
dentate adults: colour of teeth (38%), 
alignment/position (36%), spaces in 
the mouth (13%) and colour of fillings 
(11%). I fully expected that these ques-
tions would be repeated in the 1998 
Survey, but they were not. Knowing 
that a further survey should be sched-
uled for 2008, I wrote to the Depart-
ment of Health in 2007 suggesting that 
these questions be reinstated. I do not 
recall receiving a reply, but sufficient 
to add that these questions on dental 
appearance were not part of the most 
recent Adult Dental Health Survey, 
although the severity of oral impacts on 
some basic functions of daily life was, 
at least, assessed.1 You and your readers 
may draw your own conclusions.

F. J. T. Burke, Birmingham
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RELOCATING THE JAW
Sir, I write in response to the letter from 
K. Parker of London regarding their 
unfortunate experience of a patient 
dislocating their jaw while performing 
RCT.1 There are a few points I would 
like to make which may be of benefit. 
Firstly, jaw dislocation is relatively 
common and can occur during any 
form of dental treatment, extractions 
or oral surgery. It can also become dis-
located during other scenarios: seizure, 
oral sex, eating, yawning and vomiting.

The acutely dislocated mandible is 
often exquisitely painful and timely 
reduction is paramount for a variety 
of reasons. It can be done with ease in 
the dental chair and does not always 
require administration of local anaes-
thesia. The earlier a reduction is per-
formed, the easier it is to do, and less 
likely that the patient will require hos-
pital treatment for sedation or general 
anaesthesia. There two main techniques 
of reduction but misconception sur-
rounds both of them frequently. It is a 
subject often never covered, or poorly 
covered, in dental school as K. Parker 
alludes to. This leaves many dentists in 
fear of attempting reduction at all.

K. Parker describes the classic teach-
ing of ‘push back and down’ which is 

incorrect and will fail in a large propor-
tion of patients to reduce the disloca-
tion. The most successful position in 
which to stand is behind the patient 
(and most dentists are used to this 
position, the opposite can be said for 
doctors). Placing the thumbs onto the 
external oblique ridge and the fingers 
under the lower border of the man-
dible, slowly increasing force should 
be applied in a caudal direction to 
overcome the spasm of the temporalis, 
pterygoid and masseter muscles. Very 
little ‘posterior’ force is required as 
once the condylar head is inferior to the 
articular eminence the muscle pull will 
draw the condyle back into the fossa 
and reduce the dislocation.

For further reading there is a good 
paper in the literature outlining the 
anatomy, aetiology and treatment of 
this injury.2

A. V. Parbhoo
By email
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TICKING TIME BOMB
Sir, I was very interested to read the 
views of Dr D. Howarth expressed in the 
letter Implants and dementia in the BDJ 
2013; 214: 47. Dr Howarth’s experiences 
are evidence of the increasing problems 
that lie ahead for some patients with 
implants and those who care for them. 
He confirms what many of us have 
feared, that implants are indeed a tick-
ing time bomb.

Managing the consent process with 
a patient who has a compromised 
tooth isn’t simple. There are costs and 
drawbacks to any solution. In an age 
where the implant companies market 
themselves with great force and allure, 
I suspect that endodontic treatment and 
re-treatment are occasionally over-
looked as options.

The literature on the survival of 
implant supported restorations compared 
to restored endodontically treated teeth 
is pretty unequivocal. Whilst they both 
have the same survival rates,1 there  
are some overlooked facts to consider. 
When treatment planning for restored 

endodontically treated teeth it must be 
stated that once treatment is completed 
to a high standard no further interven-
tion is necessary. Implant supported 
restorations on the other hand need 
continued intervention throughout the 
life of the patient such as prosthetic 
repairs, loose screws, lost implants and 
more.2 This is is not very desirable for 
an ageing and sick population. Further-
more, patients who have had endodontics 
completed to a high standard report an 
improved quality of life after treatment.3

It was my concern to encourage 
patients to understand more about their 
choices when they have a decayed or 
infected tooth that inspired the sav-
ing teeth awareness campaign (www.
savingteeth.co.uk).

I enjoyed Dr Howarth’s decision to 
retain his premolar gaps. When I’m on 
the London Underground, I often think 
that the ‘mind the gap’ mantra could 
translate well into the dental world, a 
reminder that the advanced solution 
today could become a problem for those 
of advanced age tomorrow.

J. Webber, London
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LOCAL OPERATIVE MEASURES
Sir, we read with interest the letter by 
Dr P. R. Williams entitled Fat faces 
and swellings1 that recently appeared 
in your publication. We agree with Dr 
Williams that the importance of local, 
operative measures in the treatment 
of odontogenic infections cannot be 
overstated. Whilst we are presently 
undertaking a Cochrane Systematic 
Review regarding the effects of sys-
temic antibiotics on symptomatic apical 
periodontitis and acute apical abscess 
in adults,2 current clinical guidelines 
published by the Scottish Dental Clini-
cal Effectiveness Programme (SDCEP) 
state that ‘dental abscesses should be 
treated by local measures in the first 

274 BRITISH DENTAL JOURNAL  VOLUME 214  NO. 6  MAR 23 2013 

LETTERS

© 2013 Macmillan Publishers Limited.  All rights reserved. 

http://www.savingteeth.co.uk
http://www.savingteeth.co.uk

	Relocating the jaw
	References




