[Downloaded free from http://www.j-ips.org on Friday, March 24, 2017, IP: 49.206.1.43]

The Journal of Indian Prosth-
odontic Society is indexed/listed
with DOAJ, Health and Wellness
Research Center, Health Reference
Center Academic, InfoTrac One
File, Expanded Academic ASAP,
ProQuest Databases, Genamics
JournalSeek, and Ulrich’s Interna-
tional Periodical Directory.

The journal is official publication of the
Indian Prosthodontic Society, and
issues are published quarterly in the last
week of March, June, September and
December.

All the rights are reserved. Apart from
any fair dealing for the purposes of
research or private study, or criticism or
review, no part of the publication can be
reproduced, stored, or transmitted, in any
form or by any means, without the prior
permission of the Editor.

The Journal and/or its publisher cannot
be held responsible for errors or for any
consequences arising from the use of the
information contained in this journal.

The appearance of advertising or product
information in the various sections in the
journal does not constitute an endorse-
ment or approval by the journal and/or

its publisher of the quality or value of the
said product or of claims made for it by
its manufacturer.

The journal is published and distributed
by Medknow Publications. Copies are
sent to subscribers directly from the
publisher’s address. It is illegal to acquire
copies from any other source. If a copy is
received for personal use as a member
of the association/society, one can not
resale or give-away the copy for com-
mercial or library use.

The Journal is printed on acid free paper.

Editorial Office

Dr. (Mrs) S. J. Nagda

Prof. & Head,

Dept. of Prosthodontics,

Nair Hospital Dental College,
Mumbai - 400 008, India.
E-mail: jipseditor@yahoo.co.in

Published by

Medknow Publications,

A-109, Kanara Business Centre,
Off Link Road, Ghatkopar (E),
Mumbai - 400075, India.

Tel: 91-22-6649 1818/1816,
E-mail: publishing@medknow.com
Website: www.medknow.com

Websites
www.jprosthodont.com
www.journalonweb.com/jips

The Journal of Indian Prosthodontic Society

Official Publication of Indian Prosthodontic Society
ISSN 0972-4052

Editor
Dr. (Mrs.) S. J. Nagda

Editorial Board
Dr. (Mrs) A. P. Wadkar
Dr. M. A. Gandhewar
Dr. (Mrs) Vrushali Abhyankar
Dr. Ravi Savadi
Dr. Shailendra Sahu

Advisory Board
Dr. Chandrasekhar Nair
Dr. E. G. R. Solomon
Dr. Hariprakash
Dr. Muniratnam Naidu
Dr. Mahesh Verma
Dr. Sridhar Shetty
Dr. Sreelal
Dr. Satish Babu

Indian Prosthodontic Society

(Registered under Public Trust Act No. 537/78, Public Trust F/551 5, Mumbai)

President
Dr. T. V. Padmanabhan

Immediate Past President
Lt. Gen. Paramijit Singh

Hon. General Secretary
Dr. V. Rangarajan

Editor
Dr. (Mrs.) Suhasini J. Nagda

Executive Council Members

Dr. F. D.Mirza
Dr. E. G. R. Solomon
Air Cmde S. Murali Mohan
Dr. U. V. Gandhi

Dr. Ravi C. Savadi
Dr. M. Shiva Shankar
Dr. Soorya Poduval

Dr. Himanshu Aeran

Dr. Saranijit Singh Bhasin
Dr. K. Mahendranadh Reddy
Dr. Supriya Nerli
Brig.Vimal Arora
Dr. Shilpa Shetty
Dr. S. K. Khindria
Dr. K. R. Nagaraj
Dr. V. Anand Kumar

IPS Office
Dr. V. Rangarajan
Hon. Gen. Secretary cum Treasurer, 230, Avwai Shanmugham Salai,
Royapettah, Chennai - 600014, India. E-mail: drvranga@gmail.com



[Downloaded free from http://www.j-ips.org on Friday, March 24, 2017, IP: 49.206.1.43]

The Journal of Indian Prosthodontic Society

July-September 2007 - Vol 7 - Issue 3

CONTENTS
Editorial
The three magic L's

Original Articles

The curvature of the retentive arm in a circumferential clasp and its effect on the retention:

3D analysis using finite element method

Allahyar Geramy, MaSOUD EJIALE ........ooiiiiiiiie ettt e ekt e e e h e e e h bt ookt e e ke et e e s bt e e e bt e e et e e et e e e nnbneeabeee s

Biometric relationship between intercanthal dimension and the widths of maxillary anterior teeth
Ulhas E. Tandale, Shankar P. Dange, Arun N. KNAIKAE ........co.oiiiiieiie ettt et e et e e et e e e ste e e e enteeeanbeeeannteeeanbeeeanneas

Role of prosthodontist with regard to impacted esophageal dentures from an ENT perspective
Abhishek Jaswal, Avik K. Jana, Atish Haldar, Biswajit Sikder, Utpal Jana, Tapan K. Nandi .........cccccceereriireeiiie e

Evaluation of marginal microleakage of three zinc-oxide-based non-eugenol temporary
luting agents: An in vitro study
10 o] gt gl o F=TaTe o F- T A TN A NN oo To F- R PP U PR P R PPPROUPPIN

Review Articles
Clinical tips in full veneer tooth preparation
NT=T=T o T ] =T P WV T )= O 1 OSSPSR

Rotational path removable partial denture: A literature review
Marzieh Alikhasi, Abbas Monzavi, Farideh Gramipanah, Maryam Eghlima, Hakimeh Siadat .............c.cccooiiiiiiiiiiicccee

Nutrition in maxillofacial prosthetic patients: The unexplored frontier
Ravi Madan, Saumyendra V. SINgh, ArVINd THPATNI..........eiii et e e e e

Case Reports

Reconstruction of a cranial defect with an alloplastic implant
Sandeep Kumar, Seema Gupta, Nayana PrabiU ...........ooi ettt e e e e e naneeene

The removable occlusal overlay splint in the management of tooth wear
Bilquis J. Ghadiali, S. A. Gangadhar, Kamal SRIGIT ..........cooiiiiiiii ettt

Customized cast post-and-core abutment for single tooth implants: An easy approach
S. K. Bhandari, T. Ravindranath, Shabina Sachdeva, Shraddha Gurlhosur, S. S. BRaSin ........c.cccciiiiiiiiiiiiiie e

Guest Article

Marching ahead to the future
OO g T= Vo [ TY =Y (g F= Vi U I A=V USSR

AN LAV AY =T g To I A =YY

B OOK ROV e ettt ettt

35" |PS Conference

117

118

123

126

132

137

143

147

150

153

158

162

166

167

168



[Downloaded free from http://www.j-ips.org on Friday, March 24, 2017, IP: 49.206.1.43]

Review Article

Nutrition in maxillofacial prosthetic patients:
The unexplored frontier

Ravi Madan, Saumyendra V. Singh, Arvind Tripathi
Department of Prosthodontics and Dental Material Sciences, Faculty of Dental Sciences, U.P. King George’s
University of Dental Sciences, Lucknow, UP, India
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A patient who undergoes/has undergone maxillofacial surgery is already under enormous apprehension and fear. Postoperative
physical and mental stress because of depression, shock, anger and ostracisation add to functional and esthetic impairments
and all these make the sufferer prone to malnourishment. An approach that involves simple nutritional principles preceding
the surgery, continuing postoperatively and proceeding life long will translate into improved prosthodontic prognosis. We
have attempted to apply these principles to solve the common nutritional problems affecting maxillofacial prosthetic patients,

keeping in focus the diet and economics of a normal Indian patient.

Key words: Malnutrition, maxillofacial, nutrition prognosis

A patient undergoing maxillofacial surgery is under
considerable physical and mental stress because of
ostracization, anticipation of functional impairment,
depression, shock and at times anger, which added
to the stress of surgery, postoperative depression,
functional impairment and facial disfigurement; all
these make these sufferers prone to malnourishment.
An approach incorporating the common nutritional
principles from the diagnosis that continues life long
may translate into an improved prosthodontic prognosis;
this is because malnutrition results in impaired wound
healing, reduced immunologic functions, increased
susceptibility to infections, decreased tolerance to
oncologic therapy™ and increased internment.”? In a
review of 3000 patients with malignancies, De Wys
noted significant impact of malnutrition on prognosis
and stated that the patients with substantial weight
loss had significantly shorter survival rates than
those without significant weight loss.®! The goals
of an ideal nutritional therapy would be to provide
adequate energy, proteins, fluid balance antioxidants,
micronutrients and roughage to maintain the functional
performance status, improve fitness for surgery and
improve the overall prognosis.®

PRE-OPERATIVE PHASE

The assessment of nutritional status is designed to
evaluate the balance of three aspects of nutrition i.e,
energy, protein and micronutrients and has three
components - nutritional history, appropriate physical

The Journal of Indian Prosthodontic Society | July 2007 | Vol 7 | Issue 3

examination with simple anthropometric measurements
and laboratory studies to determine whether the patient
requires nutritional support.[

Nutritional history includes the percentage ideal
weight, percentage weight change, percentage usual
weight and previous treatments, if any.? Weight should
be recorded at every outpatient visit and daily for a
hospitalized patient as the absolute body weight and
change in body weight have prognostic implications.
IlIness associated with a loss of 10-20% weight over a
period of 6 months or less can cause multiple organ
system involvement and if it exceeds 20%, protein
energy malnutrition may occur.. Physical examination
includes body weight, height, triceps skin-fold thickness
[Table 1] and mid-arm muscle circumference [Table 2].
Triceps skin-fold thickness is indicative of the body
fat content whereas mid-arm muscle circumference
indicates muscle mass and is more indicative of body
protein.i! Laboratory studies involve the measurement
of serum albumin and transferrin. Their levels signify
the ability of the liver to synthesize protein with
changes occurring in advanced malnutrition. Albumin
content should be more than 3.5 gm/dl; a level of 3.5

Table 1: Assessment of body fat as indicated by the 5" and
50t percentile of triceps skin-fold thickness (mm) by frame
size and gender in an age group of 25-74 years

Small frame Medium frame Large frame

5th 50(h 5th 50(h 5th 50[h

Men 5 10 5 12 6 14

Women 10 20 12 24 16 32
147
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Table 2: Assessment of muscle mass as indicated by the
5" and 50" percentile of mid-arm muscle area by frame size
and gender (cm?)

Age Small frame Medium frame Large frame
5(h 50(h 5(h 50(h 51h 50(h
Men
25-54 42 55 49 65 56 72
55-74 37 55 46 62 51 66
Women
25-54 26 33 28 37 32 46
55-74 26 35 29 40 35 50

gm/dl may indicate a mild degree of malnutrition,
whereas a count of 3.0 gm/dl or less may indicate
severe malnutrition.
Anthropometric and laboratory measurements are
useful; however, the basis of nutritional assessment
rests on history and physical examination which
therefore should be emphasized. Based on these
assessment results, the indications for additional
nutritional support are as follows:®
= Poor preoperative nutritional status (oral intake is
less than 50% of the total energy requirement),

= Significant weight loss (body weight is less than
ideal by more than 10%),

= An anticipated duration of Nil per orally for more
than seven days (indicated particularly for total
parenteral nutrition (TPN)) and

= Serum albumin values less than 3.0 gm/dl.

The patient is then categorized into ambulatory or
nonambulatory; with maintenance diet or anabolic
diet, respectively; subsequently, the caloric and protein
requirement can be calculated by using various formulae
and equations.?” The Harris-Benedict formulae are
preferred because of its simplicity [Table 3].

POSTOPERATIVE PHASE

In this phase, the utilization of the oral cavity for
feeding may be hindered by the adverse effects of
chemotherapy or radiotherapy or by the resection itself.
Alternatives to oral feeding are nasogastric intubation,
TPN, gastrostomy or jejunostomy.® If oral feeding
can be resumed within a week of surgery, nasogastric
intubation is indicated. In patients not expecting
resumption around a month, TPN is preferred and
gastrostomy/jejunostomy is indicated where long-term
nil per orally is expected or in patients with swallowing
disorders. The clinical uses with the complications of
various extraoral routes of nutritional administration
are summarized in Table 4. Once oral feeding is
resumed, malnutrition is the common postoperative
sequelae due to various complications; it is discussed
with the possible solutions as follows:
= Loss of appetite may be caused by aguesia,
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Table 3: Basal metabolic rate determined by Harris-Benedict
equation

BMR (male) 66 + (13.7 x weight in kg) + (5 x height in cm)
+ (6.8 x age in year)
BMR (female) 66.5 + (9.6 x weight in kg) + (1.7 x height in cm)

+ (4.7 x age in year)
BMR x AF x IF

6.25 x cal. required/150
Lying in bed BMR 1.2
Ambulatory BMR 1.3
Maintenance 0-30%
Anabolic 40-60%

Calorie requirement
Protein requirement
Activity factor (AF)

Injury factor (IF)

xerostomia, mechanical dysphagia, depression or

anger.”! The possible solutions are as following:

= Eat small amounts four to six times daily rather
than three big meals.

= Drink easy to swallow nutritious fluids like
soups, milk shakes and curd.

= Psychological counseling.

= Sore mouth may be caused by xerostomia and
mucositis (due to depressed epithelial cell division).l!

This may be tackled by:

= Avoiding salty or spicy food or food with
rough texture.

= Taking soft nonacidic, blended or liquid foods
such as custards, pureed meats and cottage
cheese.

= Leaving dentures as long as possible out of the
mouth (tissue rest).

= Diarrhea may occur secondary to radiotherapy or
antibiotic therapy, infection or decreased masticatory
ability.

e |If diarrhea is caused by radiotherapy,
antidiarrheals (prescribed by oncologist) may
be necessary.

= Drink plenty of fluids to replace the loss of water
and electrolytes (oral rehydration therapy).

= Have curd and bananas regularly.

= Regular consultation with the physician.

= Xerostomia may be caused by radiation therapy
and drugs, severing of salivary duct and gland

(accidental or intentional), decreased liquid intake

or stress and anxiety.

= Frequent liquid intake helps to keep the mouth
moist.

= Tongue coating (due to xerostomia) impairs
the taste. To overcome this, clean the tongue
two to three times daily with a bicarbonate
soda solution.

= Avoid sticky foods such as chocolates and
pastries (cariogenic).

= Use artificial salivary substitutes.

= Boiled sweets stimulate saliva production.

= Constipation could be caused by lack of fiber in diet,
stress and anxiety, muscle weakness or drugs.*
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Table 4: Clinical uses C the complications of various extra oral routes of nutrition administration

Potential complications

Aspiration; ulceration of nasal and

esophageal tissues, leading to stricture

Aspiration; irritation around tube exit site peritoneal leak

Feeding technique Clinical use
Nasogastric tube Short-term clinical situations (weeks) or longer
periods with intermittent insertions
Gastrostomy tube Long-term clinical situation, swallowing disorders
or impaired small-bowel absorption requiring continuous drip
Jejunostomy tube Long-term clinical situation where impaired

gastric emptying
Immediate postoperative phase; obstruction
of GIT; impaired swallowing

Total parenteral nutrition

Clogging or displacement of tube; jejunal

fistula if large tube is used; diarrhoea

Mechanical - thrombus, embolism; metabolic - fluid and electrolyte
derangement; infections - catheter-induced sepsis, exit-site injections.

= Induct fibers (roughage) in diet; good sources
include whole-wheat cereals, whole-wheat
breads, green vegetables, etc.

= Natural remedies for constipation includes figs,
papaya and drinking eight to ten glasses of
water in copper utensils.[*!

CONCLUSIONS

Malnutrition is a reality that a maxillofacial prosthetic
patient may face throughout his life; its causes vary
from depression to functional impairment. As part of
the rehabilitation team of such a patient, it is the duty
of a prosthodontist to be aware of the significance of
nutrition, recognize signs and symptoms of malnutrition,
manage simple nutritional problems and refer the
patients to competent personnel, if required. Adopting
such an approach would improve the prognosis of
both the patient and prosthesis.
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