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Take a Lesson from Tulsa
The horrific story of the criminal practices of an oral surgeon from Oklahoma 

reinforces the continued need for mandatory infection-control practices and education.

editorial

Wow! Where do I begin? Really, in 
this day and age, how can such a thing happen? 
How can any dentist operate a clinic and not prac-
tice proper infection control? Did he not get the 
memo? Has he been living in a cave somewhere? I 
am referring, of course, to the Tulsa, OK, oral sur-
geon, W. Scott Harrington, who earlier this year 
had to close his two dental practices for grievous 
and possibly criminal disregard for standard infec-
tion-control practices. 

How does this occur? Was he simply lazy? Did 
he not know he was responsible for protecting his 
patients from cross-contamination and possible 
infection? What was he thinking? Really, what was 
he thinking? I have a feeling he never thought any 
of this through. When asked about his infection-
control procedures, his answer was, “They (his 
dental staff) take care of that. I don’t.”  It seems 
he delegated infection control to his dental assis-
tants and never thought to check on whether what 
they were doing was in agreement with what the 
ADA and the CDC said are the proper procedures 
to follow. 

And it doesn’t end there. It seems he reinserted 
needles into medicine vials and then used that 
medicine on other patients. Had he never heard of 
cross-contamination? Apparently not. He used old 
and rusty instruments that cannot be sterilized 

because they are porous. He delegated IV sedation 
to dental assistants, who, by law, cannot administer 
such sedation. He had vials of medicine that were 
expired, one dating back to 1993! I realize we, as 
dentists, tend not to throw things away, but that is 
a bit extreme. 

Dr. Harrington voluntarily surrendered his 
license to practice when he was confronted with the 
charges. More than 7,000 patients were sent letters 
explaining what happened and recommending they 
get tested for Hepatitis C and HIV. Records on these 
7,000 patients were the only ones investigators 
could locate, and they only went back to 2007. 
What about his previous patients and their records? 
Where are they?

I think Dr. Harrington made his first mistake 
when he delegated infection-control procedures to 
his dental staff and didn’t take a personal interest 
in setting up those procedures. As the owner of the 
practice, it was incumbent on him to know what 
was happening in his practice, particularly with 
regard to such an important aspect of that practice. 
After all, we, as dentists, take the Hippocratic Oath 
when we graduate. In that oath, it says, first, do no 
harm. It appears Dr. Harrington failed on this one 
right from the start. 

Dr. Harrington also treated a “high population 
of known infectious disease carrier patients.” Did 
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he forget about the AIDS scare in the ‘80s? Or 
the oral surgeon in Florida in 1991 who 
infected seven of his patients with HIV?  
Apparently he did.

Proper infection control has been 
ingrained in our thinking since the AIDS epi-
demic began. Here in New York State, we are 
obligated to take an infection-control course 
every four years as part of our licensure pro-
cess. Now I can see the wisdom in mandating 
such a course. By legally requiring it, one 
would hope to avoid such an occurrence. 
Maybe such a course would have enlightened 
Dr. Harrington as to the importance of proper 
infection-control procedures and he could 
have avoided everything. Then, again, maybe 
not.

Someone who delegates important tasks 
to his staff and then doesn’t check up on 
those procedures to determine if they are 
being carried out safely and correctly most 
likely has some kind of disconnect when it 
comes to the proper running of a practice. 
Any new system in my office is first vetted by 
me as the head of the practice before being 
integrated into the daily procedures in the 
office. As an orthodontist, I delegate many 
tasks to my assistants, but they are all prop-
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erly licensed and they work under my direct supervision. And 
they only do those things a licensed dental assistant is allowed to 
do under the law. After all, they will not be the ones sued for 
malpractice if something goes wrong. It seems Dr. Harrington let 
his staff perform procedures only a licensed dentist can do. 

I find it amazing it took this long for Dr. Harrington to be 
discovered. After all, he had been a practicing oral surgeon for 36 
years. I understand each state has its own rules and regulations 
governing the practice of dentistry and deals with problems in its 
own ways. It is unfortunate he practiced the way he did.

Fortunately, the majority of dentists in this country practice 
ethically and with care for their patients. They employ correct 
infection-control techniques, ensuring that their patients are 
protected to the best of their abilities. We are professionals, after 
all, and should practice as such. We owe it to our patients and 
the public who trust us to treat them safely and properly every 
time they sit down in our operatories. We don’t need any more 
horror stories coming out of dental offices. We fight daily to 
overcome the public’s perception of dentistry as one of those 

things in life you need but don’t necessarily want. Stories such as 
the one coming out of Oklahoma only reinforce a negative ste-
reotype of dentists as “being in it only for the money.” 

I am optimistic that here in New York State all our dentists 
are following proper infection-control procedures in their offices. 
We are continually updated through our mandatory infection-
control courses. There is no shortcut to proper infection control.  
Let the situation in Tulsa be a reminder to never let our guard 
down. No one wants to have what happened there occur in their 
or anyone else’s practice. It’s not what we were taught and it’s 
not the way to practice.
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I have been blessed with two wonderful 
children: my daughter, Jessica, and son, Adam. 
As with all parents, the world begins anew with 
each birth. Each child is a miracle, the most 
precious gift. But Adam was no typical child. 
Adam has Down syndrome. With his arrival, 
my wife, Leslie, and I entered an unknown 
world. We were not at all prepared for this od-
yssey that is now in its 22nd year. For the first 
two years and beyond, we were overwhelmed 
with information—what we needed to do, how 
to do it, what we should have done—and with 
mixed emotions, not too dissimilar from what 
any dentist goes through when confronted with 
a special needs patient. At a certain point, you 
just do.

The Ninth District has been exceptional 
and is in the forefront with regard to special care 
dentistry. I sense an increasing awareness and fa-
vorable trend, but much remains to be done. My 
family lives in Somers, which has been a great 
school district for special education. When he 
was 7, Adam’s first Somers teacher publicly stated 
objectives without any evaluation: for Adam to 
dress himself; learn personal hygiene; and be as 
socially appropriate as possible. You can imagine 
our despair. These were all skills Adam had mas-
tered years previously. She wasn’t an old teacher, 
just one with antiquated concepts. Working with 
the district we were able to get what all parents 
want: a teacher who can help their child reach 
his or her potential. 

Adam subsequently had two phenomenal teach-
ers who have taught him to read, write, do 
math (although this remains challenging) and 
job skills. The school district is important, but 
most important is the teacher in the classroom 
on a daily basis. Likewise, with regard to special 
needs patients, it is not what the Ninth District 
does that ultimately matters, it is what you, the 
dentist, does within the confines of your office.

A Welcoming Community
We have told Adam that in the same way that 
he has been a gift to us, he, too, has received a 
great gift—the gift of a community full of good-
ness and kindness. Loneliness is perhaps life’s 
greatest affliction and when you are different, 
as he and our family became, alienation is not 
uncommon. We feared for his and our own 
solitude. But our community extended its arms 
wide, including helping us find a dental home. 
Adam has been the recipient of outstanding 
dental care. Many special needs patients, how-
ever, have trouble finding a dental home within 
their community. Quite possibly there may be a 
group home challenged to access care just down 
the block from your office.

When Adam was 9, he still could not stay 
upright on a bicycle and he was too big for stan-
dard training wheels to fit his bike. We went to 
countless bicycle stores. The staff at these stores 
felt bad, but did little to help. Our neighbor Joe, 
seeing all the boys riding and Adam just stand-

Viewpoint

The Perfect Imperfect 
Appointment

I spend my life in two worlds: one as a clinician with many years of involvement in organized 
dentistry, and the other as a parent within the special needs community. I draw on my 

personal perspective to engage others in the endeavor of special care dentistry.

Jeffrey I. Stein, D.D.S.

Dr. Stein and son, Adam.



12   june/july 2013 •  The New York State Dental Journal

ing by staring despondently, took the time and effort to customize 
training wheels to fit his bike. I don’t know who had the bigger 
smile, Adam or Joe.

As a parent of a special needs child, you regularly reach out 
for help for all sorts of problems and services. You quickly learn 
the difference between sympathy and empathy. Our community 
loves Adam for the way he resembles us and for the way he dif-
fers. Many of my colleagues have had the good fortune to meet 
Adam. He is an exceptionally warm, funny and social young man. 
Regardless of the disability, parents of a special needs child love 
their child. The bond may be even stronger in consideration of the 
dependency and responsibility that continues into adulthood and 
extends beyond our own lives.

I have had an incredible education, which included instruc-
tion from two Nobel Prize winners. But Adam has been my best 
teacher. I have learned we should be thankful for our loved ones, 
the plenty we all have and can do, and not be sorrowful for what 
we don’t and can’t do. Take nothing for granted—talking, walk-
ing, writing or even something as simple as working a microwave. 
Be truly appreciative of your family’s health. Like most, I ask ex-
pectant parents if they want a boy or a girl. In reality, all I wish for 
them is a healthy child. Be grateful and show gratitude by helping 
others confronting challenges. Like all parents, we want to op-
timize our children’s health and happiness. After repeated frus-
trating experiences seeking various services, special needs families 
may approach a dental setting with desperation, fear and panic. 
Will you provide relief and joy, or rejection? If the circumstances 
were reversed, what would you hope for with regard to dental care 
for your child or grandchild?

Everyone Has Special Needs
Many of you, like me, treat patients with Alzheimer’s or Parkin-
son’s disease. Those in practice a number of years have had ongo-
ing patients develop these debilitating diseases. We all have had 
the extremely phobic patient or one with significant psychiatric 
illness. I recently had a patient with severe obsessive-compulsive 
disorder who had a seemingly endless list of questions and a need 
to count the threads on an implant prior to insertion. None of 
us are strangers to the crying or disruptive child. Just like patients 
with Down syndrome, autism, cerebral palsy and the litany of 
developmental and physical disabilities, all these patients require 
special care dentistry. 

Even our “normal” patients have special needs, that is, the 
need for empathy and compassion. It requires a change in mind-
set and more of your attention, time and patience. Forget the 
labels; I have had many so-called “normal” and “typical” patients 
who require more of me than the true special needs patients. It 
goes back to what we all have heard countless times: don’t make 
assumptions; assess and treat the individual.

Consultative appointments are enormously beneficial. This 
non-threatening relationship-building time is not wasted time. 

A short, simple meet and greet will allow you and your staff, the 
parents or primary care provider, and the patient to prepare prop-
erly. You can determine which of your operatories is best to han-
dle the physical disabilities or need for a wheelchair transfer. The 
parents or primary care provider can be extremely helpful (most 
of the time) in providing insight. Is there a better time of the day 
and day of the week? What toys, games, music, movies, sports, 
topics of conversation can be utilized to connect and distract dur-
ing treatment? “Tell, Show and Do” is effective most of the time, 
even perhaps with older individuals, but not always. Along with a 
great assistant—and ideally the same assistant for future appoint-
ments—you can build trust, set the tone and build the foundation 
for a productive relationship, dentally and emotionally, for all 
parties. This evaluative, non-working appointment will facilitate 
treatment and shorten visits. It will allow you to reduce stress and 
the likelihood of wreaking havoc on your schedule by having a 
better idea how much time you will need.

Adjust and Adapt
Within the Ninth District there are a variety of practices and 
clinical settings. All have in common patients who are in need of 
special care. Regardless of the setting, time, patience and estab-
lished routines for this population and, specifically, for the indi-
vidual is paramount. Don’t automatically pass on, refer out or 
under treat. Tertiary resources are overwhelmed with little hope 
for improvement in the current economic-government spending 
environment. Play the hand you’re dealt. We all like to practice 
within our comfort zone, but this truly is the time and circum-
stance to extend yourself and give more, to go beyond your com-
fort and routine. The measure of an individual personally and 
professionally is taken at such crossroads.

Strive for ideal treatment, but don’t dwell on trying to find 
and employ the perfect solution. Adjust and adapt. Have the con-
fidence to persist and progress. As in many endeavors, perfection 
is the goal, but do not lose sight of the big picture. Pragmatism 
reigns supreme. What constitutes a good appointment? It could 
range from being no different from your typical prosthetic stan-
dards to just teaching proper brushing technique. It could be as 
simple as hygiene instruction and nutritional tips delivered in 
your office or to staff members at a group home. Your produc-
tivity and results may be atypical. Do not subject yourself to a 
guilt trip. What you would rate as an ordinary outcome in fact is 
extraordinary.

This is difficult for the typical dentist personality. We are ob-
sessive, exacting and like to do things a certain way—our way. 
We embrace precise treatment and technical protocols. We are 
control freaks and in the special needs situation, control issues 
arise. Don’t get overly frustrated. Your mindset and your treat-
ment protocol need to be fluid. Under certain circumstances, ac-
cept compromise, but certainly only if it is above the necessary 
clinical threshold.
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We crave expert information and specialists who will take away 
all uncertainty. There are many within the Ninth District who 
can provide guidance, but I assure you, even for them not all goes 
smoothly. Do not attempt to rationalize excuses and justify why 
you shouldn’t be treating; just execute the best you can. Learn to 
say “yes” to something new. This is how we all grow.

Be a Dental Caregiver
My advice to you is the same I have given Adam: “Try your hardest 
to be the best you can be. Don’t dwell on the disappointments, 
but knowing when you truly have given your best, to be content 
in what you have accomplished.” At the end of the day, you want 
to look at that individual with honesty and respect, with profes-
sional and personal integrity and let that person know, “I am here 
to take care of you and figure out a way to get it done.” The insur-
ance industry has relegated us to dental providers. This is your 
opportunity to be a dental caregiver. We can’t change the entire 
marketplace, and we can’t be all things to all people, but each of 
us can do our share within our communities. 

There is no magic palace where all those with disabilities can 
go, the wand is waved and ideal care is rendered, but you can 
make the magic happen in your operatory with your compassion 
and stroke of an instrument. I cannot give you a compelling fi-
nancial argument to do the work of special care dentistry. You will 
not be maximizing your income, but you will be rewarded by the 
great joy of giving. Live up to the person you aspire to be. Don’t 
let a “third party” take the humanity out of your profession. We 
become good people by doing good deeds again and again.

Go forward despite your lingering doubts. There will be mo-
ments of adversity, setbacks and failure, but there will be much 
more success, happiness and fulfillment. Take heed of the Special 
Olympics Athletes’ Oath: “Let me win, but if I cannot win let 
me be brave in the attempt.” Open your heart, mind and door; 
something significant is expected from us as professionals and as 
a profession. We each determine our practice culture and what it 
can become in treating these vulnerable sons, daughters, brothers 
and sisters. We all have assets and deficits physically, emotionally 
and intellectually. In an imperfect world, Adam is a perfect Adam. 
One of his unique gifts is he accepts all of us for who we are, even 
when we are less than perfect. Can you do the same? p

Dr. Stein is a past president of the Ninth District Dental Association. He 
maintains a private practice limited to oral and maxillofacial surgery in White 
Plains, NY. His article originally appeared in the March 9th District Bulletin. 
Queries about this article can be sent to Dr. Stein at info@jawdoctors.com.
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The New York State Dental Foundation Board of Trustees this 
year is bestowing its prestigious Give Kids a Smile Award to two 
worthy organizations in recognition of their leadership, advocacy 
and innovation in providing oral health care to children. 

Staten Island University Hospital Department of Dentistry will 
receive $4,875 to provide treatment to pediatric patients for conditions 
that can be corrected or significantly improved by early interven-
tion for the guidance of eruption, space supervision and interceptive 
orthodontic treatment. The 15 patients who will benefit from the 
GKAS Award are those whose insurance plans, such as Medicaid and 
Child Health Plus, do not cover orthodontic treatment. 

Nancy R. Vomero, president and CEO of the Seaman’s So-
ciety for Children & Families, a foster care agency that contracts 
with New York City Children’s Services, has commended the De-
partment of Dentistry for the expert care provided by a team of 
committed professionals to the society’s entire foster care popula-
tion of 200 to 250 children. The Department of Dentistry focuses 

on community service, assuring that the targeted population re-
ceives quality, efficient and compassionate dental care regardless 
of their ability to pay and without regard to race, creed, sex, age, 
disability or national origin.

The Ellis Medical Dental Clinic in Schenectady will receive 
$5,000 to purchase a RVG 6100-size 0 (for children) dental digi-
tal radiography sensor to enhance patient comfort and expedite 
the clinical patient experience. The Ellis Clinic, which provides 
care to nearly 3,800 children under the age of 17 each year, has 
partnered with several community organizations to deliver a 
comprehensive healthcare program called the Medical Home. It 
includes dental and primary care, child and adolescent mental 
health, and a wide range of outpatient services, including imag-
ing, laboratory and emergency. Ellis Medicine offers a one-year 
residency in general dentistry through the Dental Health Center, 
which serves as both a productive training program and a valu-
able community resource. p

Two Organizations Receive 
NYSDF Give Kids a Smile Awards

On hand for presentation of Give Kids a Smile Award to Ellis Medical Dental Clinic are, from left: 
Frederick Wetzel, director, Ellis Dental Health Center and Dental Residency Program; Cassie Andriano, 
executive director, Ellis Foundation; Laura Leon, NYSDF Executive Director; G. Kirk Gleason, chair, 
NYSDF Board of Trustees.
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A b st  r a c t

The practice management curricula of the four dental 

schools in New York State were examined and were 

found to be limited. Although it was acknowledged 

that it is challenging to expand the hours devoted to 

teaching this discipline, steps should be taken to ad-

dress the issue. The author suggests two initiatives 

that can help address this deficiency. 

The education a dental student receives at each of the four den-
tal schools in New York State is among the best in the nation. 
However, all dental schools in the United States are faced with a 
perplexing problem. There is a finite amount of time in the four-
year curriculum and the schools must decide what and how much 
time will be allocated to the basic sciences, the clinical sciences 
and to the behavioral sciences that comprise the curriculum of a 
predoctoral dental education. 

There has been an explosion of knowledge over the last three de-
cades, yet the dental school curriculum is still four years. New York 
State has recognized this dilemma and has instituted the mandatory 
PGY-1 year for licensure. Although I firmly support the mandatory 
PGY-1 year, this does not solve the deficiency in practice manage-
ment education. Other solutions should and must be sought. 

Students graduating from dental schools across the country 
have a significant amount of debt (Figure 1).1 Therefore, in order 

for us to address this economic reality, there should be adequate 
time in the dental school curriculum to provide students with 
the skill set they need to practice efficiently and to provide them 
with the fundamental business skills that will allow them to be 
successful practitioners.

The Practice Management Curriculum in 
New York State Dental Schools
Joseph McManus, D.M.D., M.S., M.H.A., M.B.A., M.S.

Figure 1

Educational Debt 

88.8% had student loan debt

$180,557 mean debt indebted graduates

$157,525 (graduates of public school)

$218,695 (graduates of private schools)

29.4% had debt of $250,000 or higher

Figure 2

Institution Clock Hours of Instruction in 
Practice Management

University of Tennessee 341

University of the Pacific 323

Southern Illinois University 246

University of Maryland 12

University of Connecticut 12

Louisiana State University 2

p e r s p e c t i v e s
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If we examine the allocation of curriculum time devoted to teach-
ing practice management in the schools across the United States, 
we see an extremely wide variation (Figure 2).2 In the aggregate, 
according to the 2008-2009 Survey of Dental Education, the me-
dian number of curriculum hours devoted to teaching practice 
management for all dental schools 
was 61.5 hours.3

When we look at recent infor-
mation from New York State dental 
schools4 (Figure 3) and compare it to 
the national statistics, all but one of 
the schools fall well below the nation-
al mean. This is not an indictment 
of the curriculum in the schools; I 
fully appreciate the fact that there is 
a finite amount of time in the den-
tal school curriculum. Therefore, we 
must look elsewhere to provide qual-
ity education in this vital discipline.

The American Dental Education 
Association 2011 Survey of Dental 
Schools Seniors revealed interesting 
results. The survey asked the students 
to rate the time devoted to 22 areas of 
instruction in their curriculum. Not 
surprisingly, the time devoted to the 
teaching of practice management was 
rated the third most inadequate in 
the curriculum, behind orthodontics 
and implant dentistry5 ( Figure 4).

At a national level, the need for 
quality practice management infor-
mation has been recognized by the 
American Dental Association. In 
2011, the ADA formed an interagency 
work group called the Practice Man-
agement Initiative Advisory Group. 
This advisory group recommended 
that the Board of Trustees support 
two new initiatives to provide prac-
tice management resources and edu-
cation to ADA members. Informa-
tion will be disseminated through the 
newly formed Center for Professional 
Success, scheduled to be launched 
this year. 

The ADA is not alone in this ef-
fort. At the state level, the California 
Dental Society provides practice man-
agement information to its members 
on its Compass website through a 

Practice Support Center. This center provides support in four pri-
mary areas: practice management; employment practices; dental 
benefit plans; and regulatory compliance.6

The need to provide this type of education has been acknowl-
edged by the University of Florida College of Dentistry. To fill the 

Figure 3

Institution

Total Hours of  
Instruction in the  
4-year Curriculum 
as of 9/12

Total Hours of  
Instruction in  
Practice Management 
as of 9/12

% of Curriculum 
Devoted to Practice 
Management as  
of 9/12

New York University 4,973 hours 46 hours .9%

Columbia University 3,872 hours 26 hours .6%

Stony Brook 5,762 hours 26 hours .4%

Buffalo 4,980 hours 85.5 hours 1.7%

Figure 4

Seniors’ Perceptions of Time Devoted to Selected Areas of Education and Training,
by Percentage of total 2011 Respondents for Each Area

Inadequate Appropriate Excessive Neutral Not Applicable

Basic Sciences 1.6% 70.9% 18.0% 7.2% 2.2%

Behavioral and Social  
Determinants of Health 4.6% 69.0% 12.8% 11.6% 1.9%

Pharmacology 12.6% 70.2% 9.2% 7.0% 0.9%

Patient Evaluation and Diagnosis 8.5% 79.0% 6.1% 5.9% 0.5%

Occlusion /  
Temporomandibular Disorder 21.3% 65.3% 4.9% 8.0% 0.6%

Preventative Practices and  
Patient Education 3.6% 78.0% 11.8% 6.1% 0.5%

Restorative Dentistry 2.3% 87.4% 5.6% 4.2% 0.5%

Prosthodontics – Fixed 5.9% 84.2% 4.8% 4.6% 0.5%

Prosthodontics – Removable 11.8% 77.0% 5.6% 5.0% 0.6%

Endodontics 15.6% 76.1% 3.1% 4.7% 0.6%

Periodontics 5.2% 74.3% 15.4% 4.7% 0.4%

Orthodontics 40.8% 47.4% 4.4% 6.9% 0.6%

Pediatric Dentistry 12.9% 76.8% 4.6% 5.2% 0.5%

Oral Surgery 9.4% 81.9% 3.9% 4.6% 0.5%

Oral Pathology 4.9% 82.2% 7.4% 4.9% 0.5%

Dental Health Policy 21.4% 58.8% 5.5% 11.5% 2.8%

Organization and Financing  
of Health Services 34.1% 48.6% 3.2% 11.0% 3.1%

Implant Dentistry 37.0% 54.3% 1.9% 6.0% 0.8%

Dental Materials 10.8% 73.6% 8.2% 6.6% 0.7%

Anesthesiology / Pain Control 7.3% 85.0% 2.1% 5.1% 0.5%

Ethics 3.1% 75.8% 15.2% 5.3% 0.6%

Practice Administration 36.5% 52.3% 2.8% 7.5%
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void, the college has developed an Executive Practice Manage-
ment Certificate Program for Dentists. This 13-module program, 
which participants attend one weekend a month for 13 months, 
“is designed to prepare Dentists to become business owners and 
executive managers within their dental practices.”7

Conclusions
The problem is clearly defined and the need has been unmistak-
ably established. Now, what can the New York State Dental As-
sociation and the dental schools do to address this pressing prob-
lem? I propose the following two initiatives.

New York State Education Law requires dentists to complete 
60 contact hours of continuing education in each three-year reg-
istration period. However, any coursework in practice manage-
ment is not acceptable. Why? It is my recommendation that the 
leadership of NYSDA and the deans of the dental schools in New 
York State petition for a change in the New York State Education 
Law. I urge that the law be amended to allow dentists during their 
first three-year registration period to take a maximum of 20 cred-
its in practice management and that these credits be acceptable to 
partially fulfilling the continuing education requirement. 

There is an obvious need for establishment of formal edu-
cational programs in the state where New York dentists can take 
courses that will provide them with a solid foundation in ac-
counting, finance, human resource management and leadership 
skills. The skill sets that these courses will provide will allow our 
dentists to successfully manage their dental practices. The time to 
act is now. p
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When the Affordable Care Act (ACA) goes into effect in 2014, it 
is expected that more than a million additional people in New 
York State alone will be covered by health insurance, including 
dental coverage. Plans offered through a Health Benefit Exchange 
must offer a “pediatric standard product,” that is, the benefit 
package now available through the Children’s Health Insurance 
program (SCHIP). 

What is a Health Benefit Exchange?
Later this year, New Yorkers will begin to see changes in how den-
tal benefits are provided in conjunction with the ACA. Individuals 
with incomes that are too high to qualify for public programs—
Medicaid—and employers with fewer than 50 employees will be 
able to shop for insurance products on New York’s Health Benefit 
Exchange. The exchange, which will offer dental benefit plans, 
will begin accepting insurance coverage applications on Oct. 1, 
with coverage becoming effective on Jan. 1.

The New York Health Benefit Exchange website defines an ex-
change as an organized marketplace designed to help people shop 
for and enroll in health insurance coverage. Individuals, families 
and small businesses will be able to use the exchange to help them 
compare commercial insurance options, calculate costs and se-
lect coverage online, in person, over the phone or by mail. They 
can access the exchange to determine their eligibility for finan-
cial assistance to help them pay for health insurance purchased 
through the exchange and to check their eligibility for healthcare 
programs like Medicaid and to sign up for these programs if they 
are eligible.

Health Plan Offerings in the Exchange 
The ACA requires that qualified health plans (QHPs) sold through 
the exchange, and most health plans sold outside of the exchange 
in the individual and small group markets, provide benefits in 10 
different coverage areas. The required areas are:
1.	 Ambulatory patient services.
2.	E mergency services.
3.	 Hospitalization.

4.	 Maternity and newborn care.
5.	 Mental health and substance use disorder services.
6.	 Prescription drugs.
7.	 Rehabilitative and habilitative services and devices.
8.	L aboratory services.
9.	 Preventive and wellness services and chronic disease management.
10.	 Pediatric services, including dental and vision care.

The benchmark plan chosen by a state may include addition-
al benefits. 

Health plans on the exchange will be offered in a tiered for-
mat, with at least two plans in each tier to choose from. Plan 
tiers will be based on metal levels that match the approximate 
percentage of costs covered and premium charges. The designated 
levels are:
l	 Bronze	 60 percent
l	 Silver	 70 percent
l	 Gold 	 80 percent
l	 Platinum 	 90 percent

Plans at the Bronze level would pay approximately 60% of 
the healthcare cost, and the enrollee would be responsible for the 
remaining 40%. Platinum plans would pay 90% of the cost, and 
the insured would pay 10%. 

Employer Mandates
The ACA impacts dentists as healthcare professionals, but den-
tists who provide healthcare coverage for their employees might 
be affected as consumers as well. The act includes an employer 
mandate, requiring for the first time that employers with 50 or 
more full-time employees offer coverage to their employees and 
their dependents or pay tax penalties. 

Through the end of this year, employers who have up to 25 
employees, provide health insurance and pay an average annu-
al wage of less than $50,000 may qualify for a Small Business 
Health Care Tax Credit of up to 35% (up to 25% for nonprofits). 
Starting in 2014, the Small Business Health Care Tax Credit will 
increase to 50% (35% for nonprofits) and will be available only 
through the exchange.

What You Need to Know About the 
Affordable Care Act in New York

Implementation of the federal Affordable Care Act (ACA) will affect dentists in their roles as employers 
and healthcare providers—and even as patients themselves. Most significantly, dentists are likely to face increases 

in the number of patients presenting with dental benefits through Medicaid and private insurance companies.

Judith L. Shub, Ph.D.; Richard P. Herman, D.D.S.
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The Health Benefit Exchange will oper-
ate a Small Business Health Options Pro-
gram (SHOP) that offers small businesses 
(most dental offices) and their employees 
new choices. Through the SHOP, employ-
ers can offer their employees a variety of 
QHPs; and their employees can choose the 
plan that fits their needs and their budget. 
Both individual stand-alone plans and those offered through 
the SHOP can offer two optional dental products selected from 
a non-standard dental pediatric product, a non-standard dental 
adult product and a non-standard family dental plan. 

Starting in 2014, if their employers do not offer insurance, 
employees will be able to buy coverage directly in the Health 
Insurance Marketplace. The marketplace will offer a choice of 
health plans that meet certain benefits and cost standards. Small 
businesses with 50 or fewer employees may purchase health in-
surance coverage through the New York Health Benefit Exchange. 
The exchange will make it easier for employers to compare the 
benefits, premiums and quality of different health plans. The ex-
change will also give small employers the flexibility of choosing 
a health plan for their employees or setting the amount they will 
contribute toward coverage and allowing their employees to select 
the plan that best meets their needs, with employees paying the 
remainder of the premium.

Dental Plans in the Exchange
Last January, New York State issued a call for applications from 
benefit companies seeking to be included in the exchange. The 
dental benefit companies that applied needed to increase or make 
changes to their dental provider networks and assure that these 
networks could deliver dental services in the new environment. It 
is expected that the formation of the exchange and the expansion 
in coverage will result in an increase in patients with managed 
care dental plans that will require networks of participating con-
tracted dentists. 

In evaluating their own business plans, dentists should deter-
mine whether they want to contract with companies whose den-
tal plans will be marketed through the exchange. Providers who 
have already contracted with participating provider organizations 
(PPOs) should determine whether their existing contracts reflect 
their practice goals with respect to their obligations to treat the 
anticipated expanded patient pool.

In this regard, dentists are advised to take 
this opportunity to become familiar with 
the contractual requirements that apply to 
any PPO contracts in which they are cur-
rently participating. If they are evaluating 
new contract offers, they should consider 
many of these same factors:
l	 First, do you have a copy of all par-

ticipating provider agreements so that you know what is re-
quired of all parties to your contract?

l	 Does your contract allow the insurance company or PPO to 
sell or assign your agreement to other provider networks or 
insurance plans?

l	 Are you aware of any options the plan has to increase or de-
crease reimbursement or change the form of reimbursement 
(i.e., from fee-for-service to capitation)? Is there a require-
ment that the plan notify you in advance of any changes?

l	 If you began participation in a provider network because of 
one particular employer plan, does the contract require you 
to participate in any and all other plans offered by the pro-
vider network or insurance company?

l	 If you wish to terminate your contract, what are the steps 
required and how long will it take to become effective?
If a company with which you have already contracted as a 

participating provider contacts you with changes to your con-
tract, it is advisable to review the proposed changes with your 
own attorney. A contract establishes the rights and obligations 
of all parties to the contract. More than ever, in the current 
insurance environment, it is important to have a complete un-
derstanding of your provider agreements so that you can make 
informed decisions about how they affect your practice and may 
affect it in the future. 

Your participation in any contract is an individual decision. 
For dentists considering joining a new provider network, NYSDA 
can provide assistance through the ADA Contract Analysis Ser-
vice. NYSDA can also help members locate an attorney with ex-
pertise in professional contracting. Participants in NYSDA’s Legal 
Services Panel offer Association members a free consultation and 
discounts on any additional legal counsel provided. p

Dr. Shub is NYSDA Assistant Executive Director for Health Affairs. Dr. Her-
man, Bronx County, is a member of the NYSDA Board of Trustees and sits on 
the Association’s Council on Peer Review & Quality Assurance. 

A contract establishes 

the rights and 

obligations of all 

parties to the contract.
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Your parents? Siblings?
My father was Abraham Friedman, a dentist in the Bronx. My 
mother was Theda Friedman. My mother worked in my father’s 
dental office. I helped out as well, including developing X-rays. 
My father’s desire to be an oral surgeon was passed on to me. To 
this day, there is no specialty I’d rather be in. 

I have a younger brother, Harvey. He lives in New York City 
and is a semi-retired limousine driver. The rest of the family con-
sists of two nephews and two great nephews.

Where did you meet your wife, Marian? 
At the 92nd Street Y in New York City. We were both attending a 
Bible course. I must have been feeling bold and she seemed nice. 
I just walked up to her and started talking to her. Turned out we 
shared a lot of common interests. We’ve been married 18 years. 
Marian recently retired as the human resources director at Ran-
dom House. 

Children?
I have just one daughter, Alison Davis, wife of Glen Davis. They 
met when they were in high school and live in Manhattan with 
their two children: Jesse, 13, and Arielle, 11. Alison has a Master 
of Social Work degree and a master’s degree in early childhood 
education and teaches preschool in the city. Glen is a stock ana-
lyst and trader. 

What book (s) are your currently reading? 
I recently finished “The Spanish Civil War: Reaction, Revolution 
and Revenge,” by British historian Paul Preston, who is also a 

What constitutes an ideal/perfect day for Dr. Joel Friedman?
I have two types of ideal days: the business perfect day and the 
personal perfect day. On the business or professional side, I re-
gard time spent meeting with my residents, going over cases and 
having them go well; seeing patients or having a conference; and, 
as trite as it sounds, attending a dental meeting in the evening 
as time well spent. My personal perfect day involves my family. I 
truly enjoy spending time alone with my wife, Marian, but when 
my grandchildren Jesse and Arielle are there too, that is a truly 
special day. Most of our time together is spent at our house in the 
Berkshires (Massachusetts) doing chores, hiking and watching 
sports on TV. When we’re in the city, I enjoy going to the gym 
with grandson, Jesse, and doing basketball drills. He was on his 
middle school all-star team. 

What do you do to relax/unwind?
I read mindless novels, escapist reading. But I also have decent 
biographies and historical works on my reading list. I recite 
poetry. It comes to me from out of nowhere, lines of poetry 
I learned and memorized when in grade school. Yates, Shake-
speare…whatever is appropriate for the moment. And then 
there’s my home in South Egremont, MA. I love it there. It’s a 
chance to get away and look out on things that are green and 
quiet. A welcome retreat from the cacophony and movement of 
the city. I try to get there every weekend. 

Can you tell us something about yourself?
Where did you grow up? 
The Bronx. But I was born in Boston.

A Conversation with NYSDA President 
Joel M. Friedman, D.D.S.

Hospital/family photos by Jason Green, JG Photo

Joel and Marian Friedman with grandchildren Arielle and Jesse on occasion of Jesse’s 
Bar Mitzvah last September at Congregation B’nai Jeshurun in New York City.

Dr. Friedman values time working with residents at Weill Cornell Medical College, where he is associ-
ate professor of clinical surgery.
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specialist in Spanish history. I belong to a history 
book club, so I read one book every six weeks. We’re 
currently reading the “The Last Mughal,” by William 
Dalrymple, which chronicles the British takeover of 
Delhi, India. The club is a group of people I know: 
four golf buddies and four common friends.

What is the last movie you saw? 
“The Gatekeepers,” a well-done documentary that 
came out last year and features interviews with six 
former heads of the Israel’s internal security service, 
talking about the roles they played from the Six-Day 
War to the present. It was nominated for an Acad-
emy Award. 

What are your goals for the coming year? 
For one, I intend to have an absolutely transparent 
administration. Also high on my list is developing 
ways to bolster the membership of the Association, 
followed closely by changes in the PGY-1 model for 
achieving dental licensure. I’d like to see the addi-
tion of a portfolio-based examination and was grati-
fied that the House of Delegates adopted a resolu-
tion to allow the PGY-1 Task Force and the Council 
on Dental Education and Licensure to explore the 
possibility of developing such an examination. 

I’d also like to see a movement toward empow-
ering the membership, to opening members’ eyes to 
the value of giving and receiving from the Associa-

NYSDA President is also a basketball fan. Seen here with grandson Jesse cheering 
on University of Michigan Wolverines last April in their bid to capture NCAA 
Tournament championship.

Friedmans relaxing at home in Manhattan. From left: son-in-law Glen Davis; daughter, Alison; grandchildren 
Jesse and Arielle; Marian and Joel.

Working with students/residents keeps you fresh, according to Dr. Friedman, seen here with resident 
 Liza Rogol.
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The Particulars

Employment

Associate Clinical Professor Oral Surgery
Columbia University College of Dental Medicine

Associate Professor of Clinical Surgery, Oral & Maxillofacial Surgery
Weill Cornell Medical College

Attending Dentist Oral Surgery
Montefiore Medical Center

Assistant Attending Surgeon
New York Presbyterian Hospital

Education

BA, Hofstra University, Hempstead, NY

DDS, Columbia University College of Dental Medicine,  
New York, NY

Bronx Municipal Intern and Resident and Chief Resident,  
Oral Surgery
Albert Einstein College of Medicine

Board Certification, American Board Oral & Maxillofacial Surgery
National Dental Board of Anesthesiology

Professional Offices

Past President, Bronx County Dental Society

Past President, New York Society of Dental Anesthesiology

Past President, New York State Society Oral and Maxillofacial Surgeons

tion. I’ve been living the tripartite my whole career 
and never encountered anyone in organized dentistry 
who didn’t come from a good place. I’ve met some of 
the finest, most active and selfless people, who give 
without any thought of personal aggrandizement. 

Did you ever imagine you would be president of the 
New York State Dental Association? 
I did not, though I have been president of several other 
dental groups. I believe I am well-prepared for the job. 

Who has inspired you the most in entering and/or 
continuing your dental career? 
My father and his colleagues were an inspiration. I 
looked at their lifestyle and the satisfaction they got 
from dentistry. I knew this was something that would 
fulfill me personally. If you work at something you love, 
you never have to work in your life. You take someone 
out of pain and restore form and function in one vis-
it. Contemplating this was an epiphany for me. I was 
thinking, if you were writing your obituary, what part of 
your life would you want to stress? For me, that would 
be the profound effect you have had on the people you 
teach and the effect they have on you. Working with 
students/residents as I do, keeps you fresh. p

If you work at something you 

love, you never have to work 

in your life. 

Dr. Friedman and New York State colleagues, in San Diego last year for meeting 
of American Association of Oral and Maxillofacial Surgeons, take night off to 
watch Padres at home in Petco Park. Dr. Friedman was joined by Steve Snyder  
of Suffolk County, left, and Steve Tunick, New York County.

Dr. Friedman consults with Weill Cornell colleague David A Behrman, chief, Division of Dentistry, Oral and 
Maxillofacial Surgery. 
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A b st  r a c t

Child abuse and neglect are prevalent issues that 

permeate all ethnic, cultural and socioeconomic 

segments of society. Parents of abused children fre-

quently change physicians in order to prevent detec-

tion, but they are more likely to continue to visit the 

child’s dentist. Most states recognize four major types 

of maltreatment: neglect; physical abuse; psychologi-

cal maltreatment; and sexual abuse. The American 

Academy of Pediatric Dentistry defines dental neglect 

as “the willful failure of parent or guardian to seek 

and follow through with treatment necessary to en-

sure a level of oral health essential for adequate func-

tion and freedom from pain and infection.” The oral 

health practitioner must uphold his or her legal and 

ethical responsibility if there is suspicion, record and 

report the incidence. It may help save a child from 

further abuse. 

Child abuse and neglect are prevalent issues that permeate all 
ethnic, cultural and socioeconomic segments of society. In 2009, 
the Department of Health and Human Services (USDHHS) re-

ported that more than 3.6 million children were victims of abuse 
and neglect or were at risk of abuse and neglect.1 The Child Wel-
fare League of America categorizes child abuse as an epidemic.2 
Oral health practitioners are distinctly placed to identify and re-
port abuse because approximately 65% of all physical manifesta-
tions of abuse are found around the head and neck area.3 But oral 
health practitioners account for only 1% of reported abuse.4 This 
low level reporting of child abuse by dental professionals exposes 
two main concerns. One is the lack of education and knowledge 
in recognizing signs of child abuse, and the other is the lack of 
information about requirements and procedures in individual 
states for reporting child abuse. 

In addition, oral health practitioners may tend to resist ad-
mitting to themselves that it is really happening or that it is se-
rious enough to report.5 Thomas et al. reported that parents of 
abused children frequently change physicians in order to prevent 
detection, but they are more likely to continue to visit the child’s 
dentist.3

Child Abuse Defined 
The Child Abuse Prevention and Treatment Act (CAPTA), as 
amended by the Keeping Children and Families Safe Act of 2003, 
defines child abuse and neglect as, at a minimum: “Any recent act 
or failure to act on the part of a parent or caretaker which results 
in death, serious physical or emotional harm, sexual abuse or ex-
ploitation; or an act or failure to act, which presents an imminent 

Pediatric Dentistry

Child Abuse 
Concerns for Oral Health Practitioners
Salim Rayman, R.D.H., M.P.A.; Elvir Dincer, D.D.S.; Khalid Almas, B.D.S., M.Sc., FDSRCS
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risk of serious harm.”1 Note, that each state defines child abuse 
and neglect and its various types of maltreatment in state statute 
and policy. State statutes also establish the level of evidence need-
ed to make specific findings or disposition as a result of the state’s 
inquiry into the allegation of maltreatment. This definition also 
includes sexual abuse, sexual exploitation, physical or emotional 
abuse, and willful cruelty or unjustifiable punishment of a child. 

Most states recognize four major types of maltreatment: 
neglect; physical abuse; psychological maltreatment; and sexual 
abuse. Although any of the forms of child maltreatment may be 
found separately, they can also occur in combination. 

Neglect
While child abuse refers to acts of commission by a parent or 
other legally responsible caregiver, child neglect usually refers to 
acts of omission, that is, the failure to provide for the child’s ba-
sic needs. In 2009, CAPTA reported that four-fifths, or 78.3%, of 
victims of reported cases of child abuse suffered from neglect.1 
CAPTA defines neglect as the deprivation of adequate food, cloth-
ing, shelter and medical care to a child under the age of 18. 

Neglect is among the most misunderstood and misdiagnosed 
forms of maltreatment. Physical and behavioral indicators can be cat-
egorized by general neglect and dental neglect. General neglect can 

include but is not limited to constant hunger, lack of supervision, 
chronic fatigue, unattended/lack of medical needs, inappropriate dress 
for the season, poor personal hygiene or inadequate supervision.9 

The American Academy of Pediatric Dentistry defines dental 
neglect as “the willful failure of parent or guardian to seek and 
follow through with treatment necessary to ensure a level of 
oral health essential for adequate function and freedom from 
pain and infection.” It can include poor oral hygiene, untreated 
rampant caries that can easily be detected by a lay person (Figure 1), 

Figure 1.  Extensive primary tooth decay. (Photo courtesy Neal G. Herman, DDS, clinical professor, 
Department Pediatric Dentistry, NYU College of Dentistry.) 
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untreated pain, infection or trauma to the orofacial region, or 
a history of lack of continuity of dental care.10 The oral health 
practitioner must distinguish between a caregiver who has ad-
equate knowledge and willfully fails to seek care from a caregiver 
without knowledge or awareness of his or her child’s need for 
dental care. This determines the need to report such cases to 
child protective services. 

The point at which to consider a parent negligent and to begin 
intervention occurs after the parent has been properly alerted by 
the oral health practitioner to the nature and extent of the child’s 
condition, the specific treatment needed and the mechanism for 
accessing that treatment.11 The dental practitioner should con-
sider that many families face challenges in their attempts to ac-
cess dental care or insurance for their children when considering 
whether negligence has occurred.12

Physical Abuse
The Family Court Act defines the abused child as a person under 
18 years of age whose parent or legal guardian, or custodian re-
sponsible for his or her care, does any of the following: inflicts or 
allows to be inflicted upon the child injury that is nonaccidental; 
creates or allows to be created substantial risk of injury to the 
child by other than accidental means; and commits or allows to 
be committed a sexual offense against the child as defined in the 
penal law.6 In other words, abuse is actual or potential harm to a 
child that is directly or indirectly caused by a parent or caregiver. 

With approximately 65% of physical manifestations of abuse 
occurring around the head and neck region, it is imperative that 
dental practitioners become aware of and knowledgeable about 
recognizing and identifying these injuries. In the head area, mani-
festations may include subdural hematomas, which cause more se-
rious injuries and deaths than any other form of abuse; traumatic 
alopecia; and subgaleal hematomas. Eyes may have retinal hemor-
rhage, ptosis and periorbital bruising, while the ears and nose may 
have bruising of the auricle, tympanic membrane damage and na-
sal fractures, or injury resulting in clotted nostrils, respectively. 

Some authorities believe that the oral cavity may be a central 
focus for physical abuse because of its significance in communica-
tion and nutrition.7 Naidoo reported that the most common site 
for inflicted oral injuries were the lips (54%), followed by the oral 
mucosa, teeth, gingiva and tongue.15 These injuries to the orofacial 
region usually are inflicted with instruments such as eating utensils 
or a bottle during forced feedings; hands; fingers; scalding liquids 
or caustic substances.9 The abuse may result in contusions, burns 
or lacerations of the tongue, lips, buccal mucosa, palate (soft and 
hard), gingiva, alveolar mucosa or frenum; fractured, displaced or 
avulsed teeth; or facial bone and jaw fractures.9 

Unintentional or accidental injuries to the mouth are com-
mon and must be distinguished from abuse by judging whether 
the history, including the timing and mechanism of injury, is 

consistent with the characteristics of the injury and the child’s 
developmental capabilities.9 Multiple injuries, injuries in differ-
ent stages of healing, or a discrepant history should arouse a sus-
picion of abuse.9 

Any serious injuries caused by the caregiver must be reported 
by the oral health practitioner for investigation and, if needed, 
consultation with or referral to a knowledgeable oral health prac-
titioner should be considered. 

Bite Marks
Bite marks are typical injuries associated with physical or sex-
ual abuse.11 They are suspected when ecchymoses, abrasions or 
lacerations are found in an elliptical or ovoid pattern. They are 
caused by two possible phenomena: positive pressure from the 
closing of the teeth, with disruption of small vessels; and nega-
tive pressure caused by suction and tongue thursting.9 Animal 
bites are distinctly different from human bites in that animals 
tend to tear flesh,22 while humans bites compress flesh and can 
cause abrasions, contusions and lacerations.9 An interaction dis-
tance, which is the linear distance between the central point of 
the cuspid tips, measuring more than 3 cm is suspicious for an 
adult human bite.24 The oral health practitioner should refer any 
suspected case to a forensic pathologist or a dentist trained as a 
forensic odontologist for further evaluation.25

Sexual Abuse 
Sexual abuse is any sexual behavior or activity with a minor or 
the exploitation of a minor by an adult for the sexual pleasure 
of someone else.26 The American Academy of Pediatrics further 
states that sexual abuse occurs when a child is engaged in sexual 
activities that he or she cannot comprehend, for which he or she 
is developmentally unprepared and cannot give consent, and/or 
violates the law or social taboos of society.27 CAPTA reported that 
approximately 10% of maltreatment cases were sexual abuse.1 
The majority of child sexual abuse cases are not characterized by 
physical violence or obvious injury. In contrast to adult victimiza-
tion, child molestation typically involves no penetration, partial 
penetration or penetration with a small object (e.g., a finger) of 
the vagina or anus, simulated intercourse, fondling or oral-gen-
ital contact. These forms of abuse may result in temporary red-
ness, swelling and infection, but may leave little scar tissue. Most 
sexual abuse occurs within the family; evidence of abuse is higher 
among girls than boys, but boys may be less likely to report it. 

In the absence of physical findings, the dental practitioner 
may find it challenging to detect and confirm child sexual abuse. 
The oral cavity is a frequent site of sexual abuse in children; how-
ever, visible oral injuries or infections are rare.12 The American 
Academy of Pediatrics recommends that the dental practitioner 
refer to a specialized clinical setting equipped to conduct compre-
hensive examination if oral-genital contact is suspected.9 
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Oral and perioral gonorrhea in prepubertal children is the most 
common sexually transmitted disease in sexually abused children. 
Eruptions may appear symptomatically on lips, tongue, palate, face 
and pharynx in forms ranging from erythema to ulcerations and 
from vesiculopustular to pseudomembranous lesions. Syphilis can 
manifest as a papule on the lip or dermis at the site of inoculation; 
and herpes simplex virus (type 2, HSV-2) presents as an oral or 
perioral painful, reddened area with a grape-like cluster of vesicles. 
In addition, the human papillomavirus infection may result in oral 
or perioral warts; however, the mode of transmission remains un-
certain and debatable.9 Papillomavirus infections can be transmit-
ted sexually through oral-genital contact, vertically from mother 
to infant during birth or horizontally through nonsexual contact 
from child or caregiver’s hand to the genitals or mouth.32 Other 
physical signs of sexual abuse that can indicate forced oral sex are 
unexplained injury that manifests as erythema and petichia at the 
junction of the hard and soft palate.33 

Psychological Maltreatment
The circumstances that constitute impairment of mental or emo-
tional health are commonly referred to as psychological mal-
treatment that can result in a state of substantially diminished 

psychological or intellectual functioning by the child. These cir-
cumstances include failure to thrive, which is a condition associ-
ated with inadequate parental interaction with the infant or child 
and the lack of skills or knowledge to feed and care for the child 
properly. Examples of harmful behavior include intimidation 
with gestures, yelling, smashing things or destroying the victim’s 
property; threats to harm the child; and isolating the child from 
family and friends. The child may also exhibit lack of self-esteem, 
stemming from verbal abuse, excessive demands on the child’s 
performance, and withholding love and affection. Most child 
victims of psychological maltreatment will exhibit pronounced 
nervousness, often manifested in habit disorders such as sucking 
and rocking. They may also self-inflict injuries, such as lip and 
cheek biting. 

Oral Healthcare Professional’s Responsibility
The American Dental Association outlines the legal responsibil-
ity of the dental practitioner in responding to a suspected case of 
child maltreatment. The ADA states that the dental practitioner’s 
role is to observe and examine any suspicious evidence that can be 
ascertained in the office. They should record, per legal and court 
rules, evidence that may be helpful in the case, including physical 



34   june/july 2013 •  The New York State Dental Journal

evidence and any comments from questioning or interviews. The 
dental practitioner must treat dental or orofacial injures within 
the treatment expertise of the dentist, referring more extensive 
treatment needs to a hospital or dental/medical specialist. The 
dental practitioner should also establish/maintain a professional 
therapeutic relationship with the family and become familiar with 
the perioral signs of child abuse and neglect and report suspected 
cases to the proper authorities, consistent with state law. 

The key diagnostic feature of abuse or neglect is a discrep-
ancy between the clinical findings and the history given for the 
problem by the parent or caregiver.15 The oral health practitioner 
needs to be vigilant during interactions with parents in a suspect-
ed case of child maltreatment. Most abusive adults usually have 
no questions and may appear withdrawn or unconcerned.35 

Because most parents accompany their injured child to the 
dental office, it is important in a suspected case to first ques-
tion both the child and caregiver separately as to what happened 
and record their responses per verbatim.5 In all cases of suspected 
abuse, complete documentation in the client’s records, co-signed 
by a witness present at the examination, is essential.5 The client’s 
records should include the time and date of the examination; de-
scription of the injury or injuries, including location, color and 
size; verbatim responses of the child and caregiver; and any other 
information the practitioner feels is important. If possible, pho-
tographs, X-rays and diagrams should be included.5 Children may 
want to disclose their abuse so it can be stopped, but often they 
are afraid no one will believe or help them.39 

It is the duty of oral healthcare professionals to report their 
suspicions of child abuse and/or neglect to the appropriate au-
thorities and document their observations in the client’s records. 
They are not to gather evidence to build an abuse or neglect case 
because, as a legal instrument, the treatment record must docu-
ment objectively all findings and disclosures made by the client. 
While the law provides protection for mandated reporters who 
make their report in good faith, there are also harsh penalties for 
not reporting abuse, including fines and prison time. Failure by 
a mandated reporter to report suspected abuse is a misdemeanor 
in most states. 

All oral healthcare professionals should visit their state’s 
Child Protective Services website and/or contact the state bar as-
sociation for specific information about child abuse and neglect. 
For a complete list of definitions and reporting requirements, go 
to the website of the Children’s Bureau, Administration for Chil-
dren and Families, U.S. Department of Health and Human Ser-
vices, at www.childwelfare.gov. 

Conclusion
Approximately 36% of dentists reported they suspected child 
abuse in one or more of their patients. Astonishingly, 73% of 
dentists and 69% of dental hygienists did not know where to 

report suspected child abuse; 6% of dentists and 17% of den-
tal hygienists could not define child abuse correctly.3 With these 
alarming numbers, oral health practitioners must be aware of re-
porting requirements; and they must be competent in history tak-
ing, recognizing and maintaining a reporting policy, and imple-
menting procedures in their practices for child abuse and neglect 
suspicions. 

The evaluation and recording of child abuse and neglect is part 
of the oral healthcare practice, as well as part of a multidisciplinary 
approach to prevention, investigation and treatment. A serious 
consequence of non-reporting is that the child would still be at risk 
and the abuse can continue. The oral health practitioner must up-
hold his or her legal and ethical responsibility. If there is suspicion, 
record and report. It may help save a child from further abuse. p

Queries about this article can be sent to Dr. Dincer at edincer@hostos.cuny.edu.
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A b st  r a c t

Odontodysplasia (ghost tooth) is an uncommon, 

nonhereditary developmental condition of unknown 

origin, affecting both mesodermal and ectodermal el-

ements of the dental organ. To our knowledge, this 

case is unique in that it is only the second reported 

case of odontodysplasia affecting a single tooth. Based 

on clinical, radiographic and histologic findings, we 

diagnosed this tooth as a ghost tooth.

Regional odontodysplasia (RO) was first reported by Hitchin in 
1934.1 Originally called “shell teeth” by Rushton,2 the term “odon-
todysplasia” was formulated in 1963 by Zegarelli et al.3 Odontodys-
plasia is an uncommon, nonhereditary developmental condition 
of unknown origin, affecting both mesodermal and ectodermal 
elements of the dental organ. It results in an unusual clinical and 
radiographic hypomineralized appearance of the affected teeth. 
Abnormalities in dental follicle, pulp, dentin and enamel are evi-
dent. Both permanent and deciduous teeth may be affected, and 
the degree and number of teeth involved can vary from patient to 
patient.4 Affected teeth, which are delayed in eruption, have an 
irregular shape and are hypomineralized. The ghostly appearance 
depicted on radiographs is due to this hypomineralization and to a 
loss in definition between enamel and dentin.4

Other conditions that may show similar findings include amelo-
genesis imperfecta, dentinogenesis imperfecta, dentinal dysplasia 
and hypophosphatemia.5 Odontodysplasia can be differentiated 
from these other dental conditions in that all layers of the den-
tal organ are affected—enamel, dentin and pulp. Cases of odon-
todysplasia have been reported as arrested tooth development, 
unerupted deciduous teeth, localized arrested tooth development, 
odontogenesis imperfecta, unilateral dental malformation and 
ghost teeth. The designation “regional” was given to the condi-
tion by Pindborg in 1970,6 because, typically, the condition af-
fects regional portions of the dentition. 

RO does not show any racial predilection, and it affects females 
more often than males.4 The age of presentation may vary, with cas-
es reported in patients as young as 12 months or as old as 26 years.5 
Generally, the abnormality is localized to the quadrant of one arch; 
the maxilla is involved twice as frequently as the mandible; and, at 
times, only a region of a quadrant is affected.4,7,8 Odontodysplasia 
has a predilection for anterior teeth.4,9 Some cases of generalized od-
ontodysplasia have been reported in which the entire dentition is 
involved. In those cases where the deciduous dentition was affected, 
the succadaneous permanent teeth were also changed.10 In rare cases 
of odontodysplasia, a single tooth has been affected.4,11

The most commonly reported complaints related to odonto-
dysplasia are swelling at the site, pain, dental infections, enamel 
defects, and delayed development and tooth eruption.12 Diagno-
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sis is typically made on the basis of clinical and radiologic find-
ings and supported by histological findings. Clinically, the teeth 
appear abnormally pitted and have unusual morphologies. They 
tend to appear discolored, hypocalcified and misshapen. If teeth 
are erupted, explorer probing reveals that the hypomineralized 
enamel is soft and very susceptible to trauma.13

Histologically, all structures of the dental organ are affected. The 
enamel will display varying degrees of thickness and is hypocalcified 
with irregular enamel prisms. Areas of cementum-like material have 
been found to lay on the surface of the enamel.5 The dentin is thin-
ner than normal and tends to have large areas of poorly mineralized 
interglobular dentin.4 Clefts within mantle dentin cause bending 
of adjacent tubules and facilitate bacterial invasion into the pulp.12 
Calcified pulp stones and denticles are frequently found in an en-
larged pulp tissue, and a wider apex is usually present. Both free and 
embedded pulp stones may be found. An enlarged gingiva around 
the affected teeth may show a parakeratinized surface epithelium 

with hyperplastic rete pegs.13

Universal treatment for odontodysplasia has not 
been determined. Some clinicians believe that early 
extraction of the affected teeth is necessary. This 
therapeutic approach is based on the belief that when 
odontodysplastic teeth remain in the mouth, there 
is a greater risk for pathology and infection. Other 
clinicians argue that removing the teeth at a young 
age may affect the growth of the alveolar ridge and/
or create psychological problems in young patients.5 

Case Report
A 16-year-old African-American male was referred 
to Columbia University’s Department of Oral and 
Maxillofacial Surgery because of an unusual pain-
less dental radiographic finding. The patient was 
in good medical health, was not currently taking 
medications and had no known allergies. There 
was no history of tooth or genetic anomalies in 
the family. The patient exhibited no facial asym-
metries or extraoral abnormalities. The intraoral 
examination was also within normal limits. 

Radiographs taken during a routine dental 
examination showed an abnormal lucency with 
some faint opacities in place of the right man-
dibular third molar (Figure 1). The abnormal 

Figure 2. CT scan (no contrast, coronal view). Hypomineralized follicle 
of mandibular right third molar (arrow).

Figure 1. Panoramic radiograph demonstrates developing mandibular 
right third molar “ghost tooth” (arrow).

The most commonly reported complaints 

related to odontodysplasia are swelling at 

the site, pain, dental infections, enamel 

defects, and delayed development and 

tooth eruption.12
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configuration was originally diagnosed as a cyst and a CT scan, 
without contrast, was requested. A normal-sized but lucent fol-
licle in place of a developing and well-calcified, unerupted right 
mandibular third molar was seen (Figure 2). A diminished den-
sity from hypomineralization of the developing bud was appar-
ent when compared to the normal calcifying process visible in 
the mandible left third molar. The adjacent trabecular bone was 
normal. No other abnormalities in the maxillary and mandibular 
arches were noted.

Based on the image study, a diagnosis of odontodysplasia 
was suggested. Surgical removal of the dysplastic tooth was per-
formed. A minimal amount of hard tissue was present, but no 
distinguishable cusp or roots were apparent. The histologic report 
indicated that the submitted tissue represented a poorly formed, 
hypomineralized tooth bud and was consistent with a diagnosis 
of odontodysplasia (ghost tooth).

Summary
To our knowledge, this case is the second reported case of odon-
todysplasia affecting a single tooth. Based on clinical and radio-
graphic findings, we diagnosed this tooth as a ghost tooth. p

Queries about this article can be sent to Dr. Mandel at lm7@columbia.edu.
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A b st  r a c t

Titanium and its alloys have been widely used for den-

tal prosthetic devices because of their superior me-

chanical properties and biocompatibility. However, 

the incidence of titanium hypersensitivity or allergy 

is still unknown and the discussion about its existence 

is ongoing. Unexplained implant failures have also 

forced dental clinicians to investigate the possibility 

of titanium hypersensitivity or allergy. This review 

focuses on the potential of dental implant-related 

titanium hypersensitivity or allergic reactions. It in-

cludes an examination of the existing scientific litera-

ture and current knowledge. Evidence-based data and 

studies related to titanium hypersensitivity in dental 

implant patients are also discussed.

Titanium (Ti) and Ti alloys have been widely used in several fields 
of clinical medicine and dentistry during the last three decades. 
There are also Ti-Aluminum (Al)-vanadium (V) alloys (Ti-Al-V), 
Ti-Cobalt (TiCo) and other alloys under an assortment of trade 
names on the market today. Also “pure Ti” may be used in im-
plant materials and spectacle frames.1 Ti and Ti alloys have an in-
traosseous use in the medical field.2-5 In dentistry, Ti and Ti alloy 

dental implants have been used with success as root forms that 
are left under mucosa for several months before they are used to 
support a prosthesis. Ti alloys also have a wide range of uses in 
cast denture frameworks or orthodontic brackets.6

Ti is a highly reactive metal and a thin, stable protective ox-
ide film layer is formed spontaneously on its surface. It has been 
claimed that this oxide layer provides a high corrosion resistance 
and excellent biocompatibility.6,7 In a recent in vitro corrosion 
study, it was shown that a pure Ti surface is instantly passivated 
in contact with salivary proteins and exhibits a highly stable be-
havior.8 Because of these favorable properties, it has been previ-
ously stated that as a biologically and chemically inert material, 
Ti does not cause reactions in the body, with specific emphasis on 
allergic reactions.6,9-11 The low dissolution rate and near chemi-
cal inertness of Ti dissolution products allow bone to thrive and, 
therefore, osseointegrate with Ti.6 Therefore, Ti is generally con-
sidered the material of choice for both dental and orthopedic im-
plantation. 

Contrary to the belief that Ti and Ti alloys are non-aller-
genic, many questions have been raised about its biocompat-
ibility. Ti hypersensitivity has been described in deodorant and 
cosmetics users,9,12 after local reactions to pacemakers,11,13-18 in 
patients with bronchopulmonary pathology through exposure to 
Ti powder,19-23 in monitored hip prosthesis patients,24 in failed 
hip and knee prostheses25,26 and in patients with Ti plate osteo-
synthesis.27,28 Although Ti and Ti alloy implants have corrosion 
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rates that are markedly less than other metallic implants, they 
do release Ti into the body.6 Degradation products of metallic 
biomaterials, including Ti, may mediate metal hypersensitivity or 
allergic reactions in the body. Many clinical reports of incompat-
ibility reactions regarding contact dermatitis or granulomatous 
reactions to Ti materials, including dental implants, have been 
published.9,13,17-20,26,27,30-33 Discussion about the existence of Ti 
allergy is ongoing. 

 This article describes the potential mechanism of possible 
hypersensitivity reactions caused by dental implant-related Ti 
and Ti alloys in the human body and examines current scientific 
knowledge about Ti hypersensitivity.

Mechanism of Hypersensitization
An allergic reaction, or hypersensitization, is defined as an exces-
sive immune reaction that occurs when coming into contact with 
a known antigen.34

A hypersensitivity reaction to a metal depends upon the pres-
ence of released ions following ingestion, skin or mucosal con-
tact, or from implant corrosion processes.35,36 Identification of 
the exact process responsible for released metal ion levels and 
their clinical effects are difficult to assess, depending on such fac-
tors as the material, the environment or clinical symptoms.36-39 

Metal ions are released from prostheses by numerous mecha-
nisms, including corrosion, wear and mechanically assisted elec-
trochemical processes, such as fretting corrosion, stress corrosion 
and corrosion fatigue. Released ions or the implant metal degra-
dation products bind with native proteins,36 acting as haptenic 
antigens (allergens) and cause hypersensitivity reactions by acti-
vating the immune system.36,40

Placing permanent metal dental implants might provoke 
such hypersensitivity reactions. Hypersensitivity might be either 
an immediate (within minutes) humoral response (initiated by 
an antibody or antibody-antigen complexes of Type I, II and III 
reactions) or a delayed (within hours to days) T cell-mediated 
response (Type IV reaction) after exposure to the immunogen.10 

Implant-related metal hypersensitivity reactions are reported to 
be generally of Type IV delayed hypersensitivity.36,40 In cases in-
dicating hypersensitivity reactions susceptible to Ti implants, de-
layed Type IV hypersensitivity reactions have previously been re-
ported.28.31,41 Type IV hypersensitivity reactions, with Ti particles 
inside the macrophage lysosomes have been shown in previous 
reports.3,27,29,30,42-44

In cases of Ti hypersensitivity or allergy, the medical litera-
ture has described cases showing symptoms of urticaria, eczema, 
edema, redness and pruritus of the skin or mucosa, either local-
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ized, at distant sites or generalized.10,12,16,28,45-48 In special cases, 
allergic reactions have been associated with more serious prob-
lems, such as atopic dermatitis,12 impaired healing of fractures,28 
pain, necrosis and weakening of orthopedic implants45 and toler-
ance phenomena.47 Facial erythaema19,27,43 and non-keratinized, 
edematous, proliferative hyperplastic tissue30 have been also re-
ported in dental implant patients. 

Animal studies have also shown that after placing dental im-
plants, an increased presence of Ti ions both in peri-implant tis-
sues49,50 and in the regional lymph nodes and in the lungs have 
been found.3,49,51,52 In one of the studies where two implants had 
failed without any infection, the related patients revealed a 2.2- to 
3.8-times higher presence of Ti in the lungs, and 7- to 9.4-times 
higher in the lymph nodes, which were enlarged.3 

Due to its poor solubility,29,53 a significant rise of Ti levels in 
blood was not detected when three dental implants were placed 
in humans.4 On the other hand, a significant rise of Ti levels in 
blood has been shown in patients with failed, loose Ti hip pros-
thesis, compared with controls.39

In mucosa, the number of Langerhans’ cells, which act as an-
tigen-presenting cells, is much smaller;40,47,54 thus, oral mucosa 
must be exposed to allergen concentrations 5- to 12-times greater 
than the skin in order to cause tissue reactions. Concentrations 
of between 100 ppm and 300 ppm have been discovered in peri-
implant tissues, often accompanied by discolorations, which can 
be well tolerated.13,27,36,55-57 Moreover, contact between the metal 
and the host is not continuous, as the implant and prosthetic 
structures in the oral cavity are coated with a layer of salivary 
glycoproteins, which act as a protective barrier.8,54

Diagnosis of Ti Allergy
The diagnosis of metal allergy is typically based on the patient’s 
medical record, clinical findings and results from epicutaneous 
patch tests.54,58 It has been suggested that the susceptibility to 
metal is probably genetic.47

Metal sensitivity is conventionally diagnosed using a patch-
test where an allergen is applied to the skin for a few days. A 
positive response is considered when an erythematous reaction is 
observed. However, this test is unreliable, as it may give false-pos-
itive or false-negative results because of the exceptional protective 
and sealing qualities of the skin against direct contact.59 From an 
immunological point of view, oral mucosa and the skin behave 
very differently due to the influence of specific immune systems 
for each, such as skin-associated lymphoid tissue and mucosa-
associated lymphoid tissue. A practical application is that the 
number of Langerhans’ cells, acting as antigen-presenting cells, 
is much smaller in mucosa.40,47,54

Epicutaneous tests, which are considered standard proce-
dures,47 are widely used to assess Type IV hypersensitivity reac-
tions to Ti.18,19,28,29,32,34,35,40,46,58 These tests are acceptable as 

proof of sensitivity to a specific allergen54 and can also be used in 
combination with the intra-dermal inoculation of the antigen18 
to assess Type I hypersensitivity reaction. 

Blood tests have also been used, the most common being the 
lymphocyte transformation test (LTT),18,25,28,36,37,48,57,60 the mem-
ory lymphocyte immunostimulation assay (MELISA)48 and the 
lymphocyte migration inhibition test (LMI or LIF).24,25,36 

Dentists should consider that most of their patients can suf-
fer from multiple allergies and individuals with previous reactions 
to metals or jewelry have a greater risk of developing a hypersensi-
tivity reaction to a metal implant.36 

Discussion
The discussion about the existence of Ti allergy or hypersensitiv-
ity is a popular one in dental implantology, because there are few 
clinical reports of dental implant failures arising from suscepti-
bility to Ti.19,27,30,41,43,61 These reports were only suggestions, not 
confirmed by skin or blood tests. A recent clinical study62 reported 
a positive hypersensitivity reaction to Ti in 9 patients out of 1,500 
with a prevalence of 0.6% in the post-implant insertion period, 
by the use of epicutaneous tests.

Scientific evidence of the clinical features of metal allergy 
should be based on cohort studies, case series and isolated clini-
cal cases. It is estimated that cutaneous hypersensitivity to metals 
ranges between 10% and 15%.36,37 Studies that have used epicu-
taneous tests have indicated that the percentage of individuals 
with Ti hypersensitivity was 1% to 3%.34,46 Another study that 
used LMI blood test reported a finding of 4%,24 while those per-
formed with the MELISA test fluctuated between 1.5% and 28%, 
indicating that an increase in sensitization was observed in the 
majority of the recent studies.48 An in vitro study reported no 
significant differences between MELISA and conventional LTT in 
terms of sensitivity and specificity and suggested that these tests 
are not useful in the diagnosis of metal-related contact allergy 
because of the high number of false-positive results.63 However, 
in this study, no direct comparison in a single patient was given 
to directly compare these two tests. The only thing shown was the 
mean for the whole group, which we think is not a precise way to 
present such data. Direct comparison between MELISA and LTT 
has been described in a more recent study,48 which showed data 
on the effect of the lymphocyte concentration in LTT tests. ME-
LISA uses one million cells per well, while conventional LTT uses 
200,000 cells per well. Thus, the sensitivity in MELISA was found 
to be much higher. Although MELISA is the only standardized 
and widely published LTT test, it is not yet approved as routine for 
testing Ti hypersensitivity.63

Many of the investigations on the Ti hypersensitivity topic 
have been carried out with Ti orthopedic implants; therefore, 
it is not certain to what extent the findings should be extrapo-
lated to the oral cavity and dental implants. Since reports of 
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Ti hypersensitivity or related pathology after dental implant in-
sertion are scarce, the percentage for the possibility of a den-
tal implant-related hypersensitivity reaction is suspected to be 
low.29 Although there are various case reports with symptoms 
reminiscent of Ti hypersensitivity after insertion of orthopedic 
metal implants, the number of reported cases for dental implant 
patients is limited. This situation might depend upon the dif-
ferences between dental or orthopedic implants. The intraos-
seus contact surface is much smaller in dental implants than 
in orthopedic implants,2,64 which may be particularly important 
when considering that bone has a very low reactivity potential.40 
Besides, the mechanisms that lead to degradation or release of 
Ti ions from orthopedic implants, such as wear or fretting cor-
rosion, is not valid for dental implants.

The failure of dental implants has been widely studied,65-67 
as has their use in compromised patients,68,69 with the primary 
causes being infection, impaired healing and overloading.67 How-
ever, not all failures can be explained by these three factors; some 
are more difficult to explain, such as implant spontaneous rapid 
exfoliation70 and other situations in which the effect of a possible 
hypersensitivity reaction to Ti should be taken into consideration. 
It was reported that unexplained pain, troublesome skin rashes, 

eczema or dermatitis, impaired wound healing and sterile osteo-
myelitis can be observed28,36 and that Ti hypersensitivity could 
be responsible for unexplained successive failure cases of dental 
implants in some patients (named “cluster patients”).71 Consid-
ering the large numbers of dental implants inserted each year in 
the world, the extremely low number of clinical reports seems to 
suggest a negligible threat. As a routine practice, a failed dental 
implant is substituted with a new one either immediately or af-
ter a certain waiting period. Although there are numerous clini-
cal studies reporting implant failures, probable causes of failures 
and percentages of implant success, there are no studies reporting 
symptoms of a hypersensitivity reaction after the replacement of 
a dental implant. On the other hand, there are no reported cases 
where all inserted implants somehow failed. In a case having true 
Ti hypersensitivity, it can be expected that all inserted dental im-
plants would fail. 

Considering the clinical experience in our university clinic, 
reevaluating the roughly 1,500 implants placed in the last de-
cade, no exact hypersensitivity case has been identified. All failed 
implants have been replaced by new implants; they have shown 
a noteworthy 100% success rate. In a hypersensitivity condition, 
those and also other implants in the same patient would have 
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failed a second time. However, the probability that Ti can elicit 
a hypersensitivity reaction in patients still cannot be neglected. 
It is advisable that clinicians carry out allergy tests for such pa-
tients before placing Ti and Ti alloyed dental implants. It should 
be pointed out that there is a need for long-term clinical and ra-
diographic follow-up of all dental implant patients with a history 
of metal allergy.

There are no epidemiological studies on the prevalence rate 
of Ti hypersensitivty in the general population, although the fact 
that external exposure to Ti is so important. Immune sensitiv-
ity may manifest at some distance from the implant, and may 
even demonstrate a systemic reaction that remains unnoticed or 
may be incorrectly interpreted.24,72 A hypersensitization reaction 
may take months or even years to develop45 and, along with the 
infrequency and uncertainty of the symptomatic expression, it 
might be hard to recognize.36,37 This situation creates difficulty 
in performing studies about Ti allergy. Unless there are reports 
or case series indicating such hypersensitivity reactions, the topic 
will remain controversial. Further clinical studies are suggested 
for this purpose.

Conclusion
Since evidence-based data or studies related to Ti hypersensitivity 
in dental implant patients is lacking, Ti as a dental implant ma-
terial cannot currently be considered a clinical threat. However, 
the probability that Ti or Ti alloy dental implants can elicit a hy-
persensitivity reaction should always be kept in mind. When un-
explained successive failures of dental implants are encountered, 
the patient should also be medically consulted for a hypersensitiv-
ity reaction to Ti. p

Queries about this article can be sent to Dr. Geckili at geckili@istanbul.edu.tr.
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A b st  r a c t :

Presented is a pleomorphic adenoma of the palate in 

a 12-year-old boy. Pleomorphic adenoma is usually 

found in adults and is rarely found in patients under 

20 years of age. We present initial exam, diagnosis, 

treatment and a review of literature.

Pleomorphic adenoma (mixed tumor) is a benign, epithelial-de-
rived tumor composed of cells that demonstrate both epithelial 
and mesenchymal differentiation. It is the most common neo-
plasm of salivary gland origin. It occurs in both the major and 
minor salivary glands. The most common minor salivary gland 
(intraoral) site for the pleomorphic adenoma is the palate, with 
equal incidence in both the hard and soft palate. Other locations 
of intraoral pleomorphic adenoma include the upper lip and buc-
cal mucosa. Mixed tumors are usually solitary, but, occasionally, 
a second tumor is present. Pleomorphic adenoma is usually found 
in adults and rarely found in patients under the age of 20.

Case Report
A 12-year-old male was seen initially by his general dentist. He had 
a two-month history of a slowly growing, painless mass in the right 
hard palate. The patient was referred to our oral and maxillofacial 
surgery department for further evaluation and treatment. 

Physical exam revealed a 2.5 cm x 2.5 cm smooth, firm mass 
in the right hard palate extending from the maxillary right canine 

to the distal of the maxillary right first molar (Figure 1). The pa-
tient denied tenderness, discomfort, sensory disturbance or fever. 
All teeth were vital, with no mobility. There were no signs of in-
fection, inflammation or ulceration.

A panoramic radiograph showed a hint of a radiolucency of 
the right palate. No clear bony defect was noted on the panorex. 
A computed tomography (CT) scan of the maxilla was obtained. 
Axial, coronal and sagittal cuts, showed a tumor of the right hard 
palate (Figure 2). There was bony erosion of the palate extend-
ing to the floor of the nose, with no violation of the nasal cavity. 
Incisional biopsy was performed in the middle of the lesion and 
a specimen was sent for histopathologic evaluation. The biopsy 
yielded a diagnosis consistent with pleomorphic adenoma.

Preoperative workup included complete blood count and co-
agulation studies. No other studies were performed.

The lesion was excised under general anesthesia with na-
sotracheal intubation. The incision was made with a clear, one-
half centimeter margin around the tumor, down through perios-
teum to bone. The entire neoplasm was removed, including the 
periosteum and overlying palatal mucosa (Figure 3). Peripheral 
ostectomy was performed within the bony cavity and the greater 
palatine foramen due to extension of the tumor into the canal. 
There was no communication between the oral cavity and the 
nose. Good hemostasis was obtained. The surgical site was packed 
with Nu Gauze, and a prefabricated, soft omnivac surgical stent 
was inserted for two weeks postoperatively for patient comfort.

Oral Surgery
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Macroscopically, the excised tumor consisted of a red-gray mass 
measuring 3.0 cm x 2.5 cm x 1.5 cm and covered by palatal mu-
cosa on one side. Dissection showed a tan-gray cut surface with 
areas of myxoid degeneration.

The pathology report noted an encapsulated neoplasm show-
ing variably cellular areas with epithelial and myoepithelial cells 
and chondromyxoid cells. The overall features are consistent with 
a cellular pleomorphic adenoma (Figures 4A,B).

The patient’s last follow-up visit was six months postoperatively. 
The surgical site was well healed with bone and soft tissue fill at the 
surgical site. There was no evidence of recurrence (Figure 5).

Discussion
Pleomorphic adenoma is a mixed salivary gland tumor originat-
ing from the epithelial and mesenchymal cell components.  It is 
usually found in adults and rarely found in patients under the age 
of 20. It is the most common neoplasm of salivary gland origin, 
constituting about 90% of all salivary gland sites: 61% of major 
gland tumors and 54% of minor gland tumors. The most com-
mon intraoral site of pleomorphic adenoma is the palate, with 
nearly equal incidence between hard and soft palates. 

In a review of current English literature, Daniels et al., 
found 16 cases of juvenile palatal pleomorphic adenoma in-
volving patients age 18 years and younger. These 16 patients 
included 9 females and 7 males, with the age range of 5 to 17 
years. Of the 16 cases, 7 cases of the juvenile palatal pleomor-

phic adenoma occurred in patients 10 years of age and young-
er. In Japanese literature, Yamamoto et al. found 8 cases (7 
female and 1 male) of juvenile palatal pleomorphic adenoma 
in patients age 18 years and younger. Of these 8 cases, 4 were 
females ages 10 years and younger and 4 (1 male and 3 female) 
were ages 11 years to 18 years.

Pleomorphic adenomas are usually painless, slow-growing 
tumors. However, cases where tumors exhibit rapid growth have 
been reported.1-3 Lopez-Cedrum et al.2 reported a case of pala-
tal pleomorphic adenoma in a 16-year-old male patient that was 
noted only two weeks before his presentation. De Courten et al.1 
reported a case in a 10-year-old female who gave a history of five 
to six weeks of palatal swelling. Our patient, reported in this case, 
had a two-month history of palatal swelling before seeking treat-
ment. During that time period there was a gradual increase in the 
size of the tumor.

PAs are usually asymptomatic, although a few cases have ex-
hibited ulceration and bleeding, usually as a result of trauma.1,3,4 
At times, the tumor can cause an erosion of the palatal bone.1,5 CT 
scans of our case showed the pleomorphic adenoma embedded in 
a deep cavity in the palate due to pressure erosion of the growing 
tumor. Galich4 reported a case of a 12-year-old girl complaining 
of pain and bleeding from an ulcerated pleomorphic adenoma 
that she had tolerated for 18 months. Shabaan et al. reported a 
case of palatal pleomorphic adenoma with ulcerated surface in a 
9-year-old boy.

Figure 1. Initial presentation. 2.5 x 2.5 posterior right palatal mass.

Figure 3B. Sugical 
specimen.

Figure 3A. Excision of 
PA with .5-1cm margins 
and resulting bony crypt.

Figures 2A. and B. Axial and coronal 
CT cuts showing right palatal mass with 
bony erosion and no communication with 
nose or maxillary sinus.
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The diagnostic studies for salivary gland tumors include ultra-
sound, CT and magnetic resonance imaging (MRI). These are 
useful methods in determining the size of the lesion and verifying 
involvement of surrounding anatomic structures.1,6-8 Plain film 
X-rays and hematologic study show no benefit in the diagnosis of 
salivary gland tumor of the palate.1 

Ishii et al.,8 in a study of ultrasonography in the diagnosis of pala-
tal tumors, considered it to be the best initial diagnostic technique for 
evaluating palatal masses due to its simple, rapid and non-invasive 
technique. It is a useful technique for preoperatively evaluating pa-
tients with small tumors (<3 cm in diameter). However, they recom-
mend that when a palatal tumor is large (>3 cm) or is suspected to 
be malignant, comparative evaluation by CT or MRI be performed. CT 
and MRI can both provide important information on the location, 
size and extension of the tumor into the surrounding superficial and 
deep hard and soft tissues. CT is superior when evaluating bone, es-
pecially in diagnosing erosion and perforation of the bony palate and 
possible involvement of the nasal cavity or maxillary sinus.4,9 MRI, 
with its high resolution for soft tissue, provides better definition of ex-
tension through the tumor-muscle interface and indicates the degree 
of encapsulation. As in our case, the CT scans showed the extent of 
the lesions, including the degree of encapsulation and deep erosion of 
the palatal bone up through the greater palatine foramen. Panoramic 
radiograph was not helpful in our case.

Our definitive diagnosis of this palatal swelling was ob-
tained by incisional biopsy. Biopsy of salivary gland tumors 

has been controversial because of the tendency for incisional 
biopsies to seed surrounding tissues with affected cells, leading 
to local recurrence. For this reason, excisional biopsy is recom-
mended, particularly in the major salivary glands.9 Because of 
the possibility of seeding cells during biopsy, it is recommended 
that incisional biopsy, if required, be performed at the center of 
the lesion rather than at the margins. Another option for sali-
vary lesions in the major salivary glands, lips and buccal mucosa 
is fine needle aspiration (FNA). Although not completely reli-
able, up to 80% accuracy has been claimed. Surgical treatment 
performed for palatal tumors can vary greatly depending on the 
diagnosis; thus, a histologic diagnosis is considered essential to 
management of these lesions.9

Treatment of palatal pleomorphic adenoma in children is 
the same as in adults. Surgical treatment includes wide local 
excision and careful dissection of the encapsulated mass, in-
cluding periosteum and palatal mucosa, away from the bony 
crypt. Care must be taken to prevent any incomplete excision 
or rupture of the capsule that would leave residual tumor cells. 
Even though PAs do not perforate the periosteum, curettage or 
peripheral ostectomy of the surrounding bone is useful if re-
sidual tissue is suspected.1,2,7,9 A prefabricated surgical splint can 
provide comfort postoperatively during the granulation phase of 
healing. Our patient was treated with complete excision of the 
encapsulated tumor and palatal tissue, followed by peripheral 
ostectomy of the bony crypt, including the greater palatine fora-

Figure 4B. Medium-power view demonstrating ductal structures of various 
sizes and small islands and sheets of epithclial cells set in background of 
myxoid stoma. Fibrous septac are noted within stoma.

Figure 4A. Low-power photomicrograph demonstrating portion of 
encapsulated tumor composed of islands of epithelial cells set in loose 
myxoid stroma. Degenerating regional mucous gland lobules are noted 
adjacent to tumor.

Figure 5. Healing at 6 weeks postop.
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men. A prefabricated, soft omnivac splint was worn to protect 
the surgical site and diminish postop pain.

There is limited data, but recurrence after surgical treatment 
of palatal pleomorphic adenoma in children and adolescents has 
rarely been reported. There was no information on follow-up and 
recurrence rates in studies by Fonseca et al.6 and Yamamoto et 
al.10 Of the 16 cases of PA of the palate in children and adoles-
cents reviewed in the English literature, only two recurring cases 
were reported, both within five years of treatment. The most likely 
reasons for recurrence are seeding, incomplete excision, rupture 
of the capsule and cutting through the microscopic extracapsular 
projections, all of which can leave tumor cells behind.

Overall, the prognosis for pleomorphic adenomas of mi-
nor salivary glands such as the palate is considered to be better 
than the outlook for those arising in the parotid gland. The 
parotid gland is intimately involved with multiple vital struc-
tures, making adequate surgical excision of the tumor more 
difficult. Also, the texture of the parotid gland makes exci-
sion of the encapsulated tumor more complicated. The tumor 
in the palate arising from the minor salivary gland is usually 
managed more easily by surgery. Because of the location and 
lack of vital structures in the palate, wide local excision is less 
technique-sensitive. However, recurrences in the palate can be 

serious because of the greater palatine foramen and proximity 
to the cranial base.9 

Recurrences usually manifest about five years postoperatively. 
Therefore, these patients should have lengthy follow-up appoint-
ments to detect any recurrence, which may occur more than five 
years after primary excision. p

Queries about this article can be sent to Dr. Winston at winstondlw@aol.com.
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A b st  r a c t

When resources are scarce, authors of articles ap-

pearing in health publications have questioned the 

effectiveness of traditional interventions as a means 

of improving oral health. The experience in Delicias, 

Honduras, indicates that the principles of BPOC (Ba-

sic Package of Oral Care) may provide quicker and 

better results. 

Oral health is an important component of general health and an in-
dicator for quality of life. Despite the recognition of oral health as a 
human right, individuals throughout the world, particularly the poor 
and socially disadvantaged, suffer greatly from oral disease. There are 
vast differences between economic brackets in oral health status and 
the availability, access and affordability of oral health service.

A number of articles have been published in FDI World Den-
tal Federation, World Health Organization and other global health 
publications1-7 examining the activities of groups working in eco-
nomically disadvantaged communities. The articles point out that 
those activities are provided with the best of intentions and with 
high motivation. “Regrettably, the impact of this engagement on 
oral health remains rather low. This is mainly due to the choice of 
inappropriate (Western and clinically oriented) approaches, the 
failure to integrate their projects with existing health care systems 
and the lack of sustainability (Helderman).”8 

Those same publications advocate the concept of the Basic Pack-
age of Oral Care (BPOC) to improve the oral health of under-
served dental populations. BPOC concepts increase the level of 
preventive and pharmacologic curative oral treatments and are 
feasible and affordable for communities with minimal resources. 
The main components are:
l	 Oral Urgent Treatment (OUT)—relief of pain, initial treat-

ment of oral infections (mainly extractions) and dento-al-
veolar trauma, and referral of complicated cases to existing 
health care.

l	 Affordable sources of fluoride products in various concentra-
tions (AFT), facilitating remineralization and suppression of 
mutans Strep. While the World Health Organization states 
that fluoride toothpaste is an important delivery system for 
fluoride,9,10 experience has taught these authors that better 
results can be obtained using the higher concentrations often 
provided more affordably by fluoride rinse. (NaF; Medical Prod-

ucts Labs).11-15

l	 Atraumatic Restorative Treatment (ART)—This restorative ap-
proach requires no dental drill, no plumbed water or electric-
ity. Cavities can be remineralized and/or cleaned with hand 
instruments, then filled with an adhesive fluoride-releasing 
restorative material (usually auto-cured glass ionomer ce-
ment). Previous articles have documented that not only are 
glass ionomer materials less technique sensitive than con-
ventional amalgam or composite, they also outperform the 

Dental Outreach

Even Small Interventions 
Can Improve Oral Health
Lina Vega, D.D.S., M.P.H.; Frank J. Carberry, D.D.S. 



The New York State Dental Journal  •  june/july 2013   49

more conventional materials.16-26 It should be mentioned 
that ART is not a top priority in the BPOC program and is 
only employed after the fluoride program is established. To 
date, ART has not been part of the University of Rochester 
program in Delicias. 
During 2006, the Global Health Initiative of the Department 

of Family Medicine of the University of Rochester started an oral 
health project as part of its outreach project in Honduras. The 
clinic currently consists of a community building and a front 
porch in San Jose Centro, San Marcos de la Sierra, Departamento 
de Intibucá, Honduras. For the 4,000 descendents from the Lenca 
tribe who live within a three-hour walk from the clinic, it is a 
primary source of medical and dental care. It is operated by the 
Department of Family Medicine in conjunction with Shoulder to 
Shoulder, a binational, non-governmental organization.(1) 

In addition to providing medical services in Honduras, the 
clinic serves as a medical and dental resident training site in the 
Global Health programs of both the Department of Family Medi-
cine and the Department of Dentistry at UR. The program pro-
vides quality medical and dental care in an area that not only has 
limited professional services but is also lacking electricity or pota-
ble water (electricity arrived in December 2007). Such programs 
have been shown to have a positive impact on the willingness of 
recent graduates to serve in resource poor areas.27-31 

The core values of the Shoulder to Shoulder Program stress 
improved health outcomes for the poor by working with com-
munities and their leaders to provide programs with a sustain-

able impact. Thus, not only do the participants work in primary 
medical and dental health care roles, public health initiatives are 
central to the work as well.

In this small Honduran community, we find the same prob-
lems that are present the world over. We see the tremendous im-
pact that malnutrition, low literacy, limited economic opportuni-
ties and lack of potable water have on the population’s overall 
health. The problems caused by few dentists, gross tooth decay 
and periodontal disease, reactive not proactive seeking of care, 
early childhood caries and premature loss of both primary and 
permanent teeth are readily observed. During 2009, the residents 
of the nearby community of Delicias approached the clinic ad-
ministrators in San Jose requesting that clinic health care pro-
grams be extended to include the people who live in their village.

Evaluation of Needs
Delicias is similar in size to San Jose. Like San Jose, it consists of a 
central village, Delicias Centro, and is surrounded by six smaller 
villages (Las Mesitas, Coyolar, Los Almendros, Sumursa, Pilas and 
Samulsan), but it is far more remotely located. San Jose is ac-
cessible by road. Access to Delicias requires a five-hour hike over 
mountainous trails. 

Prior to accepting the challenge posed by accepting the re-
sponsibility of a large group of new patients, the requirements 
of those patients had to be appraised. A rapid assessment team 
was formed and visited Delicias in May of 2010. The review by 
the medical team revealed that the solutions, or at least partial 
solutions, for many of the public health problems (gutters for 
water collection, fogones or improved cook stoves, latrines and 
ceramic filtration of water) were already present in the commu-
nity. It became clear that the quality of life in Delicias would be 
improved by public health work projects aimed at expanding ac-
cess to the existing technology. That fact was pointed out to the 

(1) 	 Shoulder to Shoulder is based at the University of Cincinnati and operates a system of five 
outreach clinics in rural Honduras. Four of the clinics are located in Intibuca, an extremely 
poor, arid and mountainous area near the southwest border with El Salvador. The clinics 
are owned and/or are staffed by various departments of a number of U.S. medical schools, 
among them, Baylor, Brown, University of Dayton, John Hopkins, University of North 
Carolina at Chapel Hill, University of Pittsburgh, University of Pennsylvania, University of 
Rochester, Thundermist and Virginia Commonwealth. 

Dr. Vega’s dental clinic in San Jose. General practice resident Catalina Morales with patients in Delicias.
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residents. It also was made clear that collaboration with the clinic 
would involve not just guiding and carrying materials for the U.S. 
volunteers, but actual work on the projects by residents of the 
community.

Oral Health Evaluation 
The dental assessment provided a very different picture. This was 
the first experience with a dentist for 97% of the children. Actually, 
for 97% of the children it was their first experience with people, 
other than their neighbors and teachers. Most of the children were 
under the age of 9 and did not understand simple dental terminol-
ogy, such as toothbrush and toothpaste (cepillo de dientes, crema 
de dientes). Only 21% of the children were free of dental disease. 
Traditional medical remedies were also common. Of interest was 
that 57% of the children cleaned their mouths with salt, salt water 
or a paste made from the bark of the Quina tree. 

The village had no access to regular dental care. When the 
radio broadcast the location of a brigade, a makeshift, tempo-
rary clinic, few residents had had emergency extractions. A few of 
the adults had received extractions or appliances when they had 
traveled. The need for greater access to dental care was of major 
concern for the community. 

Since the most effective first effort in establishing a dental 
program is fluoride rinse, part of the initial assessment in 2010 
was to establish a baseline in preparation for that rinse program 
by performing 141 exams using the WHO format for recording 
the presence of dental disease. Even though the decision had not 
been made concerning accepting Delicias into the clinic’s area of 
responsibility, the assessment team encouraged the teachers in 
Delicias to visit the clinic in San Jose, receive training in dispens-
ing fluoride rinse and start a program. A few days after the assess-
ment team left Delicias, two teachers and a community leader 
from Coyolar arrived at the clinic to receive the training and the 
supplies for a fluoride program.

Results
In 2011, five people—two medical residents, two dentists and a 
translator—returned to Las Delicias to evaluate the progress in 
that community, discuss perceived needs and talk about poten-
tial future projects. The group made seven home visits in Centro 
and Coyolar. The medical projects are heavily dependent upon 
outside donations and/or micro-loans, but they did find one 
completed latrine and 12 in progress, four in-home water filters 
and five fogones (cook stoves). Unfortunately, the process that 
had been created for educational meetings to learn how to build 
the fogones was not followed; two of the stoves were not built to 
specifications. 

Time limitations permitted dental reexaminations in only 
one school. The teachers reported that the fluoride rinse was go-
ing well at the school in Coyolar, so that school was selected. All 

29 of the children, ages 5 to 8, who attended school that day were 
examined using the WHO format for recording dental disease. 
Those exams documented a 35% reduction in active decay in the 
primary teeth (15.7% dfs to 10.2% dfs); 31% of the children were 
now disease free as opposed to 21%, and the DMFS had decreased 
from 1.09 to 0.07. 

Discussion
This experience documents that even small public health inter-
ventions—oral health education at the school and the introduc-
tion of a fluoride rinse program as a part of the BPOC model—
can quickly make a difference in the oral disease of a population. 
The experience in Delicias emphasizes the importance of utilizing 
existing structures and personnel and provides an awareness of 
what is possible.

The problems encountered in bringing oral care to a remote 
area such as Delicias are not much different from those encoun-
tered in bringing oral care to any population where access is a 
problem. The rapid improvement in the dental health obtained 
in Delicias using the BPOC principles would suggest that when 
resources are scarce, what resources are available should be direct-
ed toward programs that can be provided in an informal setting, 
such as a school classroom, rather than to programs that require 
the traditional clinic-oriented setting. Such informal settings are 
also compatible with the BPOC principle of involving community 
leaders, teachers, nurses and others as part of the effort to im-
prove the oral health of the community. 

Relief of pain and appropriate fluoride ion access can be pro-
vided in a classroom or schoolyard. The strategy of such a pro-
gram is to relieve pain, arrest the disease and protect the erupting 
permanent teeth until more permanent clinic programs (sealant 
and restoration) can be provided. In the experience of these au-
thors, the higher dosage provided by a 0.2% rinse can be more ef-
fective and provide more remineralization than the 0.05% pastes 
suggested by other authors. At a cost of 10 cents per child per year 
for the materials, the rinse also can be very cost-effective. Experi-
ence has also taught that the results can be improved by holding 
the rinse in the mouth longer than the one minute recommended 
on package instructions and using the rinse twice a week. 

It is important to remember that fluorides are most effective 
on the smooth enamel surfaces of the teeth. The more conven-
tional clinic-oriented services (sealant and restoration) will be 
required for the protection of many of the occlusal surfaces.

As demonstrated in this and other projects, there are many 
reasons why patients are not receiving oral care. Cost, availability, 
fear, and cultural and social concerns are just a few of the issues. 
Dentists can and must provide supervision of efforts to provide 
oral care; but they cannot do so if they remain in their clinics and 
offices. Mobile clinics may be part of the solution, but they have 
their limitations and are expensive. There are numerous situa-
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tions where a dentist is available only for sporadic periods. Per-
haps the techniques of BPOC and community involvement used 
in Delicias can be employed in other situations. p

Queries about this article can be sent to Dr. Carberry at fcarberry@gmail.com.
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A b st  r a c t

Carcinoma ex pleomorphic adenoma (CXPA) is a 

rare and aggressive malignancy that usually develops 

in primary or recurrent pleomorphic adenoma. It 

occurs in 6% of all pleomorphic adenomas, of which 

only 7% of cases occur in minor salivary gland tu-

mors. The rate of occurrence and malignant change 

increases with time if a case is left untreated. In-

traorally, it is mostly seen in the palate, followed by 

the upper lip and buccal mucosa. CXPA of the hard 

palate typically presents as a painless, slow-growing 

swelling that frequently involves the periosteum and 

underlying palatal bone. Imaging of CXPA is usually 

noncontributory, leading to frequent misdiagnosis. 

Longstanding cases may extend up to the parapha-

ryngeal space and cavernous sinus. We describe a 

rare case of CXPA of the palate with non-significant 

clinical and radiological findings. Early diagnosis for 

better prognosis is stressed. 

Pleomorphic adenoma (PA) is the most common tumor of the 
salivary glands. It accounts for about 60% of all salivary gland 

tumors.1 About 85% of these tumors are found in the parotid 
glands; 8% are found in the submandibular glands; and the re-
maining tumors are found in the sublingual and minor salivary 
glands.1 Different patterns of malignant change occur in PA, of 
which carcinoma ex pleomorphic adenoma (CXPA) is one form.2 
CXPA constitutes 6% of all pleomorphic adenomas. 

The exact etiologic factors associated with malignant transforma-
tion are largely ill-defined.3 The rate of occurrence seems to increase 
with time if the PA is left untreated.4 According to some investigators, 
the rate of malignant change is 1.5% in the first year in which the 
adenoma goes untreated; it increases to 9.5% after 15 years.2 

The CXPA of the hard palate typically presents as a painless, 
slow-growing swelling5 that frequently involves the periosteum and 
the underlying palatal bone.6 Intraorally, the mixed tumor most of-
ten occurs on the palate, followed by the upper lip and buccal mu-
cosa.8-9 On clinical examination, these tumors appear as painless, 
firm, mobile masses that rarely ulcerate the overlying mucosa. 

The gross appearance of PA is that of a firm, smooth mass 
within a pseudocapsule. Histologically, the lesion demonstrates 
epithelial tumor cells arranged in a form of sheets and duct-like 
pattern.10 The treatment of this lesion consists of surgical remov-
al with adequate margins. 

We present a case of CXPA where the clinical findings were 
in contrast to the histopathological diagnosis. It is likely that the 
dental professional may misdiagnose in such an instance, yet the 
importance of early diagnosis in these cases is well recognized. 

Oral Surgery
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Case History
A 40-year-old woman with noncontributory social and medical 
history was referred to the Oral Medicine Department for the 
evaluation of a pink-to-slightly red swelling located on the mid-
line of the junction of the hard and soft palate (Figure 1). The 
patient reported that the swelling had been present for the last 
two years. The swelling, measuring 36 mm x 26 mm, appeared to 
be well-circumscribed and sessile. It was nontender on palpation, 
and was firm in consistency. The swelling was negative to dias-
copy. No cervical lymphnodes were palpable. 

Clinical examination of the maxillary dentition revealed no 
abnormal findings. The patient was subjected to radiographical 
investigations. A digital panoramic radiograph (Orthophos XG5, Sirona. 

Bensheim, Germany) (Figure 2) and an occlusal radiograph revealed 
no abnormalities. Fine-needle aspiration was performed and was 
negative for any liquid or viscous content.

Differential Diagnosis
In accordance with the observation that this was a small, slow-
growing lesion on the palate with no osseous erosion, it was 
thought most likely to represent a benign lesion. Our clinical 
differential diagnosis included benign minor salivary gland neo-
plasm, a reactive process, benign mesenchymal neoplasm and 
low-grade malignant tumor of minor salivary gland or mesen-

chymal origin. Although less common, PA was considered to be 
the most likely possibility, while other benign salivary gland neo-
plasms, including papillary cystadenoma, ductal cystadenoma 
and sialadenoma papilliferum, had to be considered.

PA has a definite predilection for the hard palate in cases of 
intraoral occurrence.11 PA can occur at any age, but is most com-
monly discovered in 40- to 50-year-olds and is slightly more com-
mon in women.12 The age, sex, location and clinical appearance 
of the lesion in our patient were compatible with PA.

Diagnosis and Management
Patients with CXPA do not give any contributory history, nor do 
they show any significant changes intraorally. Radiographically, 
these cases do not show any bony erosion or saucerization. Both 
these findings were absent in our case. In such cases, the den-
tal professional must correlate the clinical findings to the histo-
pathological findings to achieve a correct diagnosis and treatment 
for the patient. Surgical excision with a wide margin is the treat-
ment of choice to avoid recurrence. The soft tissue was surgically 
removed (Figure 3) and sent for histopathological evaluation. He-
matoxillin and Eosin-stained sections of the tissue revealed epi-
thelial tumor cells arranged in the form of sheets and a duct-like 
pattern. The tumor cells show features of malignancy, like cel-
lular and nuclear pleomorphism and vesicular nuclei (Figure 4). 

Figure 4. H and 
E-stained section 
of tissue revealing 
epithelial tumor cells 
arranged in form of 
sheets and duct-like 
pattern. Tumor cells 
show features of 
malignancy like 
cellular and nuclear 
pleomorphism and 
vesicular nuclei.

Figure 1. Intraoral photograph of lesion. Figure 2. Panoramic radiograph of patient.

Figure 3. Surgical 
removal of lesion.



54   june/july 2013 •  The New York State Dental Journal

Malignant cells were seen infiltrating the capsule in one area. Ar-
eas of hemorrhage and mature adipocytes were seen interspersed 
within the connective tissue stroma.

The patient was kept on a regular follow-up for the next three 
months to rule out any metastasis or secondary lesion. On subse-
quent follow-up, the patient did not present with any recurrence.

Discussion
According to the World Health Organization histological clas-
sification, published in 2005, CXPA is the most common ma-
lignant change in PA and accounts for 11.7% of salivary ma-
lignancies.13,14 Most of the malignant changes in CXPA occur 
in the parotid gland; they are extremely rare in minor salivary 
gland. Fewer than 7% of CXPA are found in the minor salivary 
glands.13 Moreover, only 1.6% of malignant transformation oc-
curs in tumors in less than five years.14 However, in the case 
presented here, there was malignant transformation in the le-
sion within two years of onset. The typical clinical presentation 
of CXPA may be similar to that of PAs, and the most common 
symptom is an asymptomatic mass, as in our case. At times there 
is a longstanding history of PA.

In contrast to our case, the parotid gland, followed by the sub-
mandibular gland, is the most common site of origin. CXPA is seen 
in patients in the sixth to seventh decades of life.15 They occur most 
often in patients over 50 years of age and are four-times more com-
mon in males.16 Typical symptoms include recent onset and rapid 
growth of a mass that may be painful and fluctuate in size.16

Clinically, the patient usually presents with a history of a 
slow-growing, painless mass17 that suddenly or over a short pe-
riod enlarges rapidly. Patients usually present with symptoms and 
signs suggesting malignancy (e.g., fixation to surrounding struc-
tures,4 occasional pain, skin infiltration, trismus, facial nerve 
weakness or palsy). Facial nerve weakness or palsy has been de-
tected in approximately 23% to 40% of cases.18

The tumor in the soft palate can readily spread by way of 
the greater palatine nerve toward the pterygopalatine fossa (PPF). 

Once the tumor lodges in the PPF, the tumor can further spread: 
1. anteriosuperiorly to the inferior orbital fissure to the extraconal 
space; 2. posterosuperiorly to the foramen rotundum (V2) to the 
Cavernous sinus (CS); 3. laterally to the masticator space—then 
the trigeminal nerve gets invaded and exploited as a route to the 
foramen ovale, dural layer and CS; and 4. medially via the sphe-
nopalatine foramen to the nasal cavity.7 Hence, advanced imag-
ing modalities play a significant role in ruling out further spread 
of the tumor. In our case, the patient was kept under a long fol-
low-up to rule out any advanced spread. As seen during surgery, 
perhaps due to early detection, this complication was avoided.

Unlike our case, most of the patients with CXPA have a history 
of multiple previous surgeries for PA.17 Such a history might sug-
gest the possibility of malignant transformation.2 This is relevant, 
considering the fact that some cases of very well-differentiated 
epithelial malignancy (e.g., myoepithelial CXPA) are sometimes 
not fully appreciated. Careful observation of the resected tumor 
may reveal malignancy. Most of these findings were negative in 
our case and can be attributed to early detection of the lesion. p

Queries about this article can be sent to Dr. Gupta at drdeepak_26@rediffmail.com. 
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A b st  r a c t 

Pyogenic granuloma, or granuloma pyogenicum, is a 

common, tumor-like growth of the oral cavity or skin 

that is considered to be an exaggerated, localized con-

nective tissue reaction to a minor injury or irritation. 

A total of five clinical cases of oral pyogenic granuloma 

were randomly selected in the age group between 26 

and 41 years. All these cases were treated with sodium 

tetra decyl sulphate and examined for regression and 

reccurrence of the lesion for six 

months. Various treatment mo-

dalities consist of conservative sur-

gical excision, cryosurgery, laser 

surgery and sclerotherapy. Scle-

rotherapy with sodium tetra decyl 

sulphate is a relatively simple and 

effective method for treating oral 

pyogenic granuloma. 

Pyogenic granuloma, or granuloma 
pyogenicum, is a common, tumor-like 
growth of the oral cavity or skin that is 

considered to be non-neoplastic in nature. It is a type of “in-
flammatory hyperplasia” that histologically represents inflamed 
fibrous and granulation tissue overgrowth in reaction to mild ir-
ritation.1 The name pyogenic granuloma is a misnomer since the 
condition is not associated with pus and does not represent a 
granuloma histologically. 

Pyogenic granuloma of the oral cavity is known to primarily 
involve the gingiva. It is presumably caused by local irritating fac-
tors, including calculus, overhanging dental restoration margins 
or foreign material within the gingival crevice. Extragingivally, it 
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Table 1.
Demographic, Clinical and Therapeutic Findings of Pyogenic Granuloma Patients 

Patient Sex Age Lesion Site Size  
(cm)

Number of 
Injections

Total 
Volume 
(ml)

Final 
Outcome

1 35 F Maxillary anterior 
gingiva 0.5x0.7 1 0.5 Resolution

2 32 F Maxillary left 
posterior gingiva 0.4x0.5 1 0.6 Resolution

3 26 F Maxillary right 
posterior gingiva 2x3 4 2 Resolution

4 38 F Maxillary anterior 
gingiva 2.5x2 4 2 Resolution

5 41 F Maxillary right 
posterior gingiva 1x1.2 2 2 Fibrosis
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can occur on the lips, tongue, buccal mucosa and palate. A his-
tory of trauma is common in such sites.2,3 

Clinically, it is an asymptomatic reddish papule or nodule that 
is usually smooth but shows at least part of its surface to be rough 
or ulcerated.4 Treatment of pyogenic granulomas consists of con-
servative surgical excision, cryosurgery or laser surgery. These are 
usually adequate but often result in scars and recurrence.1 Although 
many treatment techniques have been described, when the pyogenic 
granuloma is large or occurs in a surgically difficult area, choosing 
an appropriate treatment modality can be difficult. Therefore, to find 
treatment alternatives, we speculated that sclerotherapy could be an 
effective treatment for pyogenic granuloma, which consists of highly 
vascularized connective tissue. We are reporting five cases of pyo-
genic granuloma treated using sodium tetra decyl sulfate (STS) as a 
sclerosing agent. 

Materials and Methods
The study included five oral pyogenic granuloma patients di-
agnosed based on history and clinical examination. They were 
treated with sodium tetra decyl sulphate solution after providing 
informed consent. All were in good systemic health. A patch test 
was done to rule out hypersensitivity reactions to the drug.

 Sodium tetra decyl sulphate solution (Setrol, Samarth Life Sciences 

Pvt. Ltd., Mumbai, India) was injected slowly into the base of the lesion 
using a 23-gauge needle until it leaked out from the surface of the 
lesion. Local anesthesia was not used, and no compressive dress-

ing was applied. The patients were followed regularly at weekly 
intervals until the lesions became dry, necrotic and fell off spon-
taneously. Changes in lesions and adverse reactions were record-
ed; injections were repeated if needed. The treatment effect was 
determined according to physical examination. Follow-up evalua-
tion was performed one and three months after treatment.

Results
In four patients, the procedure resulted in complete resolution of 
the lesions, with inconspicuous scars. The procedure was well-tol-
erated by the patients and there was no recurrence. One-to-four 
treatment sessions were needed, with total volume injection rang-
ing from 0.5 ml to 2 ml. In the fifth patient, after two treatment 
sessions, the lesion became fibrosed. It measured 0.3 mm x 0.4 mm 
in size. The sclerosing solution leaked out when further injections 
were attempted. Complete excision was done for this patient. 

Discussion
Pyogenic granuloma is an exaggerated localized connective tissue 
reaction to a minor injury or irritation.5 Hormonal changes of pu-
berty and pregnancy may modify the gingival reparative response 
to injury, producing what was once called a “pregnancy tumor.”2 
The incidence of pyogenic granuloma has been described as be-
tween 26.8% to 32% of all reactive lesions. Its peak incidence is in 
the third decade, with the age ranging from between 11 years and 
40 years. Females are more frequently affected with a predilection 

Figure 1. Sodium tetradecyl sulphate 
injection.

Figure 2. Case One Before. Figure 2. Case One After.

Figure 3. Case Two Before. Figure 3. Case Two After.
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of 3:2 over males.5 In the study presented here, all the patients 
were females, with an average age of 34 years. 

Conservative surgical excision and removal of causative irritants 
(plaque, calculus and local trauma) is the usual treatment, but it is 
associated with risk of recurrence and can leave a visible scar.6

Nd:YAG, CO2 and flashlamp-pulsed dye lasers have also 
been used for the treatment of pyogenic granulomas. However, 
they require several treatment sessions, specialized training, ex-
pensive equipment and are inappropriate for larger lesions, due 
to the penetration depth of the laser wavelength.7,5 

Cryotherapy with liquid nitrogen or nitrous oxide is another 
treatment modality. It requires more visits and infection may de-
velop in the lesion, requiring systemic antibiotics.8 

Sclerotherapy with sodium tetra decyl sulphate, monoetha-
nolamine oleate and polidocanol has been described as a conservative 
method with effective results. It has the advantage of no repeated recur-
rence and no scar formation. Possible adverse effects with these agents 
include burning sensation during injection and allergic reactions.6,7

Sclerotherapy has been used with success in chronic venous 
disease, esophageal varices and hemangiomas, and other vascular 
malformations. It acts by injuring the endothelium of the vessels, 
leading to the formation of thrombus. In pyogenic granuloma, the 
agent injures the endothelial cells comprising the major part of 
the lesion and induces necrosis of the entire lesion.9 In our study, 
sodium tetra decyl sulphate was used. A 100% response rate was 
achieved. No major complications were encountered in our pa-
tients, except for pain and swelling in one patient. This was man-
aged by administration of nonsteroidal anti-inflammatory drugs. 

The clinical diagnosis of pyogenic granuloma was based on 
history and clinical examination. Biopsy was not performed, but 
histopathological confirmation for any persistent or recurrent le-
sion is recommended. 

Conclusion
Sclerotherapy is a valuable alternative therapy because of its sim-
plicity and lack of scarring. The benefits also include a better 
safety profile, repeatability and low cost of treatment even when 
multiple sessions are needed. p

Queries about this article can be sent to Dr. Samatha at saisamata@gmail.com.
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Figure 6. Case Five Before. 

Figure 4. Case Three.

Figure 5. Case Four. Pyogenic 
granuloma on palate. 

Figure 4. Case Three after first injection.

Figure 5. Case Four after first injection.

Figure 4. Case Three after second 
injection.

Figure 5. Case Four after second injection.

Figure 4. Case Three after third injection.

Figure 5. Case Four after third injection.

Figure 6. Case Five after injection.
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