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Prof. Leo F. A. Stassen
Honorary Editor

EDITORIAL

Dr Frances O’Callaghan is interviewed by Ann-Marie Hardiman in this

edition of the Journal and she reveals some of the hard truths about the

provision of oral healthcare by the State. Of course, children can be treated

at any age, but it’s tough for dentists to be seeing children too late to make

a meaningful difference in preventing problems that are easy to prevent if

caught in time. It’s taking us out of the positive spiral of prevention that

occurs when dental professionals make early interventions. The crucial

difference between seeing children for the first time in senior infants class

as opposed to second class appears to be lost on our bureaucrats and

legislators. Well, let’s work hard at making them aware of the damage the

cutbacks continue to cause. 

We need to pay attention to Frances and our colleagues who provide the

Public Dental Health Service – they know what works and what doesn’t

work, and what can be achieved. We trust that when the Minister for

Health, Dr Varadkar, attends the Public Dental Surgeons Seminar of the

Association this month, he will pay particular attention to sensible,

evidence-based arguments that can improve the health of our citizens.

Orthodontics
One of the issues that our patients, and especially the parents of our

patients, feel very strongly about is the provision of orthodontic treatment.

The criteria for qualification for treatment under the public health system

in the Republic of Ireland is explained in our clinical feature by Dr Ciara

Scott. The article offers a visual guide to simplify the Index of Treatment

Need (IOTN) guidelines on eligibility for referral to the HSE. The idea is to

help practitioners to offer advice to their patients and refer appropriate

cases. This is a practical, helpful guide, which readers may wish to keep for

use over the coming months and years. The Journal is grateful to Dr Scott

and her colleagues Dr Marielle Blake and Dr Sinéad O’Hanrahan for their

work on it.

Science
Drug-induced gingival overgrowth (DIGO) is examined in a case report from 

Dr Orla Carty and colleagues in Dublin Dental University Hospital and reported

in this Journal. In this case, two possible causative factors were identified as

amlodipine medication and poor plaque control. The report concludes that it is

important that dental professionals are aware that individuals taking calcium

channel blockers need to demonstrate excellent plaque control to reduce their

risk of developing DIGO and to reduce its severity should it arise.

Dr Abdulhadi Warreth and his colleagues present the second part of their

excellent paper on fundamentals of occlusion and restorative dentistry. We

know that the outcome of restorative treatment is highly dependent on the

occlusion when the treatment is complete.

Elsewhere
Three hundred cases of mouth, head and neck cancer are detected in Ireland

each year with over 100 deaths. This year, Mouth Cancer Awareness Day had a

focus on rural Ireland. Organisers wanted everyone who lives in rural areas to

become aware of the disease, to go to their dentist or doctor, and to have a

dental check-up on a regular basis. Our collective thanks are due to all the

parties involved in raising awareness of mouth cancer.

Congratulations are due to our Editorial Board colleague Dr Chris Lynch on his

appointment as Professor of Restorative Dentistry and Dental Education at

Cardiff University. We wish him continuing success.

Well done to the Irish Dental Trade Association and the IDA for joining forces

in the presentation of Identex and the IDA Autumn Meeting. We read that it

proved a fruitful joint venture.

Finally, can I encourage all and any dentists who have been nominated for our

Sensodyne Sensitive Dentist of the Year to attend the Awards Ceremony Gala

Ball in the RDS in December? It is a fantastic occasion that reminds us of the

many good things there are about dentistry.

Hard truths, orthodontics, science and more
We should listen to what Dr Frances O’Callaghan and other contributors have to say 

in this edition of the Journal.





It seems clear that the remainder of the year is going to be very busy for the

profession and the Association.  

Identex and MCAD
It was a great pleasure to attend the Identex Conference, where huge numbers

of dentists attended and I was very struck by the large interest in the innovative

workshops we arranged showing dentists how they can comply with the Dental

Council’s new guidelines on infection control. We will have similar educational

sessions for members in the coming months and they will also be part of next

year’s Annual Conference in Galway. What was reassuring is that the profession

is taking seriously its continued support for the highest standards of infection

control and is seeing how best to ensure that practices meet the standards set

out by the Dental Council.

September also saw Mouth Cancer Awareness Day take place on September 16.

There were a number of compelling cases highlighted by patients who have

successfully come through treatment by medical and dental professionals, and

all of whom appreciate better the importance of early detection and early

attendance with the dentist. It is so gratifying to see the continued interest in

the awareness-raising programme organised by the Association and its partners

each September, and to see the huge impact that real-life case studies have in

explaining an entirely preventable disease and its treatment. It really was a

perfect illustration of the dental family working together to promote the strong

connections between oral and general health, and the critical importance of

regular attendance with the dentist.  

Minister to attend HSE Seminar
There are further events near on the horizon and these include the HSE Dental

Surgeons Seminar, which I am looking forward to. Once again there is an

outstanding line-up of speakers, and I am particularly pleased that the

Minister for Health, Dr Leo Varadkar TD, has agreed to address the meeting.

The Association has engaged extensively with the Minster in the past year and

we can only hope that our representations will have elicited a real and

meaningful response as regards investment in oral healthcare, treatment and

prevention in the 2016 budget, which is due to be announced on the Tuesday

prior to the HSE Dental Surgeons Seminar.  

Looking further ahead, of course we have already seen huge interest, as

illustrated in the number of nominations received, for the Sensitive Dentist

Awards, which are organised in conjunction with GSK. Once again, Dr Varadkar

has said he is looking forward to attending the Gala Dinner on Saturday,

December 5 in the RDS. There is no doubt but that the decision to change the

format of the evening last year was a terrific success and we are expecting that

there will once again be huge numbers, including many members of the dental

practice team, in attendance on the night. It is great to celebrate all the good

things we do. It is often when we go that extra mile for someone that we are

most satisfied with our career choice as dentists.

A time to tax sugar?
Like many of you I saw the recent Jamie Oliver TV programme and recoiled

with horror when we saw the distress suffered by small children being

treated under general anaesthetic for multiple extractions. Of course, while

this seems shocking to the general public, it is something we are aware of as

a profession, although it is still shocking when it is presented in such

compelling terms. I am very much at a loss to understand why the

Department of Health has made no moves to address this issue and the

incidence of high sugar intake is directly linked to many of the problems.

Equally, more funding is necessary to allow improved access for under fives

to dental services if we are to switch off this ticking time bomb. Many

people believe that the answer to these difficulties lies with the introduction

of a sugar tax. Within the Association we have convened a small group to

look at this issue, but also the linked issue of food labelling. I would

welcome suggestions and contributions from members of the Association if

they wish to share with me their thoughts on the desirability and suitability

of sugar tax, and any other comments that you may have in regard to

labelling generally.

Use your vote
In the coming days the election for a new Dental Council will take place and

it is good to see so many dentists raise their hand and make themselves

available for election. I encourage all members to take the time to vote.  It

is so important that we have a Council which is actively supported by the

dental profession and is not left to others to decide and to dictate the future

of the profession. I should also like to pay tribute to the outgoing Council

members who have undertaken their work with great commitment and

diligence and most particularly to the President, Dr Eamonn Croke, who has

always been accessible and has always taken a very professional and

pragmatic approach to the regulation of dentistry. We can all only hope that

the introduction of a new dental bill will give the Dental Council appropriate

powers to ensure proper regulation of dentistry and assist all of our members

who are committed to practising to the highest standards, mindful of the

need to protect the interests of the public at all times.  

Health matters
Finally, in these difficult times I was delighted to see the launch of the

Practitioner Health Matters Programme, with which our Chief Executive

Fintan Hourihan is associated. This is a really positive development and

allows dentists, doctors and pharmacists with mental health or addiction

problems access to confidential and expert care and treatment without fear

of any form of stigma and with appropriate safeguards agreed with the

regulatory authorities. It is important that all members of the profession are

aware of the programme and also take time to consider that this is an option

for colleagues who may be showing signs of distress in these difficult times. 

PRESIDENT’S NEWS
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Dr Anne Twomey
IDA President 

Health matters
Identex and MCAD were great, the Minister is coming to the PDS Seminar, a case for a sugar
tax and other health matters.



Letter to the Editor
In a letter published recently in the British Dental Journal, Dr P Neville drew

attention to a perceived lack of emphasis on oral health of prisoners in the Irish

Prison System. She stated that “no oral epidemiological survey of the Irish

prison population has been conducted”, and further stated that “the current

prison dental policy … only permits routine dental treatment to those who are

sentenced to 16 months or more in prison. There is also no on-site access to

dentists; prisoners are referred to a dentist in the nearby community, based on

the clinical judgement of a prison medical officer or prison nurse.” The

following is a letter from Prof. June Nunn in response to Dr Neville’s letter.

The full text of Dr Neville’s letter is available at http://www.nature.com/bdj/

journal/v219/n4/full/sj.bdj.2015.641.html.

Sir,

I write to respond to the misinformation published in a letter in a recent issue

of the BDJ (British Dental Journal 2015; 219: 146-147) by Dr P Neville. In that

article, a statement was made, among others, that prisoners had no on-site

access to dentists in the Irish prison system.

The Irish Prison Service has a well-developed healthcare service with published

standards, including protocols for both emergency and routine dental care.

Contrary to what was stated, all the closed prisons in Ireland have at least one

dental surgery on site. In the five Dublin prisons, for example, there are 21

dental treatment sessions available to prisoners each week.

No doubt this will be reflected in the review commissioned by the Inspector of

Prisons, Judge Michael Reilly, to which Professor Andrew Coyle, Emeritus

Professor of Prison Studies, University of London, has contributed, and which

is due for publication shortly.

Yours sincerely,

Professor June Nunn

Dental Consultant to the Irish Prison Service

Ballinasloe dentist remembered
Dr Pat Costello has let the Journal know of the death of longstanding member

Dr Liam Nolan. Dr Nolan practised in Ballinasloe, where he lived with his family

(wife Emer and their daughters Geraldine and Hilary). Dr Costello said: "Liam

Nolan was honoured by the Association with a specially struck medal for 25

years continuous attendance at the Midland Branch".

NEWS
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Book review: 
The Dental Amputee. 
What everyone who loses
their teeth needs to know
Professor David Harris

London Books. 2015. ISBN 978-1-907535-10-9

Sometimes when you

see a book’s title, it

attracts your eye and

you wonder what it is

about, for example,

The Dental Amputee.

It was not until I read

the book that I got a

real understanding of

the need for a book

like this for the Irish

dental patient.

This book of 11 chapters and 167 pages is

entertaining, enlightening, stimulating and

educating. It is not an easy read, as there is a lot of

information. It is a must read for every dental

student and should be part of the undergraduate

dental curriculum, an important read for those

interested in dentistry, especially with an interest

in implants, and an essential read for any patient

with missing teeth, to help them to decide what

they should do.

The chapters all start with an interesting quote – I

love that. Each chapter is full of great stories,

anecdotes, facts and information presented in a

wonderful, articulate and personal manner. David

Harris manages to educate without preaching or

undermining the reader.

The history, pioneering work, collaborations and

dedicated research of PI Brånemark is beautifully

described. He was a true mentor. The explanation

on how some of the best research ideas and

inventions come from “observation of the

unexpected by the visionary” is well illustrated.

The failings of a historical, purely mechanical

attitude to implants and the harm they did, but the

huge advantage the discovery of

‘osseointegration’ of titanium implants gave our

patients, makes good of the past and shows where

dentistry has come from.

I enjoyed the description of the different

techniques available to patients, from the single

tooth to ‘teeth in a day’, with all the other

developments.

I found the clear, non-biased and honest advice for

patients about ‘dental tourism’ an important

chapter and non judgemental. This chapter

probably deserves publication on its own on the

JIDA website.

Overall, this book is an enjoyable and informative

read, and I highly commend it to all dentists with

an interest in implants to read for themselves, and

to give to their patients.

Although understanding David’s reason for the

name ‘dental amputee’, I feel it may put the public

off picking it up and browsing it. I hope that I am

wrong.

We need more books like this, bringing dentistry to

the forefront of the public (our patients).

Prof Leo F A Stassen, Professor/Chair of Oral and

Maxillofacial Surgery TCD.

Professorship for Irish dentist
Dr Chris Lynch (right) has been appointed Professor of Restorative

Dentistry & Dental Education at Cardiff University.

A graduate of University College Cork, Chris holds an InterCollegiate

Specialty Fellowship in Restorative Dentistry, a PhD, and ad eundem

fellowships from the Faculty of General Dental Practice and the RCSI.

Chris has achieved international recognition with Fellowships from the

Academy of Dental Materials, the American College of Dentists and the

International College of Dentists. He has received the ‘Award for

Excellence in Dental Education’ from the Association for Dental

Education in Europe.

A recognised expert in operative dentistry and dental education, Chris

has published 135 papers in peer-reviewed journals, as well as a textbook, Successful Posterior Composites.

He is Editor-in-Chief of the Journal of Dentistry, the leading international journal in the field of restorative

dentistry. Chris is an elected board member of the Faculty of Dentistry at RCSI, Dublin, and is Head of the

Learning & Scholarship Theme at Cardiff Dental School.
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IDA Golf Society – Captain’s Prize

At the Captain’s Prize for
members of the IDA Golf
Society in Carlow Golf
Club in September were
(from left): Drs Hugh
O’Broin, Emlyn Bratton
and Mark Condon.

Dr Michael Galvin (winner,
right) receiving the

Captain’s Prize from the
Captain of the IDA Golf

Society, Dr Emlyn Bratton.

IDA courses

Sleep apnoea and snoring course: There are still a couple of places left

on the full-day course on sleep apnoea and snoring, which takes place on

Saturday, November 7. The course will be given by Dr Roy Dookun at the

Radisson Hotel, Dublin Airport. Dr Dookun is a GDP in the UK and is President

of the British Society of Dental Sleep Medicine. To book, call IDA House.

Professor Michael Lewis to lecture in Dublin: Professor Michael

Lewis, Dean and Professor of Oral Medicine at the University of Cardiff, will

give a half day course in Dublin on Friday, January 15. Professor Lewis will

present on antimicrobial resistance and the over-prescribing of drugs, and

what it means for the dental profession. Further details will be issued shortly.  

Dr Cliff Ruddle for Galway: The Annual Conference will return to the

City of Tribes in 2016 from April 21-23 at the Radisson Hotel. World-

renowned endodontist Dr Cliff Ruddle will give two half-day courses on

Thursday, April 21. Further details and a booking form will be available later

in the year.

NEWS
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MCAD 2015
The sixth annual Mouth Cancer Awareness Day was held on September 16 and

the focus of this year’s campaign was on highlighting the dangers of the

disease to the rural community. Organisers wanted everyone who lives in rural

areas to become aware of the disease, to go to their dentist or doctor if they

have any concerns and to have a dental check-up on a regular basis. Three

hundred cases of mouth, head and neck cancer are detected in Ireland each

year with over 100 deaths: that’s almost two people every week. Although not

as well known, mouth cancer kills more Irish people than skin melanoma.

Farmers are generally viewed as poor attenders at doctors and dentists.

Minister for Health, Dr Leo Varadkar TD, with (from left) Elaine Hughes,
Assistant Chief Executive of the Irish Dental Association; Professor Denise

MacCarthy of the Dublin Dental University Hospital; and, Etain Kett of the
Dental Health Foundation on Mouth Cancer Awareness Day 2015.

Quiz
Submitted by Dr Conor Bowe

A 49-year-old Caucasian male presents to the emergency department 12 days

post removal of his mandibular right third molar. He describes pain, swelling

and a distinct cracking noise after eating.

1. What do you see radiographically?

2. What is the initial management?

3. How can this rare complication be avoided?

Answers on page 262
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New Programme will support dentists

A new service, the Practitioner Health Matters Programme (PHMP), which aims

to support health professionals, including dentists, who may have a mental

health difficulty or an alcohol- or drug-related problem, was launched recently

in Dublin. The new Programme, which is open to doctors, dentists and

pharmacists, has been designed to reflect international best practice in

practitioner health. An independent charitable organisation, the PHMP has the

support of the representative and training bodies for the medical, dental and

pharmacy professions, including the Irish Dental Association, as well as the

three professional regulatory bodies for those professions.

Dr Íde Delargy, Clinical Lead for the new Programme, said there is clearly a

need out there, as health professionals are very slow to come forward to declare

that they may have a mental health or alcohol- or drug-related problem. She

said health practitioners were often reluctant to come forward because the

people they needed to approach were very often their peers and this was a

potential barrier to treatment: The key to overcoming this reluctance is to

ensure that they will receive a high standard of care in a non-judgmental

atmosphere and with complete confidentiality assured. We want people

affected by these issues to seek help early and to know they can come forward

safely and in confidence to have their health needs met”.

Hugh Kane, Chairperson of the PHMP, said: “This is clearly an important service

for practitioners. Often the person experiencing difficulties is the last person to

realise they need help. That is why we are raising awareness around these issues

and we would encourage colleagues, family and friends to watch out for

everything from subtle warning signs to the more obvious ones. Discussing

these issues with someone in difficulty can be extremely challenging, but it can

also be lifesaving. Ignoring problems, as we often did in the past, benefits no

one”. For full details, telephone 01-297 0356, email

confidential@practitionerhealth.ie, or log on to www.practitionerhealth.ie.

Dr Íde
Delargy,
Clinical Lead
for the new
Programme,
with 
Hugh Kane,
Chairperson
of the PHMP.
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DIARY OF EVENTS

OCTOBER
22 Alexander Hotel, Dublin 2, 7.30pm

Metropolitan Branch IDA – Meeting

Speakers: Drs Naomi Rahman on ‘Bleeding, surgical procedure’, 

Andrew Norris on ‘Medical emergencies’ and Mary Clarke on ‘Forensic 

dentistry’.

NOVEMBER
6-7 Gibson Hotel, Dublin City Centre

Irish Dental Hygienists Association 

Annual Winter Scientific Conference 2015

Further details on www.idha.ie.

19 Alexander Hotel, Dublin 2, 7.30pm

Metropolitan Branch IDA – Meeting

Speakers: Drs Rachel Doody on ‘Dentine hypersensitivity’, 

Rona Leith on ‘Trauma bites’ and Barry Dace on ‘Diabetes and the 

dentist’.

JANUARY 2016
28 Alexander Hotel, Dublin 2, 7.30pm

Metropolitan Branch joint meeting with Irish Endodontic Society

Preceded by Metropolitan Branch supper for learning – 6.00pm

Email supperforlearning@hotmail.com to book your place.

FEBRUARY
26 Alexander Hotel, Dublin 2, 2.00pm

Metropolitan Branch IDA – extended meeting: 

‘Wellbeing and Eliminating Stress’

Speakers: Dr Garry Heavey on ‘Consent’, Dr Brid Hendron on 

‘Controlling stressful situations’, Eamonn O Muirchearthaigh on 

‘Preventing back pain’ and Donal Atkins on ‘Finance’.

MARCH
10 Alexander Hotel, Dublin 2, 7.30pm

Metropolitan Branch IDA – meeting and AGM

APRIL
21-23 Radisson Hotel, Galway

IDA Annual Scientific Conference

IDA MEMBERS ONLY

IDA MEMBERS ONLY

IDA MEMBERS ONLY

IDA MEMBERS ONLY



A new face to NSK customer support

BUSINESS NEWS
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IDTA President Peter Morris and IDA President

Anne Twomey at this year’s Identex.

Dr Jane Renehan; Dr Nick Armstrong; HSE Nurse Manager

Siobhan Carrigan; and Pete Gibbons of Henry Schein, who

presented the demonstration on infection control and

decontamination.

Pat Bolger (centre), Managing Director ofHenry Schein in Ireland, with Dr Paul Mooreand Hazel Hendy on the Henry Schein stand.

This year’s Identex was staged with the IDA

Autumn Meeting at Citywest Hotel in

September. Already a well-established

feature of the Irish dental calendar, the Irish

Dental Trade Association (IDTA) has

partnered for two years now with the Irish

Dental Association in presenting both the

trade show and dental education events.

The strategy seems to be paying off, as

there was a 20% increase in numbers this

year – an increase on what was already a

strong attendance in 2014. Needless to say, the

organisers were pleased with the outcome. 

To mark 30 years of the IDTA, a Volkswagen UP

car was put on offer through a raffle open to

anyone who bought ¤250 worth of goods at the

show. There was a very strong entry and the draw

is due to take place shortly. A photograph of the

winner will appear in the next edition of the

Journal.

In addition to the more than 60 trade stands that

exhibited, the IDA put on a mixture of

demonstrations (decontamination), lectures

(managing patient expectations) and hands-on

courses (emergencies and composites), which were

booked out in advance.

Professor Brian Millar presenting the hands-on course on

composites.

Jonathan Singh, NSK’s new
Product Specialist/Technical
Services and Support
Engineer for Ireland.

NSK, one of the world’s foremost manufacturers of dental

handpieces and small equipment, has appointed Jonathan

Singh as its new Product Specialist/Technical Services and

Support Engineer for Ireland. Jonathan, who is based in

Belfast, has a wealth of experience in the dental and medical

industry. He specialises in the maintenance and servicing of

autoclaves, and is available to service and validate DX Domina

and NSK iClave autoclaves, as well as taking care of

handpieces. Jonathan has a comprehensive knowledge of the

methods, techniques and processes used in the validation

and verification of all decontamination equipment. 

Alexander Breitenbach, NSK UK & Ireland Managing Director,

commented: “We believe that our many customers in Ireland

will benefit from Jonathan’s detailed knowledge of dental

handpieces and decontamination equipment”.

NSK has recently launched a range of autoclaves, including

the NSK iClave, to help meet the needs of busy dental

practices and Jonathan comments: “Fast instrument cleaning

is vital in a busy practice, so quick cycles, large chamber

volume and low power consumption are key. The iClave,

previously known as the Domina from Dental X, has sold

more than 60,000 units worldwide, demonstrating a proven

track record”.

Liz Madden, dental nurse at Abbeyglebe Dental Practice in

Donegal, is one happy iClave customer. She said: “Our

previous autoclaves kept breaking down and were difficult

and expensive to repair. Morris Dental recommended the NSK

iClave to us and we now have four in the practice – and

they’ve been great. We use the fast cycle a lot, as we are a

big practice, and the large chamber allows us to autoclave up

to four trays at a time. We would highly recommend the NSK

iClave, it’s excellent and very easy to use”.

Identex attracts bigger numbers



Daytime treatment for TMJ pain
Cerezen is, according to its makers, a first-of-its-kind medical device that is a

safe and effective aid in reducing temporomandibular joint (TMJ) disorder pain

and associated symptoms such as grinding of teeth and headaches. It is available

in the UK and Ireland, and was on display at Identex. The device consists of two

custom-made, hollow ear canal inserts that allow full passage of sound and are

practically invisible from the outside. Traditionally, TMJ disorder has been

treated with bite splints that are worn at night, and because the Cerezen device

is comfortable and discreet, it makes daytime patient compliance easy.  

The Cerezen device takes a different approach in treating TMJ disorder. The ear

canal is located very close to the temporomandibular joint and the volume of the

ear canal increases when the jaw is opened through movements such as

chewing, smiling, and speaking. The Cerezen device uses this anatomical change

to provide a unique near field treatment. 

Patients wearing the device in a three-month clinical study experienced a

significant reduction in the pain and dysfunction associated with TMJD. In

addition to the pain reduction, 100% of subjects indicated excellent (71%) or

good (29%) overall satisfaction with the Cerezen device. During the three-

month clinical study, patients wearing the Cerezen device did not report any

unexpected or serious adverse events, and a comparable safety profile to the

stabilisation splint was observed.  It is not recommended that patients wear the

device while bathing, swimming or in a moist environment such as a steam bath

and sauna. It is recommended that it be removed when participating in contact

sports. 

ICD meets in Dublin

As we went to press, the International College of Dentists (ICD) was holding a

joint meeting of its International Council and its European Section in Dublin.

The European Section is holding its 60th Annual Meeting and its current

President is Dr Tom Feeney, a former member of the Editorial Board of the

Journal. The world President of the ICD is Dr Joe Kenneally, who was

interviewed in our April/May edition.

In addition to the formal meetings, the ICD was also staging a scientific

programme and a public forum. The scientific programme under the theme

“Learning without limits” was taking place at the Royal College of Surgeons in

Ireland on St Stephen’s Green, while the public forum was on the theme of

volunteer dental projects and was being held in the Dublin Dental University

Hospital. It’s a significant global dental event, which brought 210 dentists to

Ireland, with a further 150 accompanying persons, providing a welcome boost

to the economy. Sponsors for the event were Henry Schein, Fáilte Ireland and

Kildare Village.

BUSINESS NEWS
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Pension contributions save tax

John O’Connor of Omega Financial Management

(left) advises dentists that as your pension

contribution is an allowable expense in your tax bill,

writing a cheque for it is deemed to be a legitimate

business cost. As such, even though you own the

pension fund that you are paying into, it is still

treated as a business expense for you and reduces

your taxable profit in that year. 

Does it reduce preliminary tax or just the balance of last
year’s tax?
So, in October 2015 you will submit your income tax return for the tax year

2014 and pay the remainder of the tax in excess of the preliminary tax you

paid last year. In addition, you will be required to pay your preliminary tax

for 2015. This figure is likely to be 90% of your expected 2015 income tax

liability or 100% of last year’s figure. Therefore, if you pay ¤20,000 into your

pension in 2015 for the tax year 2014, you will, in effect, reduce your

preliminary tax obligation for 2015. However, remember that you must make

the contribution when the time comes a year later or your balancing payment

will go back up again.

Here are the percentages of income you can contribute. Only ¤115,000 of

income is allowed, and NRE stands for net relevant earnings.

Under 30                      15%                                 NRE

30 – 39                         20%                                 NRE

40 – 49                        25%                                 NRE

50 – 54                        30%                                 NRE

55 – 59                        35%                                 NRE

60 and over                  40%                                 NRE

What are my pension entitlements and how do I benefit at
age 60?
When you turn 60 you have a variety of options. If you wish to move some

or all of your pension funds into ‘post retirement’ funds then you have the

option to do so. Most people decide to avail of the cash lump sum, which is

there for them if they choose. This means that they can take up to 25% of

the fund out in cash, the first ¤200,000 of which is tax free and the

remainder, up to ¤500,000 is taxed at 20%, with marginal rate income tax

for anything above this level. The maximum fund you can have is ¤2m for

those lucky enough to reach that level. It is likely that your remaining 75%

will then be invested to your appropriate risk level, to provide you with an

ongoing income from retirement funds. You can buy an annuity if you

choose but in most cases rates are so low that it doesn’t make financial

sense. If you do have a high annuity rate locked into your pension you would

probably be wise to avail of it. However, most of us will be investing in what

are called ‘approved retirement funds’ (ARFs) and ‘approved minimum

retirement funds’ (AMRF). If you do not have a pension of at least ¤12,700

per annum then you must invest your first ¤63,500 in an AMRF. All funds

above that are invested in an ARF. The main difference between these two

is that you must take an annual income of 4% from an ARF, and with funds

in an AMRF you have the option to take up to 4% annually.

President of the
International College
of Dentists, Dr Joe
Kenneally, with the
President of the
European Section, 
Dr Tom Feeney.







On the day of our interview, Frances has just received the results

of a survey of HSE dental surgeon members of the Irish

Dental Association (IDA). The survey has been a personal

project and she is delighted to see it completed: “Last

year when I took over as President, I was very

conscious that staff morale in the HSE Dental Service

was very low, and that many of my colleagues

appeared extremely stressed. Work-related stress is

hugely significant from a health and safety point of

view, and I decided to commission a survey of

members to try to quantify it”.

With help first from the IDA's Sarah Gill and then from

Roisín Farrelly, the survey was circulated to all HSE members

and results have now been collected, with a response rate of over

50%. Levels of stress are indeed high, with 60% of respondents saying

they regularly feel stressed at work, and a shocking one in five saying they have

missed work due to stress. There is also evidence of unhappiness with

management structures, with 70% unhappy with the level of consultation on

change, and only 37% feeling they get support from management. What might

surprise though is that the highest stressor for respondents was not pay or

working conditions: "The lack of access to secondary care services for patients,

in particular to general anaesthetic services, was identified as the highest

source of stress for respondents”.

Waiting for tragedy to strike
With the closure in October 2014 of the dental emergency extraction clinic in St

James's Hospital in Dublin, waiting lists for general anaesthetic services in Dublin,

Wicklow and Kildare are now up to 12 months for young children with chronic

dental infection, many of whom require multiple extractions. With only limited

access to some private facilities around the city, dentists are under severe

pressure to prioritise the most serious cases, and Frances has strong feelings on

this: "All of the children on the waiting list need dental extractions, and all require

general anaesthetic to have the extractions completed. Dentists are required to

prioritise cases on the basis of urgency. The most acute cases, and very young

children suffering trauma, are prioritised as requiring immediate access to general

anaesthetic. These are referred to the private sector and will receive treatment

within a few weeks. The remaining cases, including young

children often requiring four or more extractions, are

currently waiting up to a year".

The problem is not unique to Dublin, Wicklow and

Kildare. Waiting periods around the country are

typically six to nine months, compounded by the

fact that dental cases are not included on hospital

priority lists, with theatre slots regularly cancelled in

favour of other general anaesthetic cases: "If a child

is waiting longer than six months to have their tonsils

out, the hospital is penalised, so hospitals have

cancelled dental theatre slots to facilitate paediatric ENT

procedures. We would argue that a child who needs a

general anaesthetic in order to have painful, infected teeth

extracted is just as entitled to treatment as a child with chronic tonsillitis”.

The implications of this are very serious, both for the children and for the

dental professionals charged with their treatment: "Anecdotally, we are hearing

of children having to be admitted to acute hospitals for IV antibiotics for oral

infection. Our concern is that general anaesthetic services for dentistry will not

become a priority until a child has a serious outcome from dental infection. The

crisis also extends nationally for children and adults with special needs who

require general anaesthetic for routine dentistry”.

The HSE Group of the IDU continues to campaign on this issue, and plans to

raise it once again with Minister for Health Dr Leo Varadkar when he attends

the Group's Annual Seminar in Carlow this month.

Promoting the positive spiral
A motion at the Group's AGM will also call for a more radical change to dental

healthcare for children: "In recognition of the Minister for Health’s introduction

of free GP care for children under six, the HSE Group of the IDU will be calling

on the Minister to implement a policy supported by the required funding to put

comprehensive oral healthcare programmes in place for young children under

six in this country".

This comes after years of cutbacks to the Public Dental Service, which have

severely curtailed dentists' ability to target children and their families at a young

enough age to make a meaningful difference to their oral health: "The earliest

any child receives a screening examination now is age seven to eight, either first

or second class, which is too late. In some parts of the country children are not

examined by a HSE dentist until sixth class. In my area (Frances is a Senior

Dental Surgeon in the HSE Dublin South–East Wicklow region) we used to see

children in senior infants, but we had to stop three years ago because staffing

levels have dropped so much. Our staff were devastated because they had seen

significant improvement in the oral health of pupils in second classes when they

had seen the same children in senior infants. We were able to highlight concerns

at six years of age, before there was any damage to permanent teeth”.
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Public defender
As she begins her second term as President of the IDA's HSE Dental Surgeons Group, 

DR FRANCES O'CALLAGHAN discusses ongoing industrial relations issues, cutbacks to the

Public Dental Service, and the results of a recent survey of HSE members.

Ann-Marie Hardiman
Journalist and sub-editor with
Think Media, with an interest in
further education and CPD.



She quotes a colleague, who spoke of the "positive spiral of early intervention",

and ties this in with overall health policy: "The Department of Health sees

obesity as the single biggest threat to our health service, and hidden sugars are

seen as a major causative factor. Dentists can identify these high-risk patients

very early due to the presence of caries. Working with our colleagues in the

primary care team in early intervention, I think we could have a serious impact".

Making the case for a strong primary dental care service with adequate

preventive care is an ongoing problem and one that Frances thinks the

profession needs to do more to address.

"If you talk about teeth to most people, [they want to talk about] orthodontics.

Politicians respond to what comes to their desk. If you look through the Dáil

Digest that the IDA circulates, the focus is on braces, fluoridation and dentures,

and we as a profession have to take some responsibility for that."

This public focus on braces rather than caries (tooth decay) means that political

pressure is brought to bear in relation to orthodontic treatment rather than on

prevention and primary care, and for Frances, this is counter-productive:

"Investment in oral health promotion and prevention is cost-effective. We have

a limited budget, so we have to decide where it is best used, and in the younger

age group is where we will have ultimately the best outcome in the long run.

No one seems to appreciate that children losing teeth prematurely creates

orthodontic problems. Orthodontics is important, but only for a percentage of

the population, whereas primary care, good prevention, oral health promotion

– that should be for everyone".

There has been some recruitment of dentists in 2015, which is very welcome,

but years of cutbacks and poor planning mean that the Service is still severely

under-resourced. Even where posts are approved the recruitment process is

painfully slow, with delays of months before a position is advertised and further

delays after the interview process. This is a source of significant frustration for

existing staff and is certainly a barrier to attracting and successfully recruiting

quality candidates.

Labour Court
One of the major tasks ahead of Frances as she enters her second year as

President of the HSE Group is as a member of the IDU's negotiating team in

talks with the HSE on Public Dental Service reform. These talks will reach the

Labour Court at the end of this month. Along with representatives from the

IMPACT trade union, the IDU is seeking to address outstanding issues from the

2011 Dental Reform Agreement, an agreement which itself was the culmination

of years of discussion on proposed reform to the Service. The principal

industrial relations issues for the IDU are the HSE's failure to fill promised

posts, in particular at Principal Dental Surgeon level, and the HSE's refusal, in

Frances's view, to engage with the unions in formulating an appropriate

management structure below the PDS grade. The lack of a comprehensive

management structure within the enlarged service areas created in 2011 has

had serious implications for service delivery, as well as depriving public health

dentists of an appropriate career path.

Frances's involvement with this process goes back to 2010, when she first

joined the HSE Committee, and her disillusionment is clear: "We went to the

Labour Relations Commission in December 2014 to see if we could get the HSE

to follow through on filling the posts as per the 2011 agreement, but HSE

Management made no effort to engage with the process in any meaningful

way. Instead, HSE Management wanted to discuss a further reduction in the

number of Area Principal Dental Surgeon posts from 17 to nine, to correspond

with the new CHO structure. It appears to be primarily a numbers game from

the Management side with no clear vision or plan to support the changes”.

The much-awaited Oral Health Policy, and what it might contain, is also a factor.

"I know the HSE may be anxious to proceed with reform, but until we see the new

Oral Health Policy I don't know that it's realistic or wise to engage in any further

serious structural change. In the interim we want to implement the 2011

agreement, and put in the sub-PDS layer of management to provide stability.

Until we get satisfactory resolution to those issues, we will not be discussing any

further reform. As to the future, we will not repeat the mistakes of the past. We

will not accept any reform that is not comprehensive, with clearly defined roles

for all grades. If the HSE strips the Service back to only nine Principal Dental

Surgeons, then there will be very limited opportunity for promotion within the

Public Dental Service in the future. As it stands, it has been several years since

the last competitions for Principal or Senior Dental Surgeon posts. This is one of

the reasons why morale is low. Dentists are professional people. There needs to

be a clearly defined promotional pathway within the Service if we wish to recruit

and retain highly qualified and motivated professionals.”

The negotiating team’s aims are clear: “As a priority, the vacant posts in the

National Office and other vacant Principal Dental Surgeon posts need to be

advertised and filled, and we will resist every effort to reduce the number of

Area Principal posts below the agreed number of 17”.

Membership
Another focus for Frances is increasing the HSE dentist membership of the IDA,

which has dwindled in recent years. A subcommittee consisting of Frances, Dr

Jane Renehan, and Association CEO and Deputy CEO Fintan Hourihan and

Elaine Hughes, has been working on this.

"The financial benefits of IDA membership for HSE members are much less than

for our GP colleagues. Our indemnity is not as expensive and we can't offset

our membership for tax. Therefore, a decision was taken that loyal members

would get a discount for attending the Annual Seminar. For the first time this

year, anyone who is a member of three or more years' standing gets to attend

the Seminar for free, and there's a sliding scale for others."

Frances welcomes this acknowledgment by the IDA of its HSE dentist

membership and feels it reflects her own experience as a member of the IDA

Council: "This is my second year on Council and the support I get from my non-

HSE colleagues, and from IDA House, has been fantastic. They have been very

sympathetic to our difficulties and very supportive, in particular past President

Dr Peter Gannon, and President Dr Anne Twomey, who will open the HSE

Group's Annual Seminar in October".
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A busy life
Frances qualified 28 years ago and worked in private practice in the UK for

nine years before returning to Ireland to work in the then Eastern Health

Board in 1997 ("I joined them for six months, but I'm completely

institutionalised now!"). Besides work and spending time with her husband

Declan Herlihy and three children, Éadaoin, Peter and Michael, Frances and

Declan have a longstanding association with Kilmacud Crokes GAA Club,

which she says has been one of the more fulfilling aspects of her life. She

considers herself very fortunate, and is particularly grateful for her family's

support in her work with the HSE Group.
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5a 5h

Understanding the IOTN

A summary of the HSE guidelines for

eligibility for orthodontic treatment so that

dentists have a visual guide to which cases

should be referred to a specialist.

Throughout our professional lives, we will be asked the question: “will I need

braces?” A self-conscious teenager might ask, but what a worried parent may

really be wondering is: “will my child be eligible for treatment within the HSE?”

The modified Index of Treatment Need (IOTN) guidelines for eligibility were

introduced in the HSE in 2007 as a way to assess orthodontic need objectively

rather than subjectively. This article aims to offer a visual guide to simplify the

IOTN guidelines on eligibility for referral to the HSE and aid general

practitioners to offer advice to their patients and refer appropriately.

A healthy smile starts at home with good habits regarding diet, snacks, drinks

and brushing, which are key to a healthy dental future. Only patients with good

oral hygiene and dental health are eligible for orthodontic treatment.

              AGES 8/9: 

Keep the child’s age in mind when assessing dentition or looking at OPGs (see

normal eruption dates). Dental age and chronological age are not always the

same so be alert to an abnormal sequence or asymmetric eruption patterns.

Contralateral teeth should erupt within six months of each other. 

Refer if interceptive treatment is appropriate.

             AGES 10-12:

Check family history for anomalies such as impacted canines. Palpate for

canines and monitor dental development. A median diastema can be normal

before the canines erupt. Check for severe skeletal problems, an overjet >9mm,

impacted teeth, missing teeth and crossbites with displacements, and refer for

orthodontic assessment if appropriate.

             AGES 12+:

Check aesthetic component once the canines have erupted. Refer 4d cases with

AC 8-10 or other eligible patients.

Check family history; missing,
impacted, supernumerary and
infraoccluded teeth are linked
genetically.

Promote oral hygiene and
prevention to preserve primary
molars.

Restore carious primary molars to
preserve longevity when permanent
successors are missing.

Caries in primary molars may cause
tipping or space loss. Some 5h cases
may have low orthodontic need.

Active treatment may be best in mid
teens leading into restorative care.
Joint treatment planning will
achieve the best occlusal and
aesthetic outcome.

Lip traps and lip incompetence can
increase risk of trauma, so
encourage gum shield wear.

Reinforce need to stop thumb or
digit habits and promote oral
hygiene and dental health.

Refer patients with overjet >9mm. 

Patients may benefit from
functional appliance when 11-14
years old.

Ideally refer by 12 to allow treatment
with functional appliances if
appropriate. Later referrals and
patients with a marked skeletal
discrepancy and poor chin throat
angle may need orthognathic surgery.

Increased overjet >9mm. Extensive hypodontia with
restorative implications (more than
one congenitally missing tooth in

any quadrant).                

Dr Ciara Scott
Is a specialist orthodontist with the HSE in
Dublin Mid-Leinster. 
Ciara wishes to acknowledge the
assistance of Dr Marielle Blake of the HSE
and Dr Sinéad O’Hanrahan of the OSI in
the preparation of this material.
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UR1 has failed to erupt and the
sequence is disrupted as UR2 has
erupted.

A conical supernumerary may
displace or delay eruption of the
permanent tooth; tuberculates
usually obstruct eruption.

Canines should be palpable
buccally. Peg laterals can increase
risk of impaction.

Canines can be palatal or high and
buccally impacted. Interceptive
treatment can help, so refer.

Canines can cause resorption of
permanent teeth, so radiographs
can help to locate and determine
urgency.

Infraocclusion, such as this LLE, can
be severe in young children.

The permanent successor can be
displaced. An appliance may be
required to provide surgical access
to remove the LLE.

Infraoccluded molars URE, LRD,
LRE.

Infraoccluded primary molars can
cause increased overbites and
lateral open bites.

Infraoccluded molars can delay or
prevent eruption of permanent teeth
and may need to be removed.

CLP patient’s treatment should be
co-ordinated by the national cleft
unit. 

Caries and early tooth loss can
further complicate difficult
malocclusions, so diet and oral
hygiene are key.

Maxillary expansion and bone
grafting in the mixed dentition
help dental development.

Dental anomalies can include
enamel hypoplasia, hypodontia
and impacted canines.

Patients will have complex dental
needs and benefit from joint
orthodontic, orthognathic and
restorative planning.

A marked reverse overjet.
Always check for a displacement.

The profile and underlying skeletal
pattern can determine if interception
is indicated.

Maxillary deficiency may cause poor
upper tooth show and poor upper
lip support.

Cephalometrics and clinical
examination will determine the
treatment plan and timing.

Severe Class III malocclusions with
marked Skeletal III base will usually
benefit from joint planning and
orthognathic surgery as a young
adult.

Impeded eruption of teeth (except
for third molars) due to crowding,

displacement, the presence of
supernumerary teeth, retained

deciduous teeth and any
pathological cause.

Reverse overjet >3.5mm with
reported masticatory and speech

difficulties.

Defects of cleft lip and palate
(CLP), and other craniofacial

anomalies.

Severely submerged deciduous
teeth (only two cusps showing

above gingiva).

5i 5m 5p 5s
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4b 4c 4d

Poor alignment of lower incisors
does not meet the eligibility.

Extracting over-retained primary
teeth can improve the position of
displaced teeth.

Severe crowding with high aesthetic
component is eligible.

This patient has moderate crowding
and IOTN 4d, but is not eligible as
the AC <8.

Anterior crossbites can cause
damage to the hard and soft tissues
such as tooth wear and dehiscence.

Interception with a URA/RME can
relieve the displacement and expand
the upper arch.

Postural Class III malocclusion.

The patient can achieve edge to
edge and there is a forward
displacement.

Cases with anterior and posterior
crossbites can also have a high
aesthetic component.

Reverse overjet >3.5mm with no
masticatory or speech difficulties.

See 5m.

Anterior or posterior crossbites 
with >2mm discrepancy between

retruded contact position and
intercuspal position.

Severe contact point 
displacements >4mm 

(in HSE modification, eligible 
only if AC is 8, 9 or 10).

Eligibility of 4d cases is based on
the appearance of the upper

anterior segment only.

The aesthetic component is
assessed in the early permanent

dentition, AFTER the upper 
canines have erupted.

Cases do not need to match the
8-10 pictures, just look as severe. 

Average eruption dates1

Average eruption dates of deciduous teeth (in months)

Tooth                        A&B        C           D           E

Eruption date             6-9     16-18   12-14   20-30

Average eruption dates of permanent teeth (in years)

Tooth              1           2           3           4           5           6           7           8

Uppers          7-9       7-9     11-12   10-11   10-12     6-7     11-13   17-21

Lowers          6-8       6-8      9-10    10-12   11-12     6-7     11-13   17-21

References
1. Scott, J.H., Symons, N.B.B. Introduction to Dental Anatomy (3rd ed.). Churchill

Livingstone, 1990.

Eruption patterns

Eruption pattern of permanent teeth

Upper                  6               1       2               4               5       3       7       8

Lower                  6       1       2               3               4       5               7       8
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The Aesthetic
Component (AC)
The AC is a series of photographs

rating dental attractiveness on a scale

of 1-10. It was developed at the

University of Manchester using

laypersons to grade the photographs.

In the HSE, the AC is used for 4d

cases. Only cases with an AC of 8-10

are eligible for treatment.

1

2

3

4

5

6

7

8

9

10
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A traumatic overbite may strip the
palatal gingivae of the incisors or
cause indentations.

There may also be labial trauma.

Refer for treatment while still
growing.

Patients with short faces and low
mandibular plane angles are more
prone to deep bites and get worse
with growth.

Patients with long faces and high
mandibular plane angles can be
prone to anterior open bites and get
worse with growth. 

Refer while growing, when bite
planes can reduce the overbite.
Adults with traumatic overbites may
require orthognathic surgery.

Early intervention to stop digit
sucking or tongue thrust can
improve malocclusion.

Digit habits can also cause
increased overjet and posterior
crossbites so these need to stop.

The smile line and tooth show can
be poor if habits persist.

Severe skeletal open bites are best
managed with orthognathic surgery
in young adults.

Reverse overjet in early mixed
dentition.

Interception to expand and protract
may be helpful.

Interception may be indicated to
procline incisors and expand.

Cephalometrics will show the scope
for interception; Class III cases may
get worse with growth.

Definitive treatment planning best
after puberty to determine scope for
camouflage or need for
orthognathic surgery.

4e 4f 4m

Extreme lateral or anterior 
open bites >4mm.

Increased and complete overbite
with gingival or palatal trauma.

Reverse overjet >1mm but <3.5mm
with recorded masticatory and

speech difficulties.
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Like many elective treatments, one of the keys to

successful orthodontic treatment is ascertaining

and managing the patient’s expectations from

the outset. Some patients aim for a simple

cosmetic improvement, whereas others

have specifications for key areas, which

would be a ‘deal breaker’ if the

treatment outcome does not deliver.

Some advertising material may lead

a patient to believe that orthodontic

treatment is much more

straightforward than it actually is

and patients can misunderstand the

significance of their own compliance

in particular treatment modes.  

In reality, a practitioner is only in a

position to discuss orthodontic treatment

once an appropriate orthodontic

assessment has been carried out. Making the

appropriate record of this is crucial, as a patient

complaint or claim often flows from the initial

diagnosis and treatment-planning phase.

Increasingly, we are seeing patients dispute the consent

process. In essence, the patient says that they were

not presented with all of the appropriate

information as part of the consent process,

and if they had been aware, they would

not have chosen the treatment that was

subsequently provided. 

A typical example is the patient who

says: “If I had known that fixed

appliances would have provided a

better outcome I would never have

had clear aligners”.

It is therefore essential that the
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Great expectations

With dentists commenting that patient expectations appear to be higher than ever before,

what are the key issues to consider in record-keeping when providing orthodontic treatment?
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Protection and spoke recently at the IDA

Autumn Meeting staged with Identex.
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consent process is appropriately documented in the records, with evidence of the

relevant information provided to the patient, including treatment options,

information regarding the risks and benefits, and any limitations associated with

the treatment options. The record should also detail the discussions regarding the

patient’s expectations, and whether or not these are likely to be met by the

agreed treatment plan, a copy of the treatment plan, and compliance advice

provided to the patient, including appliance wear and attendance at appropriate

appointments.  

Fees and other issues
In addition to this, some disputes flow from treatment fees, and it is important to

ensure that the patient is aware of both the fees and any agreed payment intervals.

A recent dispute arose from a patient misunderstanding the treatment fees, which

he was paying at agreed intervals. The treatment was successfully completed ahead

of the predicted timescale and two further agreed payments were outstanding. The

patient took the view that as the treatment had concluded, any further payments

should be written off. The practitioner was able to demonstrate by way of his

treatment plan letter that the fees related to the treatment itself, not the duration

of the treatment. In any event, in accordance with best practice, the practitioner

had estimated the treatment duration but advised the patient that this was only an

estimate and that treatment durations vary.

Another issue that is becoming more common in patient complaints and claims is

that of retention, with patients attempting to argue that they were either

unaware of the need for retention, or unaware of the significance of retention.

Issues often arise if a patient is unclear as to the cost of a retainer and whether

or not it is included in the initial treatment fee. 

We commonly see situations where a patient has gained the impression that the

initial cost of orthodontic treatment includes a lifetime of replacement retainers,

when this is often not the case. It is helpful to ensure that the patient is aware of

who has responsibility for checking retention, and who will provide replacement

retainers when they are required. 

Good records are the best defence
Many of these elements of orthodontic care can be quite obvious to practitioners;

the challenge lies in ensuring that the patient is fully informed from the outset.

The overall theme, therefore, is good communication between the dentist and

the patient, and evidence of this in the records, so that if the practitioner is

challenged at a later date the evidence is there for all to see.

The vast majority of treatments are carried out uneventfully, with the patient

being satisfied with the outcome; however ,it pays to be prepared. We encourage

orthodontic practitioners to consider audits of their records to see if they would

provide robust evidence to any such challenge that could be made in future.
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Case report: drug-induced gingival overgrowth associated
with the use of a calcium channel blocker (amlodipine)

Précis 

A case of gingival overgrowth induced by: (i) poor plaque control; and, (ii) a calcium channel blocker (amlodipine), and its

conservative and surgical management.

Abstract

INTRODUCTION: Many factors can contribute to the development of gingival overgrowth (hyperplasia), including: plaque

control; periodontal variables; medications and their relative dose; age; sex; and, genetic factors. Nifedipine is a calcium

channel blocker commonly reported to result in drug-induced gingival overgrowth (DIGO). This report outlines a case of

gingival overgrowth induced by amlodipine (a calcium channel blocker less frequently reported to cause gingival hyperplasia),

exacerbated by the presence of plaque.

CASE REPORT: A 63-year-old male presented to the dental outpatient clinic at the Dublin Dental University Hospital with severe

DIGO. He reported that his gums had started to enlarge two years previously, but that he was now concerned as they were

increasing in size and had become firmer. Medically, the patient had hypertension, hyperlipidaemia, was taking amlodipine

10mg once daily, and was a former smoker. Following initial oral hygiene instruction and local debridement to reduce the

gingival inflammation, some of the remaining excess gingival tissues were removed surgically and sent for histopathological

analysis.

DISCUSSION: Two possible causative agents were identified as: (i) amlodipine medication; and, (ii) poor plaque control. The

removal of the pedunculated lump mesial to tooth 1-3 and the hyperplastic mandibular gingiva allowed for definite

histopathological analysis of “fibroepithelial overgrowth showing moderate chronic inflammation”. Following the excisional

biopsies there was improved access for professional and at home cleaning, in addition to an improved aesthetic outcome.

CONCLUSION: It is important that we are aware that individuals taking calcium channel blockers need to demonstrate

excellent plaque control to reduce their risk of developing DIGO, and to reduce its severity should it arise.

Key terms

GINGIVAL HYPERPLASIA: ‘an abnormal increase in the number of normal cells in a normal arrangement in an organ or tissue,

which increases in volume’.1

GINGIVAL OVERGROWTH (GO): Many terms have been used in the literature to describe clinically apparent enlargement of

the papillary and marginal gingiva. It has been suggested that GO is a more general term that better describes the lack of

understanding of the pathogenesis of the condition.2
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Introduction

Many factors can contribute to the development of gingival overgrowth (GO),

including: plaque control; periodontal variables; medications and their relative

dose; age; sex; and, genetic factors.3 Medications associated with drug-induced

gingival overgrowth (DIGO) are broadly categorised according to their

therapeutic actions, namely anticonvulsants, immunosuppressants and calcium

channel blockers.4

In 1994, Bokenkamp et al. graded gingival overgrowth:5

           0:  No sign of enlargement

Grade 1:  Enlargement confined to dental papilla

Grade 2:  Enlargement involving dental papilla and marginal gingiva

Grade 3:  Enlargement covering three-quarters of crown of tooth or more

Calcium channel blockers are regularly prescribed in the treatment of conditions

such as hypertension and angina. They may be classified chemically as

dihydropyridines (nifedipine, isradipine and amlodipine), phenylalkylamine

derivatives (verapamil) and benzothiazepine derivatives (diltiazem).1 Nifedipine

is the calcium channel blocker most commonly cited to induce GO,6,7 with

approximately 10% of medicated patients presenting with the condition.8

Other risk factors for calcium channel blocker DIGO include: gender; duration

of therapy; concomitant medications; plaque; and, oral hygiene.3 Males appear

to be at greater risk and tend to present with more severe gingival hyperplasia.9

Combination therapies, in particular in relation to nifedipine and ciclosporin,

can produce more GO than if either drug was used independently.10,11,12

There is a lack of data reporting amlodipine specifically as a causative agent.13 The

mechanism by which amlodipine may induce these changes remains poorly

understood and the literature is sparse, with few case reports outlining its

association.9,10,12 Regarding the clinical presentation of DIGO, the mandibular

anterior gingiva is the most commonly affected site, but in severe cases the

condition may affect multiple areas of the mouth. If oral hygiene is good, the

swelling tends to be less apparent, with a reduction in inflammation seen. However,

in the presence of plaque the inflammatory changes appear to enhance the activity

of the fibroblasts, thus increasing their number and also increasing the production

of collagen fibres and proteoglycans, worsening the severity of the hyperplasia.

The hyperplasia tends to mainly be constructed of highly vascular fibrous tissue

with acanthosis of the epithelial lining in a dense collagenous matrix.8

The care pathway for these patients generally involves an initial non-surgical

approach alongside surgical management as required.

Non-surgical management

Selection of a treatment modality depends on the severity of the DIGO.

Elimination of local factors, plaque control and regular periodontal maintenance

therapy may ameliorate but not prevent DIGO in a susceptible patient.9 Plaque

control should always be a first-line measure in an attempt to control the

inflammatory oedematous gingivitis.14,15 There is evidence that good oral

hygiene and plaque removal decreases the degree of GO and improves

periodontal health.16,17 The use of chlorhexidine digluconate mouthwash (0.1%

w/v) may reduce the incidence of DIGO recurrence following gingival surgery.18

Surgical management

Surgical treatment is only advocated where GO is severe and should be

combined with cause removal where possible and non-surgical management.16

GO may be assessed using the method described by Seymour et al. (1985).19 The

index measures the degree of GO in a labio-lingual and apico-coronal direction.

Surgical interventions have been suggested with GO index scores in excess of

30%.20 If drug therapy is likely to be continued for life, psychosocial

considerations must be taken into account in an effort to reduce the frequency

and extent of surgical intervention.20 Factors to be considered when deciding on

appropriate treatment include the extent of the surgical area, the presence of

periodontitis, the presence of osseous defects combined with gingival

enlargement, and the position of the base of the periodontal pocket in relation

to the existing mucogingival junction.15 If the mucogingival junction is too close

to the base of the periodontal pocket, a surgical approach such as a

gingivectomy would be inappropriate. This is because there would not be

enough attached gingiva remaining after the procedure and rapid recession

could occur as a result.

The conventional external bevel gingivectomy is a viable treatment option in

small areas (up to six teeth), with no evidence of attachment loss.15 The internal

bevel periodontal flap is indicated in situations with larger areas of GO, or areas

where attachment loss is combined with an osseous defect.15 It was found that

no difference exists between flap surgery and conventional gingivectomy with

respect to recurrence of GO.21 Provided clinical guidelines based on research are

adhered to, evidence supports the biological compatibility of electrosurgery to

excise papillary enlargement.22 The carbon dioxide (CO2) laser has been

advocated in surgical management of DIGO due to decreased surgical time and

rapid postoperative haemostasis.20 A comparison split-mouth crossover study

conducted by Mavrogiannis et al. (2006) revealed less recurrence of DIGO

within a six-month period with laser excision than with conventional

gingivectomy.21 The use of CO2 lasers in combination with conventional

gingivectomy has been advocated for dual DIGO.23

Follow-up care

Meticulous oral hygiene is required in order to maintain a healthy periodontal

condition. Poor plaque control is likely to result in recurrence of the GO and thus

these patients should be provided with regular hygiene visits. With adequate

plaque control, recurrence is less likely, although the patient remains at risk.24

In a study of induced severe DIGO (nifedipine and ciclosporin), a recurrence rate

of 34% was reported over an 18-month review period following periodontal

surgery.25 Using multiple regression analysis, it was also reported that age,

gingival inflammation and attendance at recall appointments were significant

factors in determining the likelihood of recurrence. For this reason, regular

follow-up appointments are required to recognise any signs of deterioration

early.25

Case report

A 63-year-old male was referred to the accident and emergency department at

the Dublin Dental University Hospital (DDUH) complaining of swollen gums.

The patient reported that they had started to enlarge two years previously, but

that he was now concerned as they were increasing in size and had become more

firm. Medically, the patient had hypertension, hyperlipidaemia and was taking

amlodipine 10mg OD (calcium channel blocker) and aspirin 75mg daily. He was

a former smoker, having quit 12 years previously (Figures 1-5).

Extra-oral examination revealed no cervical lymphadenopathy, no swelling and

cranial nerve responses were normal; however, there was marked halitosis. Intra-

orally there was moderate gingival hyperplasia affecting the mandible extending

from tooth 3-3 to 4-3, affecting buccal and lingual gingiva, and also hyperplasia
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affecting the maxillary gingiva palatal to teeth 2-3 and 2-4. There was a

pedunculated lump mesial to tooth 1-3 on the attached gingiva measuring

7x7mm in size. The mucosa overlying the area was intact, mobile and firm to

touch (Figure 6). Special investigations included an OPG (Figure 7) and blood

tests (full blood count and white cell differential). Diagnosis was grade 2

gingival hyperplasia due to a combination of poor oral hygiene and the use of

calcium channel blocking medication.

Initial management was provided in the form of intensive oral hygiene

instruction and gross supra-gingival calculus removal. Figure 9 was taken

following the initial root surface debridement.

The polyp-like growth mesial to 1-3 was removed with an external bevel

gingivectomy. This was completed under local anaesthetic only with buccal and
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FIGURES 1-5: A 63-year-old male was referred to
the accident and emergency department at the
Dublin Dental University Hospital (DDUH)
complaining of swollen gums. The patient
reported that they had started to enlarge two
years previously, but that he was now concerned
as they were increasing in size and had become
more firm.

FIGURE 6: The mucosa overlying the area was
intact, mobile and firm to touch.

FIGURE 7: Special investigations included an
OPG.

FIGURE 8: Appearance post biopsy and
gingivectomy.

FIGURE 9: Image following initial root surface
debridement.

FIGURE 10: Appearance post biopsy and
gingivectomy.

FIGURES 11-13: Results post treatment. The
clinical team and the patient remain happy with
the results.
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palatal infiltrations using 2.2ml of Lignospan (2% lidocaine) 1:80,000

epinephrine. The biopsy site was sutured with black silk and a sample was sent

for histopathological analysis. The diagnosis was “marked fibroepithelial

overgrowth associated with patchy chronic inflammation”.

Following review, oral hygiene was greatly improved, plaque score reduced and

gingival inflammation lessened. The hyperplasia remained prominent in areas

buccal and lingual to 3-3 to 4-3. The decision was made to complete surgical

periodontal treatment with a gingivectomy of the hyperplastic tissue buccal and

lingual to the mandibular anterior gingiva. This was also completed under local

anaesthetic using infiltrations (4.4ml of Lignospan (2% lidocaine) 1:80,000

epinephrine). A Coe-pac dressing was placed to protect the surgical site,

postoperative instructions were explained and the patient was booked for review

in one week. Figures 8-10 demonstrate the appearance post biopsy and

gingivectomy. Tissue removed was sent for histopathological analysis. The

diagnosis was ‘gingival overgrowth’, which was further described as

‘fibroepithelial overgrowth showing moderate chronic inflammation’.

Currently, the gentleman is undergoing regular reviews within the periodontal

department and feels a great improvement in his confidence since the gum

condition was addressed. The clinical team and the patient remain happy with

the results (Figures 11-13). If his plaque scores and bleeding scores remain

stable and there is no recurrence noted, he should be able to be discharged back

to his GDP for maintenance in the future.

Discussion and conclusions

Two possible causative agents were identified as: (i) poor plaque control; and,

(ii) amlodipine medication. Initial treatment commenced with identification of

causative factors and conservative management, highlighting the essential role

of excellent oral hygiene and providing professional cleaning and support for the

patient. The removal of the excess hyperplastic gingival tissues anteriorly in both

the maxilla and mandible allowed for definite histopathological analysis,

improved access for professional and at home cleaning/maintenance, and

facilitated the good aesthetic outcome.

If the condition recurs we may contact the patient’s general medical practitioner

to discuss the possibility of an alternative antihypertensive to help to reduce the

likelihood of such severe GO occurring. However, changing a patient’s

medication should only be considered as a last resort, when local measures have

had limited success. The dihydropyridine group of calcium channel blockers

(amlodipine, nifedipine, felodipine) are more commonly involved with GO.26

Non-dihydropyridine (phenylakylamine) calcium channel blockers such as

verapamil have a reduced rate of gingival overgrowth, but do not have the same

systemic vasodilating effects.27 Therefore, consultation with the patient’s GP is

appropriate, and medication would only be changed once risks and benefits

were assessed appropriately. The most important factor is of course recognising

those who are at risk of developing the condition and advising the maintenance

of a low plaque score, and thus a low bacterial load.
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Introduction
There is a general belief among dentists that occlusion plays a significant role

in para-functional activities, which may lead to temporo-mandibular disorder

(TMD).1 Subjects with a history of TMD showed more clinical signs when an

artificial occlusal interference was introduced than subjects without a previous

history of such a disorder.2 However, the aetiology of TMD is multifactorial in

nature and occlusion may be just one of these factors.3 Nevertheless, there is

a weak association between occlusion and TMD, although there is no evidence

to support occlusal adjustment as a treatment for TMD, bruxism or headaches,

as previously suggested.4 Yet, it is important to realise that patients’ response

to an occlusal interference and a lack of harmony between parts of the

stomato-gnathic system may vary. Therefore, it is important that the aim of any

restorative treatment is to fulfill the requirements that reduce any possible

unwanted effects that may arise by occlusal interference. Thus, minimum to no

effort from the masticatory system to accommodate this abnormality is

required.5,6 Also, a properly designed restoration that maintains a good occlusal

relationship between the opposing teeth will result in correct form, function

and comfort. This improves the restoration success and reduces its failure.

The aim of this article is to provide an overview of the type of occlusal contacts

in the maximum intercuspal position (MIP), and the occlusal interferences and

methods of their marking and detection. It also provides practical points that

should be considered when restorative treatment is carried out in order to

prevent restoration failures.

Supporting and non-supporting cusps

Cusps of posterior teeth can be classified into supporting and non-supporting

cusps. The supporting cusps are mandibular buccal and maxillary palatal cusps

when the posterior teeth are normally related (i.e., no cross-bite or reverse

horizontal overlap). The non-supporting cusps are the mandibular lingual and

the maxillary buccal cusps. While the supporting cusps are rounded and blunt,

the non-supporting cusps are well shaped and pointed. The supporting cusps

maintain vertical occlusal dimension and play major roles in mastication. The tips

of the supporting cusps are usually located close to the centre of the tooth;

therefore, the occlusal forces are directed along the long axis of the tooth and

lateral stresses are minimised when the teeth are in the MIP. The non-

supporting cusps provide the vertical and horizontal overlap between the

posterior teeth that minimises tissue impingement (tongue and cheek biting),

and they guide the mandible during mastication. They also maintain the food

bolus on the occlusal table. Each cusp has an inner and outer aspect (surface),

which are made up of incline planes. The inner aspect extends from the cusp tips

to the central fossa, while the outer aspect extends from the cusp tips to the

height of the contour on the labial and lingual surfaces of the posterior teeth.
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Fundamentals of occlusion and restorative
dentistry. Part II: occlusal contacts, interferences
and occlusal considerations in implant patients

Abstract: This second part of the two-part article discusses different types of occlusal contacts
and their interferences. It also provides a practical guide to what is required to optimise the
restorative treatment outcome. Occlusion and its effect on dental implants are also presented.
Clinical relevance: Restorative treatment outcome is highly dependent on the occlusion of the
restoration when the treatment is complete.
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The contact between upper and lower teeth

The area of occlusal contact between unworn opposing teeth is small. The level

of friction is low as a consequence, and the space between the occlusal surfaces

provides an escape way for the sheared bolus. This enables full use of the

overlaps and efficient mastication.7 Increasing wear causes the contacting

surfaces to become larger and flattened, and the space for the escape way to

be reduced. The whole outer aspect of the supporting cusp may eventually

occlude with the inner aspect of the non-supporting cusp.7,8 The occlusal

contacts in the MIP and the position of the mandible in the MIP should be

stable so that occlusal force does not cause adverse effects. However, the

number of occlusal contacts per tooth is low. A lower number of occlusal

contacts was found when light occlusal pressure was applied than when a

heavier pressure was applied.9 This occlusal area of contact was found to

increase with increasing of the occlusal pressure.10

Types of occlusal contact in the MIP

In the MIP, the mandibular teeth make contact with their opposing maxillary

teeth and a maximum number of occlusal contacts was found in this position.11

Preferably, the occlusal contacts should lead to stability of the involved teeth

and direct the occlusal forces along the long axes of these teeth. The types of

occlusal contacts that are found in normal occlusion, or applied in occlusal

reconstruction treatments, may be classified as follows:11

A. Supporting cusp against a flat surface

The supporting cusp tip contacts a flat surface of the opposing occlusal table

such as the base of the fossa or the occlusal embrasure. This is the ideal

relationship as the occlusal forces are directed perpendicular to these

surfaces.11 This type of contact is a therapeutic objective recommended for

restorative treatment. With this type of contact, there is little potential to

develop a horizontal component of force because of the absence of inclined

plane effects. Also, the occlusal force is usually directed along and not outside

the long axis of the involved teeth (see below). However, this type of occlusal

contact may suffer mechanical disadvantages, as will be seen later. The

supporting cusp tip occlusal contacts may be further subdivided into a single

cusp tip to fossa or a twin cusp contact (Figure 1).

1. Single cusp tip to fossa or marginal ridge contact

This is found when a cusp tip of a supporting cusp of a mandibular or

maxillary tooth occludes with a fossa or a marginal ridge of an opposing

tooth. It is important to mention that this arrangement, when analysed

mechanically, may favour tilting the cusp-contact tooth facially or lingually

because the relevant tooth is loaded outside its long axis (Figure 1A).

2. Twin cusp stability

This exists when cusp tips of both mandibular and maxillary supporting

cusps occlude with the fossa or the marginal ridge of opposing teeth

(Figure 1B). Mechanically, this may be a more favourable type than the

single cusp tip contact.

B. Occlusal contacts on inclined planes

Occlusal contacts on inclined planes are found when the supporting cusp

makes contact with an opposing inclined surface. In unworn dentitions, a small

area of the outer aspect of the supporting cusp makes contact with a small area

of the inner aspects of the opposing non-supporting cusp. Hence, the

supporting cusp tip will not make contact with the bottom of the fossa or

marginal ridge of the opposing tooth. The posterior tooth contacts on the

incline plane may be type A, B or C, or a combination of these types of contacts

(Figure 2).

A-type occlusal contact indicates the contact between the outer incline of the

lower supporting cusp and the inner incline of the upper guiding cusp

(Figure 2).

B-type occlusal contact is when the occlusal contact exists between the inner

incline of the mandibular and maxillary supporting cusps (Figure 2).

C-type occlusal contact is the contact between the inner incline of the

mandibular guiding cusp and the outer incline of the maxillary

supporting cusp (Figure 2).

In the theoretical mechanical sense, the most favourable contacts on an

inclined plane are either: two contacts on opposing planes such as A-B and B-

C; or, three-point contact such as A-B-C. For instance, A-B and B-C are more

stable occlusal contacts than if only A and C are in contact without B (Figure
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FIGURE 1: A single cusp tip in contact with a flat surface (A); a twin cusp
contact when both maxillary and mandibular supporting cusps make contact
with opposing fossae (B).

FIGURE 2: Occlusal contacts on an
inclined plane surface: A, B and C
occlusal contacts.

FIGURE 3: Teeth are susceptible to
tipping when A and C contacts are
present without B contact.



3). In this case, the lower tooth will tip in the lingual direction and the upper

tooth will tip in the buccal direction (Figures 3 and 4). This will result in

working and non-working interferences (see below).

Occlusal contacts are also described as a tripodal contact, when three contacts

(A, B and C) present together on the same pair of teeth, or when the

supporting cusp has three points of contact around its tip. This results in a

stable occlusion.

Detecting and marking of occlusal contacts

The occlusal contacts can be clinically marked basically by two methods: use of

articulating papers; or, waxes and impression materials. Feeler gauges such as

shim stock (8-12μm) are used to verify the presence of the occlusal contact

when they are detected with the articulating papers, waxes or impression

materials. T-scans are also used for recording the time and duration of

contacts, but mainly in the field of research.

Articulating papers

The articulating paper does not allow contact between the occlusal surfaces of

the opposing teeth as a result of the presence of the strip, such as paper, which

is painted with the colouring material. Occlusal pressure results in the coloured

material being deposited on the occlusal surface near or at the actual place

where tooth surface to tooth surface contact would otherwise occur. The

reliability of the marking is related to the thickness and properties of the

articulating paper.

When an articulating paper of about 40μm is used to mark occlusal contacts,

only halo marks should be considered as actual occlusal contacts (Figure 5).

However, a smudge marking does not represent an actual occlusal contact but

indicates that the teeth are close to being in contact.11 The smudge markings

indicate that opposing occlusal surfaces are close to a distance that is less than

the thickness of the used articulating paper. Therefore, it is important to use a

thin articulating paper and the existence of occlusal contacts is verified by the

use of shim stock. Thick articulating paper may lead to an inaccurate/false

positive and often larger points of occlusal contacts. Furthermore, articulating

papers cannot easily mark contact on glazed porcelain or polished gold

surfaces, or when the tooth surface is wet, which will result in false negative

markings and recordings. However, one of the advantages of double-sided

articulating paper is that the occlusal contacts in opposing arches can be

recorded.

Waxes and impression materials

This method has the characteristic that actual contact between the opposing

occlusal surfaces occurs in the process of identifying the contact. The materials

are placed, as a covering layer of wax, carbon, coloured chalk, or aerosol, on

the mandibular or maxillary occlusal surfaces. Cusps of the opposing occlusal

surfaces penetrate the deposited material at the points of occlusal contact.

Perforations of the marking media indicate actual tooth contacts. In this

method, actual occlusal contacts can be seen when the marking media is

displaced and the opposing tooth surfaces touch each other. The major

disadvantage is that the contacts are disclosed on only one antagonist at a

time. The process must be repeated to find the contacting points on the

opposing occlusal table. Hence, the clinical procedure to identify the paired

contacts is lengthy and tiresome. Besides indicating the contact spot, i.e., the

perforations, some clinicians use trans-illumination of the indented material to

identify points of ‘near contact’ as reflected by thinning of the material, which

actually indicates close contact but not a real occlusal contact. This is a very

subjective and variable procedure that requires a precise and repeatable

method of laying the material on the occlusal surface prior to testing for
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FIGURE 4: A clinical photo of A-B occlusal
contacts on the right upper second premolar. This
occlusal contact generated a wedging stress,
which led to a mesio-distal crack formation. A
crack can be seen running mesio-distally along
the occlusal table of the right upper second pre-
molar, which was diagnosed as cracked tooth
syndrome.

FIGURE 5: Only halo markings are an indication
of actual occlusal contacts (arrows).

FIGURE 6: Impression materials and
waxes can be used for marking occlusal

contact. Perforations in the marking
media indicate the occlusal contacts.



contacts (Figure 6). It is important to mention that the marking material may

stick to the tooth surface and tear, which gives wider occlusal contact than its

actual size. Also, no occlusal marks are left on the surface, which requires the

clinician to re-mark them, after which the marking medium is removed. This

method is more useful when used on study casts or in the laboratory. For these

reasons this method is used only when the use of articulating paper is not

satisfactory, as when moisture control is not achievable.

T-scans

Computerising devices such as T-scans are used in detecting occlusal contacts,

but are less commonly used.12-15 T-scan systems enable the dentist to interpret

the occlusal contact information quantitatively. These systems can record the

sequence and duration of the potential occlusal contacts. They also print and

store the information.14 However, it is not considered a reliable method due to

its sensor not having a uniform sensitivity.15 In addition, the interocclusal

sensor is relatively thick and requires heavy pressure to record the contacts.

Also, the sensor does not allow opposing teeth to contact.

Marking of occlusal contacts using articulating paper

The teeth need to be dry and the patient’s dynamic occlusion should be marked

first by asking the patient to tap his/her teeth, and asking them to make

different excursion movements to mark the dynamic occlusion.16,17 An

articulating paper of a different colour is then used to mark the patient’s static

occlusal contacts (MIP) by asking the patient to tap his/her teeth together into

a normal bite (MIP). This ‘dynamic-static’ order will produce a clear

representation of the occlusion. It is much more reliable than the ‘static-

dynamic’ examination order, which tends to rub off the static occlusion marks

during the excursive movements. Figure 7 shows the armamentarium used in

clinical marking of occlusal contacts.

Occlusal interference

Occlusal interferences are defined as undesirable occlusal contacts that prevent

smooth movements of the mandible.5,6,17 However, according to the Glossary of

Prosthodontic Terms,18 an occlusal interference is any tooth contact that

inhibits the remaining occluding surfaces from achieving stable and harmonious

contacts. The occlusal interferences may be considered as a potential damage

in some subjects; others may adapt to them. As previously mentioned, they

change the lever system of the mandible. It is important to mention that

contact on the non-working side may exist without correlation between this

type of occlusal contact and mandibular dysfunction.19 However, their

adjustment before any restorative work is important.20 Furthermore, distinction

between an occlusal interface and an occlusal contact that does not hinder

smooth movement of the mandible, should be made clear. As an example, a

non-working side occlusal contact may be present during lateral mandibular

guiding excursion, but it is not necessarily denoted as an interference. In this

case, its correction is not mandatory. However, occlusal examination is

important to identify occlusal interferences and their correction when

indicated. For instance, when a restoration such as a single crown or a fixed

prosthesis is planned, it is important to remove any occlusal interference if the

tooth/teeth will be part of the prospective restoration. This correction should

be carried out even before any tooth preparation takes place. This allows the

patient to get used to the new guided mandibular movement, and the required

occlusal clearance is maintained when the tooth is prepared to receive the

planed restoration. Therefore, the restoration and the tooth will be protected

from any damage that may occur due to the presence of such interference. It

is also important to avoid incorporation of occlusal interference as a result of a

new restoration by a careful clinical and laboratory examination before and

after cementation of the restoration. The occlusal interferences may be

classified as follows:

1. Centric interference

Centric interference indicates the first tooth contact (FTC) on the arc of

rotation on the envelope of mandibular movement when the MIP does not

coincide with the centric reaction (CR).21,22 It is also known as retruded contact.

It usually occurs between the mesial incline of an upper tooth and the distal

incline of a lower tooth (Figure 8). It may also occur between the inner and

outer inclines of opposing teeth, which leads to deviation of the mandible to
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FIGURE 7: Armamentarium used in
clinical marking of occlusal contacts.

FIGURE 8: A schematic representation of the mandibular border movement
and the centric occlusal interference. It shows contact between the mesial
inclined surface of an upper tooth and the distal inclined surface of a lower
tooth when the mandible closes in the centric relation.



the right or left side.17 When it presents, the mandible usually avoids this

contact by closing directly into the MIP. Clinically, this interference contact

may be identified when the patient is relaxed and the clinician guides the

mandible into the CR and then the patient is asked to close. The mandible will

slide into the MIP. As an example, this type of occlusal interference may be

adjusted if the involved tooth is to be prepared and included in a restoration or

when a reorganised occlusal scheme is to be implemented. The centric

interference may be identified clinically and recorded using an inter-occlusal

record, which is used to relate the mandibular study cast to the maxillary one.

Then, the interference can be verified and corrected if indicated.

2. Working-side interference

This occurs on the side towards which the mandible is moving. When such

contact occurs, it hinders smooth harmonised mandibular movements and

separates the other teeth of the working side (Figure 9).17 As an example, this

type of occlusal interference may occur between the outer inclines of the

maxillary supporting cusps and the inner inclines of the mandibular guiding

cusps.

3. Non-working side interference

Non-working side interference is an undesirable contact of the opposing occlusal

surfaces on the non-working side.18 It usually occurs between the inner incline of

the supporting cusps of opposing teeth (Figure 10) and discludes other teeth.

The involved tooth/teeth act as pivot and shift the fulcrum from the

temporomandibular joint (TMJ), lifting the working-side teeth out of contact.17,19

Mechanically, the non-working side interference has a negative effect on the

stability of the TMJs and on their loading. In the presence of such interference,

the lever system of the mandible changes and the non-working interference

becomes the fulcrum for the mandible under the effect of the masticatory

muscles. The TMJ may distract and lose its stability as the mandible pivots around

the non-working interference/contact. Also, the relevant teeth are overloaded,

as occlusal forces are imposed on these teeth and outside their long axes.

Therefore, it has been suggested that this type of occlusal interference may have

the potential to damage the TMJ and dental structures as a result of the amount

and direction of the generated forces. However, the evidence for this suggestion

is poor. Normally, occlusal contacts trigger proprioceptors and nociceptors in the

periodontal ligaments, which have inhibitory effects and, consequently, inhibit

contractions of the masticatory muscles.

4. Protrusive interference

Protrusive interference occurs between the mesial inclines of the mandibular

posterior teeth and the distal inclines of the maxillary posterior teeth during

mandibular protrusive movement (Figure 11). It causes separation (disclusion)

of the anterior teeth during this movement. It may also cause locking of the

mandible.

During protrusive movements, all forces of the elevator muscles are imposed on

the anterior teeth and TMJ. This results in a high horizontal component against

the upper anterior teeth as the contact is along their palatal surface.23 To

protect the anterior teeth from being overloaded, a well-designed sensor

system can shut most of the elevator muscle activity at a precise moment of

complete posterior separation. However, this mechanism is negatively affected

when the protrusive interference is present, as this interference activates the

elevator muscles and leads to their hyper-contraction.23

Types of occlusal schemes used when restorative treatments are
carried out

The first step before any restorative treatment is carried out, is to decide on

which occlusal scheme to use. In general, there are two approaches:

conformative; and, reorganised.17,19,22,24

Conformative approach

This approach is indicated when original occlusion is not to be changed and the

same patient’s MIP will be used. It is the most commonly used treatment option

when the MIP is satisfactory. It is recommended when a small restoration or

bridge will be constructed or when there is no need to restore the entire

occlusion at once. It is also advised when unprepared teeth provide the MIP
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FIGURE 9: An example of working-side
interference. A contact between an inner inclined
surface of the guiding (lingual) cusp of a
mandibular posterior tooth with an outer inclined
surface of a supporting (palatal) cusp of a
maxillary posterior tooth, which precludes smooth
gliding mandibular movements and discloses the
other teeth.

FIGURE 10: An upper tooth tipped palatally as a
result of over-carving the restoration. A non-
working interference is created. Adjustment of
the palatal cusp, before any restorative work is
carried out, is important.

FIGURE 11: A schematic representation and
clinical photograph of an example of a protrusive
interference.



and vertical stop. It is the favoured approach, because it is simple, predictable

and safe, as little or no adaptation of the patient’s neuro-muscular system is

needed. This is true even in the presence of a slight discrepancy between the

MIP and CR.

Reorganised approach

This approach is indicated when construction of a new occlusal scheme is

needed. This scheme has to be tolerated by the patient to avoid any

unfavourable outcome. By this approach the patient’s occlusion is altered to a

new occlusal scheme using the CR as a starting point for the treatment

position. The reorganised approach aims to fulfill specific criteria such as

simultaneous occlusal contacts on both sides of the jaws when the mandible is

in the CR. The occlusion is also designed to achieve an MIP that coincides with

the CR position.16,17,19,22 Also, it provides what is known as a mutual occlusion

in which the anterior teeth protect the posterior teeth during protrusive and

lateral excursion movements. The posterior teeth protect the anterior teeth

when the mandible is in the CR. It also creates a new and stable position in

which the members of the masticatory system work in harmony with each

other.

It is considered in the following situations:

■  when the MIP is not satisfactory;

■  when an increase in vertical dimension is required;

■  when full mouth rehabilitation is required to reconstruct a severely damaged

dentition; and,

■  when a large fixed prosthesis is needed to replace multiple missing teeth.

Several factors should be considered for the maintenance and/or re-

establishment of a good occlusal outcome of restorative treatment. Some of

these factors are summarised in Table 1. As an example, protection of the

restoration and an increase in its longevity are of paramount importance to

avoid its failure. Well-described laboratory instructions, including materials to

be used and the design of the restoration, should be sent to the laboratory,

along with the impression and a transfer bow-record.

Functional assessment: examination of an occlusion

The masticatory system and occlusion of each patient should be examined

before any treatment is carried out to avoid potential damages. Start by asking

the patient if they experience any signs and symptoms of functional

impairment. The examination should include extra- and intra-oral

examinations.16,17,19

The functional assessment of occlusion, including extra- and intra-oral

examinations, is summarised in Table 2.

Dental implants and occlusion

Dental implants are considered to be an integral part of restorative treatment,

as they are widely used.25 Implants react to occlusal loading in a different way

to natural teeth. This is because of the intimate contact between the implants

and bone, and the lack of periodontal ligaments. As a result of the presence of

periodontal ligaments and their viscoelastic properties, when teeth are loaded,

they move within the socket with lateral movements that range from 56-

108mm and apical movements that range from 25-100mm. On the other hand,

when implants are loaded, they move laterally 10-50mm and apically 3-5mm,

mainly as a result of peri-implant bone deformation. Furthermore, when a tooth

is opposing another tooth, the occlusal thickness perception is about 20μm,

while when implants oppose teeth the thickness is approximately 48μm. These

collectively indicate that implants are less sensitive to occlusal loading than

natural teeth.24 This may lead to the conclusion that implant-supported

restorations are more liable to damage from occlusal loading than tooth-

supported restorations. Therefore, it is important to protect the implant-

supported restoration and the implant itself from negative effects that may be

introduced by improper occlusion.

Implant-protected occlusion

Implant-protected occlusion was originally developed by Misch25 and aimed at
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TABLE 1: Practical points

4 Check the MIP before commencement of cavity or tooth preparation.

4 Adjust occlusal interference before restorative work is commenced.

4 Avoid placement of the junction between the restorative materials and

tooth surface where the MIP occlusal contact will be (Figure 13).

4 In the case of PFM crowns, it is important to keep the porcelain-metal

junction 2mm from the MIP occlusal contact (Figure 13).

4 It is preferable to place the occlusal contact on the metal and not on

porcelain (abrasive).

4 To avoid chipping of the porcelain, maximum thickness of porcelain

should not exceed 2mm.

4 When all-porcelain restorations such as zirconia are considered, the

zirconia substructure may be extended incisally or occlusally to support

the ceramic veneer at the incisal edge and the cusp, respectively.

4 When the plan is to use a cantilever bridge, only one tooth is replaced

and the pontic should be out of contact in all excursive mandibular

movements.

4 A custom-made incisal guidance is considered when the palatal surface

of the upper anterior teeth are to be involved in the new restoration.

4 In patients with para-functional habits, an occlusal splint is indicated for

protection of restorations and teeth.

TABLE 2: Functional assessment of occlusion 

including extra- and intra-oral examinations

Extra-oral examination   
4 Sign of muscle

hyperactivity such as
muscle
tenderness/spasm.

4 Temporomandibular
joints: clicking or
locking, painful, etc.

4 Mandibular movement
– painful, deviated or
restricted.

Intra-oral examination
4 Soft and hard tissue.

4 Type of occlusion Class I, II and III molar
and incisal relationship.

4 MIP and any occlusal interferences.

4 Type of occlusion such as canine
guidance/group function.

4 Signs and symptoms of para-function
activities such as bruxism: fracture cusps
and/or fillings, tooth surface loss (wear
facets), scalloped tongue and thickening
of cheek mucosa.

4 Active and passive mandibular
movements such as mid-sagittal
depression (opening) and lateral
excursions.



reducing the occlusal forces on implant prosthetics.24-27 It consists of the

following:

■  incisal guidance;

■  bilateral stability and occlusal contacts in MIP;

■  freedom in centric (long centric);

■  evenly distributed occlusal contacts and forces; and,

■  smooth lateral excursive movements without working and non-working side

interferences.

Basically, the outcome of this treatment is production of an ideal occlusion.24,28

Therefore, to optimise the occlusion with dental implants several factors should

be considered and implemented whenever possible. For instance, a long centric

occlusion (in which the MIP and CR do not coincide but are in the same

horizontal level) should be used. This requires elimination of any occlusal

interferences between MIP and CR. To achieve this target, flat fossae and

grooves should be incorporated into the occlusion of the restoration. It is also

important to create shallow cusp inclination in order to avoid torque, because

with every 10-degree increase in cusp inclination, there is an approximately

30% increase in torque magnitude. Therefore, reduced cuspal inclination leads

to less non-axial loading. Furthermore, occlusal table width should be 30-40%

smaller in a molar region, as a wider occlusal table than the implant diameter

can cause cantilever effects and bending, but a smaller occlusal table than the

implant diameter will cause occlusal forces to be axially directed.

Cantilevering, which is usually created whenever a force is applied at a distance

from the fulcrum, should be avoided when possible. It is recommended that the

anterior guidance should be shallow to a degree that allows disclusion of the

posterior teeth during lateral and protrusive mandibular movements. A shallow

incisal guidance (minimum vertical overlap) generates less loading on the

anterior implants than when the guidance is steep. It is also important to

protect restoration and implant by occlusal splints whenever possible.

How to check occlusion on implants

Light force and thin articulating paper (less than 30μm) are used. The occlusal

contact on the implant-supported restoration is then relieved. This will place all

occlusal forces on the adjacent teeth, while the implant-supported restoration

is out of contact with the opposing implant/tooth. Next, a greater occlusal

force is applied. If the contact is heavier on the implant, it should be relieved

in order to achieve equal contact on both the implant-supported restoration

and the teeth. Hence, the occlusal forces are shared between the implant and

the teeth.

Conclusion

One of the main requirements of restorative treatment is to achieve at the end

of the treatment dental occlusion that does not deleteriously affect the

stomato-gnathic system. Consequently, knowledge of the basic principles of

dental occlusion and the masticatory system is vital for every dental student

and dentist. Therefore, functional assessment and examination of occlusion

should be considered and carried out on a routine basis.

In restorative dentistry, when a patient attends a dental clinic for treatment,

the required treatment may involve a small or major alteration in the occlusal

surfaces of the teeth. In the former case, the conformative approach can be

implemented, as little or no alteration in the occlusion will take place and the

original MIP is used as the treatment position. In the second case, as more

complex restorative treatment is required, the reorganised approach should be

implemented.

When a dental implant is considered, a basic knowledge of how the implants

are loaded is of paramount importance, as the way in which the implant is

loaded differs from that of the teeth.
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FIGURE 12: Clinical procedure of assessment of
the active and passive mandibular movements.
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Erratum
In part I of this article (Journal of the Irish Dental Association 2015; 61 (4):

201-208), the reference in the caption for Figure 11 was omitted. The

reference is: “Adapted from Craddock & Youngson (2004)26”. We apologise for

this error.



Effect of mesiodistal angulation of the maxillary central
incisors on aesthetic perceptions of the smile in the
frontal view

Yang, S., Guo, Y., Yang, X., Zhang, F., Wang, J., Qiu, J., et al.

The purpose of this study was to analyse the effect of mesiodistal angulation

of the maxillary central incisors on the smiling aesthetics in young adults.

Methods

Frontal smile photographs of a young man and a young woman were digitally

modified to produce 28 smile images that were grouped into four series. These

images were judged using visual analogue scales by 52 orthodontists and 61 lay

people. The effects of the judges’ professions, subjects’ sexes, and photograph

framings on the appreciation of smile aesthetics with different mesiodistal

angulations of the maxillary central incisors were evaluated. The data were

analysed with paired t tests, Dunnett t tests, and independent samples t tests;

statistical significance was set at p<0.05.

Results

The images were ranked less attractive as the mesiodistal angulation of the

maxillary central incisors increased during smiling. No relationship was

found between the judges’ professions and the aesthetic evaluations of

incisal angulation, but the statistical analysis showed that both the

subject’s sex and the photograph framing were significant variables

(p<0.05).

Conclusions

The mesiodistal angulation of the maxillary central incisors plays an essential

role in smile aesthetics in the frontal view. When formulating treatment plans,

orthodontists should never underestimate the influence of mesiodistal

angulation on smile attractiveness.

American Journal of Orthodontics and Dentofacial Orthopedics 2015; 148 (3):

396-404.

Implants failures related to endodontic treatment. An
observational retrospective study

López-Martínez, F., Gómez Moreno, G. Olivares-Ponce, P., Eduardo Jaramillo,

D., Eduardo Maté Sánchez de Val, J., Calvo-Guirado, J.

Objective

The aim of the study was to analyse potential aetiological risk factors that

constitute a complex problem in the clinical management of peri-implantitis.

Materials and methods

An observational retrospective study was conducted to describe the possible

effect of lesions of pulpar origin and/or periapical success or failure of the

implant. The sample consisted of review of 800 implants, of which 500 were

conducted at the Faculty of Dentistry of the UANL and 300 at the private

clinics of maxillofacial surgeons experienced in the placement of implants and

residing in Monterrey, Mexico. A total of 580 cases were in female patients,

while 220 patients were of male gender. The age of patients at the time of

placing the implant ranged from 28 to 81 years.

Results

Of 800 study subjects who underwent dental implant treatments, 200 cases

(25%) were detected that presented endodontic failure prior and/or adjacent

to the placement of the implant. The 50.41% had peri-implantitis, recording 62

cases in the Faculty and 18 cases (23.38%) in private clinics, finding that there

was a statistically significant difference between the presence and absence of

peri-implantitis in terms of endodontic failure prior and/or adjacent to the

placement of the implant.

Conclusions

Within the limitations of this observational retrospective study, it could be

concluded that the development of inflammatory changes mediated by the

presence of remnant bacteria surrounding hard tissues adjacent to implants

might induce late failures of implants, and potentially trigger pathological

features of apical peri-implantitis.

Clin Oral Implants Res 2015; 26 (9): 992-995.

ABSTRACTS

260 Journal of the Irish Dental Association | Oct/Nov 2015 : Vol 61 (5)





Oral squamous cell carcinoma presenting in a patient
receiving adalimumab for rheumatoid arthritis

Beattie, A., Stassen, L.F., Ekanayake, K.

The efficacy of biologic agents in the treatment of inflammatory immune-

mediated conditions has been clearly shown, but there also are numerous

reports of adverse effects. Most reported adverse effects have been associated

with tumour necrosis factor-α (TNF-α) inhibitors and include a possible

increased risk of malignancy. There have been some reported cases of oral

cancer developing in patients treated with TNF-α inhibitors. This case report

describes a patient who was taking adalimumab for rheumatoid arthritis and

who presented with a squamous cell carcinoma (SCC) in the mandible.

Diagnosis was complicated because the clinical appearance was of a non-

healing extraction socket and the patient had a history of bisphosphonate

therapy. An initial diagnosis of bisphosphonate-related osteonecrosis of the

jaws was made, which delayed the commencement of appropriate treatment.

This case highlights the importance of ruling out SCC in patients taking

biological agents with unusual symptoms.

J Oral Maxillofac Surg 2015; May 22

The evaluation of the heat generated by the implant
osteotomy preparation using a modified method of the
measuring temperature

Yamaba, T., Suganami, T., Ikebe, K., Sogo, M., Maeda, Y., Wada, M.

Purpose

To establish a method for measuring the heat generated when preparing an

osteotomy site, and to assess for correlations of rotational speed,

proceeding speed, loading value of the drill (contact pressure), motion

pattern, and bone density with temperature increases.

Materials and methods

A thermocouple was placed in the internal irrigation hole of a 2mm-

diameter twist drill used for measuring osteotomy site temperature. In the

artificial blocks, two different densities were used to drill under varying

conditions including drill proceeding, rotating speed, and motion pattern.

The drilling procedure was repeated five times for each combination, and

the data collected were statistically analysed using multiple regression

analysis.

Results

Strong positive correlations were found among bone density, drill motion

pattern and maximum temperature, and a positive correlation was found in

proceeding speed (p<0.001). Rotation speed and maximum temperature

were not correlated (p<0.001). Conversely, loading values of the drill

increased with the lower rotation speed and higher proceeding speed,

which were effective in controlling the temperature rise.

Conclusion

When preparing a simulated bone for an osteotomy with a thermocouple

inserted into a twist drill with internal irrigation, the drilling motion pattern,

bone density, drill speed and proceeding rate affected bone temperature, in

descending order. It was also observed that bone temperature correlated

positively with speed and negatively with proceeding speed, independent of

density. This indicates that lower drill speed and higher proceeding speed

without excessive loading values minimise the bone temperature heat.

International Journal of Oral and Maxillofacial Implants 2015; 30 (4): 820-826.

ABSTRACTS

262 Journal of the Irish Dental Association | Oct/Nov 2015 : Vol 61 (5)

Quiz answers 

(questions on page 226)

1. There is an undisplaced fracture of the right angle of the mandible.

2. Manage the patient as per the advanced trauma life support (ATLS)

protocol. The patient should be admitted to hospital under the care of the

oral and maxillofacial surgery team. The patient should be kept nil by

mouth, and broad-spectrum antibiotics commenced. The patient should

have analgesia regularly and intravenous fluids to prevent dehydration

while awaiting further management.

3. Late fracture of the mandible after third molar surgery is a rare event

(0.005%). These fractures predominantly occur in patients older than 25

years, who are fully dentate, and those with deeply impacted third molars.

The greatest risk is two to three weeks post removal due to replacement

of the granulation tissue with connective tissue at the extraction site.

It is necessary to warn patients that the removal of wisdom teeth may

weaken the mandible and that activities that increase the risk of injury,

including sports and heavy masticatory forces, should be avoided for four

weeks post removal.

It is appropriate, before surgery:

■ to make an appropriate assessment of the wisdom teeth and the amount

of bone removal required, and to warn the patient of the possibility of late

mandible fracture during chewing.

During surgery:

■ to be conservative with the amount of bone removed, to divide the tooth

where appropriate and to avoid excessive force on the mandible.

After surgery:

■ especially if it is a difficult operation with significant bone removal, to

advise the patient to continue a soft diet for four weeks and avoid

excessive masticatory force.



SITUATIONS WANTED
Conscientious and experienced Dublin-based dentist looking for associate position

two to three days per week. Please email dentalsurgeon1510@gmail.com.
I am an enthusiastic, friendly and hard-working dentist looking for a position in the

South Dublin or Kildare regions. Full/part-time positions considered. Experience
in both private and mixed public/private clinics. Please email
dentalassociateDA2015@yahoo.com.

SITUATIONS VACANT
Cork City – experienced associate required, minimum three years’ post qualification,

to replace departing colleague. Fully computerised, modern family practice. No
agencies. Email CV to corkcdentalassociate@gmail.com.

Full-time associate needed for a busy office in rural Canada. Position is 45% paid
commission, new grads welcome. Accommodation provided. Relocation fees. Paid
continuing education courses. Our associates make between 250 and 350k a year!
Tel: 647 444 1336, or email northerndentaltoday@gmail.com.

MAS Placement is looking for two full-time associates and an orthodontist to join
our team in Newfoundland, Canada. Please call Melonee at 001-709-237-7875
or email CV to nltoothfairy@gmail.com.

Full-time and part-time associate positions available in busy, modern Co. Cork
practice one hour from Cork City. Immediate start, experience an advantage but
not essential. Email CV to c.dentist@live.com.

Associate full-time dentist required for immediate start in long-established practice
in Monaghan Town. Approximately one and hour 20 minutes from Dublin.
Excellent opportunity for enthusiastic dentist with long-term view to owning their
own practice. Please email CV to shirleywright.7@btinternet.com.

Full-time associate position available in West Dublin. Would ideally suit an
enthusiastic, experienced dentist looking for a long-term position. Please email
CV to tullyhouse@gmail.com.

Full-time, permanent associate position in mainly private, busy, fully computerised
practice. Must be comfortable with all aspects of general/cosmetic dentistry and
experienced at complex treatments. Also capable and friendly when treating
children. Must be IDC registered. Tel: 01-610 2222.

Full-time, experienced associate needed in busy progressive practice in southeast –
one hour from Dublin. Minimum two years’ experience required. Long-term view
essential. Full clinical and clerical back-up given. Please send CV to
dentalassociate100@gmail.com.

Full-time dental associate position in Dublin city centre. Various locations around
city centre – will involve some travel between clinics. Five days per week, no
weekends, late evenings and early mornings. Two to three years’ experience
required. Email dentistpop@outlook.com.

Associate position available Tuam, Co. Galway. Part- or full-time position, in
friendly, busy practice. Experience preferred but not essential. Email applications
to dentalsurgery111@yahoo.ie.

Full-time position available for enthusiastic dental associate in busy
multidisciplinary Donegal practice. Private and medical card/PRSI schemes. Fully
computerised. Digital radiographs and OPG equipment. Kodak CBCT scanner.
CEREC equipment. Open to graduates and experienced practitioners. Apply to
josephbonner@me.com.

Dental associate required for Dublin 4 practice. Initially three sessions per week, but
opportunity to build this further. Monday 8.00am-2.00pm, Tuesday 2.00-
8.00pm, Wednesday 2.00-8.00pm. Tel: 086-171 5441 for more details.

Full-time associate required for busy, modern and friendly expanding general
practice in Dublin. Fully computerised with digital x-ray, fibre-optics, OPG and
microscope. Endodontist and orthodontist within the practice. High earning
potential in a happy working environment. Please email jheeney@mail.com.

Dublin City. Associate required, experience preferred. One to two days per week.
Interest in orthodontics an advantage. To start early October. Contact:
info@ifscdentalcare.ie.

Experienced associate dentist required for part/full-time position in
Virginia/Ballyjamesduff, Co. Cavan. One hour from Dublin.
Hyg/Ortho/computerised/OPG/oral surgeon. Medical card/PRSI schemes. Email
CV to info@virginiadentalsurgery.com.

North Dublin – associate. Experienced ambitious dentist required. Part-time to
start, ample potential to grow position. Excellent facilities, support staff,
equipment. Very busy, high-tech/profile practice, integral hygienist service.
Immediate start. Contact: niall@innovativedental.com.

A busy Co. Meath practice requires a part-time/full-time associate dentist. Fully
computerised private practice. Minimum of three years’ experience. For more
information, please Tel: 086-336 9415 after 6.00pm, email
navangatedental@gmail.com, or email CV to navangatedental@gmail.com.

Cork City – experienced associate required, minimum three years post qualification,
to replace departing colleague. Fully computerised, modern family and
multidisciplinary practice. No agencies please. Email CV to
corkassociatewanted@gmail.com.

Dental associate required two days, very flexible hours working between two
modern South Dublin practices in Milltown and Tallaght. CVs to
wmunroe@eircom.net.

Cork: associate required to join busy, computerised, progressive team. Full- or part-
time. Please email CV to smileycork@gmail.com.

Co. Donegal – Letterkenny. Experienced associate required to undertake crown
bridge work and endo on a private basis. Part-time initially but view to full-
time/partnership. Replies to adrian.millen@tiscali.co.uk.

Associate dentist required Dublin area. Two to three days weekly. Fridays and
Saturday are included. Busy modern practice in Ratoath, Co. Meath. Fully
computerised, friendly, experienced staff. Great place to work! References/CV
essential. Experience preferred. Start from October. Email:
ratoathdental@gmail.com.

Associate required to replace departing colleague in busy Dublin 13 practice.
Experience with orthodontics helpful. Email: brytesmile@gmail.com.
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Talented, enthusiastic, forwarding-thinking dental associate required for a very
busy, modern, highly progressive dental practice. Half an hour from Limerick,
three-quarters of an hour from Cork. Applicant must have experience and a
genuine interest. Email: nualacagney@gmail.com.

Enthusiastic dental associate required for a busy, friendly practice in Carlow town.
Computerised/hygienists/OPG, etc. Part-time (two days initially). Email:
montgomeryhousedc@gmail.com.

Part-time dental associate required for a busy, friendly practice in Tralee, Co. Kerry,
to replace a departing colleague three days a week. Excellent experienced staff.
Applicant must have experience and a genuine interest. Email:
laurie8@eircom.net.

Part-time associate for evening and Saturdays, with view to increasing time.
Modern practice in South Dublin, fully computerised, digital x-rays and OPG.
Private, PRSI and GMS. Friendly staff. Please email CV to
blackglendental@gmail.com.

Kilkenny. Experienced (minimum three years), ambitious dentist required for busy,
high-profile clinic. Part-time initially but will increase to full-time.
Computerised/excellent staff/premises just refurbished. Generous terms for right
candidate. Email CV to kilkennydentaljob@gmail.com.

Smiles Dental is looking for a passionate dentist to join our well-established, busy
Smiles South Anne Street dental practice in Dublin 2. Must have strong general
private and public experience and be IDC registered. Five days per week. Please
email CV to joanne.bonfield@smiles.co.uk.

Smiles Dundalk – exciting opportunity for an enthusiastic general dentist to join our
busy Smiles Dundalk practice on a full-time basis five days per week. Candidates
must have general private and public experience and be IDC registered. Please
email CV to joanne.bonfield@smiles.co.uk.

Bray – Smiles Dental is looking for an enthusiastic, passionate dentist to join our
well-established, growing Smiles Bray Dental Practice in Co. Wicklow. Candidates
must have general experience and be IDC registered. Initially three days per week.
Please email CV to joanne.bonfield@smiles.co.uk.

Clonshaugh – Smiles Dental is looking for an enthusiastic, passionate dentist to join
our well-established Smiles Clonshaugh dental practice in Dublin 17. Candidates
must have general experience and be IDC registered. Full-time position available.
CV to joanne.bonfield@smiles.co.uk.

Part-time dentist required in general practice in Co. Kildare. Initially two days a
week. Experience preferred but not essential. Please email CV to
noel@Creaner.net.

We require an experienced general dentist to provide locum cover in our busy
private practice. The practice is located in Dublin’s city centre. Dates required are
from the start of October 2015 to March 2016. Hours Monday to Friday. Email:
info@harcourtdentalclinic.ie.

Part-time dentist required for busy Southside practice. Email CVs to
fiachloir@live.com.

Dentist – Balbriggan, Co. Dublin. Exciting opportunity for an enthusiastic,
passionate general dentist to join our new, state-of-the-art Smiles Dental
Balbriggan practice in Co. Dublin. Full-time basis. Candidates must have strong
general experience and be IDC registered. Email: joanne.bonfield@smiles.co.uk.

Dentist – Galway. Smiles Dental is looking for a passionate dentist to join our well-
established, busy Smiles Galway dental practice. Must have strong general
experience and be IDC registered. Position offers fives days per week. Email:
joanne.bonfield@smiles.co.uk.

Limerick. Talented, ambitious dentist required for high-profile, modern, busy clinic.
Part-time initially, with potential to increase over time. Computerised OPG/new
equipment/excellent staff. Generous terms for right candidate. Email:
limerickdentaljob@gmail.com.

Galway – talented, ambitious dentist required to join our well-established, busy,
multidisciplinary practice. Fully computerised with digital x-ray and excellent
staff. High earning potential in a happy working environment. Reply by email to
galwaydentist20@outlook.com.

Part-time dentist required in busy practice in Athlone. Great communication skills
and minimum three years’ experience necessary. OPG, digital x-ray, intra-oral
camera, etc. Email CV to dentalvacancy@hotmail.com.

Locum required, part-time, possibly leading to associate. Two days a week in
surgery in Carndonagh, Co. Donegal, for a few months commencing September.
Also possible work in surgery in Killybegs, Co. Donegal. Email to
donegaldental@yahoo.ie.

Dentist wanted – Mount Merrion, South Dublin. Minimum two years’ experience.
Part-time to start, three days per week including Saturday where possible.
Seeking long-term commitment, ample potential to grow position. Modern
practice, great facil ities in an enviable location to work. Email:
info@whitesmiledental.ie.

Dublin – Smiles Tallaght dental practice in Dublin 24 is looking for a general private
and public dentist to join the team at this well-established practice. Initially three
days increasing to five days. Candidates must be IDC registered. Email:
joanne.bonfield@smiles.co.uk.

Waterford – Smiles Dental is looking for an enthusiastic, passionate dentist to join
our well-established Smiles Waterford dental practice on a maternity cover basis
full-time. Candidates must have general private and public experience and be IDC
registered. Email: joanne.bonfield@smiles.co.uk.

Dundalk – Smiles Dental is looking for an enthusiastic, passionate dentist to join
our well-established Smiles Dundalk dental practice. Candidates must have
general private and public experience and be IDC registered Working days
required are five days per week. Email: joanne.bonfield@smiles.co.uk.

Dentist required in a Dublin inner city surgery for part-time or full-time. We offer a
professional surgery with good team and equipment. Requirements are: minimum
three years’ experience in endodontic and prosthetic work, IDC registration. CVs
to contact@freedomdental.ie.

We are looking for a highly motivated, forward-thinking dentist to join our friendly,
modern, multidisciplinary clinic. We are a busy clinic with excellent potential for
the right candidate. All candidates must be experienced and IDC registered.
Email: emma@southgatedental.ie.

Limerick – exciting opportunity for an enthusiastic general dentist to join our new,
state-of-the-art Smiles practice in Limerick. Position is full-time. Candidates must
have general private and public experience and be IDC registered. Email:
joanne.bonfield@smiles.co.uk.

Experienced, friendly, enthusiastic dentist required for part-time position in a busy,
modern, mixed practice. Starting ASAP. Candidates must be IDC registered. Email
CV to mcgrath.eimear441@gmail.com.

Dentist required for a busy state-of-the-art surgery. Immediate start, initially three
days a week. Cork City. CVs to customer@smilesandmore.ie.

The KBM group, on the southside of Dublin, is expanding its team of healthcare
professionals. This fast-growing group is searching for general dentists and
specialists who are enthusiastic, self-motivated, and pride themselves in patient
care. CVs to Roisin.kbmdental@gmail.com.

Busy dental clinics are looking for dentists and specialists. Full- and part-time
positions available. Dublin and Westmeath. Email: rsysak@cooledental.com.

Orthodontist required immediately for a busy general dental practice in Dublin 12.
Strong interest in orthodontic service in the area. Please Email:
info@cleardentalcare.ie.

Wanted – specialist orthodontist to take over existing busy day list in Cork area.
Please email corkorthodontic@gmail.com.

Prosthodontist required to join a multidisciplinary dental team at the Crescent
Clinic, Clontarf. Super opportunity for the right person to complete a team with
the highest standards of care. Please reply in strictest confidence to
lynda@crescentclinic.ie.

Orthodontist, implantologist, oral surgeon required for a dental practice in Co.
Kildare. Excellent location, facilities. Modern. Beginning October. CV to

jobs2015@dr.com.

Enthusiastic hygienist required in busy West Dublin practice to begin hygiene book
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from scratch. Starting with one day a week, hoping to work up to full-time.
Modern, fully computerised. Great long-term opportunity. Email:
poboyleriverside@hotmail.com.

Hygienist required for a busy modern practice in Carlow. One day a week on
Tuesdays or Thursdays. Email: montgomeryhousedc@gmail.com.

Hygienist required – Greystones. We are looking for an experienced hygienist for
our expanding practice in Greystones. It’s a busy, modern practice with a
wonderful patient base. CV to chris@thedentalstudio.ie or Tel: 01-287 1000 for
more information.

Experienced hygienist (two to three years) required for modern, award-winning,
state-of-the-art practice in Dublin’s IFSC. Initially part-time and maternity cover
with a view to a long-term position. Email: hello@docklandsdental.ie.

Dental hygienist required three days per week, i.e., Tuesdays, Wednesdays and
every second Friday, to cover maternity leave November 2015 to September 2016
in a mixed general practice in Naas, Co. Kildare. Email: reception@naasdental
centre.ie.

Dental hygienist position available in busy, fully private practice in D14. Busy book.
Thursday, Friday and one Saturday/month. Requires great communication skills,
gentleness, high standards of clinical work, teamwork and a positive attitude.
Email: dentalhygiene@outlook.ie.

Dental nurse required for practice in Cavan town. To apply, please Tel: 049-438
0511.

Part-time dental nurse required for a busy, modern, computerised dental practice
in Co. Meath (approximately 40 minutes north of Dublin). We are looking for a
highly motivated individual to join our young, professional team. Please email CV
to: meathdentists@gmail.com.

Full-time qualified dental nurse required for busy southside practice. Email CV to
peter@beechwooddental.ie.

Full/part-time qualified dental nurses required for Clare/Limerick. Busy general
practice. Suitable candidates should be friendly, well-presented and reliable.
Computer literate, excellent English necessary. Empathy and people skills
essential. Contact Niall, email: niall@innovativedental.com.

Full-time qualified dental nurse/receptionist for a busy dental practice in East Co.
Galway, starting November, initially for maternity cover with a clear view.
Excellent written and spoken English. Good people skills essential. Contact Niall,
email: niall@innovativedental.com.

Full-time nurse needed for busy D2 practice. Must have positive, friendly attitude.
Duties: chair-side assistance, patient data entry, sterilisation of surgery and
instruments, and more. Will include some evening work. Please send cover letter
and CV to info@dentistry.ie.

Dental nurse required to cover maternity leave from October 2015. Dental surgery 
located in Portlaoise. Previous experience essential. Please forward CV via email
to Cedar.clinic.dental.surgery@gmail.com.

Part-time dental nurse required for general practitioners’ surgery in Athy. Local
preferable, i.e., Co. Kildare. If interested, please forward CVs to
loretodentalsurgery@gmail.com.

Qualified dental nurse needed in D2 for private practice. You need perfect English,
chairside and reception skills, to be computer literate and to be nice and friendly.
CV to paddygowen@me.com.

Dental nurse required to cover maternity leave from September 14, 2015, to end
December 2015. Dental surgery located in Templeogue, Dublin 6W. Four days a
week, Fridays off. Please forward CV to orwelldental@gmail.com.

Temporary/permanent/casual dental nurse opportunities in DDUH. For further
details contact ita.goggin@dental.tcd.ie. Send applications to: Dublin Dental
University Hospital, Lincoln Place, D02F859, indicating which position you wish
to apply for. Closing date October 12, 2015.

Dental nurse/trainee required for Galway City dental practice. Candidate must have
a positive, friendly attitude, good people skills and be reliable. Includes
evening/Saturday work. Immediate start. Please send CV to info@kingdental.ie.

Dental nurse required for maternity cover, immediate start, part-time, North
Dublin. Also required: temporary locum nurses for short notice cover. Please
submit CVs to mbarry@meridianclinic.ie.

Midlands/Leinster. Experienced nurse, receptionist for full-time role in a busy,
progressive practice. Applicant must be caring and empathic with good people
skills. High-level IT skills crucial. Excellent written and spoken English needed.
Immediate start. Contact Niall: niall@innovativedental.com.

Dental nurse and receptionist required for specialist practice in Clontarf, Dublin 3.
Reply with CV to reception@crescentclinic.ie.

Full/part-time dental nurse/receptionist required for South Dublin. Essential for
suitable candidate to have good people skills and be reliable. Computer literate,
excellent written and spoken English needed. Immediate start. Contact Niall,
Email: niall@innovativedental.com.

Part-time receptionist required for a North County Dublin dental practice. IT
experience essential. Please send your CV to dental-application@outlook.com.

Exciting opportunity for a receptionist in South Dublin. Full-time position. We
require someone with a gentle tone to look after our patients with empathy.
Administrative aspect to the role. Good computer skills. Tel: 01-902 0375 for
further information.

PREMISES FOR SALE/TO LET
To let – South Dublin. Purpose-built primary care centre requires an ambitious

dynamic dentist. Flexibility to plan from the beginning for the full practice –
ample space. Very reasonable rent conditions. Huge catchment area. Planning
permission medics/pharmacy in place. Contact: Niall@innovativedental.com.

Specialist centre – South Dublin, requiring all ‘specialists’. Excellent location with
access to both passing trade and good footfall. Free parking. Recently renovated.
Units have their own self-contained access. Brand new equipment included in
rent. Walkinable, turnkey. Please reply to: specialistdub30@gmail.com.

Practice for sale, Co. Galway. Long-established, two surgeries, freehold dental
practice. Modern Siemens equipped/walkinable. Excellent, loyal staff. Immediate
profits. Very low overheads. Great potential for growth. Principal retiring. Suit
ambitious associate. Tel: 086-807 5273, or Email: niall@innovativedental.com.

Practice for sale, D2 South Dublin. Busy, high-profile location with excellent
footfall. Good equipment. Room for expansion – medium/long-term. Great
potential. Low overheads. No medical card. Excellent profits. Very competitively
priced – dentist retiring. Contact: niall@innovativedental.com.

Surgery available for orthodontist in private practice in high-profile Dublin location.
New digital OPG/Ceph. Email: oraledental@gmail.com.

Practice for sale, North Dublin/Co. Meath. Long-established, two-chair dental
practice. Modern equipment, computerised patient records. Turnkey solution.
Principal retiring. Tel: 083-374 3428, or Email: info@getbusy.ie.

Dental practice for sale in South Tipperary. Long-established, quality dental
practice for sale (leasehold). Great location to live and work. Further information,
please email: roger@horganbarrett.ie.

Established practice for sale 40 minutes from Dublin. Well-equipped surgeries,
good support staff, for immediate sale. Email: chs.dental@gmail.com.

Specialist rooms available for rent in busy, long-established clinic with existing
referral base. Located in South Dublin. Suitable for full-time, part-time or visiting
specialist services. Contact us on Victoria.baird@seapointclinic.ie for further
information.

Profitable town centre practice for sale in Normandy, France. Escape the Irish
dental grind. Two-surgery, profitable town centre practice with large family house
next door. Large garden – all amenities locally. Low overheads. No travelling.
Email: xaviercoleman@sfr.fr.

Practice for sale – Co. Cork. Long-established, good footfall, very busy dental
practice – modern, walkinable. Expansion possible. Excellent equipment including
OPG. Busy hygienist. Low overheads. Medical card low. Computerised. Good new
patient numbers. Realistically priced. Email: niall@innovativedental.com.
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What led you to first get involved in the IDA?
I qualified in 1994, and went away to work in England and Northern

Ireland. When I returned to the Republic to set up in practice in 1997, I

joined the Association straight away. Initially, I didn’t take an active role

– I went to lectures and meetings, but nothing major. Back then I was

younger, and the IDA didn’t seem to have a huge amount of relevance

to me. But I think that over the years the Association has changed a lot

and improved in terms of the level of services that it offers to members.

How did your involvement progress?
I saw that there was no general practice representative from my area on

the IDA’s GP Committee, so I decided to give it a go. Until then, for me

the IDA was an association in Dublin; I’d never been to the offices, and

wasn’t really aware of everything that went on there. In the last few

months I was asked to go on the IDA Council as a GP rep.

What has your involvement in the IDA meant to you?
There is a lot to gain from membership. The IDA operates a huge

amount of services, which, to my mind, are way ahead of what they were

before. You can save money on indemnity, and the Association also

offers mentoring, and general assistance in terms of employment law,

and best practice for dentists.

The website also contains a lot of information. You can join in on

discussions in the discussion forums without leaving your room! I would

encourage members to take a more active role, even if it is only logging

on to the website, getting a user name and looking at the discussion

forums to see what people are thinking.

A lot of people are very passive members, as I was. They pay their sub

every year and might go to the odd meeting but they don’t really do

anything beyond that. Dentistry is quite a lonely profession. A lot of

dentists are like me – single-handed – and wouldn’t have much

interaction with their colleagues. I’ve found by being on the GP

Committee, and talking to colleagues, that many other dentists have the

same problems and the same opinions on things that we don’t ever

really vocalise with each other because we’re just working away by

ourselves.

What has been the single biggest benefit of IDA
membership for you?
Being aware you’re not the only one who thinks in a certain way and

that a lot of problems and views are common has been very important.

Being on the GP Committee, I see that it’s the same all over the country

– our views are very similar.

How would you like to see the Association progress 
into the future?
We have to be unified. I do feel in the future that as the economy improves,

and the Government brings in new dental schemes, unless we speak with a

single voice we’re going to be trampled upon. In the past dentists have been

very poor at standing up for themselves – we’ve just accepted whatever the

Government has given us. I see the IDA having a role in unifying everybody so

that our voices are heard. I always thought over the years that the Association

was just this distant big body that didn’t have

anything to offer me – but there is a lot that

people are unaware of.

When not doing ‘a bit of everything’ in

his practice in Nenagh, John likes to

run and has completed several

marathons – he finds it great for

mental and physical well being. He

also has a busy sideline as ‘Dad’s

taxi’ for his three kids.
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Making our voices heard
Continuing our series on IDA membership, we chat to DR ANDREW KELLY who is in a single-

handed practice in Nenagh, Co. Tipperary, and is a member of the Council of the IDA.
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Case report: drug-induced gingival overgrowth associated
with the use of a calcium channel blocker (amlodipine)

Précis 

A case of gingival overgrowth induced by: (i) poor plaque control; and, (ii) a calcium channel blocker (amlodipine), and its

conservative and surgical management.

Abstract

INTRODUCTION: Many factors can contribute to the development of gingival overgrowth (hyperplasia), including: plaque

control; periodontal variables; medications and their relative dose; age; sex; and, genetic factors. Nifedipine is a calcium

channel blocker commonly reported to result in drug-induced gingival overgrowth (DIGO). This report outlines a case of

gingival overgrowth induced by amlodipine (a calcium channel blocker less frequently reported to cause gingival hyperplasia),

exacerbated by the presence of plaque.

CASE REPORT: A 63-year-old male presented to the dental outpatient clinic at the Dublin Dental University Hospital with severe

DIGO. He reported that his gums had started to enlarge two years previously, but that he was now concerned as they were

increasing in size and had become firmer. Medically, the patient had hypertension, hyperlipidaemia, was taking amlodipine

10mg once daily, and was a former smoker. Following initial oral hygiene instruction and local debridement to reduce the

gingival inflammation, some of the remaining excess gingival tissues were removed surgically and sent for histopathological

analysis.

DISCUSSION: Two possible causative agents were identified as: (i) amlodipine medication; and, (ii) poor plaque control. The

removal of the pedunculated lump mesial to tooth 1-3 and the hyperplastic mandibular gingiva allowed for definite

histopathological analysis of “fibroepithelial overgrowth showing moderate chronic inflammation”. Following the excisional

biopsies there was improved access for professional and at home cleaning, in addition to an improved aesthetic outcome.

CONCLUSION: It is important that we are aware that individuals taking calcium channel blockers need to demonstrate

excellent plaque control to reduce their risk of developing DIGO, and to reduce its severity should it arise.

Key terms

GINGIVAL HYPERPLASIA: ‘an abnormal increase in the number of normal cells in a normal arrangement in an organ or tissue,

which increases in volume’.1

GINGIVAL OVERGROWTH (GO): Many terms have been used in the literature to describe clinically apparent enlargement of

the papillary and marginal gingiva. It has been suggested that GO is a more general term that better describes the lack of

understanding of the pathogenesis of the condition.2
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Fundamentals of occlusion and restorative
dentistry. Part II: occlusal contacts, interferences
and occlusal considerations in implant patients

Abstract: This second part of the two-part article discusses different types of occlusal contacts
and their interferences. It also provides a practical guide to what is required to optimise the
restorative treatment outcome. Occlusion and its effect on dental implants are also presented.
Clinical relevance: Restorative treatment outcome is highly dependent on the occlusion of the
restoration when the treatment is complete.
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