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local constituents. Let them
know your feelings.

Your constituent officers
were elected to represent you
(the grassroots members). Com-
municate with them. Bylaws
can be changed (as you have re-
cently found out). Even recently
changed bylaws can be changed
back.

Your voice is important-use
it!

Ralph T. Nelson, D.D.S.
Past-president

IAGD component
Peoria, Ill.

POST-TREATMENT
BACTEREMIA

The article "Preventing Post-
Treatment Bacteremia:
Comparing Topical Povidone-
Iodine and Chlorhexidine" by
Rainer Rahn and others
(August JADA) was of particu-
lar interest to me. I have been
advocating the "sanitization" or
gingival degerming procedure
since 1956.1 Although I am in
accord with their recommenda-
tions, I wish to call attention to
some flaws in their investiga-
tion.
- They should have separated
their results into separate cat-
egories: incidence of bac-
teremia following extraction of
a molar and incidence of bac-
teremia following interliga-
mental injection. I am aware
that they had 60 of each. The
separation of the results would
have added another dimension
to our knowledge since there
are no bacteremia studies as-
sociated with interligamental
injections to my knowledge.
Unfortunately, they lumped
the results together. Moreover,
the title of the paper suggests
that the study is more inclu-
sive than just one treatment
procedure.

- Another criticism for consid-
eration is the difference in the
degree of trauma between ex-
traction of a molar and an in-
terligamental injection.

Studies have shown that the
magnitude, incidence and dura-
tion of dental bacteremia are re-
lated to the degree of trauma.?
Certainly, the procedure of ex-
tracting a molar opens many
more blood vessels, for bacteria
in the gingival sulcus, to gain
intravascular entry, than the
trauma of an interligamental
injection. Although molars were
designated as the teeth for ex-
traction, there was no designa-
tion as to where the ligamental
injection was administered.
Was it only in the molar region?
There may be differences in the
incidence of bacteremia.

Furthermore, the extraction
of a lower first molar with the
widespread roots is more trau-
matic than the extraction of a
lower second molar whose roots
are more often fused and coni-
cal in shape, requiring a lesser
rocking motion. The same may
be said for the upper second
molar.

Although the authors careful-
ly took into account the oral hy-
giene and periodontal scores,
the trauma scores were neglect-
ed. There is a statistically sig-
nificant difference in bac-
teremias between heavy and
mild trauma in the exodontic
group.2 Perhaps chlorhexidine is
only effective in cases of mild
trauma.

Finally, what was the basis
of selecting the two drugs, at
their respective concentrations,
for the comparative study? Also,
why was no discussion offered
concerning differences in previ-
ous chlorhexidine studies?
Their conclusion, gingival sul-
cus irrigation with povidone-

iodine, only confirns the result
of other investigators.4

I.B. Bender, D.D.S.
Chair Emeritus

Department of Dentistry
Albert Einstein Medical

Center
Professor Emeritus

University of Pennsylvania
Elkins Park, Pa.
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Author's response: I agree
with Dr. Bender in principle
that it would better to separate
the different categories of treat-
ment. On the other hand, a
study I performed 10 years ago
demonstrated clearly that the
incidence of bacteremia follow-
ing intraligamentary injection
is approximately 60 to 70 per-
cent.

It is well-known (from stud-
ies of Dr. Bender, but also
from my own studies) that in-
cidence of bacteremia is relat-
ed to the trauma. I concluded
from my own studies that
traumatization during extrac-
tion of teeth may have the
same intensity as traumatiza-
tion by intraligamentary injec-
tion. I think that incidence of
bacteremia does not only de-
pend on the number of blood
vessels that are opened during
a treatment but also the hy-
drostatic pressure of the sy-
ringe. I can imagine that this
hydrostatic pressure (we mea-
sured values up to 400 new-
tons) may open many blood
vessels and press bacteria
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from the gingival sulcus into
these vessels.

In our study, all treatment
(extraction as well as intraliga-
mentary injection) was per-
formed in the molar region.

The two drugs used in our
study were selected as the only
drugs that are approved in
Germany for use in the oral cav-
ity and that have shown an an-
tiseptic effect in the oral cavity
in vivo, which is statistically
different from the control sub-
stance (water).

Rainer Rahn, M.D., D.M.D.
Department of Dentistry
J.W. Goethe University

Department of Dentistry
Frankfurt/Main, Germany

PREFABRICATED OVER-
DENTURES

I must take exception to a state-
ment that appeared in
"Adjunctive Caries Control in
Overdenture Abutment Teeth:
A New Modality" by Kenneth S.
Kurtz (February). The author
states in the abstract that "in
the ideal situation, the overden-
ture abutment is restored with
a cast coping, but economic con-
straints may rule this out in
favor of a prefabricated over-
denture attachment."

The author reviews a case
using two 0 degree prefabri-
cated Extracoronal Resilient
Attachments (APM-Sterngold)
retaining a maxillary overden-
ture. After attachment place-
ment, the author's technique for
sealing the abutment dentin
and suggestion for fluoride pro-
tection are noteworthy. The
residual exposed dentin should
be protected. However, I cannot
accept the notion that prefabri-
cated attachments are univer-
sally of economic savings.

I called APM-Sterngold and

was quoted $194 for the master
kit used in the placement of
these attachments. This kit en-
ables the dentist to prepare the
abutment sites and seat the at-
tachments. Additional attach-
ments may be purchased for ap-
proximately $110 per pair.

After discussing the pricing
issue with AMP-Sterngold, I
called a long-established crown
and bridge laboratory in Kansas
City, Mo. The chief technician
informed me that the fabrica-
tion of two Type III gold copings
with O-SO attachments would
be approximately $130 to $140.
This fee includes the cost of
gold. The use of O-SO-style gold
copings for overdenture reten-
tion is well-accepted in the
prosthodontic community. Cur-
rently this technique is taught
in the undergraduate dental
curriculum at the University of
Colorado dental school. There-
fore, I submit that the rationale
for using prefabricated overden-
ture attachments based on eco-
nomics does not withstand care-
ful scrutiny. Notwithstanding
potential regional variations in
laboratory costs, it seems clear
that whatever advantages a
prefabricated attachment may
offer, they do not include signif-
icant cost savings.

Jeffrey D. Astroth, D.D.S.
University of Colorado
Health Sciences Center

Denver

Author's response: It is my
opinion that it is less expensive
to place prefabricated overden-
ture attachments than custom
cast overdenture attachments.
Dr. Astroth is correct in that
the ERA overdenture starter kit
is $194. This kit contains five
overdenture attachments and
the necessary installation ar-

mamentarium. However, a pair
costs $72. His laboratory fee
comparison is unfair as it com-
pares two different attach-
ments. My local lab survey
yields a range of $160 to $200
for each casting, O-SO or ERA.
Dr. Astroth goes on to state that
O-SO attachments are "well-
accepted in the prosthodontic
community." I submit that the
ERA is equally well-accepted,
and could be considered more
versatile across a wide range of
prosthetic possibilities: direct/
indirect overdentures, fixed/re-
movable casework and implant-
retained overdentures. If Dr.
Astroth has any input into the
prosthetic curriculum at this
dental school, perhaps he would
consider teaching proper uti-
lization of the ERA attachment
to the undergraduate dental
students. This knowledge may
provide future clinicians with a
viable alternative to the O-SO.

Economic constraints placed
by the patient's budget are bar-
riers to ideal treatment. The
issue of chairtime is wholly ne-
glected in Dr. Astroth's letter.
Preparation, anesthetic admin-
istration, cord placement, im-
pression, provisionalization,
try-in and final cementation
would take a minimum of two
visits. By my estimate, approxi-
mately triple the amount of
chairtime is necessary for place-
ment of cast vs. prefabricated
attachments. As you know, the
patient pays for this time and
expertise. Despite Dr. Astroth's
beliefs to the contrary, it seems
clear to me that prefabricated
attachments are, in fact, signifi-
cantly less costly than custom
cast attachments for both the
clinician and the patient.

Kenneth S. Kurtz, D.D.S.
Huntington, N.Y.
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