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location of the eruption adjacent to the 
site of exposure imply a causal link, 
rather than just coincidence.
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THE SHORT STRAW
Sir, a 3-year-old girl attended our clinic 
complaining of ‘bleeding and painful 
gums’. The patient’s mother reported 
that the child’s gums at the front had 
looked sore for more than a year, with 
some kind of build up around a tooth 
which she was unable to clean by brush-
ing. They had reported the problem a 
year ago to their previous dentist who 
suggested that it might be abnormal 
gum tissue growth that had formed 
around the tooth. No further advice or  
intervention occurred.

The mother tried to keep the area as 
clean as possible but became worried in 
the last three months when a gap started 
to appear between the front teeth and 
the tooth concerned.

Examination revealed adequate oral 
hygiene apart from moderate gingival 
inflammation around the LLA. The LLA 
was grade II mobile, supra-erupted and 
distobucally rotated with a yellowish 
calculus-like covering over the gingi-
val third of the tooth (Fig. 1). The yellow 
film seemed to be locked in place due to 
the tight mesial contact with the LRA. 
There was a build-up of plaque under-
neath and over the film covering the 
tooth, suggesting a foreign body.

Radiographically horizontal bone loss 
was observed around the LLA, but there 
were no signs of the film covering the 
tooth on the radiograph (Fig. 2).

A vertical cut was made along the 
length of the film labially using a scalpel 
and the object was slid out through the 

contact point. Examination of the object 
revealed some kind of plastic straw like 
tubing around 4 mm long and 5 mm in 
diameter (Fig. 3). 

Questioning of the mother and child did 
not reveal how the foreign object came to 
be lodged adjacent to the child’s tooth.
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CONSISTENTLY AMAZED
Sir, in the BDJ of 8 January a short 
abstract was provided of a study on 
the role of anxiety and depression in 
patients with temporomandibular pains 
(TMD).1 It is no surprise that depres-
sion plays a role in TMDs as there is 
also ample evidence in the chronic pain  

literature to show that depression is 
common in these groups of patients 
and affects outcomes. TMD in many 
instances is associated with other 
chronic pain as it appears these patients 
have an increased vulnerability to pain 
as shown by case control studies link-
ing TMDs with migraines, fibromyalgia, 
post traumatic stress and back pain.2 
Prognostic studies have shown that poor 
outcomes are to be expected in patients 
with concomitant psychological factors.2 
However, in the recent article in the BDJ 
in the series on risk management in clin-
ical practice on TMDs3 there is no men-
tion either of the importance of eliciting 
co-morbidities and psychological factors 
in the history, or highlighting the role 
of psychosocial techniques in manage-
ment. Gray’s and Al-Ani’s article3 con-
tinues to stress a mechanical approach 
to a problem which has genetic, envi-
ronmental, behavioural and psychologi-
cal risk factors. As Stoher4 points out,  
splints need to be regarded as placebos 
but patients cling to them as they have 
few adverse effects and it seems dentists 
tend to prefer a mechanical rather than 
a biopsychosocial approach. I am con-
sistently amazed at patients’ (who have 
been wearing splints for months) com-
plete lack of knowledge about the anat-
omy and functioning of the masticatory 
apparatus and their relief when this is 
explained through the use of a model. It 
is precisely because these broader issues 
are not taken into account that patients 
fail to improve and then instigate com-
plaints. Ohrbach has recently exten-
sively reviewed how disability should be 
assessed in patients with TMDs which is 
achievable in general practice.4 
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LETTERS

Fig. 1  The affected tooth with its calculus-
like covering

Fig. 2  Radiograph showing horizontal  
bone loss

Fig. 3  The foreign body removed from  
the tooth
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