier	(saunder`s);2006.p.374.
3.	 Shukla	 P,	 Dahiya	 V,	 Kataria	 P,	 Sabharwal	 S.	 Inflammatory	 hyperplasia:	

From	diagnosis	to	treatment.	J	Indian	Soc	Periodontol	2014;18(1):92-4.
4. Khamar B, Bargale S, Dave H, Yadav T. Recurrent localized chronic gingival 

enlargement	in	fixed	orthodontic	treatment	–	A	Novel	case	report.	Eur	J	
Dent	Therapy	Res	2014;	3(1):	192-94.

5.	 Jadhav	T,	Mahalinga	Bhat	K,	Subraya	Bhat	G,	Jothi	M	Varghese.	Chronic	
inflammatory	gingival	enlargement	as	sociated	with	Orthodontic	therapy	
–A	case	report.	The	J	Dent		Hyg		2013;	87(1)	:19-23.

6.	 Tomar	N,	Vidhi	M,	Mayur	K.	Inflammatory	gingival	enlargement	–	A	case	
Report.	J	Adv	Dent	Scie	2014;	2(1):	109-13.

7.	 Savage	 NW,	 Daly	 CG.	 Gingival	 enlargements	 and	 localized	 gingival	
overgrowths.	Aust	Dent	J	2010;55(1):	55-60

8.	 Agrawal	AA.	Gingival	enlargements:	Differential	diagnosis	and	review	of	
literature.	World	J	Clin	Cases	2015;	3(9):	779-88.

Conflict	of	interest:		Authors	Declare	that	they	have	no	conflict	of	interest



Journal of Contemporary Dental Research          Vol-2  |  Issue - 1  | January - June 2020

21

MINOR SURGICAL ORTHODONTIC TREATMENT-MANAGEMENT OF UPPER INCISOR 
IMPACTION ASSOCIATED WITH SUPERNUMERARY TOOTH 

Dr.V.SUDHAKAR1, Dr. R.RAMYA2, Dr.SUMANTH RANGARAJAN2, Dr.ANANDA DEVI C3, Dr.SAKTHIDARAN3, 
Dr.MURUGANANDAM3, Dr. .KARIKALAN4.
Professor and Head1 Reader2  Senior Lecturer 3

Dept of Orthodontics and Dentofacial Orthopedics,Adhiparasakthi Dental College and Hospital, Melmaruvathur. 
Private Practioner4 

Keywords:
Impacted incisor, Supernumerary, Orthodontic  
traction

Correspondence
DR.V.SUDHAKAR, M.D.S.,
Professor and Head
Dept of Orthodontics and Dentofacial Orthopedics,
Adhiparasakthi Dental College and Hospital, 
Melmaruvathur.

ABSTRACT  

Impaction of maxillary permanent incisor is a frequent case in dental 
practice, but its treatment is challenging because of its importance to facial 
esthetics. Supernumerary teeth are the main cause of impaction of upper in 
cisor. Impaction should be suspected if the contralateral incisor has erupted 
more than 6 months previously or if the lateral incisors have erupted before 
the central incisors. 

We	report	a	case	of	12	year	old	with	impacted	left	upper	central	incisor	
associated with supernumerary tooth on radiological examination.  The 
impacted	 supernumerary	 tooth	 was	 removed	 and	 impacted	 left	 upper	
incisor was surgically exposed.  The orthodontic traction was started and 
was brought down to its proper position in the dental arch.

INTRODUCTION 
Impaction can be defined as the failure of a tooth to erupt 

usually due to crowding or an obstruction (supernumerary tooth, 
fibrous tissue).  The prevalence of impacted maxillary central 
incisors	 is	 reported	 to	 be	 0.13%.	 If	 an	 impacted	 central	 incisors	
usually diagnosed, when there is a delay in the eruption of the 
tooth. The missing upper incisors are regarded as unattractive 
which may have an effect on self-esteem and general interaction 
and it is important to detect and manage the problem as early as 
possible.

Eruption failure may occur if pathological obstructions, such as 
supernumerary teeth, odontomas, cysts and dilacerations develop 
in the eruptive path of the incisor.  Other possible causes of lack of 
eruption of maxillary incisors are: ectopic eruption position of the 
tooth bud, non-vital or ankylosed primary teeth, early extraction 
of deciduous teeth, mucosal barriers in the path of eruption that 
acts as a physical barrier to eruption, endocrine abnormalities and 
bone disease.  Supernumerary teeth are the main cause of impaction 
of upper incisor1.	 	 50-60%	of	 premaxillary	 supernumerary	 teeth	
cause impaction of permanent incisor 2  due to a direct obstruction 
for the eruption, tipping of the adjacent teeth towards the place of 
the impacted tooth, narrowing of the dental arch, displacement of 
the permanent teeth bud, or malformations of the unerupted tooth 
root

An interesting case of an impacted supernumerary tooth in 
the maxillary anterior region, interfering with the eruption of the 
permanent	left	central	incisor	is	presented.	Combined	surgical	and	
orthodontic	treatment	employed	to	bring	the	impacted	left	upper	

central incisor to its proper position in the dental arch is discussed.

MANAGEMENT 
A. The first principle of management is to ensure that adequate 

space is present to accommodate the impacted tooth (9 mm 
for an average incisor). 

B.  This may involve extraction of retained deciduous teeth if 
it is present. Any cause of obstruction should be removed. 
Tuberculate supernumeraries are more commonly 
associated with incisor impaction than conically shaped 
teeth.	 	 In	 upto	 75%	 of	 cases,	 the	 impacted	 incisor	 may	
erupt spontaneously within 16 months of removal of 
supernumerary tooth.

C.  Spontaneous improvement is more likely to occur in 
younger patients with open root apices.  If there is no 
spontaneous improvement, one should consider exposing 
and bonding the impacted teeth in order to apply traction.

D.  It is important for future periodontal health that the teeth 
erupt through attached gingival which can be achieved 
either	with	an	apically	repositioned	flap(For	teeth	in	a	low	
position) or the closed eruption technique (Highly placed 
teeth)

SURGICAL EXPOSURE
1.  Surgical exposure of the unerupted tooth which can be 

done using one of three methods.  A gingivectomy would be the 
procedure of choice in the presence of attached gingival and if 
sufficient tooth structure can be exposed to bond an attachment. 
At least one half to two thirds of the crown must be uncovered.  
In patients where thereis inad equate attached gingival or if 
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gingivectomy would compromise the width of attached gingival, 
an	apically	positioned	flap	is	recommended.	

2. The other method is the closed eruption technique in which 
a	flap	that	incorporates	the	attached	gingival	is	raised	and	is	fully	
replaced	in	its	original	position	after	placement	of	traction	devices.		
If the tooth is impacted in the middle of the alveolus or high in the 
vestibule near the nasal spine, the closed eruption technique may 
the treatment of choice 6.

CASE REPORT
A 12 year old male patient reported with the chief complaint of 

unerupted	upper	left	front	tooth.		Patient	had	no	significantmedical	
history and Dental history.  Intraoral examination revealed missing 
left	upper	central	incisor	(Fig.	1).

DIAGNOSIS 
Clinically it was confirmed with labial bulging. An intra 

oralperiapical radiograph of upper anterior region revealed an 
impacted supernumerary tooth on the palatal aspect and an 
impacted central incisor on the labial side (Fig.2).The space 
available	 between	 right	 upper	 central	 incisor	 and	 the	 left	 upper	
canine	was	7mm	which	was	slightly	insufficient	to	accommodate.

Fig.2 : Intraoral periapical radiograph showing supernumerary an 
impacted		tooth	and	an	impacted	left	upper	central	incisor

TREATMENT
The treatment plan comprised of surgical removal of the 

supernumerary tooth and orthodontic traction of the impacted 
incisor	 with	 closed	 eruption	 technique.	With	 the	 patient	 under	
local	 anesthesia,	 full	 thickness	 mucoperiosteal	 flap	 on	 the	
palatal	 side	 was	 reflected	 (Fig.3).The	 supernumerary	 tooth	 was	
removed surgically and extraction was inspected. The extracted 
supernumerary tooth was conical in shape (Fig.4). The straight 
wire bracket was bonded with light cure material and elastic chain 
was	attached.	The	flap	was	repositioned	and	sutured	keeping	elastic	
chain suspended in the oral cavity making sure the occlusion was 
not	interfered	(Fig.5)

After	 a	 week,	 the	 healing	 was	 normal	 and	 the	 sutures	 were	
removed. The patient was treated with straight wire technique with 
0.022(MBT).

Slot	 size	 using	 0.016	 round	 Niti	 wire	 and	 elastic	 chain	 was	
pulled	and	 tied	with	 the	wire	 (Fig.7).	After	 the	 impacted	 incisor	
was brought into occlusion, it was noticed that the space available 
in the arch to accommodate the incisor was only 6 mm which was 
not	sufficient	(Fig.8).

Hence, reproximation was done and an additional space of 4 
mm	was	created	in	between	4	incisors	in	end	of	5	months	(Fig.9).

DISCUSSION : 
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Supernumerary teeth are broadly of two types: one is 
supplemental which resembles normal tooth morphology and the 
other is abnormal shape. The abnormal shape is categorized into 
conical type and tuberculate type. It has also been documented 
that the conical shaped supernumerary tooth does not usually 
affect the eruption of the adjacent permanent incisors but may 
cause their displacement, which may involve the crown, the root 
or the whole tooth. 

The conical supernumerary may be noninverted or inverted.  
When	 non-inverted,	 it	 may	 remain	 unerupted	 palatal	 to	 the	
permanent	 incisors.	 	 When	 inverted,	 it	 may	 point	 posteriorly	
towards the nose7,8. In the present case, the associated 
supernumerary tooth was conical, non-inverted and impacted on 
the palatal side and interfered with the eruption of the permanent 
tooth.

Spontaneous eruption of impacted maxillary incisors occurs in 
54-76%	of	cases	when	supernumerary	tooth	is	removed	and	if	there	
is enough space in the dental arch. However, research data indicate 
that the spontaneous eruption of impacted maxillary incisor may 
take up to 3 years and sometimes orthodontic treatment of the 
erupted tooth in the dental arch is indicated. If the root of the 
impacted tooth is still developing, the tooth may erupt normally; 
but once the root apex has closed, the tooth has lost its potential to 
erupt.  In the present case, the root formation was completed and 
because of its rotation and labial placement, it was not desirable 
to wait for spontaneous eruption. The chances of non-vitality are 
naturally much lower when the treatment is initiated at a younger 
age9		The	total	duration	of	treatment	was	8	months.

CONCLUSION 
In order to properly treat these individuals, the clinician must 

have knowledge of the classification, etiology and treatment 
modalities available for eruption disturbances of the maxillary 
incisors. It is important that a thorough examination is performed 
in order to obtain an accurate diagnosis. Each case must be treated 
independently in order to formulate the proper treatment plan 
and to achieve the best possible outcome for each patient. In this 
case, the impacted central incisor was successfully brought into the 
position and showed good stability and good occlusion. 
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ABSTRACT  

Objectives: To know the various prosthodontic techniques followed 
by the private dental practitioners as compared with the techniques 
taught to them in the colleges. A survey was done to determine the 
prosthodontic techniques by post graduates and staffs of APDCH 
in	 their	practice.	A	pretested	questionnaire	performa	containing	15	
questions on complete denture fabrication was prepared to be filled 
up.	A	total	of	51	subjects	were	included	in	the		study	(100%	response	
rate).	Out	of	51	respondents,	11.8	%		of	the	practitioners	were	devoting		
their		40%	of	practice	to	removable	prosthodontics		and			27.5%	of	the	
practitioners	were	allotting	only	1%	to	9%	of	their	clinical	practice	to	
do	removable	prosthetic	works.	Around	40	%	never	using	modeling	
compounds for taking  preliminary impressions. Border moulding 
steps were carried out by most of the practitioners The findings from 
this study showed that the respondents did not follow the techniques 
and procedures which were being taught in the colleges which had 
been deemed to be clinically essential for the successful prosthodontic 
treatment and there was a need for continuing dental education 
programs for the private practitioners for upgradation of their clinical 
skills.

INTRODUCTION:    
Prosthodontics is defined as the branch of dentistry pertaining 

to the restoration and maintenance of oral function, comfort, 
appearance and health of the patient by the restoration of the 
natural teeth and/or replacement of missing teeth with artificial 
substitutes.(1,2) It is a branch of dentistry pertaining to the oral 
rehabilitation of the patient by the practitioner who provides 
complete dentures, removable partial dentures, fixed partial 
dentures, and maxillofacial prosthesis. Also, the practitioner 
must be aware of the biocompatibility and bioacceptability of the 
prosthesis and techniques which are being used for the patient. It is 
wisely said that “It is more important to preserve what already exists 
than to replace what is missing.”3 This statement indicates that the 
prosthesis which the practitioner fabricates should not only replace 
the missing structures but also preserve what is existing. There are 
various authors and textbooks describing these techniques which 
guide the operator and help in providing optimal care and they 
may have different opinion regarding each technique. In other 
words, each dental school and teacher has a unique philosophy of 
imparting education to the patient. However well these techniques 
are taught or learned they are sometimes not carried out as they 
should be. Various studies have reported about the following of 

prosthodontic procedures by private dental practitioners and 
techniques taught in dental institutions.4-8 A survey reported that 
there is a difference in procedures followed for complete denture 
construction in dental schools as compared with general dental 
practice.8 For this survey the standardized syllabus prescribed by 
the Dental Council of India (DCI) is taken as the benchmark and 
we have accepted that all the dental graduates are fully aquainted 
with the ideal prosthodontic procedures as they have passed from 
recognized dental colleges.9 This study was undertaken to know 
the various prosthodontic techniques followed by the dental 
practitioners  in their treatment procedures.

MATERIALS AND METHODS:    
A survey was planned to determine the prosthodontic 

techniques applied by dental practitioners of Adhiparasakthi 
Dental College and Hospital (APDCH) in their private practice 
and to know the problems faced by them during the various phases 
of the complete denture treatments  and to compare the techniques 
taught	to	them	and	techniques	followed	by	the	practitioners.	Fifty	
one staffs and post graduate students of APDCH were asked to 
contribute to this study. The questionnaire used was designed to 
elicit as much participation as possible. The questions were clear 
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and	 easy	 to	 answer.	The	questionnaire	 consisted	of	 15	questions	
about a wide range of activities involved in the treatment of 
patients with complete dentures. The questions were based on 
prosthodontic techniques in complete denture. However, an 
attempt was made to avoid the respondent’s perception that one 
procedure was preferred over another. The objective was to collect 
information concerning the prosthodontic techniques performed 
by dentists with the different dental educational background.

Survey performa:       
To conduct the survey, a pretested questionnaire performa 

was prepared for the private dental practitioners to be filled up. 
The performa contained questions relating to complete denture 
treatment. There is no standardized version of the performa, but 
it was specially designed in the department of prosthodontics, 
APDCH for the present survey. This questionnaire performa was 
tested	on	51	dental	practitioners	of	APDCH.

ADHIPARASAKTHI DENTAL COLLEGE AND HOSPITAL 
DEPARTMENT OF PROSTHODONTICS

       
Questionnaire based study to assess the Application of 
prosthodontic techniques in Private practice

Question1. Approximately what percent of your practice is 
devoted to removable prosthodontics?

(a)	l%	to	9%
(b)	10%	to	19%
(c)	20%	to	29%
(d)	30%	to	39%
(e)	40%	and	over

In your complete denture procedures.
Question 2. Do you use modeling compound to make the pre 
liminary impressions?

(a) Never
(b) Seldom
(c) Sometimes
(d) Always

Question 3. Do you use alginate to make the preliminary 
impressions?

(a) Never
(b) Seldom
(c) Sometimes
(d) Always

Question 4. If you use custom trays, do you border mold them 
before the final impressions are made?

(a) Never
(b) Seldom
(c) Sometimes
(d) Always
(e) Do not use custom trays

Question 5. What	materials	do	you	use	for	final	impressions?

(a) Denture elasticon
(b) Rubber base (polysulfide)
(c)	Zinc	oxide	and	eugenol	paste
(d) Impression plaster
(e) Impregum
(f) Other

Question 6. Do you use the face-bow to mount the maxillary 
master casts?

(a) Never
(b) Seldom
(c) Sometimes
(d) Always

Question 7. What	kind	of	articulator	do	you	use?

(a) Hinge
(b) Semiadjustable
(c) Fully adjustable

Question 8. In your complete denture practice do you use . . .?

(a) Porcelain teeth
(b) Acrylic resin (plastic teeth)
(c) Combination of both

Question 9. Do you use any of the following occlusal combinations?

(a) Maxillary and mandibular anatomic teeth
					(33	or	30	degrees)
(b) Maxillary anatomic/mandibular non-anatomic teeth
(c) Maxillary and mandibular non-anatomic teeth
	 		(0	degrees)

Question 10. Do you fabricate your dentures in

(a) Centric relation
(b) Habitual position
(c) Other position
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Question 11. Do you schedule your patients for a try-in 
appointment when the jaw relation records are verified?

(a) Yes
(b) No

Question 12. Do you or your technician fabricate maxillary and 
mandibular remount casts and have them ready before the patient 
arrives for denture insertion?

(a) Yes
(b) No

Question 13. Do you remount your dentures to do selective 
occlusal grinding?

(a) Yes
(b) No

Question 14. Do you adjust the occlusion in the patient’s mouth?

(a) Yes
(b) No

Question 15.	 What	 is	 the	 average	 number	 of	 postinsertion	
adjustments?

(a) 1
(b) 2
(c) 3
(d)	4(e)	5	or	over	

Statistical analysis
Since it was a simple descriptive study dealing with only 

numbers	 and	 percentages,	 only	 Microsoft	 excel	 was	 used	 to	
calculate	the	results	and	no	other	statistical	software	was	used.	The	
results are presented in text, tables, and graphical manner.

Results:
Out	 of	 51	 respondents	 ,	 11.8	 %	 	 of	 the	 practitioners	 were	

devoting			40%	of			their	practice	time		to	removable	prosthodontics		
and	 	 	27.5%	of	 the	practitioners	were	allotting	only	1%	to	9%	of	
their clinical practice time to do removable prosthetic works. In 
preliminary impression procedures, most of the practitioners 
were not using modeling compounds for making impressions 
which are contradictory to the techniques followed during their 
college	sessions.	Only	2%	of	the	practitioners	were	using	modeling	
compounds while performing primary impression procedures. 
Around	 40	 %	 never	 used	 modeling	 compounds	 for	 taking		
preliminary impressions. Border moulding steps were carried out 
by	most	of	the	practitioners	.	45%	of	the	respondents	were		doing	

border	moulding	procedure	when	they	are	using	custom	trays.	4%	
of	the	dental	practitioners	never	did	the	procedure.	35%	were	using	
zinc-oxide eugenol impression paste for making  final impression 
while	29%	were	using	rubber	base	(polysulfide).	Use	of	face-bow	
in complete denture prosthodontics is widely advocated in dental 
schools and colleges. Face-bow transfer is an easy procedure that 
requires little time. It correctly orients the maxillary cast on the 
articulator	and	facilitates	cast	mounting.	In	our	study	37%	always	
used	it	and	18%	never	did	which	was	shown	in	figure	1.	55%	of	the	
respondents were using Semiadjustable articulators for complete 
denture	fabrication	and	10%	were	using	Hinge	articulator.		51%	of	
the practitioners were fabricating dentures in centric relation and 
10%	were	doing	it	in	habitual	position	which	was	shown	in	table	1.	
Remounting	procedure	were	done	only	by	45%	of	the	practitioners		
to	do	selective	occlusal	grinding	while	55%		did	not	practice	the	
procedure so far.

DISCUSSION: 
The findings of this study suggest that there are differences 

between what is taught as accepted prosthodontic practice and 
what is actually practiced. Some discrepancies are of concern if 
we wish to modify the curriculum. It is obvious that practicing 
dentists will not use exclusively and exactly the same prosthodontic 
techniques they learned in dental school. It is not the intention of 
the dental educator that they should.10 The dental educator seeks 
to create a solid foundation for the dental student: one that will 
allow the student to use proficiently any satisfactory technique in 
current practice. It is expected that the dental student who is able to 
correctly perform the techniques taught in the school will be able to 
successfully diversify and refine his or her clinical techniques. The 
new graduate should be able to select the technique best indicated 
for each individual patient and not to generalize the prosthodontic 
techniques. The advent of new materials has opened several doors 
to new procedures. Nevertheless, there are concepts that must 
not be violated by modifying or substituting procedures. For 
instance, in complete denture prosthodontics, centric occlusion 
must be established to coincide with the patient’s centric relation, 
regardless of the technique used.11 It is recognized that new dental 
graduates	 are	 often	 over	 confident	 and	 that	 this	 often	 leads	 to	
compromised, quick techniques that produce undesirable results. 
Contrary to what students are taught, most respondents use 
alginate (irreversible hydrocolloid) as the preliminary impression 
material.	Only	2%	of	 the	practitioners	use	Modelling	compound	
for	 preliminary	 impressions.	 Hickey	 and	 Zarb,11 Heartwell,12 
Winkler,13 and Ellinger et al.14 consider centric relation to be an 
essential relationship in any prosthodontic treatment. In our study 
it	 is	 evident	 that	51	%	of	 total	 respondents	 fabricate	dentures	 in	
centric relation. 

Hickey	 and	 Zarb11 stated the importance of remounting the 
dentures for selective grinding to perfect the occlusion. The errors 
in occlusion should be eliminated on the articulator rather than 
in the mouth. It is difficult to see the errors intraorally because 
the	 soft	 tissues	will	be	distorted	and	obscure	 the	errors,	 and	 the	
articulating paper will not mark efficiently. “Much of the selective 
grinding done according to articulating paper marks made in the 
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mouth actually increases the amount of error in the occlusion.”11 
It is probably true that once they are in practice, newly graduated 
dentists will soon try to reduce the time spent in chairside and 
laboratory procedures. Remount procedures and selective occlusal 
grinding may be time consuming, but practice and consistency 
can make it a simple procedure that is worthwhile and necessary. 
However,	most	of	 the	 surveyed	dentists	 around	54.7%	showed	a	
preference for doing the occlusal adjustments intraorally and only 
45.1%	of	practising	dentists	 	 carried	out	 remounting	procedures	
during  complete denture fabrication.

CONCLUSION:
The	results	of	this	survey	reflect	a	significant	disparity	between	

the complete prosthodontic techniques that dental students are 
taught and the ones they are using. These findings tend to support 
the contention that one weakness of complete denture treatment 
rests in, the need for stronger reinforcement of basic prosthodontic 
principles.	What	is	not	known	is	whether	the	deficiency	is	a	function	
of the curriculum, the instruction, the motivation, or the dental 
student. Dental educators are conscious of the technical differences 
that	the	dental	students	apply	after	they	begin	private	practice.15,16 
Silversin et al.17 suggest that students should be convinced of their 
responsibility to carry out the procedures as taught or that they be 
trained to recognize variations while at dental school. “In this way, 
the graduate dentist will be able to approach general practice more 
convinced than at present that there is a close relationship between 
what he was taught and what is beneficial for patients.”17

 
Continuing dental education programs in the field of dentistry 

can help the practitioners to understand the unethical and hazards 
of shortcut techniques and enhance them to improve the clinical 
efficiency of the practitioners and also improve the quality of 
the treatment they render to the patients. It is also essential to 
implement strongly the basic principles in undergraduate and 
postgraduate teaching curriculum.
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ABSTRACT 

Panfacial fracture management is one of the most challenging and 
complex reconstructive procedures to perform . It requires special 
attention, due to its proximity to important sensory organs and 
various vital structures in the head and neck region. This paper reports 
the management of a panfacial trauma of infraorbital region, midface 
and mandible in a 34-year-old male patient with multidisciplinary 
approach

INTRODUCTION: 
Pan facial fractures (PFF) are those fractures involving the upper, 

middle and lower thirds of the face, including mandible, maxilla, 
zygomaticomaxillary	 complex	 (ZMC),	 frontal	 bones	 and	 naso-
orbitoethmoid	 (NOE)	 region	 often	 associated	 with	 emergencies	
such as cranio-cerebral injury and cervical spine injury1,2. Panfacial 
fractures are caused by high velocity trauma, motor vehicle 
collisions, assaults, sports related accidents, industrial accidents, 
and gunshot wounds3. Loss of anatomic reference points in all the 
three segments of facial skeleton poses a challenge in reestablishing 
three dimensional form and function of face. This report discusses 
such a case of panfacial fracture management

CASE REPORT:
A case of 34 years old male patient came to MAPIMS Casualty 

with history of RTA. He was conscious and oriented. He has no 
history	 of	 loss	 of	 consciousness,	 seizure	 or	 vomiting	 after	 the	
accident. There was no relevant medical and surgical history for 
the patient.

Extra	 orally,	 an	 extensive	 soft	 tissue	 lacerations	were	 present	
one exposing the facial muscles and buccal pad of fat with 
profuse	 bleeding	 from	 left	modiolus	 of	mouth	 to	 the	 left	malar	
bone(zygoma)	 region	 about	 7cm	 length,	 laceration	 from	 left	
outer	canthus	of	the	eye	to	the	tragus	about	5cm	in	length	and	a	
laceration present over the neck region exposing the subcutaneous 
fat	 and	 part	 of	 platysma	 about	 10cm	 length.	 Restricted	 mouth	
opening	and	TMJ	movements	was	evident.	Step	deformity	in	Left	
zygomatic arch and right lower border of mandible.Intraorally, 
Occlusion was deranged. Maxilla was mobile with the palatal split 
into 3 fragments (para alveolar and para sagittal split). Mandible 
was not stable, suturing was done under Local anesthesia.

Computed tomography with three dimensional reconstruction 
showed	fractures	involving	the	left	zygomatic	complex	along	with	
bilateral infraorbital rim and right nasal bone fracture, maxillary 

segment was fractured at Lefort I level with palatal fracture into 3 
fragments (para alveolar and para sagittal split). In mandible, right 
parasymphysis,	 right	 body,	 left	 condylar,	 coronoid	 and	 sigmoid	
arch found fractured.

Figure 1	showing	left	fronto	zygomatic	fracture,	bilateral	infra	
orbital rim fracture, right body and parasympysis fracture of 
mandible

Figure 2	 showing	 left	 condyle,	 coronoid	 and	 sigmoid	
arch fracture
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Patient was operated under GA with nasal intubation. Fracture 
reduction	and	fixation	was	done	in	Top	to	bottom	sequence.	Left	
fronto zygomatic fracture followed by bilateral infra orbital rim 
fracture was anatomically reduced and fixed, maxillary dento 
alveolar fracture was fixed to reestablish maxillary arch form. 
With	maxillary	arch	as	template	mandibular	right	parasymphysis	
and	right	body	fracture	were	fixed	after	achieving	occlusion.	Left	
condylar, coronoid and sigmoid fracture were conservatively 
managed. Intra operative and post-operative period was uneventful

Figure 3 showing reduction and fixation	done	in	left	infra orbital 
region

Figure 4 showing reduction and fixation done in mandibualar 
right body and parasymphysis fracture Post operatively patient 
had	 deviation	 of	 mandible	 towards	 left	 side	 of	 face	 due	 to	 the	
conservatively managed condylar fracture. Guiding elastics were 
given to achieve occlusion. Upon two months close follow up, 
occlusion was achieved, adequate mouth opening was present with 
deviation upon maximal opening

Figure 5	showing	frontal	view	of	patient	after	two	months	of	
the surgery

DISCUSSION:
As per some authors, when fracture patterns simultaneously 

involve midface as well as mandible, its known as “panfacial 
trauma”.	 Whereas,	 according	 to	 some	 authors,	 when	 fracture	
patterns simultaneously involve the upper, middle and lower face, 
its known as “panfacial trauma”. Hence, the literature does not have 
any accepted definition of panfacial trauma4-6. By that way our case 
involves multiple fractures in middle and lower third of facial 
skeleton, frontal bone and NOE complex was intact.

There are many advantages to early treatment of panfacial 
fractures. It not only reduces the risks of postoperative infection 
but	 also	maintains	 soft	 tissue	 expansion.	A	delay	of	 2	weeks	 for	
definitive repair increases the difficulty in obtaining adequate 
reduction of fracture dislocations7. Carr and Mathog8 believe 
bone healing beyond 3 weeks is in a ‘‘grey stage’’—the edges of 
the fragment begin to absorb and remodel, which makes it very 
difficult to obtain anatomic reduction. This can lead to bone 
mal	union,	delayed	union,	nonunion,	 and	bone	defect.	We	have	
operated this case on the fourth day from trauma.

As per the clinical condition and severity of panfacial 
trauma case, oral or nasal intubation, submental intubation or 
tracheostomy can be done to establish an airway. intact nasal bone 
and NOE complex permitted nasal intubation in our case.

Management of panfacial trauma is a sequential repair 
technique. Prior to the start of this sequential repair, operator 
should	restore	the	occlusal	relationship.	Hence,	after	establishing	
proper occlusion, the stability of midface buttresses and the 
spatial relationship can be achieved. Different approaches for 
the management of panfacial trauma has been proposed like 
inside	–	out	or	bottom	–	up	approach	and	outside-in	or	top-down	
approach.	 In	 the	 inside	 –	 out	 approach,	 maxillary-	 mandibular	
unit	 is	 reconstructed	 first	 to	 establish	 the	 occlusion.	 Whereas,	
in	outside	–	in	or	top	–	down	approach,	the	outer	facial	frame	is	
established first9.	We	have	used	the	top	to	down	approach	which	
relied on anatomic reduction of midface and achieving maxillary 
arch form and antero posterior width followed by mandibular 
reduction with occlusion as guide.

CONCLUSION:
Panfacial trauma involves a lots of challenges starting from the 

co-existing intra cranial or spinal injuries, airway maintenance, 
loss of anatomic reference points, communition of fractures 
necessitating	 the	 use	 of	 graft	 of	 secondary	 surgeries.	 Careful	
clinical, radiological and general health assessment of the patient 
determines the line of treatment and mode of approach if open 
reduction and internal fixation is planned. Objectives in case of 
open reduction includes achieving three dimensional facial form 
with function and minimizing post-operative complications due 
to extensive surgery.
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ABSTRACT

The main consideration for a patient seeking an orthodontic 
treatment is reduced treatment duration but with effective result. 
Clinician and researchers from the beginning of fixed orthodontic 
treatment have tried to reduce the duration by various methods 
either by nonsurgical or surgical interventions. Surgical interventions 
have been used to increase the rate of tooth movement with high 
predictable outcomes. Micro-osteoperforations or alveocentesis is 
one such novel technique introduced as an auxiliary dentoalveolar 
procedure to accelerate tooth movement with minimal surgical 
intervention. It involves controlled microtrauma of the alveolar bone 
without	the	need	of	raising	a	mucoperiosteal	flap,	thus	minimizing	
disturbance	 to	 the	 integrity	 and	 architecture	 of	 the	 hard	 and	 soft	
tissues. This article describes in brief the biology behind MOP, 
methods, merits and demerits of microosteoperforation.

INTRODUCTION:
One of the major rate limiting factor for a patient seeking 

an orthodontic treatment is prolonged treatment duration. 
Clinician and researchers from the beginning of fixed orthodontic 
treatment have tried to reduce the duration by various methods 
either by nonsurgical or surgical interventions.8	 	The nonsurgical 
interventions to reduce treatment duration include self-ligating 
brackets, custom made brackets and wires, medications, injection 
of cell mediators, low-level laser and photodynamic therapy, 
electromagnetic fields, and low-intensity high rate vibrations

Surgical interventions that have been used to increase the 
rate of tooth movement includes osteotomies, corticotomies with 
or	 without	 bone	 grafts,	 and	 less	 invasive	 techniques,	 including	
piezocisions, piezo puncture, and micro-osteoperforations (MOP).

MICRO-OSTEOPERFORATION
Micro-osteoperforations or alveocentesis is a novel technique 

introduced as an auxiliary dentoalveolar procedure to accelerate 
tooth movement with minimal surgical intervention. It involves 
controlled microtrauma of the alveolar bone without the need of 
raising	a	mucoperiosteal	flap,	thus	minimizing	disturbance	to	the	
integrity	and	architecture	of	the	hard	and	soft	tissues.4

Micro-osteoperforation is based on the principle of Regional 
acceleratory phenomenon. The regional acceleratory phenomenon 
(RAP) is a tissue reaction to different noxious stimuli that was 

first described as a general entity by Harold Frost. The RAP 
is characterized by an acceleration of normal ongoing tissue 
processes	and	involves	both	soft	and	hard	tissue.	It	is	a	ubiquitous	
and general post injury phenomenon that does not solely occur in 
the skeleton, but also in the abdominal viscera, in the intracranial 
and	thoracic	cavities,	and	in	the	soft	tissue	of	the	nasopharyngeal	
and oral cavities.3

BIOLOGY BEHIND MOP 
Biological response plays a central role in controlling 

orthodontic tooth movement.Force application on teeth induces 
an	aseptic,	acute	 inflammatory	response	 that	 involves	a	 series	of	
molecular and cellular events, resulting in osteoclast formation 
and activation that initiates bone remodeling machinery and 
allows	 movement	 of	 teeth	 to	 occur.	 During	 the	 inflammatory	
response, a repertoire of chemokines and cytokines are activated 
thus	 inflammatory	 cells	 and	 osteoclast	 precursors	 are	 recruited	
into	 the	 area;	 in	 turn,	more	 inflammatory	markers	 are	 released	
which directly or indirectly activate RANK-RANKL pathway 
toward osteoclast differentiation and activation. Therefore, the rate 
of tooth movement is determined by the rate of bone resorption in 
the direction of movement; meanwhile, the rate of bone resorption 
is determined by the rate of osteoclast formation.2

Based on the understanding of normal biological events 
on the application of orthodontic force, it is logical to assume 
that	 increasing	 the	 amount	 of	 inflammatory	 mediators	 should	
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increase the rate of tooth movement. Therefore, developing an 
approach to stimulate the body to produce an increased amount 
of	 inflammatory	 mediator	 is	 the	 fundamental	 drive	 during	 the	
Research and development process of accelerated techniques.2

METHOD IN PERFORMING MOP1  
Step 1: Obtaining Medical and dental history
Patient’s history regarding allergy to components of Local 

Anesthesia should be obtained.
Patient	 should	 not	 be	 under	 strong	 anti-inflammatory	

medication.
Physician consultation is required for certain systemic 

conditions including
	 •	Cardiovascular	problems
	 •	Pulmonary	problems
	 •	Renal	problems
	 •	Hepatic	disorders
	 •	Endocrine	disorders
	 •	Hematologic	Problems
	 •	Neurlogic	disorders
	 •	Pregnancy
Other contraindications for performing MOPs are tobacco and 

alcohol consumption that affects healing process of both hard and 
soft	tissues
Step 2: Informed consent

Informed consent should include the possible side effects 
associated with MOPs and should be obtained prior to performing 
MOPs.
Step 3: Patient evaluation

Before performing MOPs, the location, number and depth of 
the MOPs required should be decided corresponding to the clinical 
stage and indication for the patient. Intraoral examination should 
include the assessment of length and thickness of attached gingiva, 
health of periodontium, frenal attachment, and accessibility in the 
area of interest. A panoramic radiographs is used in assessing the 
quality of bone, proximity to nerve structure, distance between 
roots and length of roots prior to MOP application
Step 4: MOP Tools and setup

Armamentarium required for performing MOP
 1. MOPs tool- PROPEL or customized propulsor
 2. Chlorhexidine oral rinse solution (optional)
 3. Gauze/cotton rolls
 4. Cheek retractor (optional)
	 5.	Topical	and	local	anesthesia
 6. Mouth mirror
	 7.	Periodontal	probe
	 8.	Suction	and	water	syringe
PROPEL Inc. has developed a tool to facilitate the application 

of MOPs. This tool allows the clinician to set a particular length for 
the cutting tip allowing a safe and predictable procedure according 
to their clinical assessment of each patient periodontal support 
thickness

Fig1: PROPEL device
Customized propulsor : Implant driver with mini-implant loaded 
and with stopper measuring the required depth

Fig2: Customized propulsor

Step 5: MOP Procedure
1.		 Ask	 the	 patient	 to	 rinse	 their	 mouth	 with	 15	 ml	 of	

chlorhexidine	oral	solution	for	30	seconds.
2. Determine the area of performing MOPs and obtain a clear 

access to that area.
3.	 Wipe	the	area	with	a	wet	gauze	or	cotton	roll	to	eliminate	

the excess saliva and dry the area.
4. Apply the topical anesthesia on the area planned for 

anesthetic	injection	and	leave	the	topical	for	1–2	min.
5.	 Perform	 local	 infiltration	 at	 the	 required	 site.	Wait	 a	 few	

minutes	after	the	injection	and	use	a	probe	or	explorer	to	
check if the area is sufficiently anesthetized. 

6. Set up sterile MOP tool with a disposable tip set to the 
appropriate length or customized propulsor with stopper, 
and gently perforate the cortical plate in the area of interest 
with a light stable rotation movement. Remove the tool 
gently	by	rotating	in	the	opposite	direction	after	perforation	
reaches the set depth. 

7.	 During	MOP	application	slight	bleeding	is	expected.	This	is	
normal and can be stopped using wet gauze/cotton to press 
on the MOP site.

8.	 Evaluate	the	area	before	dismissing	the	patient	to	make	sure	
that the bleeding has stopped.

Step 6: MOP Postoperative care
Patients that received MOPs reported the same discomfort 

as patients that only received orthodontic force without MOPs. 
No	 anti-inflammatory	 medication	 (such	 as	 NSAIDs)	 should	 be	
prescribed,	as	NSAIDs	 inhibit	 the	 inflammatory	effect	of	MOPs,	
thereby rendering the procedure ineffective. In most patients, 
regular mouth washes or salt water rinses are sufficient to keep the 
area clean. 
LOCATION OF MOP
Area of application

This depends on clinical indication for MOPs. For the 
advantage of catabolic effects in MOP, it should be performed close 
to target teeth and far from anchor teeth. For catabolic purpose, 



Journal of Contemporary Dental Research          Vol-2  |  Issue - 1  | January - June 2020

34

MOPs are performed more localized but for anabolic effect, MOPs 
should cover more surfaces as possible. MOPs are performed in 
the required direction of tooth movement1

Height
The superior and inferior limits of MOPs are best determined in 

relation to the mucogingival junction (MGJ). For patient comfort, 
MOPs should be placed within the attached gingiva to 1 mm apical 
to	the	MGJ.	This	creates	the	least	soft	tissue	interference	during	the	
procedure, minimizes postoperative discomfort, and maximizes 
healing. MOPs are performed apically or through mobile mucosa 
in case of insufficient attached gingiva.1

Mesiodistal Position
For deep perforations (catabolic effects), the roots determine 

the mesiodistal limits of MOP position. As a general rule, MOPs 
should be applied mesial and distal to the root of the tooth to be 
moved.

For shallow perforations (anabolic effects), MOPs can be 
applied on any point of the area of interest, and since their purpose 
is to produce periosteal stimulation, they are shallow and possibility 
of touching the root is very minimum.1

Buccal/Lingual Placement
MOPs can be applied in both buccal and lingual cortical plates. 

However, due to accessibility issues, direct vision, and thin mucosa 
that covers the lingual cortical plate of the mandible, the buccal 
cortical plate is the most favorable place for MOP placement. For 
anabolic effects, MOPs are performed using contra-angle appliance 

in the lingual cortical plate.1

Number and Depth of MOPs
MOPs	 can	 stimulate	 larger	 inflammatory	 responses	 in	 two	

ways: (1) by increasing the number of perforations and (2) by 
increasing the depth of penetration.

With	 limited	 area	 of	 the	 recipient	 sites	 between	 the	 dental	
roots,	2–4	perforations	per	site	are	ideal.	In	areas	where	applying	
the higher number of MOPs is not possible, increasing perforation 
depth can compensate for the smaller number of perforations.

For catabolic purposes, deep MOP with penetration depths 
of	3–7	mm	into	the	bone	is	recommended.	For	an	anabolic	effect	
of MOPs, deep penetration is not necessary, and shallow MOPs 
with	 1–2	 mm	 perforation	 depth	 are	 sufficient.	 In	 conditions	
that both catabolic and anabolic effects of MOPs are required, a 
combination of few deep perforations (for catabolic effects) with 
multiple	shallow	perforations	(for	cortical	drifting)	will	stimulate	
both process.1

Number and Depth of MOPs
For	catabolic	effects,	3–5	repetitions	of	deep	MOPs	are	enough.	

For anabolic effects, stimulation of bone formation by shallow 
perforations should continue until movement is completed or 
forces have been stopped. In both cases, it is wise to use MOPs 
either every session or every other session which is the equivalent 
of	every	28–56	days.1

MOPS IN ORTHODONTIC TREATMENT
Micro-osteoperforation are performed according to the indication of tooth movement. Following table describes the site of perforation 

for different orthodontic tooth movements.

S.No Type of tooth movement Site of Micro-osteoperforaion Representation

1 Intrusion of 
anterior teeth

Placed between the roots of
 anterior teeth

2 Intrusion of
posterior teeth

MOPs placed in proximity to the roots but not close to TADs 
as it can compromise the stability of TADs

3 Expansion in adults Placed in the buccal segments on both sides thus changing 
alveolar density

4 Asymmetrical expansion Placed to the buccal side which
requires tooth movement

5 Simple crowding Placed around the teeth with enough space for alignment
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6 Blocked out teeth Selective application to stimulate space opening on the re-
quired side

7 Molar uprighting with space clo-
sure Mesial aspect of molar for root movement and space closure

8 Molar uprighting with distal crown 
movement Distal aspect of molar and crest of alveolar bone

9 Severe rotation
In majority cases, buccal MOPs are sufficient
Lingual MOPs accelerates the treatment

10 Canine retraction In extraction space just distal to the canine

11 Retraction of anterior teeth Distal to laterals and between centrals & laterals

12 Protraction of posterior teeth Applied around the teeth that is to be moved , usually pro-
traction is done one at a time

13 Posterior teeth distalization In distal cortical alveolar bone

MERITS AND DEMERITS OF MICRO-OSTEOPERFORATION

MERITS DEMERITS
Minimally	invasive	and	flapless	technique High	risk	for	Orthodontically	induced	inflammatory	root	

resorption(OIRR)

Safely performed by the orthodontist Expensive device

Maintaining the desired level of cytokines is possible by repeat-
ing the procedure compared to Corticotomy or  Peizocision 
which is more invasive

Risk of root damage
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CONCLUSION
Among various techniques that were used for accelerating 

orthodontic tooth movement, Micro-osteoperforation remains 
a minimally invasive technique with little patient discomfort5. 
Micro-osteoperforation eliminates the disadvantages of other 
surgical procedures. Catabolic and anabolic effects can be achieved 
by performing MOPs according to the patient’s treatment plan. 
Thus, Micro- osteoperforation using Regional Acceleratory 
Phenomenon (RAP)3 shortens the duration of adult orthodontic 
treatment providing efficient outcome.
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ABSTRACT 
Background: It has been a critical determinant to choose and 

select	their	path	of	higher	education	after	completion	of	BDS	course.	
It a dynamic decision for a MDS aspirant which invariably depend on 
many factors and even personal reasons. But however the key reason 
for the choice of preference of the specialty the MDS aspirant like to 
opt was been discussed in this study.

Method & Methodology: All the necessary data were incorporated 
and collected from the participants using either a questionnaire sheet or 
digitally by Google forms. The questionnaire consists of demographic 
details, preference of specialities as well as the reason for opting the 
speciality. The available data was subjected to statistical analysis. 
Descriptive analysis of percentages were employed in this study.

Results: As first preference, most of the participants chosen 
Endodontics	(22.09%),	Oral	surgery	(19.86%)	and	then	Paedodontics	
(18.97%),	 	 And	 as	 their	 second	 preference	most	 of	 the	 participants	
chosen	Prosthodontics	(25%),	Endodontics	&	conservative	Dentistry	
and	 Paedodontics	 sharing	 same	 preference	 value	 (20.98%)	 and	 the	
Oral	surgery	(17.63%).	As	per	the	study	results	the	most	opted	reason	
for	 selection	 of	 post-graduation	 specialty	 were	 	 income	 (	 30.58%),	
students	were	more	precise	on	the	income	they	get	after	completion	of	
PG	degree	followed	by	Personal	interest	(	18.52%).

INTRODUCTION:
Dentistry had been a most important component of higher 

education and Dental course aspirants have been increased 
tremendously	 in	 last	 5	 years.	 Dentistry	 also	 underwent	 and	
undergoing many folds of advancements to deliver the most 
appropriate treatment. Dental awareness and oral hygiene 
maintenance had started to take a play in the life of the general 
public1.

It is a unique quality of every Dental student to have a drive and 
ambition	to	persue	post	graduation	after	the	completion	of	 their	
BDS course. But however their choice of opting the specialties 
varies	with	different	 students	 and	 	have	 a	 greater	 influence	with	
their family, available seats, fee structure, society advices etc. Their 
choice could be one or many or even orderly listed, but reality will 
be opting one and the reason for the choice is the need for the 
hour2.

It could be clearly understood that their UG career have a 
profound role in gaining interest in one or more specialties. This 

choice of selection would be a vital hour for the student as it is a 
step to choose the  path of their future and to establish a milestone 
in their life.

This questionnaire study is designed to list out the interested 
specialties and to assess the reason prevails in MDS aspirants to 
choose a particular specialty and analysis of the same.

MATERIALS AND METHODS:

A) SOURCE OF THE STUDY
 The Source of study are Final year and intern students from 

various Dental colleges in Tamil Nadu.

B) PARTICIPANT SELECTION
 The Final year and Intern students willing to participate 

in this study were considered for the study and  any ‘n’  
number of participants can be involved. 
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C) INCLUSION CITEIA
 i. Final year BDS students
 ii. Internship Students
 iii. BDS graduates appearing for NEET exam

D) EXCLUSION CRITERIA
	 i.	Non-Willing	students

E) METHODOLOGY
 All the necessary data were incorporated and collected 

from the participants using either a questionnaire sheet or 
digitally by Google forms. The questionnaire consists of 
demographic details, preference of specialities as well as the 
reason for opting the speciality.

 Staff volunteers from each college were allotted and the 
questionnaire sheet and link to Google forms were given 
to them. Upon completion the questionnaire sheet were 
collected back for statistical evaluation.

STATISTICAL ANALYSIS
The available data was subjected to statistical analysis. 

Descriptive analysis of percentages were employed in this study.

RESULTS:
All data were collected from both the questionnaire sheet and 

from the google forms and the following results were obtained

Table 1: Distribution of study subjects based on gender, year of study and willingness to pursue post-Graduation

TOTAL NUMBER OF 
PARTICIPANTS

GENDER YEAR OF STUDY
WILLINGNESS	TO	

PURSUE POST GAD 
UATION

MALE FEMALE FINAL YR INTERNSHIP YES NO

527	

(n=100%)

73

(13.85%)

454

(86.14%)

137

(	26%)

390

(74%)

448

(85%)

79

(15%)

Table 2: Shows the 1st and 2nd most preferred specialty subjects

MDS SPECIALITY FIRST PREFERENCE SECOND PREFERENCE
ORAL SURGERY 89	(19.86%) 79	(17.63%)
ORTHODONTICS 59	(13.16%) 38	(8.48%)
PROSTHODONTICS 58	(12.94%) 112	(25%)
ENDODONTICS 99	(22.09%) 94	(20.98%)
PAEDODONTICS 85	(18.97%) 94	(20.98%)
PERIODONTICS 28(6.25%) 23	(5.13%)
ORAL PATHOLOGY 09	(2%) 02	(	0.44%)
ORAL MEDICINE AND RADIOLOGY 02	(0.44%) 01	(0.22%)
PUBLIC HEALTH DENTISTRY 19	(4.24%) 05	(1.11%)

Table 3: Reasons associated with choice of preferred post graduation branch
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REASON	ASSOCIATED	WITH	THE	CHOICE	OF	PREFERENCES n	(%)
Prestige 21			(4.68%)
Income 137	(30.58%)
Reputation 07			(1.56%)
Academic Career 41		(9.15%)
Service to the community 33		(7.36%)
Research oriented 18		(4.01%)
Personal interest 83		(18.52%)
Clinical Practice 48		(10.71%)
Others 60		(13.39%)

DISCUSSION:

Student’s motivations for choosing post-graduation in the 
dental college are of great interest for educators and admission 
committees. Also parents, relatives, friends and teachers affect the 
student decision.1

The awareness regarding career and future prospects of the 
students	before	post-	graduation,	a	whopping	percentage	of	65.78	
(75/114)	were	not	aware	of	the	future	prospects	of	the	subject	before	
counseling highlighting the reason that during graduation(BDS) 
students are not given the opportunity to diagnose simple lesions. 
If given the opportunity, maximum students might develop interest 
in oral pathology during their BDS course only.2

In India, dental students have to go ahead with either clinical 
practice or they have to pursue post-graduation degree (higher 
education), as these are the only available options for the budding 
dentists,	selection	of	which	is	again	influenced	by	several	factors.	
There are only few studies which have explored these factors. To 
know these factors, some dental students were interviewed and 
most of them favored higher education as their future choice, but 
when they were asked about choice of the specialty, there were 
varied responses. Most of them favored Conservative dentistry 
and Endodontics, Orthodontics, Oral and Maxillofacial Surgery, 
Paedodontics and Periodontics as their choice. Similarly, in Nigeria, 
students’ preferences were more towards the clinical specialties, 
while Dental Radiology, Dental Anesthesia, Dental Public Health 
and Oral Medicine were not considered at all by the students.3

Attitude towards dental public health was found to be more 
among students from higher academic years as compared to those 
from first and second years. This may be due to their increased 
awareness on the importance of doing post-graduation, demand 
for it in the society and better income which was associated with 
it,	as	compared	to	under	graduation.	This	reflected	their	attitude	
towards post-graduation in general rather than specifically towards 
public health dentistry, but most of them felt that public health 
dentistry was a challenging job, as they had to face community 
and solve dental health problems. Among the first and second 

year students, this awareness was less, as they were still in the 
early years of the course and were not exposed to working in a 
clinical environment, where they would usually come to know the 
difference between under-graduation and post-graduation.4

Increasing awareness about dental education among Indian 
population has raised their expectation from the dental practitioners 
and many patients prefer consulting a specialist, than an under 
graduate. As only limited seats are available for post-graduation 
in dentistry, the students have to undergo heavy competition 
for pursuing their masters. Factors such as social standing and 
high professional status seem to be inspiring students to choose 
their major speciality. Many young graduates try to search other 
alternatives for career growth. Some look for overseas, health care 
management, clinical research and administration services, while 
some others quit health care and prefer different field .5

The statistical data clearly elicits that from the total participants 
female	students	(86.14%)	were	more	when	compared	to	that	of	male	
students	 (13.85%),	 so	 female	 student	was	more	 in	many	Dental	
colleges in Tamil Nadu. This result is similar to study conducted by 
Kapoor S et al in a cross sectional survey among  Dental colleges in 
India	(2014)6 , and by Al-Bitar et al in Arab Dental Colleges which 
showed a strict female prominence in Dental under-Graduate 
education institutes.7	Out	of	527	participants,	448	students	(85%)	
showed interest to pursue post-graduation which indicates a 
survival of the fittest situation and hard struggle for the students 
to bypass NEET examination and obtain admission for post-
graduation

As first preference, most of the participants chosen Endodontics 
(22.09%),	Oral	surgery	(19.86%)	and	then	Paedodontics	(18.97%),		
And as their second preference most of the participants chosen 
Prosthodontics	 (25%),	 Endodontics	 &	 conservative	 Dentistry	
and	 Paedodontics	 sharing	 same	 preference	 value	 (20.98%)	 and	
the	Oral	surgery	(17.63%).	The	first	preference	was	similar	to	the	
study	conducted	by	Sharma	et	al	in	Haryana	(2017)8, Ravi K et al9 

and Garla BK.10 This may be due to the possibility that it provides 
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an opportunity to perform maxillofacial surgery, fulfils a desire to 
teach dental students and surgical residents, and is associated with 
good monetary return.11

As per the study results the most opted reason for selection 
of	 post-graduation	 specialty	 were	 	 income	 (30.58%),	 students	
were	more	precise	on	the	income	they	get	after	completion	of	PG	
degree	 followed	 by	 Personal	 interest	 (18.52%),	 this	 is	 a	 definite	
variable	with	have	many	influence	which	could	be	family,	friends,	
lifestyle, mentor, Matrimonial considerations, financial constraints 
etc. Some common reason which was mentioned were higher 
education in foreign countries, settlement and working in middle 
east countries, Govt. job etc.

One of the interesting reason associated in selection of 
preference	was	clinical	practice	(10.71%)	which	definitely	implies	
that students were more interested on clinical specialties than 
non-clinical. Setting up a clinic could be their prime concern 
that working in a teaching institute. Nevertheless some students 
opted	 their	 reason	 associated	 as	 academic	 career	 (9.15%),	 these	
students generally opted non-clinical specialty as their choice were 
interested in working in Dental institutions.

However, As perception is subjected to change over time, 
there is a need of longitudinal studies to capture the dynamics 
and changes in attitudes within the same group of students at 
different points during their studies and  there is a requirement 
of	information	about	the	students	Participants	after	their	Under-
graduate (BDS) course who joined Post Graduation (MDS) and 
the  specialty to validate our result and to obtain a statistical value.

CONCLUSION:
Students generally prefer clinical oriented platform rather than 

non-clinical, Selection of a speciality is a dynamic variant which 
may change over time.This study intention is not just to find the 
mere numbers but as an academician to understand whether the 
Dental students are updated to the recent knowledge on Dental 
education and also to provide career guidance program. This will 
significantly make them to understand quite a lot about Dental 
education.
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ABSTRACT

Smoking tobacco and chewing tobacco have significant consequence 
in health of an individual and the community. The Framework 
Convention on Tobacco Control (FCTC) was instrumental in framing 
international law for tobacco control. The cigarettes (Regulations of  
Production,	Supply	and	Distribution)Act,	was	introduced	in	1975	taking	
after	a	similar	law	in	U.S.A.	During	the	year	2003,	Cigarettes	and	other	
Tobacco Products Act (COTPA) was passed by the Indian parliament. 
The	Ministry	of	Health	and	Family	Welfare	launched	National	Tobacco	
Control	 Program	 (NTCP)	 during	 2007-2008.	 The	 objective	 was	 to	
improve awareness about the deleterious effects of tobacco, tobacco free 
laws and to aid efficient implementation. The article aims to explore 
various legal aspects of tobacco.

INTRODUCTION
Smoking tobacco and smokeless tobacco have significant 

consequence in health of an individual and the community. 
Globally, tobacco causes significant premature deaths.1,2,3,4 India 
is among the second largest tobacco producing and consuming 
countries in the world. Tobacco accounts to 1 million deaths every 
year. If the current trend continues, tobacco will become the cause 
of	about	13%	of	total	deaths	in	India	by	2020.5	In	India,	28.6%	of	all	
adults use tobacco in smoking and/or smokeless form, according 
to Global Adult Tobacco Survey (GATS) phase two.6 This article 
aims to review the legal aspects of tobacco in India along with it’s 
global counterparts

Framework Convention on Tobacco Control (FCTC) and legal 
aspects – A global scenario

Considering the magnitude of the problems related to tobacco, 
member	countries	of	WHO	adopted	the	first	public	health	treaty	
–	the	Framework	Convention	on	Tobacco	Control	(FCTC)	during	
2003.	This	was	adopted	by	56th	World	Health	Assembly	during	May	
2003,	which	consequently	became	international	law	during	2005.	
This powerful instrument has binding provisions on it’s member 
countries.7 This detailed direction for tobacco control was supplied 
at	 all	 levels	 in	 about	 87.8%	 of	 the	 world’s	 population,	 with	 168	
signatory countries.8 These guidelines were used to frame policies 
for	tobacco	control	by	the	WHO	member	countries.	

Inception of law for tobacco control in India
The Cigrettes (Regulations of Production, Supply and 

Distribution) Act,	1975	was	introduced	ten	years	later	after	U.S.A	
introduced mandatory health warning labels on cigarette packs 
during	1965.	The	Act	to	provide	for	certain	restrictions	in	relation	

to trade and commerce in, and production, supply and distribution 
of, cigarettes and for matters connected with it. Specific details 
regarding size, colour, letters of warning and graphic material was 
made mandatory. Advertisement for distribution, sale and supply 
of cigarettes was prohibited. In case of any violation, the provisions 
of	 the	 Code	 of	 Criminal	 Procedure,	 1973,	 shall	 apply	 to	 every	
search and seizure made under this Act, by any police officer not 
below	sub	–	inspector	rank.

During an event of seizure or confiscation of cigarette packets 
by appropriate authorities, the owner of the packets can pay fine not 
exceeding the value of the package in respect of which confiscation 
is	authorized,	as	the	Court	thinks	fit.	Where	any	offence	under	this	
Act has been committed by a company, each person, during the time 
the offence was committed, was in charge of, and was responsible 
to, the company for the conduct of the business of the company, as 
well as the company, shall be deemed to be guilty of the offence and 
shall be liable to be proceeded against and punished accordingly. 
The offences committed under this act, is bailable, provided it does 
not	violate	Code	of	Criminal	Procedure,	1973.	In	case	the	Act	is	
cognizable, the Court of law has the authority to make decision. 
This Act protects the individuals, bodies and authorities executing 
the same.

This Act protects against suit, prosecution or other legal 
proceeding against the Central Government or any State 
Government or any officer or the Central Government or any State 
Government for anything which is in good faith done or intended 
to be done under this Act. Under this Act, exemption is given to 
any cigarette or package of cigarettes which is exported.9
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Subsequent developments of legal aspects of tobacco control in 
India

During	the	year	2003,	Cigarettes	and	other	Tobacco	Products	
Act (COTPA) was passed by the Indian parliament, to prohibit 
advertising and to regulate trade and commerce in, and production, 
supply and distribution of cigarettes and other tobacco products.

	Section	4	of	Tobacco	Control	Act,	2003	provides;	Smoking	in	
all “public places” is prohibited. “Public place” means any place 
to which the public have access, whether as of right or not, and 
includes auditorium, hospital buildings, railway waiting room, 
amusement centers, restaurants, public offices, court buildings, 
educational institutions, libraries, public conveyances and like 
which are visited by general public but does not include any open 
space. 

Section-5	of	Tobacco	Control	Act,	2003	provides	Prohibition	of	
advertisement, promotion and sponsorship of all tobacco products. 

Section	6	(a)	of	Tobacco	Control	Act,	2003	provides;	Prohibition	
on	Sale	to	Minors	and	sale	within	100	metres	of	any	educational	
institution.

Section	6	(b)	of	Tobacco	Control	Act,	2003	provides;	Prohibition	
on sale of tobacco products near educational institutions. 

In	2008,	Ministry	of	Health	and	Family	Welfare,	Government	
of India proposed the Prohibition of smoking in public place 
rules to strengthen the existing COTPA legislation by including 
public spaces that were omitted in the original legislation, and set 
terms such as smoking and non-smoking areas. It also provides 
instructions related to enforcement, which includes inside 
information regarding the presentation of signage in public places 
and identification of focal points for putting through the law. 

Tobacco-free hospital campus requires complying with the 
provisions	under	Section-4,	5	and	6	of		COTPA.10

Recent developments in legal aspects of tobacco control in India
The	Ministry	of	Health	and	Family	Welfare	launched	National	

Tobacco	 	 Control	 	 Program	 (NTCP)	 during	 2007-2008.	 The	
objective was to improve awareness about the deleterious effects 
of tobacco, tobacco free laws and to aid efficient implementation.11 

Open accessibility to tobacco products near Hospitals, Schools etc. 
would increase the existent Tobacco burden. Further, restriction 
of access to tobacco products among adolescents has been seen as 
an important strategy. The difference may have been effective as, 
an increase of mean age of initiation from Global Adult Tobacco 
Survey 1 (GATS-1) to Global Adult Tobacco Survey 1(GATS-2) is 
seen.12
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