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Koelbl appointed dean
of College of Dental
Medicine at University
of New England

University of New England (UNE)
President Danielle N. Ripich, PhD,
has announced the appointment of
new Dean of the College of Dental
Medicine James J. Koelbl, DDS, MS,
MJ, of Claremont, Calif. Koelbl is
the founding dean of the College of
Dental Medicine at Western Uni-
versity of Health Sciences, Pomona,
Calif., and will join UNE in April.

The college must be accredit-
ed by the Commission on Dental
Accreditation (CODA) prior to open-
ing and a dean must be in place
for the accreditation process. UNE’s
publicly stated intent is to open the
college in the fall of 2012, and an
aggressive fundraising campaign is
under way.

To date, $6.8 million has been
raised with a lead gift of $2.3 million
from Northeast Delta Dental and
donations from Unum Life Insur-
ance Company of America, New
Hampshire’s Endowment for Health,
Dr. Robert Card and other major
contributors. In November 2008, the
UNE board of trustees approved the
academic program for the doctor of
dental medicine degree.

In the recent election, a $5 mil-
lion bond to increase access to den-
tal care in Maine was approved.
This will help to address the lack
of a dental school in the region and

the critical shortage of dentists in
Maine and Northern New England.
The $5 million bond allocates $3.5
million to establish a dental school’s
community-based teaching -clinic,
which UNE will apply for through a
competitive bid process and as part
of its effort to raise money for the
UNE College of Dental Medicine.
Prior to his current position at
Western University, Koelbl served
as the dean of the School of Den-
tistry at West Virginia University
from 1999-2007; he held several
senior positions at the American
Dental Association from 1994-1999,
including the position of associate
executive director, served as associ-
ate dean for clinical affairs and pro-
fessor at the University of Louisville
School of Dentistry from 1992-1994,
and held several administrative
and faculty positions at the Loyola
University School of Dentistry from
1977-1992, including: director, gen-
eral practice residency; chair, oper-
ative dentistry; assistant dean for
admissions and student affairs; and
associate dean for academic affairs.
Koelbl was an instructor at the
University of Illinois College of Den-
tistry from 1975 to 1977, has received
numerous awards and honors and
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The dental microscope for GPs

rﬁ' . .

Do you use a dental microscope? If not, read along as Dr. Craig S. Kohler
illustrates its effectiveness for general dentistry and you might just be
inspired to get one for yourself.

~ See page 5A

Dental school takes aim
at neck and back pain

In response to a high prevalence
of neck and back pain among work-
ing dentists and dental hygienists, the
dean of the University of Maryland
Dental School, Christian S. Stohler,
DMD, DrMedDent, has launched an
initiative to bring renewed attention to
ergonomics into dental education.

Starting with the current semes-
ter, every incoming student must take
the school’s course “Ergonomics in
Dentistry,” before he or she can prac-
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Profluorid

The thin and white transparent 5% Sodium Fluoride Varnish
in a non-messy new delivery system
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tice simulations or live-patient dental
work. The school wants to be the place
where dentists and dental hygienists
learn to practice ergonomically correct
practices, says Stohler.

“Three out of every five dentists
live with the pain,” due to years of
practicing with poor posture and other
unwise positioning, guest lecturer
Lance Rucker, DDS, director of clini-
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has written multiple publications
and articles during his career.

Koelbl received his DDS from the
University of Illinois College of Den-
tistry, his MJ in health law from the
Loyola University School of Law and
an MS in oral biology from Loyola
University. He received his under-
graduate degree from John Carroll
University.

“I am very pleased that Dr. Koelbl
is joining us at the University of New
England,” said Ripich. “UNE will
benefit greatly from his extensive
experience in dental medicine and
as the dean of two dental schools. I
am confident Dr. Koelbl will enable
UNE to expedite the accreditation
of the College of Dental Medicine
and will also greatly assist in our
fundraising efforts for the college.”

“I am honored to be selected
as the founding dean for the UNE
College of Dental Medicine, and
appreciate all of the hard work that
has been accomplished to date,”
Koelbl said.

“We have the opportunity to cre-
ate a modern, innovative and tech-
nologically advanced dental edu-
cation program at UNE where a
rich environment for collaboration
exists, both internally and exter-
nally.

“I appreciate the support that has
already been provided by the dental
community, and look forward to

meeting and getting to know the
dentists throughout the New Eng-
land area.”

Koelbl noted that while many
details are yet to be developed, the
UNE dental program will focus on
a strong foundation in science and
research, realistic simulation, early
and extensive clinical experiences,
interprofessional education and sig-
nificant community-based educa-
tion.

“We recognize our strong obliga-
tion for the college and its gradu-
ates to help improve the health of
individuals, families and communi-
ties in New England and beyond,”
Koelbl added.

Named one of the best region-
al universities in America by U.S.
News & World Report, UNE is a
leader in health sciences education,
biomedical research and the liberal
arts.

It offers student-centered, inter-
disciplinary programs in the Col-
lege of Osteopathic Medicine, the
Westbrook College of Health Profes-
sions, the College of Arts and Sci-
ences, the College of Pharmacy and
the College of Graduate Studies and
graduates more health-care profes-
sionals than any other institution of
higher learning in Maine.

For more information, visit www.
une.edu.

(Source: University of New
England)
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Norman Bartner, DDS, clinical
assistant professor, leads a new

ergonomics course al the University
of Maryland Dental School. (Photo/
Steve Berberich, UMd News Bureau)
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cal ergonomics and simulation at the
University of British Columbia, told
this year’s incoming class.

Stohler recruited Rucker as the
world’s leading authority on dentistry
ergonomics to Kkick off its course with
a lecture and workshops. He greeted
the new students with, “If you want to
be a healthy, well-postured individual,
statistically you have chosen the wrong
profession. However, you do have a
choice.”

Studies in the United States and in
Canada over the past 37 years have
underscored the need for dentists to
adopt more ergonomically correct
equipment and positioning, Rucker
explained. He said that two-thirds of
dentists lose days of practice each year
by avoidable muscular skeletal pain.

Retired professor Michael Belenky,
DDS, MPH, has taught what he refers
to as human center ergonomics at the
school for many years. “We first ask
a student to identify how he or she
would like to stand or sit for optimal
visual and physical comfort and effec-
tiveness,” says Belenky.

“Many dentists eventually need
years of physical therapy, go to a chi-
ropractor or even have surgery, but
seldom do you hear about the need for
preventive solutions, the etiology of the
problem.”

Norman Bartner, DDS, a clini-
cal assistant professor who leads the
upgraded course, says, “We are widely
recognized as the No. 1 dental school in
the country. Now we want to be known
as the school that graduates students
with the longest careers, greatest earn-
ing capacity and who enjoy the most
leisure time because they are healthy.”

Bartner added, “This should
increase alumni financial support for
the school as well.”

Bartner and Belenky have creat-
ed an instructional video that begins
with dentists who have been forced
from the profession with musculoskel-
etal problems, due to poor ergonomic
working conditions.

Bartner said: “I don’t want students
developing musculoskeletal problems
from chronic stress on the neck, shoul-
der, high back and low back. We start
all the dental students off with know-
ing the proper posture as a dentist for
avoiding such career-limiting prob-
lems.”

(Source: University of Maryland
Baltimore)
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Top 10 suggestions for 2011

By Sally McKenzie, CEO

The best thing about a new year
is the host of new opportunities it
offers. It presents the chance to cre-
ate a new mindset and the occasion
to renew your commitment to mak-
ing the most of your career, your
relationships, your strengths, your
team and your practice.

There is no better time to ask
yourself, what are you going to do to
make 2011 a perfect 10? I have a few
suggestions to making this your most
successful year in dentistry yet.

No. 10: If you can see it, you can
create it

It’s called creating your vision and
goals. In terms of the growth and
success of your practice, as well as
your own professional satisfaction,
where do you want to be one year
from today?

Share this with your entire staff
and involve them directly in spelling
out the plan to ensure that every-
one is aiming for the same target,
namely, total practice success. Over
the coming weeks and months, you
and your team should work through
various aspects, including:

® improving communication skills
and establishing dialogue,

e providing a non-threatening
forum for the team to evaluate
strengths and weaknesses,

e clearly defining jobs and respon-
sibilities of every staff member,

e assessing individual roles in the
group and understanding how each
contributes to the practice’s objec-
tives,

e developing specific team pro-
cesses, such as decision-making and
conflict management,

e improving problem-solving
strategies,

e creating a culture of account-
ability.

In addition, schedule a two-hour
team meeting for every month this
year to identify the vision, goals and
the strategy for advancing practice
success in the coming year.

No. 9: Take the broad goals and
objectives and translate them into
specific priorities that are individu-
alized for each person

For example, define the priorities
of the business team. Spell out how
each person’s responsibilities and
objectives help to achieve those pri-
orities and how they fit into the
larger practice goals.

No. 8: Open the lines of
communication wide

Feedback, celebrating progress,
group problem solving and trouble-
shooting all involve ongoing con-
structive communication.

Yet, it is more than keeping every-
one informed. A culture of account-
ability is built on a culture of open
communication in which the cor-
nerstone is a culture of respect and

trust. Encourage staff to offer ongo-
ing constructive suggestions, input
and insights aimed at moving the
practice forward.

No. 7: Set the example for your
team

Pay close attention to your daily
actions, behaviors and decisions
to ensure they are consistent with
practice values and priorities.

Do not expect your team to follow
you if you are not willing to live by
the same principles and uphold the
same standards that you require of
others.

No. 6: Cut the deadwood and enjoy
smooth sailing

Deal with the problem performers
on your team. These are the people
that you and your star performers
have been carrying for far too long
and at far too great an expense.

There are few things more demor-
alizing to top-flight employees than a
boss who looks the other way when
one or more members of the team
consistently disregard office poli-
cies, bring poor attitudes to work,
generate conflict, make excuse after
excuse for why they were late, why
they were sick and why they simply
cannot get their jobs done.

Yet, the deadwood workers that
everyone is stepping over and is
forced to just “deal with” get the
same pay raises, same vacation time
and the same perks as top perform-
ers on your team. Understandably,
your capable staff will only tolerate
this for so long.

As Vince Lombardi once said,
“There is nothing more unequal than
the equal treatment of unequals.”
You want a team of people eager to
help you and your practice reach the
pinnacle this year, not derail your
efforts.

Next, take a close look at practice
numbers, starting with establishing
a realistic financial goal for your
practice.

Let’s say you want to achieve
$700,000 in clinical production. This
calculates to $14,583 per week (tak-
ing four weeks out for vacation).

Working 40 hours per week
means you’ll need to produce about
$364 per hour. If you want to work
fewer hours, obviously per hour pro-
duction will need to be higher. Fol-
low the steps below to get there.

No. 5: Create a clear plan of action
for production

Establish daily production goals and
schedule to meet those goals. Make
certain that your scheduling coordi-
nator fully understands exactly how
much time is needed for each pro-
cedure.

You would be stunned how many
business employees simply have
to guess the number of units that
should be allocated for procedures.

Prescribe a treatment plan for
patients that includes everything

that needs to be done: appointments
necessary, the cost of treatment, an
estimated length of treatment time
and any treatment options.

Designate a treatment coordina-
tor who is responsible for presenting
treatment plans to patients and is
expected to secure at least 85 per-
cent case acceptance.

e Implement an interceptive peri-
odontal therapy program.

e Provide superior customer ser-
vice that will encourage patients to
refer friends and family.

e Kach month run the year-to-
date practice analysis report and
compare it to the same period last
year.

Now consider what needs to hap-
pen in the treatment room, which
brings us to tip No. 4.

No. 4: The patient needs what the
patient needs, regardless of his/her
circumstances

Continue to diagnose patients’ needs
and wants according to your practice
philosophy, not on what you per-
ceive they can afford. Present treat-
ment plans that convey to patients
that you are presenting options to
address immediate needs, long-term
needs and patient desires.

In addition to recommending
treatment according to both patient
needs and wants, continue to edu-
cate patients. Emphasizing the
importance of oral health and its
impact on overall health has never
been more important.

No. 3: Monitor and measure the
individual areas as a team and
study practice reports

Regularly review key reports includ-
ing the accounts receivables and out-
standing insurance claims reports to
monitor exactly how much money is
owed to your practice.

In addition, watch the details of
your production, new patient flow
and patient retention using the pro-
duction report. Depending on your
software system, this report may be
called production by provider, prac-
tice analysis or production by ADA
Code. It is very useful for tracking
new patient comprehensive exams.

The production by provider report
should also enable you to moni-
tor individual provider production
for each dentist and hygienist. It is
important to track individual pro-
duction numbers to determine pro-
ductivity.

Some systems will allow you to
run a production forecast report that
can be an excellent tool in deter-
mining slow periods so that you can
develop a plan of action to address
the potential production shortfalls.

In monitoring each area and dis-
cussing the results, staff better com-
prehend the impact of one system
on another and on the success of the
practice as a whole. They are then
far less likely to sit back and watch
problems continue, further strength-

If you want to work
fewer hours, your per
hour production will

need to be higher.

ening the culture of accountability
and minimizing the “it’s not my job”
mentality.

No. 2: Watch overhead carefully
The industry standard for overhead
is 55 percent of collections. If you
are currently at 60 to 65 percent,
you are comfortably within reach. If
yours is higher, take action.

Some practices report their over-
head as high as 85 percent. They
are making a mere 15 cents on the
dollar! The first step in controlling
overhead is to establish the follow-
ing budget targets:

e Dental supplies: 5 percent

e Office supplies: 2 percent

® Rent: 5 percent

e L.aboratory: 10 percent

e Payroll: 20 percent

e Payroll taxes/benefits: 3 percent

e Miscellaneous: more than 10
percent

No. 1: Make this your best year yet
Invest in your success. Consider
working with a management consul-
tant. I know of at least one consult-
ing firm that has enabled practices
to realize significant financial return
throughout the recession, includ-
ing major gains in collections, case
acceptance, perio production and
patient retention.

Do your homework and pick the
one with a proven track record.

About the author

Sally McKenzie is CEO of
McKenzie Management, which
provides success-proven man-
agement solutions to dental prac-
titioners nationwide. She is also
editor of The Dentist’s Network
Newsletter at wwuw.the dentists
network.net; the e-Management
Newsletter from www.mckenzie
mgmt.com; and The New Den-
tist™ magazine, www.thenew
dentist.net. She can be reached
at (877) 777-6151 or sallymck
@mckenziemgmt.com.
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The dental microscope
for general dentistry

By Craig S. Kohler, DDS, MBA, MAGD

The dental microscope is an out-
standing tool. Every general dentist
should consider incorporating the abil-
ity to have multiple magnifications in
his or her office. The following case
studies illustrate their effectiveness.

I use the microscope every time I
touch a tooth with a burr. The photos
shown here are snapshots of proce-
dures that have been videotaped.

The videos have been edited and
can be found on www.YouTube.com
under the case name. Go to www.
YouYube.com and search for “craigs
kohler” and the name of the case.

Case No. 1: Removal of amalgam
stain and micro crack discovery
Summary of original treatment expec-
tations: Patient needs a simple two-
surface silver amalgam filling, #3 MO
replaced. The patient would like to
have a tooth-colored restoration.

The silver amalgam is removed and
carious tooth structure is found as
well as extensive staining from the
old silver filling (Fig. 1a). An intra-
oral sandblaster (Danville Engineering
MicroEtcher IIA) was used to remove
the stain and decay.

The stain at the gingival margin was
more difficult to remove and a second
application of the sandblaster removed
it (Fig. 1b). Upon close inspection of
the preparation, there was a small
crack found in the enamel at the gin-
gival margin and another crack under
the mesial buccal cusp (Figs. 1c, 1d).

The dentist can evaluate and dis-
cuss the options that the patient has
regarding the restoration of the tooth.
If the patient can see the situation,
he or she can make a more informed
decision.

Possible future problems can be
traced back to the original stress frac-
tures in the tooth if the patient elects to
have a simple filling placed.

This patient decided to have the
simple filling and was willing to risk
possible tooth fracture and sensitivity.
In my office, a full crown is considered
over treatment, but a conservative
ceramic onlay with proper occlusal
guidance may be the best enduring
restoration (Figs. 1e, 1f).

A gold onlay has the clinical history
to last the longest, but it would not
satisfy the esthetic demands of most
patients’ in my demographic area.

Case No. 2: Removal of an old tooth
colored filling that had severe decay
Summary of original treatment expec-
tations: A 14-year-old female with a
history of bad dental experiences at
her pediatric dentist has decay on her
lower right molar (#30).

The tooth has a silver amalgam

with decalcification on the margins,
and there is a large occlusal compos-
ite that appears intact visually. She is
apprehensive about treatment (Fig.
2a).

The silver filling is removed and
there is extensive decay (Fig. 2b). The
tooth-colored composite is difficult to
distinguish from dentin. The dental
microscope enlarges the area so that
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understood and the patient returns to
the office for three other similar prob-
lems on her other first molars. This
case is an example of a patient who
was a difficult management problem;
however, she learned to appreciate the
value of a dentist and patient working
together to get a good result.

The dental microscope enlarged
the field of view for treatment and
documented the experience so the
patient could take ownership of her
dental problems.

Case No. 3: Crown buildup and
preparation for a gold crown
Summary of original treatment expec-
tations: The upper left molar, #15,
had the palatal margin of a gold onlay
breakdown (Fig. 3a). There was exten-
sive decay. The onlay was removed
and a core buildup placed. Then the
tooth was prepared for a future gold
crown, which was seated.

The extensive decay under a filling
led to the need for a core build up.
The dental microscope was used to
refine the margins of the preparations.
Notice the magnification (10x to 12x)
that allowed the buildup tooth mar-
gin to be refined. The white buildup
material could clearly be seen, which
allowed the margin of the buildup to
be placed above the crown margin
(Fig. 3b).

The preparation was also adjust-
ed at similar high magnification and
two slots were placed in the buildup
to increase retention for the crown.
The impression was sent to the dental
laboratory, Opus One Laboratories in
Agoura Hills, Calif.

At the delivery appointment, the
temporary was removed and the resid-
ual temporary cement was sandblast-
ed away. The crown was checked for
fit and occlusion and was cemented
with Relyx Unicem cement by 3M
ESPE. The delivery appointment took
about 15 to 20 minutes.

In my office, a tooth that needs an
extensive buildup typically takes 30
minutes. The preparation and impres-
sion appointment time is 45 to 60
minutes. My initial learning curve took
about two months to feel comfortable
in using the microscope for most den-
tal procedures.
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Fig. 4: Case No. 4, #31, severely
cracked tooth with no pain.

(All photos were
provided by Dr. Kohler)

About the author

Craig
S. Kohler,
D DS,
M B A,
MAGD,
has a full-
time pri-
vate prac-
tice in
Wilmette,
111., which
is a sub-
urb of Chicago. He has used
surgical dental microscopes for
15 years.

He owns a five-stage Seiler
Instrument & Manufacturing
Company, a dental surgical
microscope and a motorized
zoom OPMI PROergo manufac-
tured by Carl Zeiss Meditec.

He has been an instructor at
NorthShore University Health-
care System General Hospital
Residency program for 10 years,
where he has taught dentists
how to use the dental surgical
microscope. In addition, Kohler
has been a visiting faculty mem-
ber for the Spear Institute in
Scottsdale, Ariz., where he men-
tors dentists in occlusion and
cosmetic dentistry with the aid
of dental surgical microscopes.
Kohler will be teaching

Case No. 4: #31, severely cracked
tooth with no pain

Summary of problem: A patient had
an ordinary Class I filling on the lower
right second molar, #31. There was a
stress fracture line on the distal mar-
ginal ridge, and there was no pain. The
initial filling can be seen on www.You
Tube.com under the title for this case.

Upon removal of the silver amal-
gam, there was a stress fracture that
could be seen under high magnifica-
tion, 10x to12x (Fig. 4). This fracture
line originated on the distal marginal
ridge, but continued on the floor of
the dentin until 1/3 of the tooth was
involved.

The patient understood the need to
restore the tooth with a crown. There
was a discussion about other occlusal
issues that may have led to the cre-

Giuseppe Stephen

ation of the crack in the first place.
The patient understood the possibil-
ity of tooth loss or need for endodontic
therapy even with a crown. He was
fully informed and understood that the
crack could get worse with a simple
filling, which could lead to tooth loss.

A final word
The dental microscope was intro-
duced to dentistry in the late 1970s.

The cost, ergonomics and the per-
ception of a steep learning curve has
kept this useful tool from being imple-
mented by the general dentist.

The four simple cases presented
here illustrate how using multiple
magnifications allows the general
dentist to exceed his or her ability to
see beyond one’s eyesight or loop
magnification.

Discovering the latest techniques and materials
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Diagnose this: red
soft-tissue lesions

By Monica Malhotra, India

A 23-year-old male patient consult-
ed in the department of oral pathology
for the treatment of the tongue and
lower lip swelling that has lasted for
20 years, and lead to difficulty in oral

function.

The patient gave a history of tem-
porary regression of the lesion follow-
ing prolonged bleeding due to trauma
from the teeth.

Movement of the tongue provoked
pain in the swelling region.

Enlargement was diffuse, fleshy
and erythematous in appearance with
foci of ulceration, involving almost
two-thirds of the tongue anteriorly
with a deviation toward the left side.

Similar swelling involved the lip on
the right side.
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(Photo/Provided by Dr. Madhu-
mani Kumra, Department of Oral
Pathology, Sudha Rustagi Dental
College, Faridabad, India)

1) What is your diagnosis?
a) Lymphangioma
b) Hereditary macroglossia
¢) Hemangioma
d) Amyloidosis
d) Squamous cell carcinoma

Part I

Let’s go step by step from the patient’s
detail and assemble all the clues
together.

Clue No. 1: Age, site and dura-
tion: 23-year old, tongue (majorly
right side) and lower lip swelling for
approximately the last 20 years, lead-
ing to difficulty in the functions asso-
ciated.

Conclusion: Doesn’t appear to be
squamous cell carcinoma as it started
at around 2 to 3 years of age.

Clue No. 2: History — Patient gave
a history of temporary regression of
the lesion following prolonged bleed-
ing due to trauma from the teeth.
Movement of the tongue provoked
pain in the swelling region.

As such, it’s a swelling that bleeds
easily and shows a fluctuating growth
pattern.

Conclusion: Apparently a soft and
vascular lesion with phases of regres-
sion with bleeding. This again rules
out squamous cell carcinoma, hered-
itary macroglossia and amyloidosis
because these are supposedly firm
lesions.

(Note: These can also have superfi-
cial ulcerations and supra-infections to
look erythematous with ulcerations.)

Clue No. 3: Appearance — Enlarge-
ment was diffuse, fleshy and erythem-
atous in appearance with foci of ulcer-
ation, involving almost two-thirds of
the tongue anteriorly with a devia-
tion toward left side. Similar swelling
involved the lip.

Conclusion: This can help us rule
out hereditary macroglossia; the rea-
son being it’s a muscular hypertro-
phy, most often bilateral, doesn’t show
fluctuations and generally not ery-
thematous and doesn’t bleed often
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until traumatized.

Narrowing down the diagnosis
a) Lymphangioma
b) Hemangioma
¢) Amyloidosis

Ruling out amyloidosis

The tongue generally becomes
smooth or may possess a variety of
polypoid appendages that form as
the tongue grows against gaps in the
teeth.

In addition to its large size, the
tongue becomes adynamic, firm and
friable and may cause problems with
deglutition, speech and breathing.
The tongue tissue may break down
and haemorrhage due to the size.
There are two types of amyloidosis:

e Organ-limited amyloidosis rarely
shows up in oral soft tissues.

e Systemic amyloidosis show vari-
ous other systemic signs and symp-
toms.

Thus, complete systemic examina-
tion and probably a biopsy is required
before making a diagnosis of amyloi-
dosis.

Ruling out lymphangioma

When seen in the denser tissue such
as the tongue, lymphangioma is con-
fined and histologically it presents as
a microcystic lesion unlike a macro-
cystic lesion in the looser tissues.

The tongue presents superficially

s “pebbly” with a vesicle-like feature
and a so-called “frog-egg” or “tapio-
ca-pudding” appearance. If located
deeper, lymphangioma may present
as a submucosal mass.

About 50 percent of the lesions are
noted at birth and around 90 percent
develop by 2 years of age.

Other causes of macroglossia:

a) Cretinism

b) Downs Syndrome

¢) Mucopolysaccharidoses

d) Neurofibromatosis

e) Edentulous patients

f) Myxedema

g) Acromegaly

h) Angioedema

i) Carcinoma and other tumors

Part II: Hemangiomas

2) Check your knowledge of heman-
giomas by marking true or false next
to each of the following.

a) A hemangioma is a benign, self-
involuting tumor of endothelial cells
(the cells that line blood vessels) lead-
ing to an abnormal proliferation of
blood vessels that may occur in any
vascularized tissue.

b) Hemangiomas are one of the
most common birthmarks in new-
borns.

c) The appearance depends on
location. Superficials appear reddish;
however, if they are just under the
skin they present as a bluish swelling.

d) Some are formed during gesta-
tion while others (the most common)
are not present at birth but appear
during the first few weeks of life.

e) Histologically, subclassified as
capillary or cavernous depending on
the size of the vascular channels.

f) Show giant cell inflammatory
reaction.

The development cycle of heman-

giomas includes three stages of devel-
opment and decay.

e In the proliferation stage, a hem-
angioma grows very quickly. This
stage can last up to 12 months.

e In the rest stage, there is very lit-
tle change in a hemangioma’s appear-
ance. This usually lasts until the infant
is 1 to 2 years old.

® In the involution phase, a hem-
angioma finally begins to diminish in
size. Fifty percent of lesions will have
disappeared by 5 years of age and the
vast majority will have disappeared by
10 years of age.

3) Which of the following compli-
cations can a hemangioma show?

a) Bleeding

b) Breathing and eating difficulties

¢) Secondary infections

d) Vision problems

e) All of the above

4) Which of the following is a rec-
ommended form of treatment?

a) Generally regresses on its own,
especially the superficial one; so no
treatment required.

b) In some cases, a surgical treat-
ment or lasers may be used to remove
the small vessels.

¢) Cavernous hemangiomas are
generally treated with steroid injec-
tions or laser treatments or combina-
tion treatment.

d) All of the above are correct.

(Answers are below.)
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