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EDITORIAL

FROM THE

EDITOR’S DESK
“Why ME?”
“Why NOT me?”
It is fascinating to see how the above two short
sentences can change the narrative of one’s life.
Read those sentences again, and reﬂect on what
they mean to you. The ﬁrst sentence “Why me?”
carries a defensive tone, one of blame, almost of
anguish and despair. The second sentence, “Why
not me?” carries a tone of hope, of opportunity, of
acceptance and indeed, of gratitude when things
do not always go our way.
This is my last Editor’s Note. My term as editor of
the OHASA Journal has come to an end and I have
chosen these short “Why” sentences to headline
my ﬁnal piece because they perfectly encapsulate
how I felt when I was originally asked to be editor.
When I was nominated to be the editor, my
immediate reaction was “NOOOOO, why me? “I
had zero experience as an Editor. I had not even
really contributed to the Journal and suddenly
I was asked to be the Editor??!! No thank you! I
have been a loyal and active member of OHASA
since graduating from university; I have served
on various committees in different capacities; but
I knew nothing about editorship. Again, I asked
the meeting, “Why me?” Someone in the meeting
responded, “Why not you?”
“Why not you?” – that is such a profound question.
The knee-jerk answer to the question is “I can’t.” No
real thinking, no reﬂecting, no “let me think about
it”, just a clear and simple “I can’t.” This response
is so limiting of oneself, of one’s potential. It is
the easy way out, for it allows one to remain in
one’s comfort zone. In this way, we do not have
to move from our known to the unknown. We do
not have to take on new responsibilities and new
accountabilities. We remain stagnant.
However, if one actually takes the time to
“think about it”, then we open ourselves to new
opportunities and experiences; to new horizons and

new skills. That is when “Why NOT me?” becomes
empowering. Why should it not be YOU who will
lead, who will effect change, who will assume
responsibility, who will learn, who will grow, who
will acquire new skills and ultimately, serve the
organisation and/or the community?
That same principle of “Why not me?” can be
applied to nearly all aspects of our lives. Extra
responsibilities at work - why not me? Volunteers
needed in the community – why not me? And when
faced with adversity and difficulties, why not me
when others have it even tougher?
This is what I mean when I stated earlier that this
simple sentence can change the narrative of our
lives. When we see ourselves as part of a bigger
whole, we are prepared to contribute –why not me?
But if we see only ourselves and our immediate
circle, then it’s why me? Imagine if we all waited
for someone else to “do something”; to raise their
voices in protest at injustice; to feed the hungry;
to clothe the needy; to educate the little ones; to
respond to humanitarian disasters; and in fact,
to just be human! We can be that someone else.
I am glad that when it was asked of me in that
meeting, “Why not you?” I took a moment to pause
and then said, “You’re right, why NOT me?!” It has
been an immense learning curve for me. I knew
nothing about editorship and the previous editors
left big high heels to ﬁll. Initially daunted by the
challenge, I embraced the responsibility and was
determined to do my absolute best. I will forever be
grateful to Stella for her mentorship and guidance,
to Lesley for her selﬂess efforts and support and
to the rest of the editorial committee for their
dedication and commitment. The publication of
the Journal requires a real team effort, the sourcing
and vetting of articles, discussions with regards to
the articles, liaising with the publishing company
(Kashan Advertising), and MPC for uploading the
Journal to the online platform. It has been a
wonderful journey that has led me to add many

Rugshana Cader
Managing Editor

more arrows to my quiver of skills. As incredible
as the journey has been, I now hand the pen of
editorship to Dr Aneesa Moola who I know will
brighten our lives with new ideas and take the
Journal to even greater heights.
OHASA remains OUR organisation, with the
OHASA Journal as its mouthpiece. Support the
organisation by getting involved. Let your voice
be heard in the Journal. Be an active participant
and make a difference. Before you say,
“Why me?”
ask yourself
“Why NOT me?”
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Stella Lamprecht
OHASA President

The ﬁnal quarter of 2021 is on our doorstep – it
has literally sneaked up on us while our minds
were all focussed on the COVID-19 pandemic. With
President Ramaphosa moving us to alert Level 1,
perhaps we will now be able to focus on our daily
lives pre-covid.
The Executive Committee has reached the end
of its term and we have had no nominations for a
new Executive Committee. As we are in unchartered
territory with the pandemic, we have been compelled
to devise another plan to enable us to tend to matters
as they arise. The Executive Committee is open to
suggestions and I have nominated Anri Bernardo
(Western Cape Branch), Robin Cottrell (Gauteng
Branch), Cole Gilbert (Western Cape Branch), and
Shaya Pillay (Eastern Cape Branch) as members for
the new Executive Committee.
Ms Rugshana Cader has reached the end of a
second term as editor of the Journal, and Dr Aneesa
Moolla has accepted nomination to the position.
All the branches have nominated their committees
and there will be new branch committees in place
going forward. I would like to thank the outgoing
Executive Committee and Branch Committees for
their undying dedication to their duties; I know that
no one really ever expresses their gratitude but I
realize how hard you work with no ﬁnancial rewards.
I would also like to welcome the new members
of the committees (Term 2022-2024) and wish
you well with your endeavours. Information on the
website will be updated during December.
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PRESIDENT’S DESK
The AGM will be held on 30 October at Accolades
Boutique Hotel and we will have a live streaming
event, which we hope will encourage members to
take part in the running of our association. Invitations
have been sent out and you have the choice to
attend the event in person or participate via live
streaming. This will be the new norm and in future
we will ask each branch to arrange a live seminar
with live streaming for members, with the possibility
of a national conference every alternate year.
Membership fees will not be increased for 2022
as we are all still suffering a loss of income. We
will proceed with the R500.00 blanket fee for all
members who were members in 2021 and only
new members will pay the full fee according to the
category that they select. Membership forms are
in the Journal and will also be available through
our website. The new ﬁnancial agreement will be
sent to each member and invoices for 2022 will
be sent to all members via our website during
December. Please access your proﬁles on the
OHASA website and download your invoices and
receipts for tax purposes.
The outgoing and new Executive committees
would like to extend season’s greetings to all our
members, non-members and dental traders and
thank you for your support throughout the year.
Without the dental traders we would not be able
to host such informative seminars and enjoy all the
beneﬁts of our membership. We wish you a most
blessed festive season ﬁlled with good health and

cherished family time, and a prosperous 2022.
Blessings to you all, Merry Christmas, Blessed
Eid, Chanukah and Happy Holidays. For now, live
a little, SMILE.

God Bless
Stella 
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FROM THE

INCOMING EDITOR
Dear Colleagues
It is a great honour for me to be the incoming Editor
of the OHASA Journal and a great responsibility to
step into the giant shoes of Rugshana Cader who
has done a stellar job thus far. I truly value the
trust and support from the Executive Committee
and appreciate the opportunity to work with likeminded scholars to nudge the OHASA Journal to
the next level. I am passionate about both oral
healthcare as a continuum and evidence-based
research. Thus, I envision the OHASA Journal
becoming the premier oral hygiene journal with
us continuing our collaborations with other dental
journals but with us also starting to learn together
and research together.
Let us all move forward within this new chapter
where we can each ﬁnd a way to bring forward
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our wealth of knowledge through the power of
evidence-based work. We must continue to seek
ways to ensure that all that we read about and put
forward is credible and useful for teaching, practice
and policy-making. There are possibilities for each
and every single one of us to collaborate, write
systematic reviews, put forward case studies and
search for little pots of funding to start with small
changes ﬁrst. Small changes added together make
a big change.
Under Rugshana Cader’s leadership, the OHASA
Journal has continued to ﬂourish and grow, so I am
very fortunate to take over a very healthy journal. I
am thus very excited about the future of our OHASA
Journal, and I look forward to working with you all
to achieve our new vision! The most important point
today though, is that the key piece of everything

Dr Aneesa Moolla
Editor

we do in the ﬁne-tuned machine that is the OHASA
Journal is YOU, the oral hygiene community, who
serve as its biggest audience. Ultimately, the
OHASA Journal relies on and is here to serve this
community. 
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ERGONOMICS IN DENTISTRY
A COMPREHENSIVE REVIEW
Akshat Sachdeva, Sumit Bhateja1, Geetika Arora2
1 Oral Medicine, Manav Rachna Dental College, Faridabad, Haryana
2 Department of Public Health Dentistry, Inderprastha Dental College and Hospital, Sahibabad, Uttar Pradesh, India

Source: https://www.researchgate.net/publication/340261176

ABSTRACT
Nature of the dental profession and postures assumed by dental
surgeons during their professional work has an enormous effect on their
body. Dentists nowadays are becoming more prone to musculoskeletal
disorders. A well-adapted design of the workplace is a basic requirement
for maintaining musculoskeletal health that will in turn enhance work
efficiency. The present article discusses the various methods to stabilize
the dental operatory to allow the operator to work with comfort, efficiency,
and ease.
Keywords: Dentistry, ergonomics, musculoskeletal disorders.
INTRODUCTION
Ergonomics can be deﬁned as an applied science concerned with structuring
and organizing things commonly utilized by individuals with the goal that both
people and things connect most efficiently and securely.[1] Every occupation has
its associated risks and occupational hazards, which ultimately bring ergonomics
into the picture. Ergonomics deals with the modiﬁcation of work as per the
requirement of people, rather than accommodating with the existing conditions.
The dental profession requires skillful dental preparations with great
precision and control. Muscles used for this purpose are at risk of becoming
fatigued and causing discomfort to the dentist. A dentist is known to be the
most susceptible to postural problems due to limited access and restricted view
which makes them vulnerable to occupational risks. The proper ergonomic
design should be given utmost importance to prevent tedious strain injuries
which eventually can lead to long-term disability. Ergonomic principles aim to
establish a relatively safe and healthy working environment for practitioners
which will eventually lead to increased productivity.
Since the past few years, the incidences of musculoskeletal disorders (MSDs)
have been on the rise. MSDs have been perceived as a serious cause of
concern and received considerable attention from the researchers and
health-care professionals.
MUSCULOSKELETAL DISORDERS
MSDs refer to a wide range of inﬂammatory and degenerative disorders of
muscles, tendons, and nerves. These disorders can result in pain and functional
impairment affecting many body parts such as the neck, upper and lower back,
shoulders, elbows, wrists, and hands.[2] Hill et al. in 2010 reported MSDs to
be one of the most common and leading causes for early retirement among
dentists.[3] The prevalence of musculoskeletal pain in dentists ranges between
64% and 93% with the back and neck being the most affected regions.[4] MSDs
affect areas such as the neck, back, shoulder, elbow, wrist, and ﬁngers. Early
symptoms include decreased strength, pain, swelling, and numbness. Other
symptoms may include excessive fatigue in shoulders and neck, weak hand
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grip, and hypersensitivity in hands and ﬁngers. Sustained awkward postures
often lead to stressed and shortened muscles which can become ischemic
and exert asymmetrical forces causing misalignment of the spinal column.[5]
Risk factors for musculoskeletal disorders
The risk factors for MSDs among dental professionals include:
• Prolonged awkward postures: dental personnel undertake awkward positions
to obtain an optimal view of the patient’s teeth and to coordinate the relative
positions between himself and the assistant. An increased amount of stress
is placed on the spinal disks when the back is bent or twisted. Furthermore,
performing prolonged activities over the shoulder height can be stressful.
In addition, the disc pressure increases rapidly when sitting in forwardly
bent and rotated positions.
• Repetitive motions: fatigue and muscle strain can be caused if motions are
repeated and that too for a prolonged period of time. The longer the period
of continuous work, the longer is the rest time period required.
• Inadequate lighting: compromised lighting in the dental operatory can
unintentionally lead to unnatural postures.
Apart from the above-mentioned risk factors, few others such as stress, poor
ﬂexibility, infrequent breaks, and improper equipment adjustment contribute
signiﬁcantly to MSDs.[4] A study conducted in 2016 found that nearly 44% of
dentists were at very high risk of developing MSDs.[6]
Carpal tunnel syndrome (CTS) is one of the nerve-related disorders primarily
involving the median nerve of the wrist and can be provoked by exposure to
vibration.[7] CTS has been linked with both repetitive and forceful work. There
is evidence of an association between CTS and highly repetitive work, alone
or in combination with other factors.[4]
Implications of musculoskeletal disorders
MSDs can induce premature fatigue, pain, and a negative attitude toward work.
The neck is the most commonly affected due to poorly designed workstations.[8]
Possible reasons for the same may be due to improper vision to the patient’s oral
cavity. The operator has a tendency to bend into awkward positions, resulting
into a deviation from the balanced posture. Furthermore, an incorrect neck
position may radiate to the back thus leading to backache. A study conducted
in 2018 to evaluate ergonomic postures during routine procedures discovered
that none of the operators had a correct neck position.[8] Lower and upper
back pain has also been reported by a large fraction of dentists. Lower back
pain can be exacerbated by inﬂexibilities around the hips and pelvis and
relative weakness of abdominal and gluteal muscles.[1] Constant ﬂexion and
extension motions of the hand and wrist without any rest lead to mechanical
stress on the digital nerves. A proper ergonomically designed workplace can
ensure abolishment of MSDs.
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INTERVENTION
Maintaining a balanced posture and preserving its symmetry are largely
dependent on the relationship established between the dentist and the
intraoral working area. Ergonomics should be included in the instrument
designing, planning of workstations, and should be implemented clinically.
It is always recommended that the distance between working ﬁeld and the
dentists eyes should be 35–40cm.[8] The following modiﬁcations can help
achieve ergonomic principles:
• Posture: poor postural alignment puts pressure on nerves and blood vessels,
causing excessive strain on muscles and causes wear and tear of joint
muscles.[9] Attempts should always be made to maintain an erect posture.
An adjustable chair with lumbar, thoracic, and arm support and adjustable
footrest should be used. The height of the chair should be adjusted to a
comfortable level. Excessive wrist movements should be avoided. The dental
chair should be raised so that the operator’s thighs can freely turn beneath
it. A balanced posture features can be summarized as:
• Straight back and respect for body symmetry
• Avoid forward inclination of the body
• Arms placed along the body
• Feet symmetrically positioned below the operator’s hands.
• Selection of instruments: The instrument performs the majority of the work
when the working edges are sharp thus reducing the excessive force
application. An additional force is required while using instruments with dull
or blunt edges. Furthermore, the use of lightweight and durable automatic
handpieces should be encouraged instead of manual hand instruments.
• Lighting and magniﬁcation: Parallel positioning of the light beam in the
observational direction provides shadow-free lighting thus improving the
work quality.[10] The use of dental loupes and microscope having multiple
levels of magniﬁcation facilitates a more upright posture and diminishes
back and neck pain.
• Dentist microbreaks: Frequent breaks should be taken to relax the body
parts. Work positions should be constantly changed for moving the muscle
workload from one area to another. A dentist can take a break to perform
stretches’ by the chairside.
• Scheduling: The appointment schedules should be planned to provide
sufficient recovery time and to avoid muscle fatigue. Alternate easy and
difficult cases should be undertaken with buffer periods.
• Training of dental personnel: Training is essential for any health-care setup. It
ensures that the employees are well versed about the occupational hazards,
and they can self-volunteer in identifying and controlling the possible risks.
FOUR-HANDED DENTISTRY
Four-handed dentistry has been described as a practice in which the dentist and
assistant work as a team to perform some operations planned with an intention
to beneﬁt the patient.[11] It involves the use of a trained chair side assistant to
work constantly with the dentist in performing the technical procedure during
the course of any dental procedure in the dental setup.[12] Proper utilization
of an extra pair of hands of the dental auxiliary in a four-handed dentistry
setup is generally regarded as an ideal method of delivering dental services.
To practice true four-handed dentistry, the following criteria must be met:[13]
• All equipment must be ergonomically designed
• The operating team and patient must be seated comfortably in ergonomically
designed equipment
• Preset trays should be utilized
• The dentist should assign all legally delegable duties to qualiﬁed auxiliaries
based on the state’s guidelines
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• The patient’s treatment plan should be planned in advance in a logical
sequence.
Zones of activity
The work area around the patient is basically divided into four zones called
“zones of activity.”[11] Zones of activity are identiﬁed using the patient’s face as
the face of a clock. The four zones of activity are as follows:
• Operator’s zone
• Assistant’s zone
• Transfer zone
• Static zone.
Different activity zones for the right operator are shown in Figure 1.
FUTURE DIRECTIONS
The subject of ergonomics lays down the foundation of dental training. Proper
ergonomics should be inculcated in every aspect of dental practice, including
instrument designing, planning of workstations, and should be implemented
while performing clinical work. The application of ergonomic principles
that identify, point out, and modify postural inadequacies is necessary. The
teaching of this discipline is inevitable as budding dentists’ in today’s world are
becoming more prone to develop occupational diseases. Audiovisual resources
should be incorporated in dental institutions so that the students as well as
practitioners can tempt to identify the mistakes and come up with solutions.
Dentists’ knowledge and attitudes toward ergonomics should constantly be
updated by conducting the educational programs to increase awareness,
reduce the incidence of occupational pathologies leading to early retirement
among dentists, and improve the quality of the dental health-care services
rendered to the patient.

Figure 1: Zones of activity for right-handed operator[11]
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CONCLUSION
Successful application of ergonomics in the dental operatory assures
high productivity, avoidance of injuries, and increased satisfaction among
patients. Adapting some basic principles and maintaining a balanced
posture can prevent the occurrence of MSDs. Awareness among dental
practitioners through continuing dental education programs and lectures
should be encouraged on a regular basis. Four-handed dentistry should
be routinely incorporated into the practice to enhance the efficiency and
ease of work. Hence, aspire to inspire before your expire!
Financial support and sponsorship
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Conﬂicts of interest
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CONTINUING PROFESSIONAL
DEVELOPMENT
QUESTIONNAIRE
– ARTICLE 1
ERGONOMICS IN DENTISTRY
1.

The prevalence of musculoskeletal pain in dentists ranges between:
A.

64–93%

B.

43–64%

C.

22–43%

D.

05–22%
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2. Dentists most commonly complain of musculoskeletal pain affecting
the:
A.

Neck

B.

Shoulders

C.

Wrists

D.

Hands

3. The factor not associated with an increased risk of musculoskeletal
disorders among dental professionals is:
A.

Sitting forwardly in a bent, rotated position

B.

Infrequent breaks

C.

Adequate lighting

D.

Repetitive movements

4. Identify the incorrect statement. Practical tips to protect against
musculoskeletal disorders among dental professionals include:
A.

Selection of an adjustable chair with lumbar, thoracic, and
arm support

B.

Use of manual hand instruments over automated handpieces

C.

Use of magniﬁcation

D.

Scheduling of appointments to allow for recovery time

5. The region in which dental materials and instruments are exchanged
between the dental assistant and operator in four-handed dentistry
is termed the:
A.

Operator’s zone

B.

Static zone

C.

Assistant’s zone

D.

Transfer zone

6. In the dental setting, a happy patient population, high productivity,
and protection against injury relies on appropriate workspace design,
instrument selection, and work performance.
True or False?
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ABSTRACT
Tooth surface loss (TSL) is a complex phenomenon characterized by the
loss of hard tooth structure at various locations of the teeth, usually due
to more than one factor. TSL due to abrasion can be signiﬁcant in patients
consuming coarse, abrasive diet. The present case reports an interesting
incisal edge abrasion in a female patient, attributed to a particular
dietary behavior of long-term consumption of sunﬂower seeds. All her
family members and most of the people from her native place were also
reported to have similar lesions by the patient. Larger epidemiological
studies to assess the prevalence and severity of such abrasive lesions
in geographic areas with this particular dietary habit need to be carried
out so that people may be made aware and educated about alternative
ways of eating sunﬂower seeds that will not cause any form of tooth wear.
Keywords: Habit; incisal edge; sunﬂower seeds; tooth surface loss.
INTRODUCTION
Tooth wear is a collective term used to describe the surface loss of dental hard
tissues from causes other than dental caries.[1] It is a complex, multifactorial,
irreversible phenomenon which involves an interplay of mechanical, chemical,
and biological factors.[2] Although the process is considered physiological,
which is cumulative with age, excessive wear not proportionate to the age may
affect the normal function or esthetics, hence may be deemed pathological.[1,3]
Tooth wear as found in the dental literature includes abrasion, erosion,
attrition, and abfraction.[4] Abrasion is the pathological wear of dental hard
tissue by abnormal mechanical processes which usually occurs by the friction
of exogenous material forced over tooth surfaces.[5] The pattern of abrasion is
highly variable depending on the type of agent causing it. The most common of
them include faulty toothbrushing that usually leads to wedge-shaped defects
in the cervical regions, followed by the use of abrasive dentifrices that can
cause lesions on labial surfaces of teeth.[6,7] Toothpicks and ﬂoss can cause
abrasion on the proximal surfaces of exposed roots.[8] Occupational abrasion
as seen in hairdressers and cobblers due to opening of bobby pins with teeth,
holding nails between teeth, etc., can present as notching of incisal edges of
anterior teeth.[6] Wearing of anterior teeth has also been reported in cases of
pipe smokers in the region where the pipe stem is held.[9]
Although a number of factors such as dental hygiene aids, certain occupations,
habits, and cultural practices have been associated with abrasion, the most
common yet most overlooked factor is food. Variations in severity and pattern
of abrasion between populations are attributed to the abrasiveness of the diet
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and the use of teeth as tools. The action of abrasive food on enamel can cause
pitting, gouge marks, and other characteristics of mechanical breakdown.[3]
Occurrence and pattern of abrasion as a result of cultural and eating habits
is of great importance, as some of these may be abnormal or pathological,
affecting both function and appearance of teeth and may require attention
from both patients and dentists. Hence, we report this case of an incisal
edge abrasion caused due to an abnormal pattern of eating sunﬂower seeds.
CASE REPORT
A 44-year-old female patient reported to our dental outpatient clinic with the
chief complaint of deposits on her teeth. No signiﬁcant medical history was
reported. Her previous visit to the dentist was 4 years ago in for getting her
teeth cleaned.
Her dietary history included a mixed diet. It also revealed about her habit of
consuming sunﬂower seeds as a snack since her childhood for about 35 years.
Raw, unroasted seeds were cracked in between her upper and lower incisors
one at a time to remove the shell and the kernels were consumed. The main
reason for consuming sunﬂower seeds was that it was easily accessible as
her father was a farmer and grew sunﬂower.
On further inquiry, a positive family history was reported. The patient told
that her brother, sister, mother, grandfather, and her husband were all having
the same habit of consuming sunﬂower seeds in a similar manner from the
past 30 to 35 years.

Figure 1: Dental photograph of the patient displaying incisal edge abrasion in relation
to upper and lower central incisors
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Regarding oral hygiene practices, the patient used a soft-bristled toothbrush
and toothpaste for cleaning her teeth since childhood. She brushed twice
daily for about 2–3 min in a vertical direction. She cleaned her tongue with
the toothbrush itself. No other oral hygiene aids were used.
On intraoral examination, all permanent teeth were present. Patient had
fair oral hygiene and no carious lesions. Mild calculus was present in the
lingual aspect of lower anterior teeth. No pockets or loss of attachment was
detected. Further examination of anterior teeth revealed a prominent notching
on the incisal edges of upper and lower incisors [Figure 1]. The lesions were
symmetrical and complimentary in their location to each other. The lesion
extended to about 2mm in depth in enamel. None of the posterior teeth showed
any sign of wear. The case revealed no history of dentinal hypersensitivity in
affected location. Informed written consent was obtained from the patient to
click and publish photographs of her teeth. Since all her other family members
were in her native place, we could not examine them personally. Hence, the
patient was requested to provide the dental photographs of all the affected
members with their consent.
Dental photographs of patient’s husband, grandfather, sister, father, and
uncle showed similar ﬁndings on their anterior teeth [Figure 2]. Patient reported
the prevalence of such similar notching on incisors among many of her friends
and relatives from her native place.

In the present case also, incisal edge notching was due to the particular
style of cracking the shell of the seed by keeping it vertically in between the
upper and lower incisors and applying some amount of force to crack it. Hence,
the pattern of tooth wear corresponded to the seed shape. Since the seeds
used were raw, unroasted, and unsalted in the present case, no other factor
could be attributed to the abrasive notches other than mechanical force used
to break open the seeds unlike in previous studies where salt and citric acid
used for coating the seeds have been attributed to cause abrasion-erosion
lesion. It was also reported by the patient that most of the families living in
and around patient’s native place were of poor socioeconomic status and thus
this habit was widely prevalent.
Another interesting fact was that the patient was not concerned with the
esthetic appearance as she thought it was normal since most of the people
in her town exhibited similar teeth. This indicates a total lack of awareness
about dental health.
The present report indicates that abnormal eating habits such as cracking
seeds of sunﬂower with teeth can lead to tooth wear. Lack of awareness about
the impact of such habits among patients may lead to extensive tooth wear
with time and may hamper normal function and esthetics.
Hence, epidemiological studies to assess the prevalence and severity of
such abrasive lesions on incisors due to such cultural habits need to be carried
out. People should be educated about the impact of such dietary habits on
dental health and also about alternative ways of eating sunﬂower seeds that
will not cause any form of tooth wear.
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Figure 2: Dental photograph of the patient’s sister displaying incisal edge abrasion
in relation to upper and lower left central incisors

DISCUSSION
Abrasion is the predominant wear mechanism caused by the mastication
of hard ﬁbrous material which can involve foreign objects or substances
repeatedly introduced in the mouth, contacting the teeth.[10] Several types of
abrasion due to eating habits have been reported in the past. A generalized
tooth wear manifested as abrasion affecting all teeth and restorations were
reported in patients with pica, resulting from eating of nonnutritive substances
such as clay, soil, needles, chalk, pencil, coal, and wood.[11] In another case,
a localized tooth wear manifested by a combination of abrasion and erosion
lesions attributed to eating fresh chilies after most evening meals followed
by an immediate toothbrushing was reported.[12] In another report of a bizarre
case of eating sand for more than 20 years, extensive abrasive lesions were
found on all teeth.[13]
Few studies have reported a mild-to-severe degree of incisal notching seen
with a particular type of habit which includes eating of dried and roasted seeds
as seen in Jordan, Syria, Iraq, Saudi Arabia, Lebanon, Egypt, etc., The seeds may
be from watermelon, pumpkins, squash, or sunﬂower.[14,15] In a study conducted
on 141 patients attending an oral center in Jordan, about 57% reported regular
eating of watermelon seeds. A signiﬁcantly higher tooth surface loss scores
were recorded in the incisors of these patients.[14]
Another study also conducted in Jordan on 502 participants having a history
of consumption of salted and roasted watermelon seeds, different grades of
incisal edge abrasions in the form of V-shaped notches were found.[15]
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ABSTRACT
Glucocorticosteroids are used extensively in dentistry for their antiinﬂammatory and immunosuppressive effects. Most of the diseases
forwhich steroids are used are characterized by inﬂammation, which
appears secondary to a hypersensitivity reaction against auto components.
Glucocorticoids do not interfere with the primary disease mechanisms but
they are used because of their anti-inﬂammatory andimmunosuppressive
effects. It seems reasonable to proﬁt from steroids as palliatives in acute
phases of the diseases and/or as long-termsuppressors of the general
host defense. The article deals with the use of corticosteroids in the
treatment of the various conditions anddiseases affecting oral cavity.
Keywords: Corticosteroids, Anti-inﬂammatory, Immunosuppressive,
Oral lesions.
INTRODUCTION
Corticosteroid drugs have been used therapeutically for a growing number of
disorders over the last half-century. The number of synthetic corticosteroids
available to the clinician has also increased, with drugs of varying potency
and duration of action to suit the intended purpose. Corticosteroids have
revolutionized the management of several disabling conditionsand saved
many lives. However, they have adverse drug reactions and are suboptimally
prescribed.4 In UK, it is estimated that more than 250,000 people are taking
continuous oral corticosteroids,5 and more than half of all children being treated
for asthma in primary care are exposed to chronic high doses of corticosteroids
via combination of inhaler and intranasal devices.6
Physiology of the Corticosteroids
There are three groups of steroid hormones produced in the adrenal cortex:
The androgens, the mineralocorticoids and the glucocorticoids. Adrenal cortex
secretes glucocorticoid and steroid have widespread effect on the metabolism
of carbohydrate and protein.1
The zona fasciculata secretes glucocorticoids, cortisol and corticosterone as
well as small amount of adrenal androgen and estrogens. The secretion of these
cells is controlled by hypothalamic pituitary axis (HPA) via adrenocorticotropic
hormone (ACTH).3
Uses of Corticosteroids in Dentistry
Steroids are commonly used to limit postoperative inﬂammation. Two recent
applications have been the combination of hydrocortisone with oxytetracycline
to prevent alveolar osteitis7 and the prevention of postoperative lingual and
inferior alveolar nerve hypersensitivity following third molar extractions by
using dexamethasone in conjunction with the analgesic agent dipyrone.8
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Corticosteroid is used in following conditions:
Prophylactic Drugs
In oral surgery, various major surgical procedures, like sagittal split osteotomy,
vestibuloplasty procedure, preprosthetic surgery, 3rd molar surgery, an excoriation
and ulceration of lips due to retraction of lips,11 corticosteroids have been given
prophylactically to limit postoperative edema, usually high dose; short-term
steroids are used because it has no effect on wound healing and absence
of withdrawal symptoms. In major surgical procedures, the main function of
steroids is, it decreases edema, trismus, pain and hospitalization time.2
Recurrent Aphthous Ulceration (RAU)
It is one of the most common oral mucosal pathosis. Systemic prednisone
therapy should be started at 1.0mg/kg once a day in patients with severe
RAU and should be tapered after 1 to 2 weeks. The aim of treatment is to
intercept the development of the ulcerative phase of the lesion by exploiting
the immunosuppressive activity of glucocorticoids.10, 23
Desquamative Gingivitis
Corticosteroid is used extensively in various conditions causing desquamative
gingivitis.26
Lichen planus: The erosive, bullous or ulcerative lesion of lichen planus
are treated with high potency topical steroids, such as 0.05% ﬂuocinonide
ointment (Lidex, three times a day). Lidex can also be mixed 1:1 with carboxy
methyl cellulose paste or other adhesive ointment. A gingival tray can also be
used to deliver 0.05% clobetasol propionate with 1,00,000 IU/ml of Nystatin in
orabase. Around 3 to 5 minutes application of this mixture daily appear to be
effective in controlling erosive lichen planus.14,16 In case of oral lichen planus
(LP), anti-inﬂammatory agents, such as the glucocorticosteroids (GC), e.g.
hydrocortisone plays a front-line role in the management of such conditions.11,12
Intralesional injection of triamcinolone acetonide (10-20mg) or short-term
regimens of 40mg of prednisone daily for 5 days, followed by 10 to 20mg
daily for an additional 2 weeks, have also been used in most severe cases.15
Bullous pemphigoid: The primary treatment of bullous pemphigoid is moderate
dose of systemic prednisone. Steroids sparing strategies (prednisone + other
immunomodulator drugs) are used when high doses of steroids are needed
or the steroid alone fails to control the disease. Clobetasol propionate 20mg
to 40mg/day is more effective for the treatment of bullous pemphigoid.16
Mucous membrane pemphigoid: Topical steroids are used in the treatment
of mucous membrane pemphigoid, particularly when localized lesions are
present. Fluocinomide (0.05%) and clobetasol propionate (0.05%) in an
adhesive vehicle can be used three times a day for up to 6 months. When the
oral lesions of mucous membrane pemphigoid are conﬁned to the gingival
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tissues, topical corticosteroids are affectively delivered with vacuum formed
custom trays or veneers.17
Systemic therapy of mucous membrane pemphigoid prednisone is usually
given at a dose of 1 to 1.5mg/kg/day, with appropriate monitoring for side
effects. Therapy with prednisone lasts several months. Accordingly, calcium
and vitamin D supplementation, along with bisphosphonate therapy and
baseline dual energy X-ray absorptiometry (DEXA) scanning, should be
considered. Generally, the adjuvant immunosuppressive drug is continued
for approximately 2 years.18
Pemphigus vulgaris: The main therapy for pemphigus vulgaris is systemic
corticosteroids with or without the addition of other immunosuppressive
agent. Topical corticosteroid (0.1% triamcinolone acetonide) provides beneﬁt
in pemphigus vulgaris.19 In patient not responsive to corticosteroids or who
gradually adapt to them, “steroids sparing” therapies are used. Pulse therapy
of pemphigus vulgaris, the big shot20 refers to the discontinuous intravenous
infusion of very high doses of corticosteroids over a short time. Doses of each
pulse are not standardized but are usually 500 to 1000mg methylprednisolone
or 100 to 200 mg dexamethasone. The aim of pulse therapy is to achieve a
faster response and stronger efficacy and to decrease the need for long-term
use of systemic corticosteroids.

such as prednisone in dose of 1 to 1.5mg/kg/day, tapering over 3 to 6 weeks
depending on the severity of the episode may be effective.27

Erythema Multiforme
In the treatment of erythema multiforme (EM)—oral prednisone, 60mg/day
slowly tapered by 10mg/day over 6 weeks.21

USE OF STEROID IN ENDODONTIA
Corticosteroids are used as an endodontic anodyne.32 Steroids along with
the broad spectrum antibiotics are used as a pulp capping agent due to its
anti-inﬂammatory and anti-allergic property.
For example:
• Pulpovital = prednisolone + chloramphenicol + neomycin
• Dontisolon = prednisolone + neomycin
• Septomixine = dexamethasone + polymycin sulfate + neomycin
• Cavity liners = 1% prednisolone + 25% chloramphenicol + 50% gum
camphor to reduce postoperative thermal sensitivity.
Triamcinolone acetonide is a potent corticosteroid that could be used
effectively to eliminate or at least reduce the severe inﬂammation that might
occur secondary to endodontic treatment. The application of corticosteroids to
exposed dentine following cavity preparation, in indirect pulp capping, to the
exposed pulp or to the pulp remnants and periapical tissue during root canal
therapy has been claimed to eliminate postoperative pain and inﬂammation.13

In Emergency Drug Kit
Corticosteroids are used to manage acute allergic reaction, after use of
epinephrine and histamine blocker in prevention of recurrent anaphylactic
shock. Corticosteroids are used as second line of drug because of their slow
onset of action (after IV takes 60 minutes to act). Because dexamethasone
and methylprednisolone are contraindicated in acute adrenal insufficiency,
therefore, hydrocortisone sodium succinate is the drug ofchoice.29
Infectious Mononucleosis
Corticosteroids have shown to shorten the febrile course and alleviate malaise
and lassitude. Prednisone in doses of 60 to 80mg/day should be used initially
with rapid reduction, as clinical improvement occurs.22
Central Giant Cell Granuloma
Intralesional steroids are used in the treatment of central giant cell granuloma.
In one of the study, equal parts of triamcinolone acetonide (10mg) and lidocaine
(0.5%) were mixed. Approximately, 3ml of solution was injected into the lesion by
multiple penetrations with a needle of 0.5mm in diameter. The injections were
done weekly. In 6th week, if penetration of the cortex overlying the osteolytic
zone was no longer visible; this determined the end of the treatment. Three
weeks after termination of the intralesional injection bony regeneration could
be observed radiologically.24
Bells Palsy
Most common form of facial paralysis is Bells palsy, pathogenesis is unknown.
Treatment: Prednisone 60 to 80mg daily during ﬁrst 5 days and then taper
over the next 5 days.25

Mucocele
Intralesional injections of corticosteroids have been used successfully to treat
cases of mucoceles.28
Oral Submucous Fibrosis
Submucosal injections of a combination of dexamethasone (4mg/ml) and
two parts of hyaluronidase (200 usp unit/ml) diluted in 1 ml of 2% xylocaine
by means of a 27 gauge dental needle, not more than 0.2ml solution/site
for a period of 20 weeks. Similarly submucosal injection of triamcinolone
10mg/ml diluted in 1 ml of lidocaine 2% to avoid immediate tissue irritation and
to facilitate proper distribution of drug at the sites, biweekly recommended.33
TMJ Disorders
Intra-articular corticosteroids have been proved useful in alleviating pain, swelling
and dysfunction in inﬂammatory diseases of TMJ disorders. Glucocorticosteroids
(beta-methasone—3mg/ml) are often injected together with a local anesthetic
agent to counteract some of local adverse effects.31

Postherpetic Neuralgia
Systemic steroids reduce pain and disability and had no signiﬁcant effect on
the incidence and severity of the postherpetic neuralgia.30
CONCLUSION
Glucocorticosteroids have proven to be the archetypal, double-edged sword
of medicine. The risks associated with coticosteroids parallel the beneﬁts of
their therapeutic power.
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CONTINUING PROFESSIONAL DEVELOPMENT QUESTIONNAIRE
– ARTICLE 2
CORTICOSTEROIDS IN DENTISTRY
7.

Glucocorticoids are indicated for the treatment of:
A.

Pain

B.

Fever

C.

Inﬂammation

D.

Disruption of the primary disease mechanism

8. Systemic steroids are the ﬁrst line of treatment for:
A.

Lichen Planus

B.

Bullous Pemphigoid

C.

Mucous Membrane Pemphigus

D.

Pemphigus Vulgaris

E.

B and D above
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9. The appropriate treatment regimen for severe recurrent aphthous
ulceration is:
A.

Prednisone 60 to 80mg daily over the 1st 5 days, tapering
over the following 5 days

B.

Prednisone 1 to 1.5mg/kg/day, tapering over 3 to 6 weeks

C.

Prednisone 1mg/kg once per day, tapering after 1 to 2 weeks

D.

Prednisone 40mg daily for 5 days, followed by 10 to 20mg
daily for 2 weeks
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ABSTRACT
Different drugs used to treat asthma, such as beta 2 agonists and inhaled
steroids, may promote a higher risk of caries, dental erosion, periodontal
disease and oral candidiasis. This article reviews the evidences of
mechanisms involved in oral diseases in patients affected by asthma.
The main mechanism involved is the reduction of salivary ﬂow. Other
mechanisms include: acid pH in oral cavity induced by inhaled drugs
(particularly dry powder inhaled), lifestyle (bad oral hygiene and higher
consumption of sweet and acidic drinks), gastroesophageal reﬂux, and
the impairment of local immunity. In conclusion asthma is involved in
the genesis of oral pathologies both directly and indirectly due to the
effect of the drugs used to treat them. Other cofactors such as poor oral
hygiene increase the risk of developing oral diseases in these patients.
Preventive oral measures, therefore, should be part of a global care for
patients suffering from asthma.
Keywords: Asthma, Corticosteroid inhalers, Dental caries, Oral candidiasis,
Periodontal disease, Saliva
INTRODUCTION
Asthma is a chronic inﬂammatory disease characterized by increased airway
responsiveness to various environmental triggers and by symptoms such as
wheezing, coughing, chest tightness and dyspnoea. The diagnosis is based
on clinical evaluation and functional demonstration of reversible airway
obstruction, either spontaneously or after medical treatment [1]. Different
mechanisms of inﬂammation are involved in the pathogenesis, leading to
heterogeneous phenotypes of the disease. This includes T Helper 2 (TH2)
pathway in which eosinophils play the main role (this group includes allergic
but also non allergic asthma), and the non TH2 pathway with neutrophilic,
mixed or paucicellular inﬁltrates [1].
Asthma is a growing health problem affecting over 300 million people
worldwide. The recent Global Strategy for Asthma Management and Prevention
Report shows that 15% of Italian children suffer from wheezing and 11.6%
from lifetime asthma. For adults, these percentages decrease to 6% and 10%
respectively and women result more affected by wheezing than men: 6.64%
versus 5.49%. Women also have a peak prevalence between the ages of 45
and 55 years old. Otherwise, the disease tends to decrease in old age [1].
The aim of asthma treatment is to reduce airways inﬂammation and to induce
bronchodilation in order to control symptoms and prevent the progression of the
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disease and the onset of exacerbations [1]. Treatment is chosen based on the
severity of the disease. The choices include mainly short acting bronchodilators
(these are not used alone but only in combination with anti-inﬂammatory drugs),
anti-inﬂammatory agents such as CSI (or oral CS used only in selected severe
patients), long acting bronchodilators, and leukotriene modiﬁers. Only severe
forms of asthma should be treated with biologic drugs [1].
Many inhaled drugs used to treat asthma may have systemic effects.
Inhaled corticosteroids systemic effects impact on the hypothalamo-pituitaryadrenal (HPA) axis, as well as on bones, skin, eyes, growth and immunity.
Systemic effects are dose-related and their relevance depends on patient’s
susceptibility regardless of steroid type. However different molecules are
associated with differently relevant side effects, being budesonide responsible
for a few systemic effects whilst ﬂuticasone having a higher risk especially
at doses above 400 mcg/day [2]. In asthma many studies have shown that
ICS have an excellent safety proﬁle at the low doses usually required, since
adverse effects appear mostly at higher doses [3].
Inhaled beta2-agonists at high dose also cause doserelated systemic
adverse effects including tremor, tachycardia, hypokalaemia and are associated
to electrocardiographic sequelae, which are mediated by extrapulmonary
receptors. Systemic absorption occurs primarily across the lung-vascular
bed and hence compounds which are more lipophilic, such as fenoterol, are
absorbed to a greater extent [4].
Inhaled anticholinergics (ex. tiotropium) can cause side systemic effects that
include cardiac events such as tachycardia and gastrointestinal involvement
such as constipation, as well as urinary retention and urinary tract infections.
Concerning tiotropium (the only anticholinergic drug approved in severe
asthma) it has been reported in asthmatic adults and in children that there
were low or absent systemic side effects in all age groups [5].
At the same time, these drugs can have local effects being involved in oral
disease through different pathways, promoting a higher risk of caries, dental
erosion, tooth loss, periodontal disease and oral candidiasis [6]. Furthermore,
asthmatic patients, independently from taking drugs, may show also a
modiﬁcation in stimulated salivary components -such as a decrease in total
protein, amylase, hexosamine, salivary peroxidase, lysozyme and secretory
IgA—that further impairs drug induced xerostomia [6]. Moreover there are
evidences that bronchial asthma itself can be considered a risk factor for
increased gingival inﬂammation and dental erosion and that its severity is
directly related with a higher risk for dental caries and gingival affection [7].
The aim of this review is to analyse the mechanisms involved in the developing
of oral lesions and pathologies in asthmatic patients.
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ASTHMA AND ORAL HEALTH
Asthma and the oral environment: effects on salivary ﬂow and oral mucosa
Saliva is composed of water and a range of inorganic and organic components,
which allow oral protection from micro-organisms, lubrication for mastication,
and protection for tooth structures [8].
The physiological functions of the saliva are to supply nourishment to the oral
microbiota, to carry antimicrobial factors, and to contribute to the maintenance
of microbial homeostasis [9].
Over 700 different bacterial species have been identiﬁed in the oral
microbiota [10, 11]. Firmicutes are the most frequent bacteria phylum found in
the human saliva [12].
Salivary ﬂow and composition play a fundamental role in oral health, with
a defensive mechanism that can be impaired in the asthmatic condition due
to medications used and alimentary habits or lifestyles [7].
Saliva is involved in maintaining a neutral pH in the oral cavity sometimes
reaching values up to 7.67 depending on different types of buffering systems
such as bicarbonate, phosphate, urea, and amino peptides [8]. Salivary ﬂow
allows a mechanical cleansing against food debris or microbial agents, and
oral clearance is related to the rate of secretion [6]. These conditions are
impaired in asthma as beta 2 agonists revealed a negative effect on the
salivary production rate and many inhalers have a low pH [7].
Three studies conducted between 1991 and 1998 about the effect of beta
2 short acting agonists, taken over a period of 7 days, reported no reduction
in salivary ﬂow. A study of 15 patients with moderate persistent asthma
treated with salmeterol 50mcg plus ﬂuticasone propionate 100mcg twice
daily, for 1 month, demonstrated a reduction in salivary ﬂow rate associated
to an increase in dental plaque index and no modiﬁcation in salivary IgA [13].
In another study conducted in 2001, 30 patients with moderate to severe
asthma were treated for 6 weeks with salmeterol alone or in combination
with beclomethasone. It demonstrated that both treatments induced injuries
in mouth mucosa without modiﬁcation of salivary ﬂow, indicating that it was
not the only protective factor for gingivitis [14].
Recently, tiotropium (a long-acting anticholinergic inhaled drug-LABA)
has been approved as an add-on controller medication in patients with
severe asthma [15]. Xerostomia is a typical side effect of the anticholinergic
therapeutic class, and it has been investigated in a pooled safety analysis
of 3 474 adults with symptomatic asthma from seven phase II and III clinical
trials. Dry mouth was reported by 1% of patients in the tiotropium 5 μg group
and 0.5% of patients in the placebo group. Similar results were found for the
tiotropium 2.5 μg pooled group versus placebo (0.4% and 0.5% of patients,
respectively). Finally dry mouth was not considered relevant and did not lead
to treatment discontinuation in any patients [16]. In adolescents and children
the Cano-TinAasthma ® trial reported that there were no evidence of dry mouth
in patients treated with LABA [17]. In conclusion, dry mouth was low or absent
in all age groups treated with tiotropium that therefore is an additional welltolerated and effective therapeutic option for the treatment of severe poorly
controlled severe asthma [5].
The reduced salivary ﬂow could result in lower antimicrobial protection
and oral dehydration of the mucosa so that, in order to prevent xerostomia,
these patients intake a large amount of products that could be cariogenic. In
fact, an increasing consumption of drinks that have low pH was noted and
could be involved in erosive lesions. Lifestyle choices of asthmatic children,
with frequent consumption of sweets, could also promote oral lesions [7].
Furthermore, the inhaled therapy is often taken at night before going to bed
without any oral hygiene and the lack of masticatory movements might increase
the damage in the oral environment due to the medications themselves [7].
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ASTHMA AND CANDIDIASIS
Inhaled steroids play a central role in asthma treatment due to their antiinﬂammatory effect [1] and their reduction of asthma mortality.
Oropharyngeal candidiasis is common in people using nebulized
corticosteroids [6], with a seemingly direct correlation between high doses
and the time of exposure. Oral candidiasis typically includes symptoms such
as an unpleasant feeling in throat and pharyngodynia. This discomfort can
lead to discontinuation of the therapy [18]. Oral candidiasis is mainly caused
by the immunosuppressive effects of ICS [19] and a decrease in salivary IgA
and histatin [18]. Evidence has shown that only about 20% of the inhaled
dose actually reaches the lungs, with the major amount remaining in the
oropharynx. Furthermore, many of the dry powders inhalers (DPI) contain
lactose monohydrate as a carrier which may worsen this disease. Beta 2
agonists may also contribute to a higher incidence of candidiasis by reducing
the salivatory rate [6] Table 1.
Table 1: Possible causes of oral candidiasis
Lactose contained in the dry powder of inhalers that could promote candida’s growth
and proliferation
Low salivary ﬂow rate due to beta 2 agonists
Immunosuppressive and anti-inﬂammatory effects of steroids
Decreased levels of IgA

A study conducted in Japan in 2003 enrolled 143 asthmatics under treatment
with inhaled steroids (96 with ﬂuticasone propionate Diskhaler at 50, 100, or
200 μg per dose and the remaining 47 with beclomethasone dipropionate
100 μg per dose), 11 asthmatics patients not treated with CSI and 86 healthy
controls. The data conﬁrmed that a larger amount of Candida spp. organism
was detected in asthmatic patients treated with CSI (p < 0.001). The aim of
the study was also to evaluate the incidence of oral candidiasis in patients
treated with ﬂuticasone propionate through a dry powder inhaler rather than
in patients treated with beclomethasone dipropionate administered using a
pressurized metered-dose inhaler with a spacer. Candida was detected in
26% of asthmatics treated with ﬂuticasone and in 10% of those treated with
beclomethasone (p = 0.02). The inhaled dose of ﬂuticasone was approximately
50% of beclomethasone and both the detection rate and the amount of candida
were signiﬁcantly higher in patients treated with ﬂuticasone. It was concluded
that beclomethasone use did not correlate with the amount of candida
whereas there was a direct correlation between the amount of candida and
the dose of ﬂuticasone. The explanation could be that ﬂuticasone, despite the
major anti-inﬂammatory effects which requires low doses for achieving the
therapeutic effect, may impair local immunity due to major solubility, strong
inhibition of T cell migration and proliferation, and impaired viability of IL 5
induced eosinophils activation. In addition, the ﬂow rate seems to impact on
oral candidiasis susceptibility [18].
These ﬁndings were conﬁrmed in a later study that evaluate the use of
Fluticasone Propionate (FP) as a dry powder inhaler. In this study, four groups
of patients were enrolled: 62 asthmatic patients who were taking 200 μg/
day of FP, 122 asthmatics who were taking 500 μg/day of FP, 50 asthmatic
patients who had not been on inhaled corticosteroid (ICS) treatment and 40
non-asthmatic subjects. The frequency of positive swabs for Candida colonization
was higher in the 500 μg/day FP group than in the asthmatics without ICS (p
< 0.05) and it was also higher than normal controls (p < 0.05), whereas there
weren’t differences between the 200 μg/day FP group and controls. The most
inﬂuential variables for Candida colonization in patients who used ICS were
the washing of patients’ throats (p < 0.0001) and the duration of ICS treatment
more than 12 months (p < 0.05) [20].
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In 2007 a study was conducted to evaluate the risk of oropharyngeal and
esophageal candidiasis in 40 asthmatic patients above the age of 18 compared
to controls. The patients were treated with inhaled steroids (400 mcg to 1600
mcg of budesonide or ﬂuticasone) for at least 1 month. The study distinguished
between infection (clinical symptoms plus positive cultures) and colonization
(only positive cultures). The results showed oesophageal candidiasis and
oropharyngeal candidiasis in 2.5% and 5% of asthmatic patients respectively,
while no differences were detected in candida colonizations in the two sites
between the asthmatic group and the control group. These ﬁndings are not
yet conclusive [21].
In order to minimize the incidence of oral candidiasis many preventive
measures can be adopted, such as rinsing the mouth and using a spacer
device, administering topical antimycotics (e.g. nystatin), using sialogogue
medications in patients with low salivary ﬂow rate, and chewing sugar free
gums [6]. Moreover gargling a solution of amphotericin diluted 1:50 resulted
in reducing the amount of candida and improving symptoms rather than just
gargling water [18].
In summary, the main causes of oral candidiasis could be inhaled steroids
(type and dose), This could be prevented by a correct mouth rinsing and using
the lowest ICS dose to control the disease.
ASTHMA AND DENTAL EROSIONS
Dental erosion is characterized by the loss of enamel and dentin due to
acid action. The pH threshold for dental enamel demineralization is below 5.5
[8]. The prevalence in the general population is 30.4% as documented by a
systematic review conducted in 2015 [22].
Asthma medications can lead to a higher risk of dental erosion by reducing
salivary protection against extrinsic (such as soft drinks, fruit juices, and dietary
supplements,) and intrinsic acids (such as gastric acids in Gastroesophageal
reﬂux disease-GERD) [6–8].
Furthermore, the main asthmatic drugs, especially the powdered ones,
create a pH of less than 5.5, which is the critical level for hydroxyapatite
dissolution [8] (Table 2).
Table 2: Possible causes of dental erosion
Reduction of salivary ﬂow rate due to beta 2 agonists
Increase in teeth’s exposure to acid
Extrinsic sources: acid soft drinks, acidity of medications (inhalers, in particular dry
powder)
Intrinsic sources: gastroesophageal reﬂux

Conclusions about the association between dental erosion and asthma
have been controversial. A British study conducted in 2 000 aimed to assess
the level of dental erosion in a random sample of 418 subjects (14 year-olds),
15.8% of them asthmatics. It concluded that the level of dental erosion was
higher in asthmatic children than in healthy controls (30% scored 2 vs 24%
scored 2 using Tooth Wear Index.) [23].
Another study conducted later in the UK (2003) including more than 1 300
(12 year-olds) asthmatic and nonasthmatic children, who were re-examined
2 years later, did not demonstrate a signiﬁcant difference in erosion prevalence
between the two groups. These results can be due to the fact that despite
88% of patients in the asthmatic cohort having drugs prescribed to them,
they showed a pH above the critical level of 5.5 [24]. These data underline
the importance of other cofactors besides drug therapy in the development
of dental erosion. In fact in 1998 O’ Sallivan found various other risk factors
that are associated with dental erosion which include: oral dryness due to the
effects of bronchodilators and mouth breathing, consumption of drinks with
low pH, and high acidity and gastroesophageal reﬂux (GOR) [25].
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The relationship between gastroesophageal reﬂux and dental erosion has
been proven [26] and the association between asthma and GERD is now well
documented [1]. A cross sectional study, conducted in 2017 in a sample of
1869 subjects (18 year-olds), detected erosion in 42.3% of them via a clinical
assessment using the Basic Erosive Wear Examination (BEWE). Among the
comorbidities investigated, asthma, allergies, eating disorders and GOR were
found to be 2.7%, 8.5%, 1.4% and 1.3% respectively. The statistical analysis
revealed that the prevalence of erosion in the anterior region was related to
gastroesophageal reﬂux, eating disorders, and asthma with a signiﬁcance
level of p < 0.05 [27].
GOR symptoms are more prevalent in asthmatic patients (approximately 75%)
compared to controls [28] and the mean prevalence of dental erosion in adult
patients affected by GOR is 32.5% [29]. It is assumed that antiasthmatic drugs
delivered with DPI (which show lower pH compared to when administered with
MDI), are associated with more dental erosion. There is no clear difference,
however, in the degree of tooth erosion noticed using the two different way
of drug administration. This could demonstrate the importance of GOR and
other concomitant factors including lifestyle and oral hygiene in determining
dental erosion [30].
A recent cross sectional study (2019) involving 400 children aged 6 to 14
years old, evaluated the relationship between dental erosion and etiological
factors. The patients’ risk level of developing dental erosion was obtained from
the BEWE index. A statistically signiﬁcant relationship (p = 0.05) between the
intake of carbonated beverages, isotonic drinks and fruit juices and a higher
BEWE was detected. Furthermore, regarding the use of drugs that could be
potentially erosive, a statistically signiﬁcant correlation (p = 0.006) was shown
with the BEWE index in patients using inhalers (5.3% of the total) [30].
Interventions such as rinsing the mouth with sodium bicarbonate or using
neutral sodium ﬂuoride mouth rinses after using inhalers [6], using spacer
devices, and treating GOR symptoms, could be helpful in treating and preventing
dental erosion [25].
In summary, dental erosion may be associated with the use of beta 2
agonists, independently from the type of inhaler, but cofactors like lifestyle,
associated drugs, or GERD can increase the risk. Thus, rinsing the mouth and
controlling cofactors is mandatory.
ASTHMA AND PERIODONTAL DISEASE (GINGIVITIS AND DENTIN
SENSITIVITY)
The periodontium is composed of gingivae, cementum, the alveolar bone, and
the periodontal ligament. The initial form of periodontal disease is inﬂammation
of the gingivae (gingivitis) which become swollen, shiny, and easily bleeding.
Periodontal health seems to be strongly connected to a proper salivary ﬂow [7].
Periodontitis with severe attachment loss on multiple teeth is prevalent among
approximately 0.2–0.5% of children and young adults [31].
Some studies report a signiﬁcant amount of accumulated plaque and
gingival inﬂammation in asthmatics [32]. Early in 1998, a study conducted in
100 asthmatic children revealed that the asthmatic population had signiﬁcantly
more plaque, gingivitis and calculus and more tooth surface loss compared
to healthy controls [33].
A study was conducted in twenty older asthmatic patients (18–24 years old)
with a mean duration of asthma of 13.5 years and twenty matched healthy
controls. It demonstrated that the frequency in gingival inﬂammation was higher
(p = 0.01) and the salivary ﬂow was lower (p = 0.01) in the asthmatic group [34].
In addition, a study published in 2017 showed that gingival inﬂammation
(considering the Gingival Index-GI) is more prevalent in asthmatic children than
in corresponding controls and that it increases with the severity of asthma [7].
A systematic review conducted in 2018, including 21 studies published
between 1979 and 2017, showed a strong association between asthma and
periodontal disease [35].
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Another study published 1 year later, including a systematic review of 11
studies and meta-analysis analyzing six parameters (plaque index, gingival
index, bleeding on probing, papillary bleeding index, calculus index, clinical
attachment loss,) conﬁrmed a possible association of asthma with periodontal
diseases in adults, especially regarding gingivitis (compared to healthy
individuals). However, the authors outlined that further studies with similar
methods are required to evaluate the interaction between these diseases [36].
A cross sectional comparative study conducted in 2016 among 40 asthmatic
patients (18–60 years old) showed a higher rate of dentin sensitivity (35.13%)
compared to controls (14.3%) (p = 0.00). These results, however, were not
conﬁrmed in another study where no difference was found between the two
groups. This was probably due to differences between using toothpastes
with desensitizing agents or not and other types of tooth wear with protective
effects against dentin hypersensitivity [30].
The periodontal involvement in asthma could be due to immune and
inﬂammatory processes, to side effects of asthma drugs, or to both [6]. The
main cause of impairment of periodontal tissue is probably the reduced
protective effect of saliva during oral dryness. This can be caused by mouth
breathing [6], the alteration of salivary composition, or the reduction of salivary
ﬂow [7]. This phenomenon can promote the interaction between bacterial and
immunological factors, including lower concentration of salivary IgA [6]. An
increased concentration in IgE in the gingival tissues and a higher incidence
of calcium and phosphorous with higher prevalence of calculus in the saliva,
can also be involved in poor periodontal health [6]. Furthermore, ICS may
reduce bone mineral density, including in the mandible [37]. Long term use
of ICS in adults can lead to an increase in fractures, particularly in those who
receive moderate to high doses. This can occur even if the systemic drug
bioavailability is minimal [38]. For these reasons, ICS may have an impact on
the onset and progression of periodontal disease and mandibular bone mineral
density should be checked regularly if other risk factors for osteoporosis are
associated. Therefore, disease control using the lowest ICS dose is one of
the most important practices in asthma therapy [1] Table 3.

a prevalence from 60 to 90% in school children [40]. Its pathogenesis is
multifactorial, comprehensive of environmental, behavioral, and genetic factors,
and involves a complex process of enamel dissolution and re-mineralization by
organic acids produced by microorganisms within dental plaque [8].
Several studies have demonstrated a strong association between asthma
and dental caries, particularly in children, although some other studies were
not able to prove this relationship. A possible explanation of the differences
between studies could be explained by different ﬂuoride exposures, medication
uses, and delivery devices (dry powder, spacers) [8].
Studies also suggest that prevalence of caries increases with the severity of
asthma and the duration of treatment [6]. As early as 1987, some authors did
not conﬁrm these ﬁndings, [41] and in 2004 a study conducted in 140 asthmatic
patients (7 to 17 years old) revealed that neither the period of the disease nor
the use of medications nor the severity of asthma had a signiﬁcant inﬂuence on
the risk of caries and gingivitis. Oral hygiene (79% of children reported a proper
oral hygiene) and dietary habits could not explain this lack of correlation [42].
On the other hand, a systematic review and meta-analysis conducted in 2010
evaluated the effects of asthma on primary dentition (11 articles) and permanent
dentition (14 articles) and suggested that asthma doubles risk of caries in both
primary and permanent dentition. Although there may be an overestimation of
the odds ratio for permanent dentition but not for the primary one found [43].
Another study conducted in an older population (twenty 18–24 years old
patients) with a long term duration of asthma (13.5 years), demonstrated a
higher incidence of initial caries (6 vs 1.3) and lower salivary secretion rate
than in controls without asthma [34].
More recent data come from a study conducted in Korea in 2018. A sample
of 44,203 subjects including 1 264 patients with asthma, were divided into
groups based on the age of diagnosis of asthma (0 to 64 years). Asthma
diagnosis in patients younger than 12 years showed a signiﬁcant correlation
with tooth loss due to caries rather than subjects with a delayed diagnosis
[44]. Different mechanisms are involved in the increase of caries prevalence
in asthmatic patients (Table 4).

Table 3: Possible causes of periodontal disease
Dehydration of alveolar mucosa due to mouth breathing

Table 4: Possible causes of dental caries

Alteration of immune response with an increased concentration of IgE and a
reduction of secretory IgA

Decrease of salivary ﬂow rate induced by beta 2 agonist

Reduction in salivary ﬂow due to beta 2 agonists

Decrease in the salivary pH due to the use of inhalers

Higher incidence of calculus due to an increased level of calcium and phosphorous
in saliva

Fermentable carbohydrate present in antiasthma medications

Decrease in bone mineral density due to inhaled steroids

A retrospective study involving a sample of 19,206 asthmatics, found that
the hazard of developing periodontal disease increased sharply for patients
with a more severe form of asthma (multiple emergency department visits
or hospital admission). An association between ICS treatment and a higher
risk of periodontal disease was detected [39]. However, this study contained
several limitations in correctly deﬁning asthma and periodontitis: a lack of
information about the severity of the disease, the dose of cumulative steroids
inhaled, and the short follow up period (about 6 years while periodontal
disease develops slowly).
Not only asthma, but also allergic rhinitis and other respiratory diseases
promoting mouth breathing could play an important role in developing
periodontal affection. For example, obstructive sleep apnea (OSA), adenoid and
tonsillar hypertrophy, neuromuscular disorders can affect young children [7].
ASTHMA AND DENTAL CARIES/DECAY
Dental caries are one of the most common chronic diseases in children and
they have been proven to affect systemic health and nutritional status, with
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Increase in Lactobacilli and Streptococcus mutant bacteria in saliva

Increased consumption of sweet food and drinks

Ryberg et al. found that the risk of caries in asthmatic children seemed to be
associated with the use of beta 2 agonists and consequently lower salivary
ﬂow increasing the amount of Lactobacilli and Streptococcus mutans. In
addition, inhaled beta 2 drugs are connected with a signiﬁcant decrease
in salivary and plaque pH [6]. Some dry powdered drugs contain sugar (as
lactose monohydrate), that are associated with reduced salivary ﬂow, may
contribute in developing of caries [6]. Also, as mentioned before, an increase
in consumption of cariogenic foods (such as sweet drinks, or sweet) in the
asthmatic population, is common.
Milano et al. conducted a study in 179 asthmatic children to examine the
relationship between the types of drugs, the frequencies of use, and the
dosing times of day on dental caries. They noticed that children who used
medication more than twice daily experienced more caries in both primary
and mixed dentition and also reported a temporal relationship between the
medication time and an increase in incidence of caries in primary dentition.
This particularly happened in children who had their dosing time before going
to bed without cleaning or rinsing their mouth [45].
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Two other studies outlined a higher percentage of caries in asthmatics with
permanent dentition. In the ﬁrst, caries were detected in 83% of patients with
permanent dentition rather than those with primary (70%) or mixed (78%) ones
[46]. The second study evidenced no increased risk of caries in primary teeth
while the relative risk in permanent teeth was estimated at 1.45 (95% CI),
especially in children taking both beta 2 agonists and inhaled steroids [47].
A cross sectional study conducted in 2016 on over 40 asthmatic patients
between the ages of 18 and 65, evaluated the dental status using the DMFT
index (decayed, missing, and ﬁlled teeth). Higher values of this score were
found in asthmatics in comparison to controls, but the differences were not
statistically signiﬁcant (p = 0.199). For decayed and missing teeth suggesting
a higher incidence of caries, the difference between the two groups was
statistically different (p < 0.001). Extraction was, in fact, the most common
therapy used for caries in the population studied, as the evaluated subjects
had been suffering from the disease for about 5 to 10 years and they did not
use any preventive dental care (partly due to the lack of information about
the drugs’ side effects) [48].
It is important to outline that not only asthma per se and asthma treatment,
but also concomitant rhinitis, can inﬂuence the incidence of caries. Rhinitis, as
documented in ARIA (Allergic Rhinitis and its Impact on Asthma) guidelines,
is present in almost 80% of asthmatic patients and could be a confounding
factor in the pathogenesis of oral disease in asthmatics, and this has not been
investigated in several studies [49].
A retrospective study conducted on 9038 children, observed for 9 years
since birth, analyzed the correlation between asthma, rhinitis and caries and the
inﬂuence of AR drugs in this condition. The authors concluded that there was
not any correlation between dental caries and asthma and that the clinical visits
for caries were increased by 13–25% in AR patients (p < 0.001). AR medications
can also play a role in caries formation by decreasing the salivary ﬂow rate.
Second generation antihistamines generally have less anticholinergic effects
than ﬁrst generation ones, but in this study both drugs were used. Furthermore,
topical nasal steroids can be connected, not only by reducing salivary ﬂow, but
also by changing oral ﬂora. Even if not under speciﬁc treatment, AR patients
could have increased levels of cariogenic bacteria and mouth breathing, which
is a known risk factor for caries formation [50].
In conclusion, in order to reduce the incidence of dental cavities in asthmatics
it is suggested to use sugar free medication and ﬂuoridated products to rinse the
mouth. Sugary medications and non-regular use of ﬂuoridated rings positively
correlate with an increased number of caries. Rinsing and gargling the oral
cavity, using spacer devices, and trying to reduce the dosage and frequency
of ICS are also recommended [44].

Through a simple evaluation it is possible to optimize the treatment
effectiveness and to practice a precision medicine approach for the global
well-being of our patients.
ABBREVIATIONS
ICS:
Inhaled corticosteroids
CSI:
Corticosteroid inhalers
DPI: Dry powder inhalers
TH2: T Helper 2
FP:
Fluticasone propionate
GERD: Gastroesophageal reﬂux disease
GOR: Gastroesophageal reﬂux
BEWE: Basic Erosive Wear Examination
GI:
Gingival Index GI
OSA: Obstructive sleep apnea
LABA: Long-acting anticholinergic inhaled drug
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CONTINUING PROFESSIONAL
DEVELOPMENT
QUESTIONNAIRE
– ARTICLE 3
ORAL HEALTH IN ASTHMATIC PATIENTS
10. Asthma directly and indirectly, through the drugs used to treat
the condition, places an individual at greater risk for developing
oral pathologies.
True or False?
11. Select the incorrect answer. In asthmatics drug-induced
mechanisms that increase oral disease susceptibility include:
A.

Decreased salivary ﬂow rate

B.

Increased salivary pH

C.

Gastroesophageal reﬂux

D.

Impaired local immunity
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WHAT IS HERD IMMUNITY?
Angel N Desai
Associate Editor, JAMA Network Open (Desai); Boston Children’s Hospital, Harvard Medical School, Boston, Massachusetts (Majumder)

Sources: Plans-Rubió P. Evaluation of the establishment of herd immunity in the population by means of serological surveys
and vaccination coverage. Hum Vaccin Immunother. 2012;8(2):184-188. doi:10.4161/hv.18444
HERD IMMUNITY OCCURS WHEN A SIGNIFICANT PORTION OF A
POPULATION BECOMES IMMUNE TO AN INFECTIOUS DISEASE,
LIMITING FURTHER DISEASE SPREAD
Disease spread occurs when some proportion of a population is susceptible to
the disease. Herd immunity occurs when a signiﬁcant portion of a population
becomes immune to an infectious disease and the risk of spread from person
to person decreases; those who are not immune are indirectly protected
because ongoing disease spread is very small.
The proportion of a populationwhomustbeimmuneto achieve herd immunity
varies by disease. For example, a disease that is very contagious, such as
measles, requires more than 95% of the population to be immune to stop
sustained disease transmission and achieve herd immunity.
HOW IS HERD IMMUNITY ACHIEVED?
Herd immunity may be achieved either through infection and recovery orby
vaccination.Vaccination creates immunity without having to contract a disease.
Herd immunity also protects those who are unable to be vaccinated, such as
newborns and immunocompromised people, because the disease spread within
the population is very limited. Communities with lower vaccine coverage may
have outbreaks of vaccine-preventable diseases because the proportion of
people who are vaccinated is below the necessary herd immunity threshold.
In addition, the protection offered by vaccines may wane over time, requiring
repeat vaccination.
Achieving herd immunity through infection relies on enough people being
infected with the disease and recovering from it, during which they develop
antibodies against future infection. In some situations, even if a large proportion
of adults have developed immunity after prior infection, the disease may still
circulate among children. In addition, antibodies from a prior infection may
only provide protection for a limited duration.
People who do not have immunity to a disease may still contract an infectious
disease and have severe consequences of that disease even when herd
immunity is very high. Herd immunity reduces the risk of getting a disease
but does not prevent it for nonimmune people.
HERD IMMUNITY AND COVID-19
There is no effective vaccine against coronavirus disease 2019 (COVID-19) yet,
although several are currently in development. It is not yet known if having
this disease confers immunity to future infection, and if so, for how long. A
large proportion of people would likely need to be infected and recover to
achieve herd immunity; however, this situation could overwhelm the health
care system and lead to many deaths and complications. To prevent disease
transmission, keep distance between yourself and others,wash your hands
often with soap and water or sanitizer that contains at least 60% alcohol,
and wear a face covering in public spaces where it is difficult to avoid close
contact with others.
FOR MORE INFORMATION
Mayo Clinic
www.mayoclinic.org/diseases-conditions/coronavirus/in-depth/herd-immunityand-coronavirus/art-20486808
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CONTINUING PROFESSIONAL
DEVELOPMENT
QUESTIONNAIRE
– ARTICLE 4
HERD IMMUNITY
12. The correct term for the population count that needs to achieve
immunity to restrict disease transmission within a community:
A. Tolerance
B. Threshold
C. Baseline
D. Limit
E. Benchmark
13. For any given population, the number of individuals who need
to be immune to a disease to limit spread remains constant,
regardless of the ease with which the disease is transmitted.
True or False?
14. Herd immunity can be achieved through:
A. Social distancing
B. Infection and recovery
C. Mask wearing
D. Hand washing
15. With highly contagious diseases, why is vaccination preferred
over infection and recovery to reach herd immunity within a
population?
A. Overburdened health care system
B. Excess deaths
C. Patient complications and increased morbidity
D. All of the above
16. Identify the incorrect statement:
A. Herd immunity offers full protection to susceptible/nonimmune individuals
B. Vaccination creates immunity without having to contract
the disease
C. The efficacy of a vaccine may wane over time
D. Antibodies produced post infection may only offer
protection for a limited period of time
E. Communities with low vaccine coverage may still
experience outbreaks of vaccine-preventable diseases
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Herd immunity works to control the spread of disease within a population
when a specific amount of that population (threshold) becomes immune
to the disease through vaccination or infection and recovery.
No immunity

Disease carrier

Herd immunity

Susceptible

Vaccinated or immune

When the immunity threshold is reached, susceptible individuals are protected
from infection because ongoing spread of disease is limited.
Vaccination results in immunity without having to contract disease
• When herd immunity is achieved by vaccination programs,
it will help protect people who cannot be vaccinated
because of their age or having certain medical conditions.
• Populations with less vaccine coverage may still have disease outbreaks.
• Protection given by vaccines may decrease over time.
Infection and recovery result in immunity through antibody production
• Many people must be infected and recover from the disease to develop
herd immunity, and some infections could cause complications or death.
• The disease may still circulate among children even
if many adults have been infected and recovered.
• Antibodies developed from infection may only
provide protection for a limited time.
Vaccines for COVID-19 are being developed but are not yet ready to use. To prevent
COVID-19 transmission, practice social distancing, wear a mask, and wash hands often.
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The University of the Western Cape invites Oral Hygienists for Course 1 in the
Expanded Scope of Practice (2000) as published in the Government Gazette
No.21736 of Nov 2000, Regulation No. R1150. This course includes procedures,
such as, administering of local anesthesia, temporary restorations, restoration
of cervical abrasion lesions, placement of soft linings in dentures as tissue
conditioners, taking cytological smears and speciﬁed functions in orthodontics, as
appropriate to the scope of the profession of Oral Hygiene. This set of expanded
functions will give Oral Hygienists an opportunity to acquire the requisite skills
for independent practice. This is the last of Course 1 that UWC will be offering.
Dates: Access to online material - from mid October 2021.
Online lectures will be hosted between 1–15 November 2021 (ﬂexible hours).
Contact dates for practicals at the Faculty: 18–25 November 2021.
Cost: R8500 (incremental payment is acceptable until 1 November). Applications
are currently open. Please indicate your interest before 30 September 2021
by ﬁlling in the attached application form. Upon receipt of your application, a
registration form with details of payment will follow.
Deadline for payment 1 November 2021.
Please direct all queries regarding the course to Ms Desiree Moloto 021-937 3162
dmoloto@uwc.ac.za and copy prbrijlal@uwc.ac.za
Application form below.

University of the Western Cape
Application form: Continuing Education Course 1
Expanded Functions Government Notice Gazette No. 21736 (Nov 2000),
Regulation No. R1150
Date: 18–25 November 2021
Entry-level requirements: Diploma or Bachelor in Oral Health, have access to the internet and a Gmail account
and be registered with the HPCSA.
Core Course content:
• Restorative procedures such as temporary restorations and restoration of abrasion lesions
• Administering of local anaesthesia
• Placement of soft linings in dentures as tissue conditioners
• Taking cytological smears
• Speciﬁed functions in orthodontics
Applicant Details: [Type into blocks]
HPCSA Reg. Number
(Active member)
Name and Surname as
registered with the HPCSA
Address

Landline number

Cell number

Email address (gmail essential)

Please take note:
Deadline for application: 20 September 2021. Applicants will be provided with forms to complete the
registration and payment process following acceptance. Cost R8,500. Deadline for registration and payment:
1 November 2021
Email application form to Ms Clarodine van Wyk 021-9373162 ccvanwyk@uwc.ac.za and
copy prbrijlal@uwc.ac.za

PROTECT

YOUR

PATIENTS
THE ‘PERIO PLUS
REGENERATE’ REVOLUTION:
+ Inspiring fresh taste sensation
+ Proven more effective
than pure CHX*
+ Regeneration and protection of
oral mucosa
+ Additional protection against
infections* and the causes of bad
breath
*Studies on www.perioplus.com/studies

REQUEST
SCAN TO
SAMPLE
P
RIO LUS
YOUR PE

RDER
H ANY O
FREE WIT R1000
OVER

NOW AT
E
R
O
M
T
FIND OU
S.COM
PERIOPLU

¡¤Tq/
DENTAL

admin@primedental.co.za
www.primedental.co.za

OHASA

Application for OHASA Membership for 2022

IFDH Member

Personal Details:
Title:

Surname:

First Name(s):

Preferred Name:

Maiden Name:

ID Number:

HPCSA No: OH/DA/DT/DP

Postal Address:

Physical Address:

Postal Code:

Postal Code:

Tel (Work):

OHASA Number: EC/KZN/GT/WC

Cell Phone:

Tel (Home):

Email Address:

Independent Practice

Supervised Practice

Branch: Please mark all sections with X
Western Cape

Eastern Cape

Gauteng

Current Member

KwaZulu-Natal

New Member

Important notices:

1. The e-mail address you provided above is the e-mail address that you elect to be used to send you
important notiﬁcations, including but not limited to the notice of the annual general meeting and any
special general meeting which may be held.
2. ALL MEMBERSHIP FEES ARE DUE ON OR BEFORE 28TH FEBRUARY 2022.
3. All current members who renew and pay their membership fees after this date will be charged an additional
administration fee of R250.00.
4. A 4-month interest free pay-off ﬁnancial agreement is available (Nov 2021 – Feb 2022). The form is
attached.
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Application for OHASA Membership for 2022

IFDH Member

5. All membership categories have full access to the OHASA website www.ohasa.co.za (own personal proﬁle,
CPD activities, etc.)
6. When you apply for membership of OHASA, you conﬁrm your acceptance of the provisions of the Constitution
of OHASA, the Code of Conduct and the Code of Ethics, and agree to be bound by the provisions thereof,
including any amendments made to the aforesaid codes and Constitution. By renewing your membership,
you annually conﬁrm your acceptance of the provisions of the aforesaid codes and constitution, as they
stand particularly indicating your acceptance of any amendments made during the preceding year.
COVID-19 Relief 2021 – If you were a member of OHASA in any category during 2021 you may join in the same category
in 2022 for a ﬂat rate fee of R500.00
Please note NEW BANKING DETAILS

OHASA MEMBERSHIP CATEGORIES:
Memberships

CORE
(Any Dental Professional)
R 660,00

Mark
with X

Membership Information

• 4 CPD Questionnaires inserted in OHASA Journal
(4 x 3 CEU’s per Questionnaire = 12 CEU’s)
• Discounted fee per full day seminar
• Core Members will not have voting rights
• 2 Full-day subsidized CPD OHASA Seminars (2 x 6 CEU’s = 12 CEU’s)

FULL MEMBERSHIP
(Oral Hygienist only)
R 880,00

• 4 CPD Questionnaires inserted in OHASA Journal
(4 x 3 CEU’s per Questionnaire = 12 CEU’s)
• 3rd full Day seminar at a discounted fee
• Full Membership Oral Hygienists’ have voting rights

ASSOCIATE
(If you are a qualiﬁed Oral
Hygienist but not registered
with the HPCSA)
R 880,00

• 2 Full-day subsidized CPD OHASA Seminars (2 x 6 CEU’s = 12 CEU’s)
• 4 CPD Questionnaires inserted in OHASA Journal
(4 x 3 CEU’s per Questionnaire = 12 CEU’s)
• 3rd full day seminar discounted fee
• No voting rights
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Memberships

Mark
with X

Membership Information

• 2 Full-day subsidized CPD OHASA Seminars (2 x 6 CEU’s = 12 CEU’s)

ALLIED
Dental Assistant: R1,441.00
Dental Therapist: R1,711.00
Dentist:

IFDH Member

R2,255.00

HONORARY
(No Membership Fee
applicable)

• 4 CPD Questionnaires inserted in OHASA Journal
(4 x 3 CEU’s per Questionnaire = 12 CEU’s)
• 3rd full day seminar discounted fee
• No voting rights
• 2 Full-day subsidized CPD OHASA Seminars (2 x 6 CEU’s = 12CEU’s)
• 4 CPD Questionnaires inserted in OHASA Journal
(4 x 3 CEU’s per Questionnaire = 12 CEU’s)
• 3rd full day seminar discounted fee
• Honorary Members have voting rights

RETIRED
(No Membership Fee
applicable)

STUDENT
(No Membership Fee
applicable)

DONAR
(No Membership Fee
applicable)

• 4 CPD Questionnaires inserted in OHASA Journal
(4 x 3 CEU’s per Questionnaire = 12 CEU’s)
• OHASA seminars at a discounted fee
• No voting rights
• 4 CPD Questionnaires inserted in OHASA Journal
(4 x 3 CEU’s per Questionnaire = 12 CEU’s)
• OHASA seminars at a discounted fee
• No voting rights

• Per agreement
• No voting rights
Mark with X

INTERNATIONAL DENTISTRY SA JOURNALS
1. Annual subscription - 6x journals

R 379.50

2. Online subscription option (Journal & 6 CDP Questionnaires)

R1,138.50

3. 10% discount if paid in full before 28/02/2022

R1,025.00

4. For CPD ONLY, (Read journal online)

R 759,00
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IFDH Member

I understand that OHASA prefers to communicate with its members and applicants via email and SMS. OHASA
does not communicate with applicants via postal service. It is therefore important that I immediately notify
OHASA of any change in details i.e. email address or cellular contact number.
In order to provide you with the best possible service OHASA would like to inform you of other products,
training and services within the profession.
May we send you this information via e-mail and sms?

YES

NO

I have read, understand and agree to the provisions of the Constitution of OHASA, the Code of Conduct and
the Code of Ethics and agree to abide by the provisions thereof, including any amendments made to it from
time to time.
YES
NO

Signature:

Date:

Please complete this application form and email it with a copy of your payment and/or ﬁnancial agreement to:
Email: ohasatreasurer@gmail.com

Postal Address: OHASA Secretariat
P.O. Box 830
Newlands, Pretoria
0049

BANKING DETAILS:
OHASA National
FNB Business Account
Account Number: 62837436048
Branch Code: 252445
Reference: HPCSA number, Surname

For office use only
Western Cape

Eastern Cape

HPCSA #

OHASA Membership #

Gauteng

KwaZulu-Natal
Processing Date
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OHASA NEWS

GAUTENG BRANCH NEWS
THOUGHTS AND THANKS
Although this pandemic gave us very little to smile about with all the losses
and hardships faced, I am thankful that I am in a profession that brought
smiles to patient’s faces DAILY, no matter their circumstances. It is pertinent
to remember that patients come to you, not only for dental care but also for
a listening ear and for a bit of guidance. Stay present and be empathetic to
every single person who sits in your dental chair, regardless of who they are
or how they’ve treated you.
This career path you have chosen is not an easy one but can be gratifying
once you see the results of the treatment performed by YOU! You are changing
people’s lives, one tooth at a time.
Thank you to every single one of you who supported and made us continue
doing what we do as your branch committee. This journey we have taken
with you through your professional career is one we’re all on together, until
we reach retirement age. I hope you have had a great year and you end it
off on a positive note.
A huge thank you must go to the OHASA Gauteng Branch members: Alma
Olivier, Robin Cottrell, Stella Lamprecht, Suné Herman, Firdows Tawildar,
Daveyrose Ralephenya and Bianca Mogentale. Without expecting anything in
return, you all kept this branch running; took on the challenges head-on; and
allowed nothing to deter you. I look forward to serving with you all in 2022.
1ST AID
Congratulations to all OHASA members who completed the Level 3 First Aid
and CPR courses on their journey to upskill themselves, help those who may
potentially require assistance, and possibly become independent practitioners.
We wish you all the best with your plans and endeavors and will support you
every step of the way.
AGM NEWS
The AGM could not be held in 2020 due to COVID-19 restrictions and lockdown
and therefore will be held in 2021. The OHASA Gauteng Branch will be
hosting this meeting at Accolades Boutique Venue on 30 October. We will be
adjusting to “the new normal” and will be live streaming the AGM as well as

having a limited number of attendees at the venue. This year’s theme is: By
Oral Hygienists for Oral Hygienists and the speakers who will be presenting
will be Stephanie Gunther, Christine de Sousa and Dirna Grobelaar. We look
forward to hosting you for an amazing day!
FULL DAY SEMINAR
OHASA Gauteng Branch hosted a seminar for Gauteng delegates on 21 August
2021 at the Centurion Golf Club. It was a lovely day with the following speakers
who presented to the branch: Katheryn Malherbe – Breast cancer awareness;
Corianne van Velze – Hand Ergonomics; Dr Shazia Omar – White spot lesions;
Dr Coene Bezuidenhout – Lasers in oral hygiene; Mr Ishmael Mohapi and
Dr Pardon Maluleke – The impact of fraud, waste and abuse on medical
schemes; and Adri Geyer – Healthcare for the patient’s mental, physical, and
emotional wellbeing.
We appreciate the time taken by our speakers to empower oral hygienists
and broaden our knowledge further, and we look forward to hosting you again
for more topics in future seminars. Thank you to the following companies that
sponsored the day: GlaxoSmithKline, Ivodent, Inova, Ultradent, Sci-Vision and
Prime Dental.
CLOSING
The year has been one that has challenged us all and proved to us that we
will still stay standing even when forces are going against us. Congratulations
on making it this far and I wish you all the best for the upcoming year and
look forward to leading you next year in another term as your chair. Please
remember that OHASA is ALL about its members and your input, support and
guidance will give us the strength to continue ﬁghting for you and our careers.
We are always willing to have more members join the committee, so please
feel free to speak to any of the committee members or email us if you would
like to join the branch committee or would like to nominate someone to join.
Mmakaoka “Kaokie” Sepuru
OHASA Gauteng Branch Chair

EASTERN CAPE BRANCH NEWS
I would like to thank Mart Marie for all her hard work and dedication to OHASA.
She is the backbone of everything that is organised here, so from the bottom
of my heart and on behalf of our national Exco and local members, I would
like dedicate this message to her.
We have not had any meetings except for the one we had earlier this year
in June with the motivational speaker. COVID-19 has deﬁnitely left an indelible
mark in our lives and we have all had to reassess our norms and values. What
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I have realised is that happiness is an inner process. No one person can make
you happy – only YOU can!
Here’s wishing everyone an amazing and safe festive period and a happy
and healthy 2022. May we as a country be blessed and healthy.
Love
Shaya Pillay
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WESTERN CAPE BRANCH NEWS
DEAR OHASA MEMBERS
Just like that, we are in the last lap of 2021 and what a rollercoaster of a year
it has been for us all.
Here, at OHASA Western Cape we love to save the best for last, so we will
be hosting our end of year full day seminar on 27 November 2021.
We will be doing much planning for the year ahead and would like to hear
from our members how and where we can improve for 2022. Please do

get in contact with us at ohasawc@gmail.com or on our WhatsApp number
062 049 2768 to put forward your comments and/or suggestions.
Regards
Cole Gilbert
OHASA Western Cape Chairperson

KZN BRANCH NEWS
2021 has been an incredibly
challenging year for oral hygienists in
KZN. We have not only had to deal with
the risks and struggles of re-entering
clinical practice during the COVID-19
pandemic, but also the uncertainty of the
recent civil unrest, riots and looting which
took place throughout the province. As
colleagues and co-workers, we have
found the strength to come together and
help each other through these difficult
times – indeed, the true spirit of ubuntu
has shown itself in our communities.
My deepest condolences go to those whose practices have been affected
by these occurrences. Please know that you are not alone, and the entire
dental community stands with you and is ready to provide aid in any way that
we can. Remain steadfast in your purpose, and remember, that after every
hardship comes ease.
OHASA KZN plans to host an end of year brunch for all our members next
month. We welcome this opportunity to see many of our colleagues and re-align
ourselves with the goals and expectations of our members so that we may
orientate ourselves in preparation for introducing our face -to-face seminars
again in 2022. We plan to implement strict COVID-19 adherence protocols to
ensure the safety of all our members.
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This quarter we bade farewell to our secretary and board member, Liezel
Janse van Rensburg, and will be nominating and electing her replacement at
our member’s brunch next month.
We look forward to getting back out there and interacting with our members
after the long period of no face-to-face contact. Your new board is eager to
serve you, and we look forward to the exciting new topics we will be bringing
to you in the new year!
Mateenah Jajbhay Amod
OHASA KZN Branch Chair
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