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Unit One

Patient:

BE:
Nurse:

7ol o

Nurse:
ke

Patient:

i

Nurse:

7l o

Patient:

BE:

Nurse:

Dialogue A Registration (¥2)

(To the nurse)

Excuse me, where do I queue up to register?

(MNP L) HE, RESZHFE—R?

That is the line for new patients (pointing to line). The registration fee
will be 3 yuan. Pay over there, and they will give you a registration card.
Fill it in and bring it back to the desk.

HIZBEBEHBMENHF—8). E5R3T. FIFALBEMK, A7
RER—KESF. HERLBIZIL.

(The patient queues up, and shortly reaches the window. After getting
a card and filling it in, the patient takes it back to the desk. ) |
(BHEEAP, RRFEETER. EERFEUBELE, FHAEDE
HAEE. )

What’s the problem?

6 JL A &F Al 2

Since this morning I’'ve had high temperature, and I feel generally
wretched.

MEFE, RRET &R, EHEZLN.

In that case, you’d better go to the Medical Department.
BIRXHFRHEN, TRXEFAFIE.

Which way do I go?

EZAMELE?

Go up to the second floor, and you’ll see it sign posted to the right. Give
the doctor your registration card.
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Patient:

BE.

Nurse:

At

Patient:

B

Doctor:
EX.

Patient:

BE.

Doctor:

EX£.

Patient :

BE.
Doctor:

B4

Patient:

B
Doctor:

B4

Part |  Medical English ~Dialogues

ET TR, AUEBERAARINMET. EESFEEERMITT.
Is it very busy?

WREEZAE?

Normally yes, but today you are lucky.

HFHIRE, WS RAANZE,
Oh, good. Thank you. (The patient goes to the second floor. )

w, Hil. (REFEEZ. )

Dialogue B A Visit to the Dentist (BEF[X)

Hello, I'm Dr. Johnson. Please have a seat. How can I help you?

REF, BREAEH KK, FH, FEBILAEFR?

I think the growth of my wisdom tooth is affecting the neighbouring tooth,
and I’m feeling a lot of discomfort.
REBHOHETWERESLZY - RFERZE 7MW, FEfiESE
HAEF R

When does the pain occur? Is it only when you are eating or practically
throughout the day?

I — R EEM ANR? CRANERER?

Um...only when I’m eating.

W -ee oo H R AE FZ 2R 75 B B

OK. Does it just come when you eat cold food or is it constant for any
types of food like hot or sour food?

W, Ba, REWCEAFAKBRYE, & &ANRECA A RN,
W, RREBRERKAA?

Oh, doctor, as soon as I pop something into my mouth, my teeth start
protesting.

W, B4, ARRA-BARE, REOTERSAEFR.

Now, please come and sit over here. Open up, let me have a look. Well, it
is not the problem of your wisdom tooth, but your molar has decayed
quite badly. So I think it will relieve you a lot if I remove the tooth.

GO, PRABEIZXIARIE. WEKF, BERE—F. |, AEARHE
B L, ROBEFERBREE, RN, ERIEERT, RREEEK
T o



Patient:

BE:

Doctor:

E%.

Patient:

BRE:

Doctor:
E4:

Patient;

.

K ¢ W KROBEFEURE ‘

Oh, no, Doctor! It’ll hurt too much!

W, &, EE. BEXFHT!

Now calm down. We have so many types of painkillers you could spend a
whole day taking your pick, and 1 guarantee that any one of them will
immediately numb the area on which I'll be working. So don’t worry. It
will not hurt at all.

o, FAENR, RIMNOLEBHMMES, BREL R EBEER.
HAp AR — R AR A AL = AL FE RN R AR A EH L,
—RILEA .

OK, Doctor.

Mg, EXE.

Before I start, could you just rinse out please?

BIFHETAERT, REM—FKD, HFG?

All right.

1T
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Unit Two

Patient:

BE.

Nurse:

Pt

Patient:

BE:

Nurse:

7

Patient:

B

Doctor:

EX:

Patient:

BE:

Doctor:

Dialogue A Seeing a Doctor (B%#%)

I would like to see a dentist.
BER—IFRIEAE,
For a filling? A denture? Or a cleaning?
A7 BT (RT)? ERWET (Eik)?
I want to have a denture fitted (my teeth cleaned). Please make an
appointment for me.
RERT (EH), BERYINHME.
OK! Next Wednesday, do you prefer 8 o’clock or 10 o’clock?
! FTEM=, RERLF/NAMHERTRBR?
Ten o’clock suits me better.

TR BRESEL,

Dialogue B Tooth Cleaning (G&15)

Hello, I'm Doctor Wang. Please take a seat. Tell me what your problem
is?

Wif, REREELE. FHM, RETAEAW?

Frankly speaking, Doctor, I haven’t been for a dental check-up for years,
and, as I speak, I'm sure you have noticed that my teeth are not in the
prize-winning condition.

B4, AHZER, REFHF/LERRRETNT, REFEHNELED
ZERB|RAMLEF LEF LEZAEUR.

Well, let me take a look first. Would you please just move over here?

N



DY © W sROREFELIE

E4*:

Patient:

BE:

Doctor:

B4

(The dentist indicates the seat the patient is to sit in.) Considering you
haven’t had a check-up for years, you’ve obviously been brushing your
teeth regularly because you don’t have any cavities or gum problems. I
would say, I only need to give you a scale and polish.

A, ERUERARE —F. K, RALIRE. CFEMHFHEHEBEA. )
R JLFROELT N, FTEHELXEFER, FEKCFR) BREFH A
|, SRFEMNARHEBCET. BB, RAFTELMRM RGN
Is that going to hurt much?

TRFEATG?

Since you last visited a dentist, we have had a lot more advanced
technology. So you can just close your eyes, forget about your worries
and dream of glistening new gnashers.

BMR ERBEIFELR, BINWERCEETHL. RAFHLE
i, SEEL, BAERNTHEE/BRER.



Unit Three

Dialogue A Clinical Examination (I K& &)

During the clinical examination, the doctor made the following remarks with his

patient:

HEEFERERN, EEMBEFRITTUOTAOME:

Doctor:  Can I have your arm? I'll take your blood pressure. Apart from iron
tablets, are you taking anything else?

EXx: AR A, LRGSR IR . BT 8RS0, AR AR BT A B ?

Patient:  Yes, for sleeping.

BE. iRt ZHRZ .

Doctor:  Let me look at your chest for a moment. Take a big breath. What are these
pale patches on your cheeks?

EX. BB E-FHREOMERE. KOR. REEAREREEARS?

Patient:  They come from taking sleeping pills.

BE: RAERRZIRAZ/EHIAK .

Doctor: Breathe through your mouth. When did you have your teeth out?

Ex- H KRR . PRI A 4 R B 1 ?

Patient:  Four years ago.

E-§ 4 FELLHET.

Dialogue B  Alveolar Abscess (7 1 &)

Patient:  Doctor, I have got a gum-boil. A bad tooth may have to be pulled.
BE. B4, RFB\BLEKTMNM, FIMARFTRETFERN.

Doctor: H’m, there is an abscess round that tooth. An incision should be made to



E4%:
Doctor:

EX:

Patient:

BE.

Doctor:

EX:

Patient:

JE#:

Doctor:

E4*:

drain the pus.

B, PRIXFFARKT AR 06250 ) FF 30 Al B K

Yes, the tooth is indeed in very bad condition and should be extracted. But
not until the inflammation has subsided. Today, I will drill a little hole in
the tooth for pus-drainage to stop the pain.

2E, MXFELRT, kB, FTERE. BEFREHTLE
A HeR. SRECT EHANDRABKIIRE R, XFETLLERE.

Please do what you think is necessary.

IR & T B R B ae !

First, I'll give you an injection of anesthetic. Have you had anesthetics
before?

WAL IRIT — & BREy, FRULAATE S B2 G 2

No.

BEST A

The injection may hurt a little, but it’ll prevent your feeling any pain
during the operation. .. Now the pus has been let out. Please rinse your
mouth. A drain has been left at the incision. Please come back again
tomorrow to have the drain replaced. Here is a prescription for some
medicines for the inflammation, pain-killing and mouth-rinsing.

EM BRI 2/ A, EFARRNRASRER T - MEMMHEET .
WO . REVOKRTRT —15lfi%k. ARIEHR, B—TF5l
Wak. XRELTT, AHRS. LBEAMKOZ K.



Unit

Dr. Zhang:
kEE:
Intern:
LINEE:
Dr. Zhang:
KB

Intern:

EI)ERE:
Dr. Zhang:
ok B= 4

Intern:
EIEAE:
Dr. Zhang:

REE:
Intern:
EIESE:
Dr. Zhang:
KB

Intern:
LIEXE:

Dr. Zhang:

Part | Medical English ~Dialogues

Four

Dialogue A Influenza (i)

Has he ever had the history of febrile convulsion?

fib BEE T = 0 U B S 1 ?

Yes. The attack occurs each time his temperature is over 39°C.

f, 43R ET 39CH, MERME.

Is there an epidemic fever in his kindergarten?

fb 1%l )L BB R FEWRATE?

Yes. Two-thirds of children in his kindergarten have fever this week. They
have the symptoms similar to his.

fH, XASLEER 23 W& TFHERET, ERSHAEL.

I see. Let me take a physical examination for him.

REAT, REMEEIE,

No abnormal signs except for redness and enlargement of his tonsils.

B T AU ek e f . BeoRAh, RHARRHE.

No rashes?

TEZG?

No.

"’E.

Any blood test?

MMmBERETG?

Yes. White blood cell show WBC 4, 000/mm’, N34%, L66%. May I think
of this case as the infection of upper respiratory tract?

7T, BZME 4000/mm® (4 X 10°/L), $ 0.34, # 2 0.66,
AT LAIA 43X A 7 ) A& b e % 3 /e e n 2

Yes, but what’s the causative pathogen?



KELE:

Intern:

TR 10 W SRANBEFELEE

ALl EREEAAN?

Upon analysis of clinical characteristic, laboratory and epidemic data, we
can almost confirm the diagnosis of influenza. The causative pathogen is
surely influenza virus, do you agree?

KIEE: KBWKFME. XRFRMTHFTR, ROVJLFTLHRZARET,

Dr. Zhang:

KEH:

Intern:

I EE:
Dr. Zhang:

KEXE:

Dialogue B

Patient:

BE:

Doctor:

B4

Patient:

BE:

Doctor:

E*:

Patient:

B
Doctor:

Ex*:

MRELRERBERET, RREG?

Yes, I think so. It’ll be much more perfect that we have the evidence about
isolation of virus.

FAE. EEARETENKEBERECET.

May I consider the prognosis of influenza is generally good?

ARG —RBRBETFR, £G2?

Yes, in general speaking, it’s not poor, but it’s no harm to keep an eye on
the underlying problems, for example, brain damage, myocarditis, etc. Oh,
it’s time for us to give our orders. Stop here.

—RUik, MG R, HEREOFLEEEN R BLET RLEH, NHRF.

Inflammation of the Gums (F#R %)

Doctor, my gums a-lways bleed and my mouth is emitting a bad smell.

WA AR B, W B R K — o I oK iE .

How long have you had this condition?

XEHAZAT?

Since about a year ago.
ENEBLIFET.

Does the bleeding occur by itself or is it induced by some irritation? That

- is to say, do your gums bleed when you brush your teeth, when you eat, or

do they bleed for no apparent reason at all?

RESLHME I, BT ARWEIIEEK, BEF. R, £
B AT B 2 ) R BN R o WG

I don’t know. All I know is that it seems to happen very often.

RAERE, RAMEELFEHin.

Have you noticed any bleeding spots on your skin?

YRR 8 B ik £ H i a5 g ?
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Patient:  No.

BE: BRI

Doctor: Let me do a check-up. H’m, there is a lot of dental calculus on the teeth
and this may cause inflammation and bleeding of the gums. I would
recommend a cleaning of the teeth. This can only be done on Wednesday
morning. Please go to the nurse to make an appointment. I'll give you a
medicinal liquid. You will apply a little of it on the edges of the gums
after brushing your teeth in the evening. It is very important that you pay
more attention to your dental hygiene. The upper and lower rows of
teeth should be brushed separately, one after the other. All the crevices
must be cleared of remnant food. Besides, I’ll give you a kind of Chinese
powder. Massage your gums with it twice a day, about three or four
minutes each time after you have brushed your teeth.

E%: RELHWKE—T. |, RFELARETH, IRTRIIETER
R . BB —RES @FET), IREEFEH=L5H. &
B L MBANRE. REF—FEK, SRR LR EET B LR
s, ROMERTEIE. LEH—HT N TEN —HFELIT
R, Bise LmER . £EEREARKREDER T3 RESLIR—
gy, BRPAKETERHACHRESR, SFR=00%8.

Patient:  Thanks. Should I come back for another consultation?

BE: WilR. REFTEHFRG?

Doctor: It would be better if you come back once more after the teeth-cleaning.

EX: S REFER— K.



WY 2 W smOmEREIRE

Unit Five

Dialogue A Laceration (H#i%1{%)

Doctor: How were you injured?

B4 WRERZGT?

Patient: I tripped and fell, banging my forehead quite hard. My wife wrapped a
bandage around it to stop the bleeding.

B BRET, MPHASRE, REFAMNTERGIEET @,

Doctor: Did you lose a lot of blood?

Patient:  Not too much.

BE: AKZ.

Doctor: Were you unconscious then?
EXx: ZHEREdETG?
Patient:  No.

BE. B’EH.

Doctor: Did your nose or ears bleed after the accident?

B4 ZHNARAE., Sdim?

Patient:  No.

BE. "EH.

Doctor: The wound is rather large, so I will stitch it up.

B4 XA EA, BOREELE L.

Patient:  Will it hurt?

B TG ?

Doctor: Oh, no, it won’t be painful. We’ll give you a local anesthetic. You're a
brave fellow. . . Well, we’re all finished. That wasn’t so bad, was it?

E4%: Ay AefEH . REVRF BRI, RIBHEFT, #ET. B4



Patient:

BE.:

Doctor:
E4%.

Patient:

B

Doctor:

EX£:

Patient:

BE:

Doctor:

E*:

Doctor:

EX.

Patient:

B

Doctor:

B4

Patient:

BE

Doctor:

EX:

Patient:

BE:

Doctor:

EX:

Patient:

B
Doctor:

Part 8 Medical English ~Dialogues @

7 A KR !

No, not very.

HELTE.

Have you had an anti-tetanus injection lately?

U B FT 3 B A 2 1 2

I think the only one I have had was about five years ago.

REE S FRTE— K.
Well, I think you’d better have another one now.

RBHRREFREH/IT KT .

Whatever you say, doctor.

RFK, AR R

Come again after three days and we’ll examine the wound.

3RUEREBEHO.

Dialogue B Pulpitis (FFg§4)

Sit in the chair, please. Lean your head back against the chair now. What’s
the trouble?

wARRTF L BREERERTLE. AHARTFRE?
I have an awful toothache,

RImBEGE.

Which tooth is causing the trouble?

W A~ 2T e ?

I don’t know. The right side of my face and head hurt.
BARE BT . ALk AR .

How long have you had this pain?

T ZKET?

Two days.

PR o

Does the pain increase at night?

e L TeE E g ?

Yes, it hurt so much at night that I couldn’t sleep.

Xf, B _ESASEE A\ BE.

Does the pain increase when you take hot or cold food?



Ex:

Patient:
BE.

Doctor:

EX:

DY ¢ W SRORERELRE

AR KRB ELEFY?

Yes, it’s particularly painful if I drink something cold.

R, A ORI .

Please open your mouth and let me examine your teeth. One of your back
teeth has a big cavity. We’ll take an X-ray picture first. The X-ray room is
on the third floor. Let’s go there now.

WK ORGSMREE —T . RKEMPATFAENKR. BATEHK X EH .
X KBHE=#. RNAERBILERE!

After Examination ®TEZF

Patient:

BE

Doctor:

B4

Patient;
BE:

Doctor:

=&

Doctor:
R4
Patient:
B

Doctor:

B4

What’s the result?

HRER?

The pulp is exposed. I will give you an injection first, and then I’ll put
some medicine in the cavity to kill the nerve.

FRECEEIIET . REGREN MY, REBAHERBLH
2RI

OK.

e .

Rinse your mouth and spit into the basin. Now open your mouth wide
please. This injection may hurt a little, but don’t move, and the pain will
soon stop.

O, EMOKEAEZE. HEOKK ERGNESF LM, AE5,
RRFEAET -

Does your mouth feel numb now?

B AR AR ?

Yes.

2.

Good, avoid chewing on that tooth today. I’ll give you some tablets for
the pain. If necessary, take one tablet. Here is your prescription. Come
back in two weeks for the permanent filling,

BT, SRAZHAKRFRAUBERG. BREHFE LB, BHNE
1 hH. TERLETT . HRAEBRBNKAERIERE.
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Unit Six

Doctor:
B4

Patient:

o
Doctor:

EXx:

Patient:

B

Doctor:
E4.

Patient:

BE.

Doctor:

E4E.

Patient:

e
Doctor:

EXE:

Patient:

BE.
Doctor:
E4X:

Patient:

BE:

Dialogue A Cold(&8&g)

What seems to be the problem?
B AR S ?

I think I have a cold.
RERKET .

How long have you been sick?

BIREAT?

For two days.

BART.

What symptoms do you have?

BH & 28R ?

I have a running nose and I ache all over.

BB HEHESH.

Do you have a fever?

BRpeG?

I haven’t taken my temperature yet, but I feel feverish.
BB BETEE, HEREE K.
Do you have a cough?

1% K ) 2

No, I don’t.

ANZ K o

Do you have a sore throat?
BTG

Yes, my throat feels swollen. It’s sore.

i, REERTHT, R,

Medical English

“Dialogues @



Doctor:

EX:

Doctor:

B

Patient:

BE:

Doctor:

EX%:

Patient:

B,

Doctor:

B4

Patient:

BE.

Doctor:

E4*:

e 0 W SROBEFTLE

I want to look at your throat. Open your mouth. Please say “Ah”.
BRE-TEMNRTF. EKFAOU “H 7,

It’s only a common cold. Nothing to worry about. You should rest for a
few days. I’'ll write you a certificate for three days’ leave. Here is some
Chinese traditional medicine, which is very effective for treating colds.
You’ll be fine in a few days. |
AAdR¥ERE. TEEM. BFEHFHFAEILR, REEF=X
BR. XETY, BREBREN. REAATILRRSEM.

Dialogue B Sensitive Denture (F 533 )

My tooth is very sensitive to cold.

BT A X v A ) U

There’s quite a bit of erosion. Which way do you brush your teeth?
R A EFF S BT . RAA AR ?

I usually brush them horizontally.

BIABMTHRER.

Oh, up and down is better. The way you are doing rubs all the natural
enamel off, you know.

W, ETRIELE. BIRAMBIERES KT RER .

It’s the correct thing to do.

M1z BT HuR .

Today, I’Il apply a solution on the erosion for desensitization.

A R BAE 5 ol ) 3 07 3% A 2 R B



Unit Seven

Dialogue A How to Take Medicinal Herbs?
(AR HIBR AR 25 ? )

Patient:  How do I take (make) the herb medicine?

BE. BEFER () 250 ?

Pharmacist: (1) Put the herbs into a pot. Add about 300c.c. of cold water. Simmer
gently for 20 minutes. Drain the solution. The amount left will be 40 to 50
c.c. This is the first dose. Don’t throw the herbs away. Do the same in the
evening. That is the second dose. Take the first dose in the morning, and
the second in the evening.

Bm: EEABGAERN. A 300 24 K. A8 (CG0) KR 20 2080, 25K
Ei, K% 40~50 BF. XRLM. AERAPHE. HEEER L
BA—K, XR M. kLRUERR, % AR,
(2) We can make the solution for you for six days. Take one bottle daily,
half in the morning, and half in the evening. Please put them in the
refrigerator or keep them in a very cool place. Don’t take the medicine
while it is cold.
BATT LA PRRTHY 6 K2y, BRIR—M, L4F¥MH, THEm. R
FEBEKBEREFRIH T . FRERA A .
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Patient:

B

Doctor:

E*:

Patient:

BE:

Doctor:

EX:

Dialogue B Dental Caries (4F5)

There’s a hole in my back tooth. The filling has fallen out. The tooth that
has been filled before has started to hurt now.

BREHAFAEMNE. #hERFERHADEL R T  ZXFTLAATAF
MENFFIEAT -

Do you have any pain? Does the tooth hurt when coming in contact with
sweet or cold things? ,

G M RMENRENREY?

It hurts just a little.

H— R,

There is a deep cavity, so we’ll have an X-ray taken of that tooth just to
make sure about the apex. If it is in good condition, I’ll treat it.

A MEEBE, B XEZARE—-TRRERE, WwRRRET,
aLARIT .

After X-ray examination. X X3 HFREFZF.

Doctor:
E4%.
Doctor:
EXE:
Doctor:

Ex*:

This tooth can be filled.

X F /T BLAb .

I’ll clean it now. Let me know if it hurts.

REME—TE. FRBREGIFR.

Ok, now, bite please. Now open your mouth again. Do you feel anything
abnormal when clench your teeth? Then, please come here for polishing
after two or three days.

BT, REFR—T. HHEKFD. RENGHARNEREKNEEG?
MAER=KGRKE K.
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Unit Eight

Parent:

KiK:

Doctor:

B4

Parent:

HiK:

Doctor:

E%:

Doctor:

EX.

Parent:

RiK:

Dialogue A Crying (BE3R)

My child cried the whole night. He wouldn’t sieep at all.
ROBETFEER, hEEANER.

Did he cry in spells? Was there any vomiting? What about his bowel
movement?

i 2 T T S AL BB SR NG ? PR NG ? A KEEARE?

Yes, he cried in spells. He perspired a lot when he cried. He vomited
twice today. He had two stools today, which contained undigested food.
fib R —BF, &—F. MRAIMRHEBEZF. SRHETHERK, AHKX
F, EMERRELEED.

I think he cried because of abdominal discomfort.

FRAB At 52 1 J (R R BRI A B F AN 87 Bl

It’s difficult to examine his abdomen satisfactorily when he cries. I'll give
him a little sedative and examine him when he quiets down.

R —nHEsy, BARMNRBEERNE. ShZBTRERE.
All right.

G,

After examination. RE Z 5.
(1) Doctor: It’s nothing serious. The pain is probably due to indigestion. I’ll give him

Ex:

(2) Doctor:

EXE:

a sedative to quiet him down. Don’t give him too much to eat. If he
continues to cry, bring him back.

BREA2KAE, ZAEREAAFHUAR. REAEM— SEE R %
. AR KB R, FRMELER, FiHhk,

He may be suffering from some illness, but it’s difficult to say at the
moment. We would like to admit him a few hours for further examination.
fhrlBE A, HArbBEME. RINHFEMEEXEHF—SUELA
/NEF o



Patient:

B
Doctor:

EX:

Patient:

BE:

Doctor:

EXx:

Patient:

BE:

Doctor:

E*:

M 0 W sROREFELRE

Dialogue B  Extracting a Tooth (3% )

I have a bad tooth. Should it be filled?

RE—FFERT, HRELREIG?

This tooth is too bad to be filled any more. It had to be pulled out. Do you
agree to have it extracted?
XFERBRKEET, CE&F-@HT. FERE. REEG?

It’s up to you to decide what to do.

R 8- € TE !

Have you ever had an injection of procaine? Have you ever been allergic
to anything?

FRESIEEFHEG? GG XAYLTIHY?

No.

BE.

That’s fine. Now I'll give you an injection. Please open your mouth as
wide as you can. And relax. It won’t hurt much. Now you’ve gotten the
injection. Please wash your mouth and spit out the water into the spittoon.
If you feel your heart palpitate a little, it doesn’t matter. That’s the effect
of the procaine, and it’ll soon be over. Now, do you feel numb? Do you
have a sensation of swelling on the lips and tongue? This tooth is in very
bad condition. It needs a careful operation, which may last a little longer
than usual.. .. Now, the tooth is out. Please bite and hold the cotton ball
tightly in place. Don’t spit it out until half an hour from now. You may eat
after two hours. But don’t rinse your mouth today because it may cause
bleeding. Please go to make the payment and get the medicines.

RiF. RELIRITHRREZA T . ERELEH KK, B FoKHE. A
EETET . WM—FO, EKHEREE. W REEBE SO0 B
R GLE), BREXER, BREEG FEANREN, —&)LeidEk. R
HE A ARG ? JRAE A E LA RS ? RX SRR, FER
frauik, MAELH QB[R] 0F, HEKT . HERT R E
PRI, d¥/DeErtdk. BANGETUZRA. B4 X500, L
Bitiim. §X38%. WA,
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Unit Nine

Dialogue A Having the Prescription Filled( I )
(BL%5.1.)

Patient: How do I use these eye-drops and ointment?

B B FEF P X S ER 25 K MER 25 B e ?

Pharmacist: Put the eye-drops into your right eye 4-6 times a day, each time one to
two drops. Squeeze a bit of the ointment on your eyelid every night.

BLHF: BXMERAKBALGR, SRK4~6 K, BR1~2WH. BRERKE
Hr— RN E.

Patient:  How do I apply the nose drops?

B R, 75 B i FH A e o0 58 7 i 2

Pharmacist: Bend your head back as far as possible and then put them in.

BHRE. REELAEMN, REEHHERL.

Patient:  How do I apply the ear drops?

B .75 B 5 R B A7 OB 7

Pharmacist: Turn your head to the one side, put one to two drops into your ear and
press the tragus for a few seconds.

BRIE:  RKER W, AEERER 1~2 WK, BIEERFZ/LDH.
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Patient;
l%la H
Doctor:

Ex*:

Patient:

BE.

Doctor:

Ec P
Doctor:

E4&.

Dialogue B  Putting in a False Tooth ($# )

(1)

I have two teeth missing here. What kind of false teeth can I have?
BIXILBR TN F . REEEH ARKF 2

Well, I’ll show you some sample models, and then you can choose any
one you like, either a fixed bridge or a removable partial denture. The
fixed bridge costs...yuan, while the removable partial denture
costs...yuan. They are made of different materials and the former is
more complicated to construct.

RESIRBEEFMER, RAT DORRRFT BRI — R, #R7 LA &
WEGEBIROF . BIEHFR T, EHEFL T8 TNIEIERH
BARE, mETH TFHE s,

(2)

All my teeth have been extracted and I want to have false teeth.
REOFHBERAET, REEF.

I will see if the wound has healed. If it has, we can take an impression.
ERERA-TRFMCOKFRE. EKET, ROMET U T,
Here are the sample models. A full denture set costs. . . yuan. You’ll have
to come five times according to your appointments before the work can be
completed. It is quite a complicated process.

KR RBER, SOBFR T, BRTLE R, FRA 84
6. XRBE M T .
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Unit Ten

Dialogue A  Having the Prescription Filled( I )
(Mz5-.2.)

Patient:  How do I take these medicine?
BE. BB R IX L 2T ?
Pharmacist: (1) One tablet, three times a day.
R LLE —RK3IK, —&K1h
(2) Two tablets, four times a day.
—RK4&, —K2h,
(3) Two tablets at night.
e EAR 2 Ao
(4) Take one tablet of this pain-killer if you feel pain, but not more than
once every four hours.
BnRIEEHE MMz 1 F1bA A, BERLAERE 4 /PR
(5) One line (half line) three times a day. Shake it well before taking it.
BR3IK BXRI1CGHE. RAWES.
(6) Please put it under your tongue and don’t swallow it.
WIRAWESTT, A1 EETW.
(7) Please suck it.
E &R .
(8) Please dissolve the pill in water before taking it.

IR T V75 4 2 L TBUAE 7K R

(9) One teaspoon, three times a day.

BRIW WK1 R




Dialogue B  Temporo-mandibular Arthralgia

Patient:

BE.

Doctor:

E=E:

Patient:

BE:

Doctor:

E4%.

Patient:

BE:
Doctor:

B4

(FARAXTI A 5%)

When I open my mouth, I feel a pain in front of the ear and in the head.
There is also a cracking sound.

HRKYERS, RERBIEFnimMmkLAmE, HEFRKMmE.
Since when have you had this condition?

XMERAEZAT?

It has been like this since I tried to bite something hard.

XRAEA —RBEWR TERREZ )G RKER.

Please open your mouth. Close it. Open again. Move the lower jaw left
and right. Do you feel sore here when I press this place?

HIKITYE. &L, KA. RO TERMAALAS —TF. HRBXA i
J7 B B B R 18 B i e 2

Yes, I do. It feels quite sore.

R, .

There is something wrong with your mandibular joint. It has been
overstrained. I would recommend physiotherapy. Please go with this
paper to the Physiotherapy Department for treatment.

PREQ T &S HT T R, R R B AR v i A o K. BB IR —
THEYT . WERXREFHETREZMET.
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Unit One

Text A Why We Breathe

It is just as important for the body to get rid of its waste gases as it is to get the
oxygen in. The waste gases, largely carbon dioxide, are eliminated from the blood into
the air sac of the lung and are blown off as exhaling takes place. This constant ex-
change of gases goes on continuously twenty-four hours a day. New oxygen is brought
in with each inspiration and carbon dioxide is eliminated with each expiration. From
the lungs, oxygen is borne by the bloodstream to the heart, which in turn sends it to
every part of the body.

LtAFT
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Thus breathing really involves two distinct processes: the one consists of getting the
air from the outside into the lungs; the other gets the oxygen from the lungs to the
various organs of the body via the red blood cells in the bloodstream. The exact
mechanism of breathing is a complicated one. At each inspiration, we enlarge the

chest cavity by contracting the muscles that elevate the ribs and depress the diaphragm.

The rhythm and rate of breathing are controlled by a center in the brain which speeds
up and slows down the rate, depending upon the need of the body for more oxygen.
When exercising, the need for oxygen is increased; consequently the respiratory center
in the brain speeds up the breathing apparatus to supply the need. When asleep, the
rate of breathing is at a minimum because the need for oxygen is then very small.

The air that we breathe, chemically speaking, is a mixture of different gases, of
which approximately 20 per cent is oxygen and 79 per cent nitrogen. The remaining |
per cent is made up of a great many gases in very small amounts. The gas that the
human body must have is oxygen, since oxygen is required for all body functions.

Word List

rid (of) [rid] v. 1&3ERL

carbon dioxide ['ka:bsn dai‘oksaid] n —#i
sac [szk] n &

blow [bloul (blew [blu:], blown [blaon]) v X
exhale [eks'heill v. %,

constant ['konstont] a. %4 K¥f#Y

exchange [iks'tfeind3] n Xk

continuously [ken'tinjuasli] ad. #4E3, £ I8 ¥k
inspiration [ inspa'reifan] n. EX

expiration [ ekspi'reifen] n. =f %

bear [bea] (bore [bo:], borne [bo:n]) v. i&, E&
stream [striim] n K. TR

distinct [dis'tipkt] a. ANB\69, Hskey, FRG
process ['prouses] n. it#f2, #AT

via ['vaia] prep. £it, £ 9

exact [ig'zekt] a. MWEH, ERH

cavity ['keviti] n ¥, E

contract [kon'trekt] v. # &8

depress [di'pres] v. A F, &k, %A &




centre ['senta] n ¥, FIR

speed (up) [spi:d] (sped [sped], speeded) v. 4&Af E, 1%ift
slow (down) [slou] v. #1&, %1%

exercise ['eksasaiz] v. iEF)

consequently ['konsikwontli] a. B f; Ffid

respiratory  ['rispors to:ri] a. *FR &)

minimum [‘'minimam] »n &, RV RA

chemically ['kemikali] ad ZEfLFE

mixture ['mikstfa] n RAE&, BRE&Y

nitrogen ['naitrad3an] n. &

Text B Structure of the Tooth

The greater part of the tooth consists of dentine. The root dentine is covered by a
thin layer of cementum and the dentine of the crown is covered by enamel. Internally,
the dentine contains the dental pulp in the pulp chamber. The root of the tooth occu-
pies a socket in the alveolar bone to which it is attached by the connective tissue fibres
of the periodontal membrane.

The Pulp. The pulp consists of loose connective tissue and carries the blood, lym-
phatic and nerve supply to the tooth, Where it meets the dentine, the surfaces of the
pulp is covered by a layer of odontoblasts. These are columnar cells with oval nucleus,
and each cell has a process that lies within a corresponding tubule in the dentine. Im-
mediately internal to the odontoblast layer, there is a narrow cell-free zone.

Dentine. Physically and chemically, dentine is very similar to bone, consisting of 30
per cent organic material and water, and 70 pent cent inorganic material. As in bone,
the organic fraction consists of collagen fibrils embedded in a mucopolysaccharied
cementing substance, and the inorganic fraction consists mainly of calcium phosphates
in the form of apatite crystals. Unlike bone, however, dentine contains no cell bodies
but only cell processes, those of the odontoblasts, in the dentinal tubule. The dentinal
tubules are 2 to 3y 1n diameter and each runs through the whole thickness of the den-
tine from the cell body of the odontoblast to the outer surface of the dentine. There
are cross-communications between the tubules, containing anastomosing branches of
the odontoblast processes. Calcification of the dentine occurs in spherical or globular
masses or calcospherites, which coalesce to give a uniformly mineralized tissue.
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Where calcification is incomplete, the separate globules can be seen, with the uncalci-
fied or hypocalcified ground substance in between them. Such areas are referred to as
interglobular dentine.

Enamel. Mature enamel can be studied only in ground sections unless special
methods are employed, since it is completely removed by routine histological decalci-
fication. The inorganic material is an apatite and small organic fraction is mainly of
keratinous nature. Enamel consists of rods or prisms in an interprismatic substance
that is slightly less mineralized than the rods themselves. Each rod runs from the
enamel-dentine junction through the whole thickness of the enamel to its surface, fol-
lowing a slightly wavy course. The rods have a “fish-scale’ appearance in
cross-section, with an average diameter of 4.

Cementum. Cementum is a modified type of bone that covers the dentine of the
tooth root in a thin layer. Two varieties of cementum occur normally acellular and
cellular. Acellular or primary cementum, the type first formed, covers the root from
the enamel cementum junction to close to the apex. As the name implies, this thin
layer of cementum is homogeneous and contains no cells. Cellular or secondary ce-
mentum covers the apical portion of the root. Lacunae containing the cementoytes are
present, in a similar manner to the lacunae for osteocytes in bone. The cementocytes
are very similar morphologically to osteocytes though they are usually somewhat lar-
ger. The processes of the cementocytes do not radiate in all directions like those of
osteocytes, but tend to be directed away from the dentine towards the periodontal
membrane. Well-marked incremental lines running parallel with the root surface are
seen in the cementum and it is quite normal to find successive increments of both
acellular and cellular cementum occurring in any order or distribution. Cementum is
continuously deposited throughout life. The principal function of cementum is to give
attachment to fibres of the periodontal membrane.

Periodontal Membrane. The connective tissue fibres generally termed the perio-
dontal membrane constitute a suspensory ligament that attaches the tooth to bony al-
veolus. Fibres are attached to the cementum, and for the most part run in bundles to
the alveolar bone. Those, from the cementum nearest to the crown, however, run
across the alveolar crest to the cementum of the adjacent tooth, and some also run into
the gingiva,



Word List

socket ['sokit] »n &, FL, X

periodontal [ perisu'dontl] a. 5 B &

membrane ['mem brein] n A

loose [luis] a A8h, E&

surface ['sa:fis] n &A@, @

odontoblast [o'dontabla:st] n. AR F /i 48kt

nucleus ['nju:kliss] (I nuclei['nju:kliai] )n. #, @
tubule ['tju:bju:l]l n JE, mE

layer ['leia] n &

narrow ['neroul a BRF&); BB

cell-free a A m|EH

organic [0:'ganik] a. H KL, HEH

inorganic [ ino:'genik] a AL

fraction ['frekfan]l n B K, J ¥4

collagen ['kolad3an] n FAEAR, RBEE

fibril ['faibril] »n R4, ¢ &

embed [im'bed] v ¥

mucopolysaccharide [ mju:ko poli'szkoraid] n. #5 3% (%)
apatite ['mpatait] n K E

crystal ['kristal] n. K&, #dUK), Kbk
unlike [An'laik] a. prep. RE&, T&, Fo-eeee *—#
dentinal ['dentinal] a F(R)F Y

4 =micron ['maikron] #%, &%

diameter [dais'zmita] n H4#2

cross-communication #8 & il

anastomose [&'nastomouz] v (&) H4, (&) W
spherical ['sfisrikal] a. #H 89, 3

globular ['globjula] a. HiKe4, F ke
calcospherite [ kalka'sferait] »n. 453K

coalesce [ koUa'les] v. #4, €4, &4

uniformly [jumni'fo:mli] ad —#k

mineralize ['minaralaiz] v. 25 1k, 24 LIikLs 4
uncalcify [An'kalsofai] v. K454k

hypocalcify [ haipa'kalsafai] v k454
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decalcification ['di:kalsifi'keifon] »n. BL45
keratinous [ka'rztines] a. AiLéy

rod [rod] = #F

prism ['prizam] »n A (1K), #i
interprismatic [ intopriz'matik] a. H AR #
wavy [‘weivi:] a HIK, FELY

fish-scale a. &8k 4y

acellular [ei'seljulo] a. 3F fmje4a & 64

imply [im'plai] v. & e+ # & %

homogeneous [ homo'd3i:njes] a. ¥4 4, Fa4dedy
apical ['mpikol] a MHéy, LMK

lacuna [lo'kju:na] (& lacunae[lo'kju:ni:] ) n BN, BE
cementocyte [si'mentosait] n. FF K wie
osteocyte ['ostissait] n. B @je

morphologically [ mo:fo'lod3zikali] ad. # &%
radiate ['reidieit] v $&4F, K4 Ct, #%F)
incremental [ inkri'mental] a. #K#9

successive [sok'sesiv] a. 44y, HiEd), iagkdy
suspensory [sa'spensori] a. &4, FH
ligament ['ligomant] n #1%, &%

crest [krest] » ¥, %, T

Vi SEY )

FHEAORBSETRARAMA, RET ARSI OGBLEREST TR, BHRFAKE
S BEEERT. AR, TAFARITME, AFFH. FRETTIHEA, &F
B R AR e b T T 8.

FH: THORNEFERMR, BT EF RO, Kol FHEF A
FABAGPR G T HRADALE —ERT R mb, X L2 ER@mE, BFPEAKH, 540
R — ML TF HFRFAMEG I ERNOER, CERF A @BEANDHEIRT
e,

FAR: £BFE, FAREFEFHM, 28 30%9H N FK, T0%4 %
. BB, AN O ER I BORER P HRBABER; RAWES; T
RhBRE BERHYXOBRBEE. K, 5T REZIL, FAKEHE @k, 24



AETFFARPENART R@MIOR., FTARRDE LR DE 3HK, R F HMR
FR ek, ALFARAGEANRALIAD. MEZIAALLE, LF7E
HART R E DAL, TARZHRK GRIRKA5KK) 4518, 53K40 L8 EH
Bty H LR, BAAR T, BRI 4 & 6450 B I R A H AR5
Rty R, XA KIRARA KA F AR .

R BRAERAFBRG F &, RRGRPEAERBATHL, BARTHGER
BAS T kR A ER. RAYEAIBEABRE, VEGANHIER AR LY.
AR AR AR AR, BEAHBAEAELBERARHIK. SRAEEZAMT AR
R, FdENR, 2R AR, SEERERRY. MEHNEE “S5%K”
M&, FHALEA 4K, “

FRR: TERRAFULG—HEY, $ERBLERFTARAEG. EFHL
T, FERAAFNRE: RmlhF B RA@mel T FR. RaRnT B RIBREK®
FRFE, PRMBRG—, BELAARMTTRRIRRKHEGORRT KRR E. B
LEL, WEEFHRAH MY, Fo@mE. MK NG LT F R AL AR,
AESATHRMRHEE, SR SAT@RGETAMN. FERERE R mRE
BALEFTAM, BREFTEMNMHRE, FTHR @O RLTRT @) KLTAG
wiAH, AAETFEEFAR, PFHARFE. TRAATRLE FRAEFIT
AR AL, EAMIKRT BERA@ELT TR RE IR HT R A 624 %
AEREFH. THRR—AFTHETHAR, FHEROLTEARRAE T ARG RS
HARW A .

FRB: —BARH T ARG EFERA RN ET, REEHETTRE
L. HEWETTER, AT XHFSERRGEOTHE. WHETEERT B/RGARL
AL T AP EMTGTER, TH —LHNTR,

A R S D . L T e S e L T

Answer the questions)

What is the difference between inspiration and expiration?

What is the main function of the respiratory center in the brain?
What is the meaning of “the rhythm and rate of breathing”?

Make a description of the process of breathing in you own words.
“The exact mechanism of breathing is complicated.” Why is it so?

Do e
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Unit Two

Text A Physical Examination of the Chest

The patient must assume a perfectly natural and unconstrained position. It is pref-
erable, whenever possible, to have the patient in the erect posture, the arms hanging
naturally at the sides.

If the standing posture is not possible, the next choice is the sitting posture. The pa-
tient is to sit erect, the arms hanging loosely at the sides, head somewhat elevated, but
muscular rigidity should be carefully avoided. When the lateral surface of the chest is
inspected, the patient’s hands should be clasped behind his head, allowing free expo-
sure. In a very sick patient, the recumbent posture is the only possible one, the patient
lying entirely relaxed. When lateral and posterior views are required of such a patient,
he should be gently turned from one side to the other, the facial expression being
meanwhile noted for any signs of pain or distress. The effect upon respiration should
also be observed during this procedure.

The chest is examined anteriorly, laterally and posteriorly with equal care and at-
tention. The colour of the skin, general development, musculature, and the size, shape
and symmetry of the thorax are to be
noted. First the chest is studied as a
whole, then the regions of the one side
are compared with the corresponding
regions on the opposite side.

The whole chest should be exposed
to a strong steady light preferably
daylight so as to avoid confusing
shadows. The surface of the chest
under examination should always be
turned towards the examiner.




During the examination, respiration should be uninterrupted, the respiratory rate
and rhythm and the degree of the chest expansion being kept under observation. The
movements of one side of the chest should be compared anteriorly, laterally and pos-
teriorly with those of the corresponding part of the other side.

Word List

assume [a'sjuum] v KK

natural ['mztforol] a A &K
unconstrained ['Ankon'streind] . RA ¥ K4y, gy
position [pa'zifan] »n 152 E, K&
preferable ['preforabl] a. #THR, +F—ik
erect [i'rekt] a AL

posture ['postfa] n H#

hang [heg] (hunglhAp], hanged) v 3#, &, &
loosely ['lu:sli] ad #>3ib, ¥k
somewhat ['sAmhwot] ad #§#%

elevate [‘eliveit] v. #&, #£F

rigidity [ri'd3iditi:] n %A, {84
lateral ['letoral] a. #89, &Yy

inspect [in'spekt] v. K&, FF

clasp [klaisp]l v deff, #%E

exposure [iks'pauzal n £%E, B&
recumbent [ri'’kAmbant] a. $5#4 &9
entirely [en'taiali] ad #A

relax [ri'leks] v. 2%, 474

posterior [pd'stiori:a] a. B E#Y

view [vju:] n &, WK

facial ['feifal] a BE#

expression [iks'prefon] n A4, B &
note [nout] v &

sign [sain] n 4E4E

distress [dis'tres] n. ¥

anteriorly [an'tiori:ali] ad. 7@

equal ['i:kwal]l a #HF4), —H e

attention [o'tenfon] »n E&E, G



musculature ['maAskjulatfa] n AL A4
symmetry ['simitri] n 234k, +#k

thorax ['8o:r&ks ] n. ( pl. thoraces ['09:rosi:z]) Bé k&
compare [kom'pea] v. LI, R
corresponding [ koris'pondin] a. A8E &Y
opposite ['opozit] a. AR &, &Y

preferably ['prefarabli] ad T, £F

confuse [kon'fju:z] v 4EREL

shadow ['fedoul n #F

examiner [ig'zemina] n #%FF

uninterrupted ['An into'rAptid] a. FAFE), HEEH
rhythm ['ridam] n ¥4

expansion [iks'penfon] n MK, K
observation [ obza:'veifon] n MK, E &

Text B Histology of the Oral Cavity and Face

No special description of the normal structure of the tissues here is necessary,
though some remarks on oral mucosa may be useful.

The mucous membrane surrounding the necks of the teeth is the gingiva or gum.
The gingiva is firmly attached to the tooth in a cuff-shaped manner, but the arrange-
ment of the tissues is such that a shallow sulcus is formed. This gingival sulcus tends
to collect food and debris, particularly in the absence of adequate oral hygiene, and
this provides a favourable situation for bacterial growth. Even in gingivae that appear
completely normal clinically, at least a sparse infiltration of macrophages and lym-
phocytes can be noted in the subepithelial connective tissue in region of the gingival
sulcus, The epithelium is normally keratinised, though often in otherwise normal tis-
sues keratinisation is lacking, or there may be parakeratosis. The epithelial pegs and
dermal papillae are long and slender. The mucous membrane covering the jaws farther
away from the gingiva constitutes the alveolar mucosa. Here the epithelium lacks
stratum corneum and epithelial pegs are poorly developed or absent.

The mucous membrane elsewhere in the mouth shows some variations in the dif-
ferent areas. The epithelium of the hard palate is well keratinised and has numerous

long pegs. Mucous glands are present in the subepithelial connective tissue posteriorly.
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The palatine papilla contains the blind endings of the nasopalatine ducts, which are
lined by columnar epithelium with numerous goblet cells. Small islets of cartilage are
sometimes found in this area, derived from the paraseptal cartilages. Islets of epithe-
lium may be present, usually close to the papilla but also elsewhere in the midline of
the palate. These may show cornification. They are the remnants of the epithelium that
covered the line of fusion of the palatal processes. The oral aspect of the soft palate is
covered by non-keratinised squamous epithelium. The free borders of the nasal sur-
face are also covered by squamous epithelium but the remainder of this surface is
covered by ciliated columnar epithelium. Numerous mucous glands are present in the
submucosa.

The epithelium of the skin of the lip is normally well keratinised. The epithelial
pegs are few and numerous sebaceous glands, hair follicles and sweat glands are pre-
sent in the subepithelial connective tissue. The epithelium of the red zone of the lip is
also keratinised, but here the epithelial pegs are long and numerous. The correspond-
ingly long numerous dermal papillae carry the rich capillary supply that gives this
zone its red colour. Hair follicles are absent here though occasional sebaceous glands
are seen. The mucous membrane proper of the lip is not keratinised. The epithelial
pegs are short and blunt, and the labial mucous glands are present in the subepithelial
connective tissue.

The epithelium of the cheek lacks keratinisation. Mucous glands are present in the
submucosa. Sebaceous glands are also not infrequently found, in the area lateral to the
corner of the mouth. These appear to the naked eyes as small yellow spots ( “Fordy-
cespots™ ).

The mucosa of the floor of the mouth is not keratinised. The epithelial pegs are
short. Mucous glands are present in the submucosa.

Word List

histology [hi'stolad3i] n. #8435, A4 44
description [dis'kripfan] n. &

remark [rimak] n FRi&

cuff-shaped a. ZH#E K

sulcus ['sAlkss] (pl. sulci ('sAlsai]l ) n. 4
debris ['debriis] n. B J%

sparse [spa:is] a. #H Y&y,
macrophage ['makrafeid3] n E#fmpe
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subepithelial [sAbep'ei:lial]l a LA T&
keratinise ['keratinaiz] v. A4t

keratinisation [ keratini'zeifon] »n. A4k
parakeratosis [ p#rs kera'tsusis] n. AL
peg [pegl n 47

dermal ['do:mal] a. A B&)

papilla [pa'pilo] (pl papillae [pa'pili:] ) n. FL3k
stratum ['streitom] (pl.strata ['streita]) n. &
corneum ['koniom] n A E

absent ['mbsont] a. FiAE#, 28
variation [ veori'eifon] n Ak, T 3h (4942 HK)
palate ['palit] n &

palatine ['pzlotain] a AF#)

blind endings a. & 3%

columnar [ko'lAmna] a BE#é&), EHE
goblet ['goblit] n. (X4%) &K

islet ['ailit] n &

derive [di'raiv]l] v &%, @k, BF
paraseptal [ paro'septl] a. F ¥ &
cornification [ ko:nifi'keifon] n A ()4
fusion ['fju:zan] n. B4k, BE, &4
squamous ['skweimas] a. 8K 49

secbaceous [si'beifas] a. AHRH), A LREME
follicle ['folikal] n. #&J&, £, &
blunt [blant] a. £E89

naked ['neikid] a. HBER&)

1 fies Nl PR 2 8%
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nswer the ques tions

1. What shoud be noticed in chest examination?

2. The whole chest should be exposed to a strong steady light in chest
examination, why?

3. What is the meaning of “the corresponding part of the other side™?

4. What is the “confusing shadows”?
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Unit Three

Text A The Bony Structure

The skeleton, which is composed of two hundred and six bones, forms the frame-
work and supports the body as the reinforced concrete construction supports the mod-
ern building. The bones act as levers for the muscles in movement and protect the vital
organs, such as the brain, heart, and lungs. The shape and size of bones depend upon
their use; for instance, the flat bones of the skull are used as a covering for the brain,
the long bones of the legs for strength and speed, and the small bones in the ear for the
transmission of sound. The outside covering of bones, the periosteum, contains many
blood vessels and nerves.

Some of the bones of the skeleton are so arranged that movement cannot take place.
The bones of the head and face except that of the lower jaw are fitted so closely to-
gether that movement is not possible. Slight movement is permitted between the ribs
and sternum, a hinge joint is found at the knees and elbows, and very free movement
at the hip and shoulder. Bones are kept in proper relation to each other by muscles and
ligaments. Muscles are attached to bones by white, inelastic fibrous tissue, called
tendons.

The spinal column is made up of a series of thirty-three vertebrae. A vertebra is an
irregularly shaped bone with projections. At the union of the projections with the body
of the vertebra, a ring is formed through which the spinal cord passes. It is through the
flexibility of the spinal column that we are able to bring the body into various posi-
tions.
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sternum ['starnam] ( pl. sterna ['sta:na]) »n. B4
hinge [hind3] »n 44

joint [dzoint] n %%

elbow ['elbaul n. A+

free [fri:] a B8y, H¥BH

hip [hip] n #

ligament ['ligomont] »n #%

attach [o'tetf] v W#&

inelastic [ ini'lestik] a A M&

fibrous ['faibros] a. # 444

tendon ['tendon] n A

spinal column ['spainl'kdlom] #-4%

series ['siori:z] n. (pl. series) #A7%), & %
vertebra ['v3:tobra] n. (pl. vertebrae ['va:tibri:] ) #HF
irregularly [i'regjuloli] ad. RN

shape [feip] v &%

projection [pra'dzekfon] n A&

union ['ju:njen] n A

spinal cord #-#

flexibility [ fleksi'biliti] n. %M

Text B Extraction of Teeth

The extraction of teeth, however accomplished, is a surgical operation involving
bony and soft tissues of the oral cavity, access to which is restricted by the lips and
cheeks, and further complicated by the movement of the tongue and mandible. It is
essential that this phase of oral surgery be given the same careful study and applica-
tion of sound surgical principles as is given to surgery in any other part of the human
body.

The following are indications for the extraction of teeth:

(a) teeth that are foci of infections;

(b) teeth with nonvital pulps, or acute or chronic pulpitis when root canal therapy is

not indicated;

(c) in cases of severe periodontoclasia in which excessive bony support of the teeth
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is destroyed;

(d) teeth not treatable by apicoectomy;

(e) teeth mechanically interfering with the placement of restorative appliances;

(f) teeth not restorable by operative dentistry;

(g) impacted teeth;

(h) supernumerary teeth;

(i) retained deciduous teeth when a succedaneos tooth is present, and in normal po-

sition to erupt;

(j) teeth with fractured crown;

(k) malposed teeth not amenable to orthodontic treatment;

(1) roots;

(m)teeth that are traumatizing soft tissues, if other treatment will not prevent this

trauma.

The special instruments for the extraction of teeth and roots are forceps and eleva-
tors. In special cases, where bone has to be removed, other instruments are required
such as chisels and mallet, burs, etc. A very large variety of forceps and elevators have
been devised. A few well-selected instruments will suffice for all but very extraordi-
nary cases.

Word List

extraction [ik'strekfon] n. K

access ['mkses] n i3, AU

restrict [ris'trikt] v. FR 4%

periodontoclasia [ perio donto'kleizja] n. F B # 3K
apicoectomy [ @pikou'ektomi]l n. (F)AR K ok K
appliance [o'plaions] n. #FEH

dentistry ['dentistri:] »n. F &2

impacted [im'paktid] n. FE4 & (F)
supernumerary [ sjupa'nju:morari] v. $&; ¥t
succedaneous [ saksi'deinios] a. #AAK&; KA
erupt [i'rApt] v K, ik

malposed [mel'pouzd] a. 484déy; F{LéY
amenable [o'mensbal] a. NAM&

orthodontic [ 9:@a'dontik] a EF#&

traumatize ['trO:motaiz] v. & #Mb
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elevator ['eliveita] n. F 3¢
chisel ['tfizall n #-F
mallet ['malit] »n #&

bur [ba:] n (F#A)E K
devise [di'vaiz] v i&it; &
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Answer the questions

1. What do the bones act as in movement?

2. By what are the muscles attached to bones?
3. What makes the shape and size of bones?

4. How does the transmission of sound happen?



Unit Four

Text A The Circulatory or Vascular System

The circulatory or vascular system is divided into (a) the blood vascular system,
through which the blood circulates, and (b) the lymph vascular system, containing a
colourless fluid known as lymph.

BiF tHEAEEROE

ME% = —r P - .
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The blood vascular system consists of the following parts: (a) a muscular pump, the
heart, which pumps blood to all parts of the body; (b) a series of conducting vessels,
which are of two kinds, viz. arteries, conveying blood from the heart to the tissues,
and veins, conveying blood from the tissues to the heart; (¢) numerous very fine ves-
sels, microscopic in size, situated in the tissues themselves and known as capillaries.
It is by way of the capillaries that the blood passes from the arteries to the veins. Also,
the capillaries have very thin walls, and it is through these thin walls alone that ex-
change of materials can occur in both directions, i.e., from the blood to the tissues and
from the tissues to the blood.

The lymph vascular system differs from the blood vascular system in that it is not a
circulatory system but simply a drainage system and possesses no pump. The system
commences in the tissues as numerous blind lymphatic capillaries, which resemble the
blood capillaries in structure, and are found in the close proximity to them in practi-
cally all the tissues of the body. From the lymphatic capillaries the lymph is drained
by the lymphatic vessels, in which the direction of flow is always towards the heart.
Hence the conducting vessels are of one kind only, corresponding to the veins of the
blood vascular system. The lymph is in fact eventually carried by them to the large
veins at the root of the neck. Interposed along the course of the lymphatic vessels are
structures known as lymph nodes, through which the lymph slowly percolates.

Word List

vascular ['vaskjola] a @F &, BRE 4
circulate ['sa:kjuleit] v B3R

colourless ['kAlalis] a. & & 49

pump [pamp] n “BE,%

conduct [kon'dakt] v 4

artery ['a:tori] n. BhAK

microscopic [ maikra'skopik] a. B RMELA A L4, LY
situated ['sitjueitid] a. 1= F

capillary ['kepa leri] n £@E
drainage ['dreinid3] n #i&

commence [ko'mens] v. A4

resemble [ri'zembl] v A84

close f[klouz] a B %

proximity [prok'simiti] n. 3if

G
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drain [drein] v #HER&, W4
eventually [i'ventjusli] ad &G
interpose [ inta'povz] v A
along [o'lon] prep. &

course [ko:s] n i3k, A2
node [noud] n ¥

percolate ['pa:koleit] v #il

Text B Routine Gingivectomy

The objective of gingivectomy is the elimination of the soft tissue wall of the
pocket and creation of a morphologic condition which will allow proper hygienic
measures. The rationale for this procedure is derived from an understanding of the
pathogic events that occur within the confines of the pocket.

Gingivectomy is a surgical procedure and should be carried out according to surgi-
cal principles. Preliminary measures should include the removal of irritating deposits
to encourage at least partial resolution of the inflammation. This will reduce hemor-
rhagic tendency during surgical procedure and improve tissue response following it.

Where apprehension is present before surgery, efforts should be made to allay such
fear. “Verbal” premedication often is all that is necessary; anesthesia should be adequate,
and all instruments used should be sterilized properly. The use of rubber gloves is ad-
vocated; and the patient should be draped with sterile apron and towels. Aspiration
equipment is a helpful adjunct to maintain a clear field of vision for the operator.

The armamentarium may consist of the following:

Gingivectomy knives;

Special knives for distal surfaces;

Sickles, hoes, files, curettes;

Pocket explorer and pocket depth probe; hemostat, tissue forceps, and scissors
gauze; especially cut small triangles or cotton pellets; epinephrine;

Local anesthetic solution and small syringe;

Spray-suction outfit;

Waxed paper pad and instruments for mixing and applying surgical dressing;

Zinc oxide-eugenol surgical dressing;

Special instruments (interproximal file, spoon); curette.
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Topical anesthesia should be used prior to injection. The needle should be short and
fine (28 to 30 gauge). The use of a short syringe is advocated, especially in cases
where small areas or one segment of the mouth is treated.

The anesthetic may be administered either as a block or infiltration anesthesia, de-
pending upon the area to be treated. Infiltration anesthesia is the administration of
choice because of the accompanying reduction of hemorrhage. Infiltration anesthesia
with routine strength anesthetic gives freedom from pain during the operation, as far
as gingiva and underlying bone are concerned. It does not always give freedom from
pain as far as the accompanying root planing is concerned, for which stronger pulpal
anesthesia may be required. Therefore, in case of hypersensitive cervices, conduction
anesthesia with strong local anesthetics with epinephrine 1:50,000 is indicated, possi-
bly plus some small amount of infiltration in order to maximalize anesthetic potency
and obtain a fair amount of vaso-constriction.

Properly administered local anesthesia insures a completely painless procedure and
minimizes postoperative pain. The less anesthetic used in the proper place, the less
postoperative pain can be expected. If deep pockets are present, injection of one drop
of the anesthetic into the papilla can assure satisfactory anesthesia. In cases in which a
block anesthesia is indicated, for example, on the lingual surface of the maxillary
teeth, 0.5 c.c. of anesthetic injected into the area of the palatal foramen will assure
anesthesia for the palatal gingival surfaces of maxillary molars and premolars. Injec-
tion in the area of the incisal palatal foramen will anesthetize the gingiva on the lin-
gual surfaces of the incisors.

The incision follows the course of pocket depth. The incision should be beveled to
assure physiologic postoperative contours. The surgical scalpel should be extremely
sharp, so that the incision may be made without mutilating the tissues. The blade must
be thin enough to penetrate the tissues easily, especially in the interproximal spaces.
The initial incision should sever the gingiva completely and end as closely as possible
to the bottom of the pocket. The bevel should be correct because it is difficult, even
with a sharp knife, to perform a second incision. This is particularly so when the tis-
sues are inflamed and friable.

After the severed tissue has been removed, the interproximal areas are packed
tightly with small, triangalar gauze sponges or cotton pellets soaked in epinephrine
solution 1:1000. This usually will stop hemorrhage in three to five minutes. Any cal-
culus not previously removed is eliminated at this time. Zinc oxide-eugenol dressing
is placed immediately after the gauze sponges are removed.



Word List

gingivectomy [d3ind3i'vektami] n Fi#RINHAK
rationale [refonzl] n BRI, Eib

preliminary [pri'limineri] a H&49; ey, Fiued
apprehension [ @pri'henfon] n. MAE; B
allay [2'lei] v B #

verbal ['va:bal]l a. &6y, FiEH
premedication [pri: medi'keifon] n KA #H %
advocate ['mdvakeit] v %48

aspiration [ aspa'reifon] n. A
armamentarium [ a:mamen'teoriom] (pl. armamentaria) n —&& %
file [faill n 4

curette [kjua'ret] n H|AL

hemostat [‘hi:mastet] n bz 3

gauze [go:z] n YA

pellet ['pelit] n 3k

epinephrine [epi'nefrin] n. W _EMg#
spray-suction [sprei'sAkfan] n "f&

outfit ['autfit] n A&

wax [(weks] v b3

pad [pazd] n #, YH#L

zinc [zigk] »n 4%

oxide-eugenol ['Oksaid 'ju:d3inol] n fALT EHE
interproximal [ inta'proksimal] a. 4FE] 449,45 4L 30 3% 1) &4
topical ['topiksl] a. B 3&)

segment ['segmont] n P; K

reduction [ri'dAkfon] n. &'V

maximalize [ meaksimo'laiz] v ¥ w3 K KIRA
potency ['paUtnsi] n. #ft

vaso-constriction [va:sakon'strikfon] n. Az & 48]~
minimize ['minimaiz] v. REF YV

palatal ['pazlatal] a. F#Y

bevel ['beval]l v #47; F4t

contour ['kontua] n. 4#

mutilate ['mju:ti leit] v 23R
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blade ([bleid] n A%, 71k
initial [i'nifal] a. F#M&y; FHsds
friable ['fraiobal] a. 544
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Answer the question

1. How many parts does the vascular system have?

2. What are the main differences between the vascular system and the
lymph vascular system?

3. Make a description of the process of the exchange of materials.

4. What is the meaning of the “blind lymphatic capillaries™?
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Unit Five

Text A The Heart

The heart is a hollow muscular organ lying with its center a little to the left of the
mid-line of the chest. The muscle of the greater part of the heart is very thick and

forms thick bands, which are interlaced with one another and twisted into rings, loops,
and whorls to form very strong walls.

EPS

Arcus sortas

| RS Rk

V. cava superior f!]ﬁ"-*ﬂﬁ X
— Lig arteriosum
EEABRF 2 ~= ¢ _BEHRT .
Pars ascendens mcrtas TMCEUEE;JMBI:LS
i-.t
R!iﬁ?ﬂ?ﬁsim-atrialigx 5 .- Left atrial branches
HLE = - BkEHEE
hricula dextra ——— 0 E. coni arteriosi
Bk . ___ HAX
b coronaria dextra Dimgonal branches

.0 A b2
i 3 - S R. interventricularis anterior
. B i
BHH — I e T V.cordis magna
R marginalis dexter o Sk
H2LE EGE
Ventriculus dexter Ventriculus sinister
W T *
B =8 — LR
Sulcus interveniricularis W oE ® Apex cordis
anterior Anterior
aspect
EEhik RSBk
- horta 7T WO e V. cava superior
EWEH R
A pulmonalis sinistra ] B A pulmonalis dextra
ELE
P Atrium sinistrum
EEF I == .
V.obliqua atrii sinistri__ V. pulmonalis dextra
= - miR e
R Simus coronarius
Sulcus coronarius ~ -
EOE TERBE
Ventriculus sinister- l"r'f!'“ inferior
Bty _ YN
F. nodi atrioventricularis | V.cordie parva
(L) 5-a L
Rr. interventriculares . a " V. cordis media
septates e BE(E
F. interventricularis
Lk ~— posterior
Apex cordis E & W T ELE
Posterior aspect Ventriculus dexter

i BE B9 50 72 #0 M

External features and blood vessels of the heart
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The heart is divided into a right and a left half by a vertical wall of muscle. Each
half is again divided into an upper and lower quarter by a horizontal partition. The
upper chambers are called auricles—right and left. The lower ones are called ventri-
cles—right and left.

The two sides of the heart are completely separated, that is, the chambers of the
right side are separated from their companions on the left by the vertical wall of flesh
mentioned above; but the auricle and the ventricle of the same side open into each
other. This opening is guarded by valves.

The right auricle receives blood from the great veins (superior and inferior venae
cavae), which drain the blood from the head, neck, and arms above and from the trunk
and legs below. The right ventricle pumps blood into the lungs; the left auricle re-
ceives blood from the lungs; the left ventricle pumps its contents into the great artery
or aorta. This artery gives off branches, which in turn rebranch, like the limbs and
twigs of a tree, to convey the blood to all parts of the body. Thus, in reality, there are
two circulations, a greater, or systemic, through the body as a whole, and a lesser, or
pulmonary, through the lungs. The heart serves as a two-cylinder pump situated be-
tween and connecting the two systems,

The systemic circulation serves to carry oxygen and food materials for distribution
to all parts of the body and to remove carbon dioxide and the waste products of me-
tabolism from the tissues. The pulmonay circulation is for the purpose of “ventilating”
the blood—that is, for the elimination of carbon dioxide into the air of the lungs and
the absorption of oxygen.

The ventricles make up the greater part of the heart. They have thick walls, the
muscle of the left ventricle being thicker than that of the right chamber since it has
more work to do. The walls of the auricles are comparatively thin. The ventricle mus-
cle consists of numerous stout bundles which are arranged more or less concentri-
cally so that when they contract, the ventricular cavity is almost obliterated and the
blood expelled.

Word List

hollow ['holou]l a ¥ % &
mid-line [mid'lain] n. ¥ £
-band [band] n W
interlace [ inta'leis] v. L LK
twist [twist] w 42

loop [luip] »n B




whorl [hwa:l]l » 33K

vertical ['va:itikoll a EH 4
horizontal [ hori'zontal] a K-F4&5, &
partition [pa:'tifon] n WM, 4%
chamber ['tfeimba] n %

auricle ['o:rikl] »n <&, LF
ventricle ['ventrikl] n =%
companion [kom'panjan] n. K4¥
valve [valv] n #
superior vena cava _L AE# Bk
inferior vena cava T fE#hk

aorta [ei'0o:ta]l n EFHBK

rebranch ['ri:'bra:ntf] v B4 X
twig [twig] n JH

lesser ['lesa]l a A #
pulmonary ['pAlmoneri:] a. AF#Y
two-cylinder a. —/ANE4EdY
ventilate ['ventileit] v. #BR,, # X,
elimination [i limi'neifan] ». 3
stout [staut] a B E#&

bundle ['bAndl] n %
concentrically [kon'sentrikali] ad. F] -, £ 93
ventricular [ven'trikjula] a T
obliterate [o'blitoreit] v. JH K
expel [iks'pel]l v #h, &

Text B Ultrasonic Scaling

Ultrasonic dental equipment was first used for cavity preparation, and shortly, fol-
lowing its introduction, a series of reports confirmed the potential of such equipment
to produce disturbance of amelogenesis, severe pulp changes and alterations in dentine
formation. The ultrasonic scaler was produced in the U.S.A. and it is now fairly
widely used in dental schools and to an increasing extent in general practice. The
original Cavitron30 unit has been superseded by the Cavitron700, a much smaller, but
essentially similar, machine. The handpiece consists of a stack of ferromagnetic metal
which changes in size due to magnetoconstriction, induced by the magnetizing effect



of an alternating electric current. A 25 kilocycle current is converted through the
handpiece to 25,000 mechanical strokes per second, the working point moving through
approximately 1/1000 of an inch with each stroke. The tip action is thus neither radiant
nor electrical, but mechanical in action. The most generally useful shape of working
point is the curette type.

Water is passed through the handpiece for cooling purposes, and to contribute to the
scaling procedure. The water emerges from the handpiece as a fine jet, which on
striking the vibrating tip is converted into a spray of fine bubbles. The scaling action
of the instrument is a combination of the mechanical action of the tip, and the effects
of the formation and violent collapse of small bubbles, the cavitation effect. Apart
from the mechanical cleansing action, cavitation is associated with complex physical,
chemical and biological phenomena, the significance of which is by no means fully
understood. In principle, cavitation may be associated with local pressures of thou-
sands of atmospheres, local temperatures of hundreds of degrees, and local oxidative
changes. The potential of this instrument to reduce gingival inflammation results from
the mechanical action of the tip and the mechanical cleansing and biologic effects of
cavitation.

A number of investigators have reported favourably on the results of ultrasonic
scaling, and they have found no adverse effects on the tissue of the periodontium. Ul-
trasonic curettage is an effective method of debridement of the soft tissue walls of
periodontals pockets, and histological studies of tissue excised after curettage have
shown that healing occurs by epithelialization of the sulcular surface and resolution of
inflammation in the gingival corium. Experience with the Cavitron over a number of
years confirms the finding that the ultrasonic technique is equally as effective as
conventional hand instrumentation in calculus removal, but less effective in stain re-
moval, and the instrument does not remove entirely the need for hand instrumentation.
There has been some dispute as to whether scaling by the ultrasonic technique is more
rapid than hand instrumentation, although no report has suggested that it is less rapid
in the hands of an experienced operator, a saving in time of 20 per cent has been re-
ported, but it should be stressed that speed is by no means the only advantage of the
ultrasonic technique. There is no doubt at present that this machine is a valuable addi-
tion to the armamentarium of the periodontist, and it has the potential to contribute
largely to the reduction of acute and chronic inflammation during the hygiene phase.
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potential [pa'tenSsl]

amelogenesis

supersede [ sju:pa'si:d]
handpiece ['handpi:s]

stack [staek]
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n #ek; BAAh

[@molo'd3enisis] n #A X4
Cavitron [‘kavitron] n LB L 4K

v. R, BR&
n. ¥

n & X A4S

ferromagnetic [ feroumzg'netik] a. AEM 4k
magnetoconstriction [mag ni:toukon'strik[an] n. #Ep4b 4
magnetize ['meagnitaiz] v. {1&84L

electric [i'lektrik] a. % &)

current ['kArant] n. &

kilocycle ['kilousaikl]l n. B, F#

approximately [a'proksimitli] ad 4k, X %9
radiant ['reidiont] a. $#@M4, KM
electrical [i'lektrikal] a. .4

contribute [kan'tribjut]
emerge [i'ma:d3]

jet [dzet] n "BH

vibrate [vai'breit]

convert [kon'vait] v. # T

bubble ['babl]
violent ['vaialant]

v. R—44E R ek
v. BH;

B

v. k3, RESD
, iR
n B K, Rie
a BRI, BMAY

collapse [ko'leps] n. A dt; HEAL

phenomenon

significance

principle ['prinsapl]

[fi'nominan]

(pl. phenomena [fi'nomina] )

[sig'nifikons] n. &L

atmosphere ['mtmasfia] &.

investigator

[in'vesti geits]

n BR

XA; KRAA
n. WEREE

favourably ['feivarabli] ad. # #)3b; Mi#)&
adverse ['mdvois] a FEH: RA|&; AN

curettage [kju'retid3]

debridement

[de'bridmant]

periodontal [ perisu'dontl]
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[hi'stolad3i:kal]
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n HHK
a ¥ B
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excise [ek'saiz] n. IR

epithelialization [ epi'0i:lisli'zeifan] n. L& A&
sulcular [ sAl'kju:le] a. 8184

resolution [ reza'lu:fan] n H#K; o8; Bk
corium ['ko:riam] »n A K

conventional [kan'venfanl] a. &5, 1RH|49
stain [stein] n &3, F.&

dispute [dis'pju:t] n $&
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Answer the questions

Where is the heart located?

Why is the heart said to be a hollow muscular organ?

What are the valves for in the heart?

Make a description of the blood circulation in you own words.

The heart is always compared to “a muscular pump”.With the reference
of the knowledge in Text A, how to exlpain this comparison?

-l
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Unit Six

Text A The Muscular System

The muscular system consists of large number of units known as muscles, which
together make up the flesh of the body. The greater part of the substance of the limbs
is composed of muscles, and the same is true of the back and the neck.
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All muscles are capable of shortening or contraction, and it is by the contraction of
groups of muscles that all movements of any part of the body are produced. In order
that a muscle may exercise this function of producing movement, it is attached at both
its extremities, and these attachments are usually to bones; when the muscle contracts,
movement at a joint occurs. The attachment of a muscle to a bone occurs by means of
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a fibrous structure known as a tendon, sometimes the tendon is so short that the mus-
cle appears to be directly attached to the bone, but more often it is a definite cord-like
or band-like structure. When a muscle is flat and sheet-like, its tendon is likewise
flattened and sheet-like; such a tendon is termed as an aponeurosis. In many instances,
definite impression can be seen on dried bones, indicating the areas of attachment of
particular muscles.

Although muscles are as a general rule attached to bones, this is not always the case;
for example, a number of small muscles in the face are attached by one end to bone
and by the other end to the skin; by their contraction they produce changes in facial
expression, and they are in fact known collectively as the muscles of expression.
Again, the muscles of the tongue are attached at one end to bone, and at the other end
to the mucous membrane covering the organ.

Word Lisit)

flesh [flef] n. &

limb [lim] » MK (FR)

exercise ['eksasaiz] v. 4T4%

extremity [ik'stremti] n K%
attachment [o'tzt/mont] n. W&
definite ['definit] a —Z &), FA#e4
cord-like a. KH &

band-like aq. #AE44

sheet-like a. A&

likewise ['laikwaiz] ad. F)#

flatten ['fletn] v. X F

aponeurosis [ apounjus'rousis] n. A
impression [im'prefon] n. A, jRik
indicate ['indikeit] v. 3§

particular [pa'tikjula] a. ##k&§

case [(keis] n tHA

collectively [ko'lektivli] ad %4, #F
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Text B A Report on Acupuncture Anesthesia in
Oro-Maxillo-Facial Operations

In the recent 10 years, we have performed 1,802 oro-maxillo-facial operations, us-
ing acupuncture anesthesia ( selecting distal points according to the course of the
channels and retaining the needles after “deqi”, i.e., the normal reaction to acupunc-
ture is achieved ) with a success rate of 92.43% (1662/1802) and a failure rate of
7.57% (136/1802). 73.68% cases (1328/1802) had excellent analgesic effect.

In this paper, we will analyses the impact of the following factors on the analgesic
effect of acupuncture anesthesia: the sex and age of the patient, the prescription of
points, the method of needle stimulation, the duration of operation, the operative site
and the forming of anesthetists and the surgical team. And it discusses the following
questions:

1. “Deqi” (the normal reaction to acupuncture) is the key to success of acupuncture
anesthesia, But there are different opinions about how to keep it. Most authors in our
country believe that it requires an uninterrupted needle stimulation of different de-
grees of intensity. Hence the adoption of the pulse electric stimulation method in most
clinics. However, our data show that once “deqi” is achieved, the retaining of needles,
without any electric or hand stimulation, can provide sufficient amount of stimulation
for an oro-maxillo-facial operation.

Experimental studies in which convergent light was focused on the rabbit nose for a
pain test showed that the analgesic time was 24.4 seconds in the retaining needle
group. As compared to 13 seconds in the control group, the 190% prolongation of an-
algesic time is statistically significant ( p<0.05). This clearly testifies to the prolonged
analgesic effect of simple needle retaining after “deqi” 1s achieved. Furthermore, it
seems to show more precisely the role of acupuncture in anesthesia by excluding the
cooperative analgesic effect of electric stimulation.

2. There are two schools about the principle of acupuncture anesthesia: the nerve
segment theory and the Jing-Luo (channels and collaterals) theory. We are partisans of
the second school, the conception of which is supported by the following data of
ours:

a. In 1779 (98.7%) of our 1802 cases, we selected distal points according to the
course of channels, with a success rate of 93.59% (1665/1779) and 74.09% cases
(1318/1779) bad excellent analgesic effect. This fully testifies to the effectiveness of
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the selection of distal points according to the course of channels.

b. In a case of temporo-mandibular arthroplasty for ankylosis, on inserting needles
to points selected according to the course of channels, the patient immediately opened
his mouth from 2 mm to 35 mm in width, thus avoiding a surgical operation.

c. Sodium lodide 125 isotopic scanning on sensation-conduction study of Jing-Luo
(channels and collaterals) showed high uptake of sodium Iodide 125 on pericardium
channel pathway points of a patient perfectly amenable to acupuncture anesthesia.

All these data proved the objective existence of Jing-Luo phenomenon, though its
morphological aspect has not been completely understood up to now.

3. Individual variability of analgesic effect: It is generally agreed that the older the
patient, the more favorable the analgesic effect. The analgesic effect is comparatively
more reliable in soft tissue operations than in bony structure operations.

The operative site, the type and extent of operation, the technical complexity and
the operation time are all determinant factors on the analgesic effect.

4.Incompleteness of total analgesia: This is the key problem waiting for resolution.
Skilled anesthetists and a trained surgical team have achieved a higher success rate.
This shows that the mastery of some special skills might compensate this disadvantage
to some extent.

5. Advantages of acupuncture anesthesia in oro-maxillofacial operations: It is a safe
method with reduced embarrassment of physiological functions which promotes early
recovery. Special interest is paid to plastic surgery where tissue deformity caused by
local anesthesia can be lessened.

Owing to the incompleteness of total analgesia and the undue stretching reaction,
acupuncture anesthesia is now used only in medium-sized operations such as pa-
rotidectomy excision of sub-maxillary gland, temporo-mandibular arthroplasty and
bucco-labial operations. It can also be used in unilateral radical neck dissection in se-
lected patients.

Word List

analysis [o'n®lasis] n. 447

select [si'lekt] v 4, kit

impact ['impakt] n R, ¥

analgesic [ @nal'dziisik] a. AT %, A4
key [ki:] n X4t

uninterrupt  [An inta'rApt] v FRIE] B, %4



stimulation [ stimju'leifan] n. ¥

intensity [in'tensiti] n. %A

adoption [o'dopfan] n. KA

convergent [kon'va:d3ant] light JREXT

focus ['foukas] n #&&; v RA

prolongation [ praulon'geifon] n ¥, #K
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testify ['testifai] v. iE¥; EK

exclude [iks'klu:d] v. #F, de--HemAsh
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conception [ken'sepfon] n. W&
temporo-mandibular [men'dibjule] a. BT 48
arthroplasty ['a:0ra plesti] » X% AH AL
ankylosis [ pki'lousis] n XFEA

width [wid®] n TAE

sodium ['soudizam] n. BE4L4A

isotopic [aissu'topik] a. FJ4E & &9

scan [sken] v. 34

collateral [ko'letoral]l a. A

pericardium [ perika:djom] n S &

amenable [o'mensbal]l a. MM

existence [ig'zistans] n. ik, HE

aspect ['mspekt] n. Z @, @R

complexity [kom'pleksiti] n. B & (1)
determinant [di'to:minont] a. & E &
incompleteness [ inkom'pli:t,nis] »n. RZZ
mastery ['ma:stari] n. ¥

compensate ['kompenseit] v. #Mz
disadvantage [ disad'va:ntid3] n. FR#)
embarrassment [em'bzrasment] n. A, ARM, Fig
undue [An'dju:] a LE&, E458, TELHE
parotidectomy [pa roti'dektomi]l n. BERRIIIR K
unilateral [ju:no'letorsl] a. #3A44y, —F
radical ['redikel] a. A, &
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nswer the qgques tions

How is the muscular system formed?

What is the main function of muscles?

How is the movement of any part of the body produced?
What is a tendon? What is its usage?

[s it true that muscles are always attatched to bones? Why?

Pl N
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Unit Seven

Text A Infection and Resistance

R T . @ \\Q 03 Normally many bacteria
) olD = W sy A @Epﬁ' Q are present in and on the
s ~ [ -] ® * g -%-4"\'." * 1 .
y a-ﬂ-'f_ v 2 m ° o 9 @ o , human body. In their natural
& b“.—':‘ ooy G ‘ habitat, provided the tissues
i ¥ .
@® ., t.s A are healthy, they are harmless.
| ":Q: 7 e @ i T
(071 | J@ﬁ ﬁ If these ordinarily innocuous
- g b
04 @H D @~ e germs are brought to a
mﬁ KE?.- foreign locality of the body,
} o © ;5—%:’0
&=~

they may become extremely

e . @ dangerous. For example,
colon bacilli are present in

(“j: & extravagant numbers in the

PR S human intestine. They serve

" ,f;:ﬁn_l a useful purpose there, that
JSE 8 of decomposing organic

matter. If they should pass

® O Fo.

CO NG O8

wall and enter the abdominal cavity, they would set up a grave peritonitis. The mouth

the barrier of the intestinal

and nose ordinarily harbour many different types of germs that are harmless under
natural conditions. Should the healthy structure of these tissues be altered, the organ-
isms may become dangerous invaders. The skin, when intact, capably resist myriads of
bacteria that live on it. Once the skin is broken or injured, however, invasion may be
rapid.

The invasion of the body by disease-causing organisms does not always lead to the
development of an infection. By means of various defense mechanisms, and because
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of the presence of certain inhibiting factors, invading organisms may be completely
destroyed before they can gain a foothold. The body is then said to be resistant. Re-
sistance is only relative. It may be present to a marked degree, when it is termed as
immunity, or it may be so negligible that disease develops. Between these extreme
states lies a middle ground in which a specific disease may be sufficiently modified in
its severity to cause only a minimal reaction in the invaded individual .

Word List

habitat [‘'habitet] n 343k, ik

provided [pra'vaidid] conj. 3, VAo A #F
innocuous [i'nokjuias] a A FH, A&
foreign [‘forin] a. A4

colon ['kaulon] n %M

bacillus [ba'silos] n. ( pl bacilli [ba'silai] ) ##
extravagant [iks'trevigont] a. TE 4, X FH &
purpose ['pa:pes] n F &

decompose [ di:kom'pavz] v. 4 #%

organic matter A 4

barrier ['bazria] n. FEHF

peritonitis [ perita'naitis] n. M X

ordinarily [0:dn'esrali] ad. #&¥, ¥&

harbour ['ha:be] v. Bk, BE

alter ['o:lta] v &E, T &

intact [in'tekt] o ARG, T

capable ['keipsbl] ad #, ¥, Hit s
invasion [in'veizon] n 2

defense [di'fens] n B5#p, &IE

inhibit [in'hibit] v #F#)

invade [in'veid] v &N

foothold ['fut hould] n. L2 &

resistant [ri'zistont] a. K&

marked [makt] a RHF&, FL£&

term [to:m] v de----e o £

immunity [{i'mju:niti:] n £&

negligible ['neglid3abl] a. TrA LMy, fR#
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extreme [iks'triim] a. #3% &)

ground [graund] n Rk, & H

specific [spi'sifik] a. ##K&), F174,
modify [‘'modifai] v £, %&#

severity [so'veriti] n &, HE

minimal ['minimol] a. &/ (FRE) &9, A4

reaction [ri'mk[an] n KA A

Text B The Prevention of Malocclusion

We have seen that, on the whole, the main aetiological factors in malocclusion seem
to be inherited. The skeletal pattern of the jaws, the form of the oral musculatures and
the size of the dentition are all governed largely by genetic factors. Most of the local-
ized factors, such as supernumeray teeth and hypodontia, probably have an inherited
background. Primary prevention or modification of these features is therefore hardly
possible. Even these few aetiological factors which are the result of the environment,
such as trauma are not really preventable, with the exception of early loss of primary
teeth. Early loss of teeth could be prevented, but we have seen that this is not a pri-
mary cause of malocclusion, but merely aggravates crowding problems in certain
conditions. Primary prevention of malocclusion by modification of its aetiological
factors is therefore not practicable in most patients, in the present state of knowledge.
There is always likely to be the need for corrective treatment.

Secondary prevention is, however, of practical importance in orthodontics. Two
aspects of secondary prevention can be outlined.

(a) The prevention of the basic aetiological features producing their maximum ad-
verse effect. This applies mostly to localized factors, and can be illustrated with
reference to the tuberculate supernumerary tooth. If such a tooth is left in place for
several years, the eruption of the permanent upper central incisor is delayed. The ad-
jacent teeth are likely to encroach on the space, and much more severe occlusal prob-
lem results, which could have been prevented by removing the supermumerary tooth
earlier.

(b) The prevention of factors which make an established malocclusion more diffi-
cult to correct. Perhaps the prime example of this is the illtime extraction of teeth. We
have seen that treatment has been made more difficult by removal of the upper first
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permanent molars, allowing the second molars to move forward into the spaces.

Thus, while primary prevention of malocclusion is unrealistic, secondary preven-
tion can help to avoid malocclusion or reduce the need for treatment in some cases.
The key to prevention of this kind is awareness. The early assessment of the child,
followed by regular review, and treatment at the appropriate time if necessary, will do
much to reduce malocclusion.

Word List

orthodontics [ 0:0o'dontiks] »n. E®FF, EFF
malocclusion [mala'klu:3an] n. 4B{i-%4
aetiological [ i:tio'lod3iksl] a. HARE, AE
inherit [in'herit] v 44K

musculature ['mAskjulotfa] n. AL, BLE, LA
govern ['gAvan] v. X B; 44

genetic [d3i'netik] a EAEFH

hypodontia [ haipau'donfia] n FELXHF R4
preventable [pri'ventabl] a THE#

aggravate ['mgraveit] v ¥, #EEL

maximum ['maksimom] n K ¥

adverse ['mdvais] a KA, AEH

tuberculate [tju:'ba:kjulit] a. HL T4, £F K
encroach [en'kravtf] v. & &

illtimed ['iltaimd] o ARiEBF#

unrealistic ['Anri:o'listik] a FHEH, SRERHFY
awareness (o' weonis] n #FiRF|, 4oif
assessment [o'sesmont] n. 4FH, IR

R ORI

AMETHE, SHRK, BROIEFAZALLRE. GHEBY. 0B
MEHEF FR A, KNS MEERETF Lo, 43 HHMEE, Eos4Fh
FREARL, SARFREGFF, Bk, HRER LG RLAESTHRLE, I
FRRRTHSG, £E— L QRERBANHREE, 0464, € R A E LT
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mILFFEMHISH, ERTUHG S, 2R MNoEXRLHER[/G—AMARLFB, AR
HREEFEH TELWETHMFHL. BREITGARKE, AFFRATHRE
KEFRBRFAEMMALTAHGHEARARERGY, RERATEREMHELTRBE.

TR, —BEBGAEEFFFIIARERY., ETHIEAHNF A,

(@A) FARTRAHANARAR AR £, LISREREHREE, waHK
MEAF, RN FT EAKSF, L BT R LKL, MMM T TS
EEEE, AL EERFWGRRFAME, FHEREAT, XL EHAATHE .

(b) M5 LA NERESEFEWMIEHRLERE, AFXLFHRFTHHTFER
AR EREFT ANCFHIGTFE BT HRER, RF —BEFOMTHEANT B M,
dodt, R4y B A B, :

Eot, ERBRGBRARTAGRARNEY, 2—RETAHBLERER, IF
E—dmflPR Yy THANER. STEAH ARG AMILAE, SILERATFELF,
WZ I ZIHE, wROLENERLT LT, TH, HEXKRVHER.
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Eﬁgs wer_'“tﬁ? ques tions!

1. What is the meaning of “natural habitat™?

2. In what case the ordinarily innocuous germs can become dangerous?

3. “The invasion of the body by disease-causing organisms does not al-
ways lead to the development of an infection.” Why is it?

4. How is the body said to be resistant?

5. What is the immunity?



Unit Eight

Text A Kinds of Blood Vessels

On the basis of function, blood vessels may be divided into three groups, as fol-
lows:

1. Arteries, which carry blood form ventricles out to the organs and other parts of
the body.

2. Veins, which drain the tissues and the organs and return the blood to the heart.

3. Capillaries, which allow for exchanges between the blood and the body cells, or
between the blood and the air in the lung tissues. The capillaries connect the smaller

arteries and veins.

ERRE REEERPB
Sinus sagittalis — = Wv. cerebri superiores
superior LT

== ¥V, anastomotica superior

Forairik

-V. anastomotica inferior

iﬁ¢ﬁﬁﬂ

’ }lV cerebri media superficialis

Aha T RS BR

= — Vv, cerebri inferiores

w 7

Sinus transversus

KR - BR S i i £ i Rk
Veins of the lateral surface of
cerebral hemisphere

Arteries and veins may both be subdivided into two groups or circuits:

1. Pulmonary vessels, which are related to the lungs. They include the pulmonary
artery and its branches to the lungs, and the veins that drain the lung capillaries. The
pulmonary arteries carry blood low in oxygen from the right ventricle, while the pul-
monary veins carry oxygenated blood from the lungs into the left atrium. This circuit
concerns itself with the elimination of carbon dioxide from the blood and replenishing
its supply of oxygen.
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2. Systemic arteries and veins, which are related to the rest of the body. This circuit
is concerned with supplying food and oxygen to all the tissues of the body and in car-
rying away waste materials from the tissues for disposal.

Word List

vessel ['vessl] n %, F+F

blood vessel

functional ['fagkfanal]l a. EAE&), PLEEH
classification [ klmsifi'’keifon] »n 4%

basis ['beisis] n. (pl. bases ['beisiz]) X &k, RiE
artery ['a:teri] n. Bk

ventricle ['ventrikl] n %, W%

drain [drein] v 3]i&, &k

capillary ['keepo leri] n £fmsag

subdivide ['sAbdi'vaid] v. &4

circuit ['sazkit] n. F4i7, X%

relate [ri'leit] v. fF %

oxygenate ['Oksid3ineit] v. LR A, ik
atrium ['eitrism] ( pl atria [‘eitria] ) n. W&

elimination [i limi'neifon] »n #HEE
replenish [ri'plenif] v. 4%

systemic [sis'temik] a A%#), © 58
material [ma'tiorial] »n %/, ##H

Text B Oral Surgery for Dental Prosthesis [ | )

Oral surgery for dental prosthesis includes those surgical operations in the oral cav-
ity which are necessary in order that the artificial denture may have a firm base, free
from marked osseous protuberances or undercuts, and devoid of interfering muscle
attachments or excess mucoperiosteum, This includes the removal of both hard and
soft tissues. It includes also those oral or extraoral operations which are indicated for
the restoration of lost bone, teeth or the insertion of retentive devices for dentures.
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Types of oral or extraoral prosthetic surgical procedures

I. Operations in the oral cavity. Operations in the oral cavity are concerned with (1)
fibrous bands which interfere with the placing of a denture and with its retention and
(2) osseous tissue abnormalities of the denture-bearing areas.

a) Abnormalities of soft tissues. The soft tissues which interfere most with the
placing of dentures on the maxilla are the low insertion or hypertrophy of the labial
frenum, and the low areas of origin or hypertrophy of the depressor septi, incisivus
labii superioris (superior incisal), nasalis (nasal), alar part, and the buccinators (buc-
cinator or cheek) muscles. Hyperplasias in the labial or buccal sulci or on the crest of
the ridges or palate are frequently seen in patients who have worn poorly fitting den-
tures for many years.

On the mandible, interference to satisfactory denture construction will result from
the high origin or hypertrophy of the lingual frenum and of the genioglossus, mentalis,
incisivus labii inferioris and buccinatoris muscle.

Theses abnormalities can be corrected by surgical procedures, such as frenectomy,
repositioning of depressor septi muscle, ankylotomy for ankyloglossia, deepening the
labial sulcus and excision of hyperplastic tissue form crests of maxilla and mandibular
ridges.

b) Abnormalities of osseous fissue. Among the many bony prominences called
exostoses torus palatinus in the median raphe of the palate is most common. Bony
projections at the lingual aspect of the lower jaw (torus mandibularis) and abnormal
prominence of the tuberosity of the maxilla are not infrequent. None of these condi-
tions is pathological. The patient is rarely conscious of them, and even a large torus
palatinus overhanging the center of the palate seldom causes the patient to complain,
but, when circumstances oblige a patient to use artificial dentures, the presence of
such condition will occasion distinct mechanical difficulties.

Minor defects of the contour of the alveolar ridges are often caused by injury in-
flicted on the alveolar bone and soft tissues during extraction of the teeth. Sharp bony
spines and deep undercuts, especially in the uppermolar region, will result from fail-
ure to trim these projections at the time of extracting the teeth. It should be empha-
sized that greater care in handling mouth tissues during extraction of teeth will un-
doubtedly prevent many minor defects.

Many minor defects characterized by bony projections, such as exostoses and torus
palatinus, are easily repaired by an incision over the area and retraction of the soft
tissues until the prominence is well exposed. Its removal may be accomplished with
rongeurs or chisels. The surface is then smoothened, and the wound closed with silk or
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any similar sutures. Occasionally, it may be necessary to remove a part of the soft
tissues where there is an over abundance.

Alveolectomy means the removal of the alveolar process from whether the maxilla
or the mandible by surgical means. However, the alveolar process is not completely
removed, just that portion of the alveolar process that will prepare the ridges for the
reception of artificial dentures is removed. Thus alveolectomy consists in the incision
and reflection of the covering mucoperiosteum and the surgical removal of part of the
alveolar process after the extraction of teeth.

I1. Extraoral operations. Extraoral operations include (a) surgery to correct prog-
nathia or micrognathia of the mandible or maxilla; (b) insertion of bone grafts, metal
or acrylic implants to replace bone loss due to disease or trauma and surgery.

Implant dentures: implant denture is a metal implant with several poles which is
placed on the alveolar bone. These poles are projected through the gingival in the
mouth to hold the dentures. The implant denture is used for the patient who has an
atrophied aveolar ridge which can not wear a common artificial denture.

Magnetic implant: the retention of full dentures is aided by the implantation of tiny,
powerful magnets in the jaw and in the denture. One magnet is placed in each side of
the jaw and completely covered with mucoperiosteum; corresponding magnets are
placed in the otherwise conventional full denture. The attraction between magnets are
placed in jaw and the denture helps retain the denture in position.

Plantation of teeth. Plantation of teeth includes three procedures: replantation,
transplantation, and implantation.

a. Replantation: replantation means the reinsertion of a tooth in the socket from
which it has been removed purposely or by accident. The replant fits its socket per-
fectly and should enjoy a high degree of success.

b. Transplantation: transplantation means the insertion of a natural tooth into the
socket of a recently extracted tooth. The autotransplant (a transplant from one place to
another within the same mouth) enjoys a high success rate often with indefinite sur-
vival, by virtue of prompt transfer of the tooth to its new site. Autotransplantation’s
tooth is best performed when the root of the donor tooth is almost completely formed
but its apices are still open. The most commonly used donor tooth for autotransplanta-
tion to first and second molar sites, is third molar. The allogenic tooth probably was
the first transplanted human organ. Teeth have been transplanted for centuries. The
tooth inserted may be an old reserved one which has been extracted for a long time, or
it may be a freshly extracted tooth from another individual.

c. Implantation means the insertion of an artificial tooth into a new socket (non-
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biologic replacement). Acceptable materials may be divided into four major categories,
such as metals (titanium and vitallium); polymers; ceramics (aluminum oxide) ; and
carbons.

Word List

prosthesis ['prosOisis] n. (pl. prosthises) % K, B4k
undercut ['AndakAt] n. W]

devoid [di'void] a #Z, AF

excess ['ekses] a it &Y

mucoperiosteum [ mju:koperi'ostiom] n. #5F A%
retentive [ri'tentiv] a. BEl{iéy, HR¥Fé&

device [di'vais] »n %%, &

prosthetic [pros'Betik] a. I K&

insertion [in's3:fon] n. (AULA &) M %
hypertrophy [hai'pa:trofi] n. fEX

frenum [('friznam] (pl. frena ['fri:nal) n %%

depressor [di'presal n. AL

incisivus = incisive ['insaisivos] a. W F &, 04
nasalis ['neizalis] a R#, n. BN

alar ['eila] a X

buccinatoris ['bAksineitoris] a. #LEY

buccinator ['bAksineita] n. #AL

sulcus ['salkas] (pl. sulci ['sAlsail ) n.

crest [krest] »n #%, 4

genioglossus [ d3i:nia'gloses] »n IMEA

mentalis [men'teilis] n AL

frenectomy [fri:'nektami] n. A ¥ K

reposition [ rizpa‘'zifon] n. E4AERK

ankylotomy [ zpki'lotomi] n H&FWH A
ankyloglossia [ @nkilo'glosia]l n £ & %4, 4%
prominence ['promonsns] n & ididhy, EBA
exostosis - [eksos'tousis] (pl. exostoses [eksos'tausi:z]) n. #h % B
torus ['to:ras] (pl tori ['to:rail ) »n B &, Bk
raphe ['reifi] n 4%

contour ['kontUa] n.
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inflict [in'flikt] v {2 %

trim [trim] v 5%

rongeur [roun'3a:] »n R F 4, BF4
alveolectomy [@lvio'lektomi] n. FA% e K
prognathia [ prog'nazeis]l n. LW T
micrognathia [ maikrag'n®eis] n. 4R
acrylic [o'krilik] a. AMBERE), &HEEEK
implant [im'plent] »#. A% (#34i4h)
atrophy [‘etrofi:] »n 458

magnetic [mag'netik] a. Ady, HAEHE
magnet ['meagnit] n A4

attraction [a'trekfon] n &Kl A

replantation ['ri:plen'teifon] n H4L, FH
transplantion [ trensplen'teifan] n B4
autotransplant [ O:tou'trznspla:nt] n. A4k 4t
donor ['deUnal n. 44k

allogenic [ @lo'dzenik] a. MR8y, A4
titanium [tai'teinitom] n. 4K (22 §74%)
vitallium [vai'tzliam] n #F4-4 (444484-4)
polymer ['poloma] n XR&4, X444
ceramics [si'remiks] n MEF

aluminum [2'lu:manam] n. 43
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Answer the questions

1. In what accordance are the blood vessels divided into three kinds?
2. What is the difference between the artertes and veins?
3. What is the main function of the capillaries?



Unit Nine

Text A The Digestive System

The digestive system comprises all organs which have to do with taking in food and
converting the useful parts of it into substances that the body cells can use. Examples
of these organs are the mouth, the teeth, and the alimentary tract (esophagus, stomach,
intestine and accessory organs such as the liver and the pancreas). The esophagus re-
ceives the contents of the contracting pharynx and forces them on by peristalsis. It
extends through the neck and chest and finally empties into the stomach.
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The muscular coat and the subdivisions of the stomach

The stomach is actually an enlarged section of the alimentary tube. At either end of
the stomach, there is an orifice. The first of these is the cardiac orifice, located be-
tween the esophagus and the stomach. At the bottom end of the stomach, connecting it
with the small intestine, is the other orifice, called the pyloric orifice, which is
guarded by the pyloric sphincter. When the stomach is filled, the pyloric sphincter
closes and retains the contents until the food has been mixed with certain digestive
juice collectively called gastric juice.
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The food in the stomach is partially digested by the gastric juice. It is in the small
intestine that the greater part of the digestive process takes place and absorption oc-

curs.

Once the processes of digestion and absorption have taken place, the remains of the
food are of no further use to the body. They pass out of the body through the large

intestine in the form of faeces.

Word List

comprise [kom'praiz] v. @284, @iz
convert [kan'va:it] v. %4k, #4k
substance ['sAbstons] »n. #/f, A X
alimentary [ zli'mentori] a JH4b#)
alimentary tract JH{bilf

esophagus [ai'sofagas] n. (pl. esophagi [ai'sofagai] ) Aif
accessory [zk'sesori] a. HBhth, E&
pancreas ['panpkrizes] n. MR

content ['kontent] n AZE, ¥

contract [kan'trkt] v. k4%

peristalsis [ peri'stelsis] n. %3

extend [iks'tend] v. 1¥&, %K



empty ['empti] v H%E

enlarge [in'la:d3] w &KX, # XK

orifice ['owraofis] n v, 3L

cardiac ['ka:di:ek] a ShE&), RH174
bottom ['botom] n. J&, X&k

pyloric [pai'lo:rik] a. #4174

guard [ga:d] v FE

sphincter ['sfipkta] n. #E#M
collectively [ko'lektivli] ad. &, 3R
gastric ['gaestrik] a. B #

gastric juice § &

partially ['pa:fali] ad 343, B3k
digest [dai'dzest] v. K4k

remain [ri'mein] n GAFAZH)FTHARS

Text B Oral Surgery for Dental Prosthesis ( 11 )

Replacement of Lost Mandibular Bone

To restore sections of the mandible following severe trauma or radical surgery, es-
pecially for malignancies, bone grafts and mandibular prostheses of metal and acrylic
are used.

The successful use of acrylic bars or plates to replace the mandible has been re-
ported by numerous authors. Along with metallic bars and wires, this offers another
method whereby reconstruction of the mandible can be done simply and quickly at
the time of the original radical surgery. It is not felt that these devices in any way
supplant bone grafting in the repair of congenital mandibular defects. However, it is
felt that the use of the bar of acrylic prosthesis provides the best method of repair of
the mandible following the extensive type of surgery now being employed for the
treatment of cancer of the oral cavity.

The silicon rubber implant has many attributes to recommend it. The material need
not be tailored for the individual cases; its size is such that it is easily covered with
soft tissue. It is almost completely inert when buried in living tissue. It does not show
a tendency to slough out even when partially exposed; in addition, the material is not
expensive and the methods of handling is easy. The technique of insertion is extremely



simple and lies completely in the field of oral surgery.

Mandibular stainless steel reconstructive appliances are useful in restoring sections
of the mandible following severe trauma or radical surgery, especially for malignan-
cies. More nearly normal facial contours are maintained, with improved mental health
as a consequence. For successful results, it is essential that the prosthesis be well
covered with soft tissue not under tension.

Bone grafts are commonly used to restore the bone defects. Bone grafts can be
composed of either compact or cancellous bone. Compact bone transplants may be
used in the form of solid pieces or in the form of chips. Cancellous bone is commonly
used in the form of chips.The grafts may be taken from ribs or iliac crest.

Word List

malignancy [ma'lignonsi] »n. BMIVE

supplant [so'plent] v. B4X, K#

silicon ['silikon] n. &t

attribute  [o'tribju:t] n. B, 4F4E

inert [in'3:t] a XAEA

cancellous ['kansilas] a BWAKF GG, 2385, B/
chip [tfip] n A4

iliac [lilizk] a #H4), B
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Answer the questions

1. What organs does the digestive system include?

2. What is the relation between the stomach and the alimentary tube?

3. What is the relation between the pyloric orifice and the pyloric
sphincter?

4. Where do the greater part of the digestive process and absorption oc-
cur?

5. Make a description of the process of digestion and absorption.
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Unit Ten

Text A The Kidneys

The main parts of the urinary system are the kidneys, the ureters, the urinary blad-
der and the urethra. _

The two kidneys lie against the muscles of the back in the upper abdomen. They are
protected by the ribs and their cartilages. Each kidney is encircled by a capsule of fat
which acts as its chief supporting structure. On the inner or medial border of the kid-
ney, there is a notch called the hilum, at which region the artery, the vein and the
ureter connect with the kidney.
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The basic unit of the kidney, where the kidney’s work is actually done, is called a
nephron, and a nephron is essentially a tiny coiled tube (called a convoluted tubule)
with a bulb on one end containing a cluster of capillaries. A kidney is composed of

over one million nephrons.

The cluster of capillaries within the bulb of each nephron has one blood vessel (an
arteriole) to supply it with blood, and another tiny vessel to drain it. Each nephron is

able to “clean” or filter a very large volume of blood without causing the body to lose

too much of its water or other essential materials. The water that the nephrons do re-

tain becomes increasingly more concentrated with waste materials; and this concen-

trated mixture is known as urine. The urine collects in a space known as renal basin

and passes down the ureters to the bladder.

Word List
kidney ['kidni] n W

urinary ['josronori:] a. JkéY, BhARES

ureter [jua'rizta] n. W AFE
bladder ['bleds] n &, BBt
urinary bladder At

urethra [juo'ri:bra] n. FRif
protect [pra'tekt] v R4F
cartilage ['ka:tlid3] n. 3%KF
encircle [en's3:kol] v. B4
capsule [‘kepsju:l]l n #ME, R
medial ['mi:djal] a F &Y
border ['bo:do] n &, #F
notch [notf] n WO, i

hilum [‘hailom] n (2FFH AT B

nephron ['nefron] n H#4%
essentially [i'senfali] ad. A& L
coil [koill w ¥, &%

tubule ['ju:bju:l]l n F
convoluted ['konva lu:tid] tubule
bulb [balb] n 3, KZE, 8
cluster ['klasta] n —Bf, — &
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compose [kom'pauz] v. £HAR, #HAR
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filter ['filta] v &

volume ['voljum] n ##&, ¥

increasingly [in'krizsinli] ad #K 434wk, B
concentrate ['konsontreit] v. JR4§

mixture ['mikstfa] n. RS

space [speis] n ZEi, BHFF

renal basin B &

Text B Treatment Plan of Dentures

The office procedures involved in constructing a set of dentures are readily divided
into several convenient visits. Essentially, there is very little variation in basic plan-
ning in the construction of dentures. Where a particular difficulty may be anticipated,
the normal routine may be changed. The first visit concerns itself with the two phases
already discussed. The patient is examined, full- mouth X-rays are obtained, and any

.other necessary diagnostic procedures are instituted. Routinely, a set of preliminary
impressions may be obtained at the first visit. In addition, surgical procedures are
discussed and planned, and preparative therapy is instituted.

Preoperative therapy is an integral part of the treatment plan in the routine proce-
dure. This therapy embodies the use of any medicinal agent or mouth rest to produce
ridges which are well healed and gingivae, which are in good tonus. The patient with
old, ill-fitting dentures often presents a problem. As a result of chronic abuse, the
epithelium may appear to be irritated markedly. It is imperative to impress upon the
patient the importance of having a healthy mouth. When possible, the denture should
be removed completely until the mouth is well healed. A reasonable compromise is to
wear the dentures whenever necessary, but to remove them in the evening and between
meals. In addition, warm saline rinses are indicated as frequently as six times per day.
Theses rinses are useful whether the patient removes the old dentures partially or
completely.

If surgical intervention is necessary to produce a favorable ridge, sufficient time
must lapse for healing before construction of dentures begins. If a patient has worn a
denture before, this denture may be altered sufficiently so that it can be worn without
producing irritation. The patient is advised to eat a soft, well-balanced diet and to
supplement it with the use of vitamins. A high-protein diet including vitamin C and



calcium is indicated. This soft diet does not irritate the healing ridge, and a high cal-
cium content hastens alveolar reformation.

The immediate denture is indicated for the transitional period between the removal
of the remaining dentition and the construction of permanent dentures. Frequently, an
existing partial denture may be converted into an immediate denture. An alginate im-
pression is obtained with the partial denture in position prior to the removal of the
remaining teeth. Although the resulting appliance may not be completely adequate, it
will serve for a short period. New dentures are constructed after hearing. The rationale
of this procedure is to construct new dentures rather than reline the immediate den-
tures. The conversion of the partial denture is simple and inexpensive. The construc-
tion of new denture does not impose a financial handicap, since this actually will be
the only set constructed.

The patient should be aware of the temporary nature of the original prosthesis fol-
lowing any surgery. Sixty days suffice for the healing of the alveolar bone following
surgery. However, the mouth should also be valuated clinically before the dentures are
made.

The original primary impression have a twofold use. When mounted on an articu-
lator, the impressions serve as a diagnostic procedure. The models of these impres-
sions also serve as the primary model for the fabrication of a well-fitting tray to use in
obtaining the final impressions. The primary impressions may be obtained by using
either compound, alginates, hydrocolloids, or rubber base elastic impression materials.

During the second office visit, the final impression is taken. This impression is ob-
tained, boxed, and poured, using artificial stone. Bite rims are made prior to the third
visit.

The third visit is concerned with obtaining vertical dimension and centric relation.
This relationship is fixed and transferred to an articulator. In addition, eccentric rela-
tion is obtained, and the condylar guidance path is established. During this visit, it is
usually possible to select anterior teeth.

The fourth visit is utilized to set up the anterior teeth on the shellac baseplate and to
satisfy the patient’s esthetic requirements. It is usually not necessary to try in the pos-
terior tooth set-up. The function of the posterior teeth is one of producing an efficient
mechanical means for the mastication of food. As such, the esthetic requirements of
the posterior teeth should not influence the operator in the placement of the teeth.

The office procedure at the fifth visit is the insertion of the dentures. This is usually
a short visit during which the dentures are inserted and any major discrepancies are
adjusted. The patient is sent out on a trial period for several days. He is instructed
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carefully in the care, use, and difficulties to be anticipated.

The first post-insertion visit, the sixth office visit, is used to adjust and correct mi-
nor discrepancies, to encourage and compliment the patient for his efforts, and, if
possible, to obtain a final centric and eccentric relationship. If this can be obtained,
the dentures are remounted on the articulator and all final occlusal adjustments are
made. The case is then evaluated clinically in the mouth for function to determine that
the relationships obtained on the articulator were accurate.

Any subsequent visit is tailored to the patient’s needs. Wherever necessary, more
adjustment can be made. These visits are usually short, and not more than two fol-
low-up visits are scheduled.

In review, office visits may be divided conveniently into: (1) examination, diagno-
sis treatment planning, and primary impressions; (2) the final impressions; (3) ob-
taining vertical "dimension and centric and eccentric relationship, also selection of
teeth; (4) set-up; (5) insertion of dentures; (6) first post-insertion visit, sore spot ad-
justment, remounting of case, and final occlusal adjustment; (7) any subsequent visit.

Word List

office ['ofis] n. #Ff, HEL

impression [im'prefan] n. (F&¢h)fPAE; PR
institute ['institju:t] v #|&

integral ['intigral] a. M AR AEARAT o £ 69
embody [im'bodi] v 4&E4K4kL, &AM

gingiva [d3in'd3aiva]l n. F R

tonus ['tounas] n. KK, KA

abuse [o'bju:is] v. BA, XA

imperative [im'perativ] a. #2345, K6, andy
compromise ['kompromaiz] n. AP hik, =M
alginate ['zld3ineit] » R A%

appliance [o'plaiens] n FE A, £ X

reline ['ri:'lain] v 4&+eeee b AT &

conversion [kan'va:Jon] n Eik, 4L
impose [im'pouz] v F&-ere-3&Aw

financial [fai'nenfol]l a. BE &

handicap [‘hendikzp] »n HEAF

twofold ['tu:fovld] a RE, HiF
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mount [maunt] v %3, XE

articulator [a:'tikjuleita] n. 4%
fabrication [ fabri'keifan] »n R#e, %4
hydrocclloid [ haidra'koloid] n. 7KAR4R

bite rim "Z4&%, K43

dimension [di'menfon] n R, RAE
centric ['sentrik] a EF V&, PR
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condyalr ['kondila] a. #R&9
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mastication ['mestikeifan] n. B8 (EA)
discrepancy [dis'krepansi] »n THE&, F—%
trial ['traial] n XA, &
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subsequent ['sAbsikwont] a. M/GE#5, By
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Answer the questions

1. Where are the two kidneys located?

2. How the kidneys are protected and supported?
3. Where is the kidney’s work actually done?
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Current Articles in Medicine & Oral
Medicine

" A: Endodontic Therapy

Root canal procedure: unhealthy or injured tooth, drilling and cleaning, filing with
endofile, rubber filling and crown.

Endodontic therapy is a sequence of treatment for the pulp of a tooth which results
in the elimination of infection and protection of the decontaminated tooth from future
microbial invasion. This set of procedures is commonly referred to as a “root canal”,
Root canals and their associated pulp chamber are the physical hollows within a tooth
that are naturally inhabited by nerve tissue, blood vessels and other cellular entities.,
Endodontic therapy involves the removal of these structures, the subsequent cleaning,
shaping, and decontamination of the hollows with tiny files and irrigating solutions,
and the obruration (filling) of the decontaminated canals with an inert filling such as
gutta percha and typically a eugenol-based cement.

After endodontic surgery the tooth will be “dead”, and if an infection is spread at
apex, root end surgery 1s required.

Although the procedure is relatively painless when done properly, the root canal
remains a stereotypically fearsome dental operation, and, in the United States, a
common response to an unpleasant proposal is, “I’d rather have a root canal.”

Tooth 13, the upper left second premolar, after excavation of DO decay. There was
a carious exposure into the pulp chamber (red oval), and the photo was taken after
endodontic access was initiated and the roof of the chamber was removed.

Tooth 5, the upper right first premolar, after extraction. The two single-headed
arrows point to the CEJ, which is the line separating the crown (in this case, heavily
decayed) and the roots. The double headed arrow (bottom right) shows the extent of
the abscess that surrounds the apex of the palatal root.
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In the situation that a tooth is considered so threatened (because of decay, cracking,
etc.) that future infection is considered likely or inevitable, a pulpectomy, removal of
the pulp tissue, is advisable to prevent such infection. Usually, some inflammation
and/or infection is already present within or below the tooth. To cure the infection and
save the tooth, the dentist drills into the pulp chamber and removes the infected pulp
and then drills the nerve out of the root canal (s) with long needle-shaped drills. After
this is done, the dentist fills each of the root canals and the chamber with an inert
material and seals up the opening. This procedure is known as root canal therapy.
With the removal of nerves and blood supply from the tooth, it is best that the tooth be
fitted with a crown which increases the prognosis of the tooth by six times.

The standard filling material is gutta-percha, a natural non-elastic latex from the sap
of the percha (Palaquium gutta) tree. The standard endodontic technique involves
inserting a gutta-percha cone (a “point”) into the cleaned-out root canal along with
cement and a sealer. Another technique uses melted or heat-softened gutta-percha
which is then injected or pressed into the root canal passage(s). However,
gutta-percha shrinks as it cools, so thermal techniques can be unreliable; sometimes a
combination of techniques is used. Gutta-percha is radiopaque, allowing verification
afterwards that the root canal passages have been completely filled in, without voids.

An alternative filling material was invented in the early 1950s by Angelo Sargenti.
It has undergone several formulations over the years (N2, N2 Universal, RC-2B,
RC-2B White), but all contain paraformaldehyde. The paraformaldehyde, when
placed into the root canal, forms formaldehyde, which penetrates and sterilizes the
passage. The formaldehyde is then theoretically transformed to harmless water and
carbon dioxide. If the Sargenti paste is confined to the tooth root, the outcome is
similar to a root canal done with gutta percha. Unfortunately, in rare cases, the paste
can be forced past the root tip into the surrounding bone. If this happens, the
formaldehyde can cause serious and painful permanent damage to the bone. Therefore,
the American Association of Endodontists considers the Sargenti technique unsafe and
substandard care. In 1991 the ADA Council on Dental Therapeutics resolved that the
treatment was *“not recommended”, and it is not taught in any American dental school.
The Sargenti technique has its advocates, however, who believe N2 to be less
expensive and at least as safe as gutta-percha.

For some patients, root canal therapy is one of the most feared dental procedures,
perhaps because of a painful abscess that necessitated the root canal procedure.
However, dental professionals assert that modern root canal treatment is relatively
painless because the pain can be controlled with a local anesthetic during the
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procedure and pain control medication can be used before and/or after treatment
assuming that the dentist takes the time to administer one. However, in some cases it
may be very difficult to achieve pain control before performing a root canal. For
example, if a patient has an abscessed tooth, with a swollen area or “fluid-filled gum
blister” next to the tooth, the pus in the abscess may contain acids that inactivate any
anesthetic injected around the tooth. In this case, the dentist may drain the abscess by
cutting it to let the pus drain out. Releasing the pus releases pressure built up around
the tooth; this pressure causes the pain. The dentist then prescribes a week of
antibiotics such as penicillin, which will reduce the infection and pus, making it easier
to anesthetize the tooth when the patient returns one week later. The dentist could also
open up the tooth and let the pus drain through the tooth, and could leave the tooth
open for a few days to help relieve pressure.

At this first visit, the dentist must ensure that the patient is not biting into the tooth,
which could also trigger pain. Sometimes the dentist performs preliminary treatment
of the tooth by removing all of the infected pulp of the tooth and applying a dressing
and temporary filling to the tooth. This is called a pulpectomy. The dentist may also
remove just the coronal portion of the dental pulp, which contains 90% of the nerve
tissue, and leave intact the pulp in the canals. This procedure, called a “pulpotomy”,
tends to essentially eliminate all the pain. A pulpotomy may be a relatively definitive
treatment for infected primary teeth. The pulpectomy and pulpotomy procedures
eliminate almost all pain until the follow-up visit for finishing the root canal. But if
the pain returns, it means any of three things: the patient is biting into the tooth, there
is still a significant amount of sensitive nerve material left in the tooth, or there is still
more pus building up inside and around the infected tooth; all of these cause pain.

After removing as much of the internal pulp as possible, the root canals can be
temporarily filled with calcium hydroxide paste. This strong alkaline base is left in for
a week or more to disinfect and reduce inflammation in surrounding tissue. Ibuprofen
taken orally is commonly used before and/or after these procedures to reduce
inflammation. The following substances are used as root canal irrigants during the
root canal procedure:

» 5.25% sodium hypochlorite (NaOCl)
» 6% sodium hypochlorite with surface modifiers for better flow into nooks and

crannies
» 2% chlorhexidine gluconate (Perioxidina Plus-2)
» 0.2% chlorhexidine gluconate plus 0.2% cetrimide (Cetrexidin)
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» 17% ethylenediaminetetraacetic acid (EDTA)

» Framycetin sulfate (Septomixine)

» Biopure MTAD Mixture of citric acid, Docycline, and Tween-80 (detergent)

by Dentsply USA (MTAD)

After receiving a root canal, the tooth should be protected with a crown that covers
the cusps of the tooth. Otherwise, over the years the tooth will almost certainly
fracture, since root canals remove tooth structure from the tooth and undermine the
tooth’s structural integrity. Also, root canal teeth tend to be more brittle than teeth not
treated with a root canal. This is commonly because the blood supply to the tooth,
which nourishes and hydrates the tooth structure, is removed during the root canal
procedure, leaving the tooth without a source of moisture replenishment. Placement of
a crown or cusp-protecting cast gold covering is recommended also because these
have the best ability to seal the root canaled tooth. If the tooth is not perfectly sealed,
the root canal may leak, causing eventual failure of the root canal. Also, many people

believe once a tooth has had a root canal treatment it cannot get decay. This is not true.

A tooth with a root canal treatment still has the ability to decay, and without proper
home care and an adequate fluoride source the tooth structure can become severely
decayed (often without the patient’s knowledge since the nerve has been removed,
leaving the tooth without any pain perception). Thus, non-restorable carious
destruction is the main reason for extraction of teeth after root canal therapy, with up
to two-thirds of these extractions. Therefore it is very important to have regular
X-rays taken of the root canal to ensure that the tooth is not having any problems that
the patient would not be aware of.

Pulp tissue may be removed during endodontic therapy by a size 20 broach file.

The procedure is often complicated, depending on circumstances, and may involve
multiple visits over a period of weeks. The cost is typically high.

Innovation

In the last ten to twenty years, there have been great innovations in the art and
science of root canal therapy. Dentists now must be educated on the current concepts
in order to optimally perform a root canal. Root canal therapy has become more
automated and can be performed faster, thanks to advances in automated mechanical
instrumentation of teeth and more advanced root canal filling methods. Most root
canal procedures are done in one dental visit, lasting around 1-2 hours. Dentists also
possess newer technologies that allow more efficient, scientific measurements to be
taken of the dimensions of the root canal that must be filled. Many dentists use dental



loupes to perform root canals, and the consensus is that root canals performed using
loupes or other forms of magnification are more likely to succeed than those
performed without them. Although general dentists are becoming versed in these
advanced technologies, they are still more likely to be used by specialist root canal
doctors (known as endodontists) .

Laser root canal procedures are a controversial innovation. Lasers may be fast but
have not been shown to thoroughly disinfect the whole tooth, and may cause damage.

Procedural accidents

Sometimes a tool can break while it is in the tooth. If the tip of a spiral metal file
used by the doctor breaks off during the procedure, it is usually left behind and not
extracted, leaving the patient with a small amount of retained metal. The occurrence
of this event is proportional to the narrowness, curvature, length, calcification
presence and number of roots on the tooth being treated. Complications resulting from
retained metal are not well studied, but the occurrence of tool breakage is well
documented.

Success and prognosis

Fractures of endodontically treated teeth increase considerably in the posterior
dentition when cuspal protection is not provided by a crown.

Root canal treatments can fail. Patients should be educated on some of the reasons
why root canals may fail. They may fail if the dentist does not find, clean and fill all
of the root canals within a tooth. For example, on a top molar tooth, there is a more
than 50% chance that the tooth has four canals instead of just three. But the fourth
canal, often called a “mesio-buccal 2”, tends to be very difficult to see and often
requires special instruments and magnification in order to see it (most commonly
found in first maxillary molars; studies have shown an average of 76% up to 96% of
such teeth with the presence of an MB2 canal) . So it may be missed, and this infected
canal may cause a continued infection or “flare up” of the tooth. Any tooth may have
more than one canal, which may be missed while performing the root canal.
Sometimes the canal may be unusually shaped, making it impossible to fill it
completely, so that some infected material is still left in the canal. Sometimes the
canal filling does not extend deeply enough into the canal, or it does not fill the canal
as much as it should. Sometimes a tooth root may be perforated while the root canal is
being performed, making it difficult to fill the tooth. The hole may be filled with a
material derived from natural cement called MTA, although usually a specialist would
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perform this procedure. Fortunately, a specialist can often re-treat and definitively
heal up these teeth, often years after the initial root canal procedure. |
However, the survival or functionality of the endodontically-treated tooth is
currently the emerging aspect of endodontic treatment outcome, rather than healing.
Recent studies indicate that substances commonly used to clean the interior of the
tooth provide a low overall chance of succeeding in completely sterilizing a tooth
internally. However, a properly restored tooth following root canal therapy yields
long-term success rates near 97%. In this large scale Delta Dental Study of over 1.6
million patients who had root canal therapy, 97% had retained their teeth 8 years
following the procedure, with most untoward events, such as re-treatment, apical
surgery or extraction, occurring during the first 3 years after the initial endodontic
treatment. Endodontically treated teeth are prone to extraction mainly due to
non-restorable carious destruction and to a lesser extent to endodontic-related reasons
such as endodontic failure, vertical root fracture (VRF), or perforation (procedural

error) .

Systemic issues

An infected tooth may endanger other parts of the body. People with special
vulnerabilities, such as prosthetic joint replacement or mitral valve prolapse, may
need to take antibiotics to protect from infection spreading during dental procedures.
Both endodontic therapy and tooth extraction can lead to subsequent jaw bone
infection. The American Dental Association (ADA) asserts that any risks can be
adequately controlled.

In the early 1900s, several researchers theorized that bacteria from teeth which had
necrotic pulps or which had received endodontic treatment could cause chronic or
local infection in areas distant from the tooth through the transfer of bacteria through
the bloodstream. This was called the “focal infection theory”, and it led some dentists
to advocate dental extraction. In the 1930s, this theory was discredited, but the theory
was recently revived by a book entitled Root Canal Cover-Up Exposed which used the
early discredited research, and further complicated by epidemiological studies which
found correlations between periodontal disease and heart disease, strokes, and preterm
births. Bacteremia (bacteria in the bloodstream) can be caused by dental procedures,
particularly after dental extractions, but endodontically treated teeth alone do not
cause bactemia or systemic disease.
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Alternatives to root canal treatment

The alternatives to root canal therapy are few. Extraction of the tooth is an option
which can be followed with a tooth implant. Many people choose the alternative of
“no treatment”, but “no treatment” is often not a good alternative due to pain and/or

infection.
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Hygiene refers to the set of practices perceived by a community to be associated
with the preservation of health and healthy living. While in modern medical sciences
there is a set of standards of hygiene recommended for different situations, what 1is
considered hygienic or not can vary between different cultures, genders and etarian
groups. Some regular hygienic practices may be considered good habits by a society
while the neglect of hygiene can be considered disgusting, disrespectful or even
threatening,

I.Concept of hygiene

Hygiene is an old concept related to medicine, as well as to personal and
professional care practices related to most aspects of living. In medicine and in home
(domestic) and everyday life settings, hygiene practices are employed as preventative
measures to reduce the incidence and spreading of disease. In the manufacture of food,
pharmaceutical, cosmetic and other products, good hygiene is a key part of quality
assurance, i.e., ensuring that the product complies with microbial specifications
appropriate to its use. The terms cleanliness (or cleaning) and hygiene are often used
interchangeably, which can cause confusion. In general, hygiene mostly means
practices that prevent spread of disease-causing organisms. Since cleaning processes
(e.g., hand washing) remove infectious microbes as well as dirt and soil, they are
often the means to achieve hygiene. Other uses of the term appear in phrases including:
body hygiene, personal hygiene, sleep hygeine, mental hygeine, dental hygeine, and
occupational hygeine, used in connection with public health. Hygiene is also the name
of a branch of science that deals with the promotion and preservation of health, also
called hygienics. Hygiene practices vary widely, and what is considered acceptable in
one culture might not be acceptable in another. |



Il.Medical hygiene

Medical hygiene pertains to the hygiene practices related to the administration of
medicine, and medical care, that prevents or minimizes disease and the spreading of
disease.

Medical hygiene practices include:

» Isolation or quarantine of infectious persons or materials to prevent spread of

infection.

» Sterilization of instruments used in surgical procedures.

» Use of protective clothing and barriers, such as masks, gowns, caps, eyewear
and gloves.

» Proper bandaging and dressing of injuries.

» Safe disposal of medical waste.

» Disinfection of reusables (i.e., linen, pads, uniforms)

» Scrubbing up, hand-washing, especially in an operating room, but in more

general health-care settings as well, where diseases can be transmitted.

Most of these practices were developed in the 19th century and were well
established by the mid-20th century. Some procedures (such as disposal of medical
waste) were tightened up as a result of late-20th century disease outbreaks, notably
AIDS and Ebola.

IIl. Home and everyday life hygiene

Home hygiene pertains to the hygiene practices that prevent or minimize disease
and the spreading of disease in home (domestic) and in everyday life settings such as
social settings, public transport, the work place, public places, etc.

Hygiene in home and everyday life settings plays an important part in preventing
spread of infectious diseases. It includes procedures used in a variety of domestic
situations such as hand hygiene, respiratory hygiene, food and water hygiene, general
home hygiene (hygiene of environmental sites and surfaces), care of domestic
animals, and home healthcare (the care of those who are at greater risk of infection) .

At present, these components of hygiene tend to be regarded as separate issues,
although all are based on the same underlying microbiological principles. Preventing
the spread of infectious diseases means breaking the chain of infection transmission.

The simple principle is that, if the chain of infection is broken, infection cannot spread.

In response to the need for effective codes of hygiene in home and everyday life
settings the International Scientific Forum on Home Hygiene has developed a
risk-based approach (based on Hazard Analysis Critical Control Point (HACCP),
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which has come to be known as “targeted hygiene”. Targeted hygiene is based on
identifying the routes of spread of pathogens in the home, and applying hygiene
procedures at critical points at appropriate times to break the chain of infection.

The main sources of infection in the home are people (who are carriers or are
infected) , foods (particularly raw foods) and water, and domestic animals (in western
countries more than 50% of homes have one or more pets). Additionally, sites that
accumulate stagnant water—such as sinks, toilets, waste pipes, cleaning tools, face
cloths—readily support microbial growth, and can become secondary reservoirs of
infection, though species are mostly those that threaten “at risk” groups. Germs
(potentially infectious bacteria, viruses, etc.) are constantly shed from these sources
via mucous, faeces, vomit, skin scales, etc. Thus, when circumstances combine,
people become exposed, either directly or via food or water, and can develop an
infection. The main “highways” for spread of germs in the home are the hands, hand
and food contact surfaces, and cleaning cloths and utensils. Germs can also spread via
clothing and household linens such as towels. Utilities such as toilets and wash basins,
for example, were invented for dealing safely with human waste, but still have risks
associated with them, which may become critical at certain times, e.g., when someone
has sickness or diarrhea. Safe disposal of human waste is a fundamental need; poor
sanitation is a primary cause of diarrhoeal disease in low income communities.
Respiratory viruses and fungal spores are also spread via the air,

Good home hygiene means targeting hygiene procedures at critical points, at
appropriate times, to break the chain of infection, i.e., to eliminate germs before they
can spread further. Because the “infectious dose” for some pathogens can be very
small (10-100 viable units, or even less for some viruses), and infection can result
from direct transfer from surfaces via hands or food to the mouth, nasal mucosa or the
eye, “hygienic cleaning” procedures should be sufficient to eliminate pathogens from
critical surfaces. Hygienic cleaning can be done by:

» Mechanical removal (i.e. cleaning) using a soap or detergent. To be effective
as a hygiene measure, this process must be followed by thorough rinsing under
running water to remove germs from the surface.

» Using a process or product that inactivates the pathogens in situ. Germ kill is
achieved using a “micro-biocidal” product, i.e., a disinfectant or antibacterial
product or waterless hand sanitizer, or by application of heat.

» In some cases combined germ removal with kill is used, e.g., laundering of
clothing and household linens such as towels and bed linen.
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i. Hand hygiene

Defined as hand washing or washing hands with soap and water or using a waterless
hand sanitizer.

Hand hygiene is central to preventing spread of infectious diseases in home and
everyday life settings.

In situations where hand washing with soap is not an option (e.g. when in a public
place with no access to wash facilities), a waterless hand sanitizer such as an alcohol
hand gel can be used. They can also be used in addition to hand washing, to minimise
risks when caring for “at risk” groups. To be effective, alcohol hand gels should
contain not less than 60%v/v alcohol. Hand sanitizers are not an option in most
developing countries; in situations where availability of water is a problem, there are
appropriate solutions such as tippy-taps, which use much less water and are cheap to
make. In low income communities, mud or ash is sometimes used as an alternative to

soap.

ii. Respiratory hygiene

Correct respiratory and hand hygiene when coughing and sneezing reduces the
spread of germs particularly during the cold and flu season.

» Carry tissues and use them to catch coughs and sneezes;

» Dispose of tissues as soon as possible;

» Clean your hands by hand washing or using an alcohol hand sanitizer.

iii. Food hygiene at home
Main article: Food hygiene
Food hygiene is concerned with the hygiene practices that prevent food poisoning.
The five key principles of food hygiene, according to WHO, are:
1. Prevent contaminating food with pathogens spreading from people, pets, and
pests.
Separate raw and cooked foods to prevent contaminating the cooked foods.
3. Cook foods for the appropriate length of time and at the appropriate temperature
to kill pathogens.
4. Store food at the proper temperature.
5. Use safe water and raw materials
Household water treatment and safe storage
Household water treatment and safe storage ensure drinking water is safe for
consumption. Drinking water quality remains a significant problem, not only in



ey 102 W kB AREFEURE

developing countries but also in developed countries; even in the European region it is
estimated that 120 million people do not have access to safe drinking water.
Point-of-use water quality interventions can reduce diarrhoeal disease in communities
where water quality is poor, or in emergency situations where there is a breakdown in
water supply. Since water can become contaminated during storage at home (e.g. by
contact with contaminated hands or using dirty storage vessels) , safe storage of water
in the home is also important.

Methods for treatment of drinking water include:

1. Chemical disinfection using chlorine or iodine.

2. Boiling.

3. Filtration using ceramic filters.

4. Solar disinfection— Solar disinfection is an effective method, especially when
no chemical disinfectants are available.

5. UV irradiation — community or household UV systems may be batch or
flow-though. The lamps can be suspended above the water channel or
submerged in the water flow.

6. Combined flocculation/disinfection systems—available as sachets of powder
that act by coagulating and flocculating sediments in water followed by release
of chlorine.

7. Multibarrier methods— Some systems use two or more of the above treatments
in combination or in succession to optimize efficacy.

iv. Hygiene in the kitchen, bathroom and toilet

Routine cleaning of “contact” (hand, food and drinking water) sites and surfaces
(such as toilet seats and flush handles, door and tap handles, work surfaces, bath and
basin surfaces) in the kitchen, bathroom and toilet reduces the risk of spread of germs.
The infection risk from the toilet itself is not high, provided it is properly maintained,
although some splashing and aerosol formation can occur during flushing, particularly
where someone in the family has diarrhoea. Germs can survive in the scum or scale
left behind on baths and wash basins after washing and bathing.

Water left stagnant in the pipes of showers can be contaminated with germs that
become airborne when the shower is turned on. If a shower has not been used for some
time, it should be left to run at a hot temperature for a few minutes before use.

Thorough cleaning is important in preventing the spread of fungal infections.
Moulds can live on wall and floor tiles and on shower curtains. Mould can be
responsible for infections, cause allergic responses, deteriorate/damage surfaces and
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cause unpleasant odours. Primary sites of fungal growth are inanimate surfaces,
including carpets and soft furnishings. Air-borne fungi are usually associated with
damp conditions, poor ventilation or closed air systems.

Cleaning of toilets and hand wash facilities is important to prevent odours and make
them socially acceptable. Social acceptability is an important part of encouraging
people to use toilets and wash their hands.

v . Laundry hygiene

Laundry hygiene pertains to the practices that prevent or minimize disease and the
spreading of disease via soiled clothing and household linens such as towels. Items
most likely to be contaminated with pathogens are those that come into direct contact
with the body, e.g., underwear, personal towels, facecloths, nappies. Micro-organisms
can also be transferred between contaminated and uncontaminated items of clothing
and linen during laundering. Of concern are the new “community” strains of MRSA.
Experience in the USA suggests that these strains are transmissible within families,
but also in community settings such as prisons, schools and sport teams. Skin-to-skin
contact (including unabraded skin) and indirect contact with contaminated objects
such as towels, sheets and sports equipment seem to represent the mode of
transmission.

Two processes are considered suitable for hygienic cleaning of clothing and linen:

» Washing or laundering at 60°C or above;

» Washing or laundering at 30-40°C using a bleach-based product: This produces
decontamination of fabrics by a combination of physical removal and chemical
inactivation. However, some types of fungi and viruses that are harder to
inactivate may not be removed.

Washing at temperatures of 40°C or below with a non-bleach product is considered

to carry a risk of inadequate decontamination.

vi,Medical hygiene at home

Medical hygiene pertains to the hygiene practices that prevents or minimizes
disease and the spreading of disease in relation to administering medical care to those
who are infected or who are more “at risk” of infection in the home. Across the world,
governments are increasingly under pressure to fund the level of healthcare that
people expect. Care of increasing numbers of patients in the community, including at
home, is one answer, but can be fatally undermined by inadequate infection control in
the home. Increasingly, all of these “at-risk™ groups are cared for at home by a carer
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who may be a household member who thus requires a good knowledge of hygiene.
People with reduced immunity to infection, who are looked after at home, make up an
increasing proportion of the population (currently up to 20%) . The largest proportion
are the elderly who have co-morbidities, which reduce their immunity to infection. It
also includes the very vyoung, patients discharged from hospital, taking
immuno-suppressive drugs or using invasive systems, etc. For patients discharged
from hospital, or being treated at home, special “medical hygiene” (see above)
procedures may need to be performed for them, e.g. catheter or dressing replacement,
which puts them at higher risk of infection.

Antiseptics may be applied to cuts, wounds abrasions of the skin to prevent the
entry of harmful bacteria that can cause sepsis. Day-to-day hygiene practices, other
than special medical hygiene procedures, are no different for those at increased risk of
infection than for other family members. The difference is that, if hygiene practices
are not correctly carried out, the risk of infection is much greater.

vii. Home Hygiene in low income communities

In the developing world, for decades, universal access to water and sanitation has
been seen as the essential step in reducing the preventable ID burden, but it is now
clear that this is best achieved by programmes that integrate hygiene promotion with
improvements in water quality and availability, and sanitation. About 2 million people
die every year due to diarrhoeal diseases, most of whom are children less than 5 years
of age. The most affected are the populations in developing countries, living in
extreme conditions of poverty, normally peri-urban dwellers or rural inhabitants.
Providing access to sufficient quantities of safe water, the provision of facilities for a
sanitary disposal of excreta, and introducing sound hygiene behaviours are of capital
importance to reduce the burden of disease caused by these risk factors.

Research shows that, if widely practiced, hand washing with soap could reduce
diarrhoea by almost fifty percent and respiratory infections by nearly twenty-five
percent. Hand washing with soap also reduces the incidence of skin diseases, eye
infections like trachoma and intestinal worms, especially ascariasis and trichuriasis.

Other hygiene practices, such as safe disposal of waste, surface hygiene, and care of
domestic animals, are also important in low income communities to break the chain of
infection transmission.



vii, Disinfectants and antibacterials in home hygiene

Chemical disinfectants are products that kill germs (harmful bacteria, viruses and
fungi). If the product is a disinfectant, the label on the product should say
“disinfectant” and/or “kills” germs or bacteria, etc. Some commercial products, €.g.
bleaches, even though they are technically disinfectants, say that they “kill germs”,
but are not actually labelled as “disinfectants”. Not all disinfectants kill all types of
germs. All disinfectants kill bacteria (called bactericidal). Some also kill fungi
(fungicidal), bacterial spores (sporicidal) and/or viruses (virucidal).

An antibacterial product is a product that acts against bacteria in some unspecified
way. Some products labelled “antibacterial” kill bacteria while others may contain a
concentration of active ingredient that only prevent them multiplying. It is, therefore,
important to check whether the product label states that it “kills” bacteria. An
antibacterial is not necessarily anti-fungal or anti-viral unless this is stated on the
label.

The term sanitizer has been used to define substances that both clean and disinfect.
More recently this term has been applied to alcohol-based products that disinfect the
hands (alcohol hand sanitizers). Alcohol hand sanitizers, however, are not considered
to be effective on soiled hands.

The term biocide is a broad term for a substance that kills, inactivates or otherwise
controls living organisms. It includes antiseptics and disinfectants, which combat
micro-organisms, and also includes pesticides.

IV. Body hygiene

Body hygiene pertains to hygiene practices performed by an individual to care for
one’s bodily health and well being, through cleanliness. Motivations for personal
hygiene practice include reduction of personal illness, healing from personal illness,
optimal health and sense of well being, social acceptance and prevention of spread of
illness to others.

Personal hygiene practices include: seeing a doctor, seeing a dentist, regular
washing/bathing, and healthy eating. Personal grooming extends personal hygiene as
it pertains to the maintenance of a good personal and public appearance, which need
not necessarily be hygienic.

Body hygiene is achieved by using personal body hygiene products including: soap,
hair shampoo, toothbrushes, tooth paste, cotton swabs, antiperspirant, facial tissue,
mouthwash, nail files, skin cleansers, toilet paper, and other such products.



i. Excessive body hygiene

The benefits of body hygiene can be diminished by the risks of excessive body
hygiene, which is hypothesized to cause allergic disease and bodily irritation.

The hygiene hypothesis was first formulated in 1989 by Strachan who observed that
there was an inverse relationship between family size and development of atopic
allergic disorders — the more children in a family, the less likely they were to develop
these allergies. From this, he hypothesised that lack of exposure to “infections” in
early childhood transmitted by contact with older siblings could be a cause of the
rapid rise in atopic disorders over the last thirty to forty years. Strachan further
proposed that the reason why this exposure no longer occurs is, not only because of
the trend towards smaller families, but also “improved household amenities and higher
standards of personal cleanliness”.

Although there is substantial evidence that some microbial exposures in early
childhood can in some way protect against allergies, there is no evidence that we need
exposure to harmful microbes (infection) or that we need to suffer a clinical infection.
Nor is there evidence that hygiene measures such as hand washing, food hygiene, etc.
are linked to increased susceptibility to atopic disease. If this is the case, there is no
conflict between the goals of preventing infection and minimising allergies. A
consensus is now developing among experts that the answer lies in more fundamental
changes in lifestyle etc. that have led to decreased exposure to certain microbial or
other species, such as helminths, that are important for development of
immuno-regulatory mechanisms. There is still much uncertainty as to which lifestyle
factors are involved.

Although media coverage of the hygiene hypothesis has declined, a strong
“collective mindset” has become established that dirt is “healthy” and hygiene
somehow “unnatural”. This has caused concern among health professionals that
everyday life hygiene behaviours, which are the foundation of public health, are being
undermined. In response to the need for effective hygiene in home and everyday life
settings, the International Scientific Forum on Home Hygiene has developed a
“risk-based” or targeted approach to home hygiene that seeks to ensure that hygiene
measures are focused on the places, and at the times most critical for infection
transmission. Whilst targeted hygiene was originally developed as an effective
approach to hygiene practice, it also seeks, as far as possible, to sustain “normal”
levels of exposure to the microbial flora of our environment to the extent that is
important to build a balanced immune system.



ii. Excessive body hygiene of external ear canals

Excessive body hygiene of the can result in infection or irritation. The ear canals
require less body hygiene care than other parts of the body, because they are sensitive,
and the body system adequately cares for these parts. Most of the time the ear canals
are self-cleaning; that is, there is a slow and orderly migration of the skin lining the
ear canal from the eardrum to the outer opening of the ear. Old earwax is constantly
being transported from the deeper areas of the ear canal out to the opening where it
usually dries, flakes, and falls out. Attempts to clean the ear canals through the
removal of can actually reduce ear canal cleanliness by pushing debris and foreign
material into the ear that the natural movement of ear wax out of the ear would have
removed.

iii, Excessive body hygiene of skin

Excessive body hygiene of the skin can result in skin irritation. The skin has a
natural layer of oil, which promotes elasticity, and protects the skin from drying.
When washing, unless using aqueous creams with compensatory mechanisms, this
layer is removed leaving the skin unprotected.

Excessive application of soaps, creams, and ointments can also adversely affect
certain of the natural processes of the skin. For examples, soaps and ointments can
deplete the skin of natural protective oils and fat-soluble content such as
cholecalciferol (vitamin D3), and external substances can be absorbed, to disturb
natural hormonal balances.

V. Culinary (food) hygiene
Culinary hygiene pertains to the practices related to food management and cooking
to prevent food contamination, prevent food poisoning and minimize the transmission
of disease to other foods, humans or animals. Culinary hygiene practices specify safe
ways to handle, store, prepare, serve and eat food.

Culinary practices include:

» Cleaning and disinfection of food-preparation areas and equipment (for
example using designated cutting boards for preparing raw meats and
vegetables) . Cleaning may involve use of chlorine bleach, ethanol, ultraviolet
light, etc. for disinfection.

» Careful avoidance of meats contaminated by trichina worms, salmonella, and
other pathogens; or thorough cooking of questionable meats.

v

Extreme care in preparing raw foods, such as sushi and sashimi.
» Institutional dish sanitizing by washing with soap and clean water.
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Washing of hands thoroughly before touching any food.

Washing of hands after touching uncooked food when preparing meals.

Not using the same utensils to prepare different foods.

Not sharing cutlery when eating,.

Not licking fingers or hands while or after eating.

Not reusing serving utensils that have been licked.

Proper storage of food so as to prevent contamination by vermin.

Refrigeration of foods (and avoidance of specific foods in environments where
refrigeration is or was not feasible) .

Labeling food to indicate when it was produced (or, as food manufacturers
prefer, to indicate its “best before” date) .

Proper disposal of uneaten food and packaging.

VI. Personal service hygiene

Personal service hygiene pertains to the practices related to the care and use of

instruments used in the administration of personal care services to people.

Personal hygiene practices include:

»

>

Sterilization of instruments used by service providers including hairdressers,
aestheticians, and other service providers.

Sterilization by autoclave of instruments used in body piercing and tattoo
marking.

Cleaning hands.
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infectious disease hospital
community hospital

regional hospital

children’s hospital

hospital for rheumatoid diseases
hospital for gynecology and obstetrics
affiliated hospital

worker’s hospital

red-cross hospital

teaching hospital

hospital for tuberculosis

mental hospital

army hospital

hospital for tropical diseases
hospital for gastrointestinal diseases
ENT hospital

Chest hospital

TCM hospital

tumor hospital

general hospital

staff & workers hospital



U E R
FHER
LER/ARF S
8RR F
¥ &5 5 B R PR
2] 4% A 7 B
W75 5 B R PT
KA E F B 5P

PR & 4 BF 50 P
SESCELY & o)
BXYEHETEAR

EEARMEEAELS
KB4 EFHL
Awk [ 5B R AT

F & R R E R FT
5 MR AR R PR

Z % 7 B R T
BBk % B R B
A% B 50 PT

A0 & # F B R AT

A & SRR PT
#R T A 8

for fn 55 oo & 5 BF R PR
fk A 4 F B R PT

T A 3

EA RSP

o dn A A R R
B 44 BF 76 B 5L P

& 57 B AR P

R EFHR A

¥ B EFHFK
vYEBGEFAHFR
¥ EFL

central hospital

specialized hospital

AIDS research center

institute for leukemia research

institute of virology

institute of traumatology

institute of endemic diseases

institute of radiological medicine / institute of radio-medicine
/ institute of radiation medicine

institute of hepatobiliary disease

The State Drug Administration

The State Administration of Traditional Chinese Medicine
and Pharmaceuticals

The National Natural Science Foundation Council
medical institute of environmental hygiene
institute of basic medical sciences

institute of anti-parasitic diseases

institute of tuberculosis

institute of gerontology

institute of dermatology

institute of burns

institute of neurosciences

institute of biological products

World Health Organization (WHO)

institute of transfusion and hematology

institute of microbiology

The Ministry of Health

institute of medical equipment

institute of cardiovascular diseases

institute of prevention and treatment of eye diseases
institute of medical equipment

institute of preventive medicine

Chinese Academy of Medical Sciences

Chinese Academy of Preventive Medical Sciences
Chinese Medical Association
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China Association for the Integration of Traditional Chinese
Medicine & Western Medicine

TEHPEFS China Society of Nursing Science
PEETFL The Red Cross Society of China
R 7 Bt 7 Y institute of tumor
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China Institute of Drug and Bioproduct Appraisement
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assistant doctor

resident

chief resident

attending doctor/visiting doctor / doctor-in-charge
associate senior doctor
orderly

nurse / nurse aide

nurse practitioner
nurse-in-charge

associate senior nurse

full senior nurse

assistant pharmacist
pharmacist
pharmacist-in-charge
associate senior pharmacist
full senior pharmacist
technician

technologist
technologist-in-charge
associate senior technologist
full senior technologist
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research assistant

research associate /assistant research fellow
associate research fellow

research fellow

laboratory technician

assistant experimentalist

experimentalist

senior experimentalist
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BEHERBEE RDA recommended dietary allowance
BiteFHEEFE EAR estimated average requirement
THZGRHBRE Ul tolerable upper intake level

£ 5% BRE DFI  daily food intake

EERRE Al adequate intake

BB OD  optimal diet

i B4 ARR SFS  standard of food sanitation

AR R KK TR AT A DWS drinking water standard
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P HiAELE IMFP inspection and management of food poisoning
RR5EF MCR maximal calcium retention
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maintenance dose HIFHE
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maximum daily dose BAHHMEF
total dose k%1 2
half lethal dose FHF
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capsule i &
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injection
suppository
suspension
gargle
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Abrasion

acid etching
anatomic landmarks
aphonia

apical foramen
arrested caries

balanced articulation
barbed broach

bite fore

border seal

buccal space

bur

burnisher

calcium hydroxide liner
carborundum wheel
cement

chewing force
cold-curing resin
complaster
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complete prosthodontics
condyle process
coronoid process

crown remover

curve of compensating

dental arch

dental elevator
dental explorer
dental forceps
dental pulp

dentin

denture adhesive
direct pulp capping
dovetail retention

edentulous impression tray
edentulous jaw

embrasures

endodontic explorer

fissure bur

fixed appliance
flasking

food impaction

tree gingival

free gingival margin
free gingival groove
fused tooth
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gag

gingiva

gingival border
gingival papilla
gingival sulcus
gingival papillitis
gingivectomy knife
gingivitis

giromotic handpiece
glass ionomer cement
goshgarian appliance
graduated periodontal probe
gutta percha point
gypsum

hard piece
height of contour
herbst appliance
hoe scaler

impacted tooth
impression wax
impression coping
impression material
impression paste
impression plaster
impression tray
incomplete tooth fracture
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intercuspal position, ICP
interdental papilla
interdental space
interdental stick
interdental wood point
interproximal space
investment cast

jacquette (hand) scaler
jaw
jaw bone

leeway space

lining

low silver amalgam alloy
luting

luting agent

mandibular dysplasia
mandibular position
masticatory force
maxillary tuberosity
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mini gas torch
modeling compound
modeling wax
modulus of elasticity
mouth mirror
mucosa support

nasion

needle holder
night guard
normal occlusion

occlusal adjustment
occlusal disharmony
occlusal force
oropharynx
orthodontic appliance
orthodontic force
orthopedic force
overbite

paradenium

pendulous palate uvula

periapical film
periodontal abscess
periodontal atrophy
periodontal disease
periodontal membrane
periodontal pocket
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periodontal probe
pit and fissure caries
plugger

pocket probe
polishing agents
primate space

pulp chamber

pulp coronale

pulp dentis (NA)
pulp hyperemia

racer handpiece
raritas dentium
ready-made tray
reamer

removable appliance
residual root
resistance form
retromolar pad
root canal

root canal explorer
root canal reamer
root elevator
rotation

round bur

rubber dam

sand paper disc
sand paper strip
scaler

self-curing resin
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separating medium
shade guide
shade selection
shell crown

sickle scaler
smooth broach
spatula

spot welder

sprue

straight handpiece
strain

strength

stress

subgingival scaler
swaged crown

three ways syringe
tooth arrangement
tooth color selection
tooth support

twin block appliance

universal curette

vestibule of mouth
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wax pattern
wax spoon
wax spatula
waxes
waxing

Wilson appliance
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Aplastic Anemia

L xxx MR % F#: 38 % Rk RE

Name: x x x Sex: female Age:38 Occupation: peasant

Fif: (kEZAFAA, HFHESE, LHA—A.

C.C. Dizziness and acratia with cardio palmus and shortness of breath after
movement for one week.

Amk: FAAk, EXLFRAEALE. 27, KEBERMEALE, KT
e, —RAW, ERRE, FHESE. /HE. B, FTm. FTREAL, L8R,
RHREBRIAINC., AMERABREEE, THAE, RLAHBWE, RAKTS
#®iT, EREFALIN: @i, SmpBha ARy, L “HARRET R
ALK, mELZH, 2R, £EQ. "Rek, L{M, ok, KETH,
MEAR £, —{EEF.

P.I. In recent half a month, without any predisposing cause, there appeared
dizziness and acratia. After rest, the symptoms improved a little, without any
treatment. One week ago, the symptoms became worse with cardio palmus and
shortness of breath after movement, phargnogodynia, toothache, gingival bleeding and
fever, the highest temperature: 39°C. Without asking doctor, the patient took painkiller
and Erythromycin, and toothache released, but acratia became worse, so the patient
came to our OPD for treatment. Blood routine examination showed: WBC, RBC and
blood platelet count all reduced. The patient was admitted to the hospital with the
diagnosis of “aplastic anemia”. Since the onset of the illness, no cough, expectoration,
nausea, vomitting, nosebleed or hematuria; poor appetite and sleep, normal urination
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and bowel movement.

BRAEY: TAFA, 4487, TARYRAHhiTHL,

P.H. Any histories of hepatitis and tuberculosis were denied. Allergic histories of
food and drugs were denied.

MAE: RBBET, RAFHHRAMNEERL.

I.LH. No habits of smoking and drinking, no contact histories of chemical
medicines or radioactive rays.

Ao AT L 17—

10-15
=5 B,
M.H. and O.H. Menarche occurred at 17, being 10-15 days in interval with a

, ABEFEEVRF, LREZ, 352K, R

normal flow of 7-9 days’ duration; the amount of every menstruation was not equal, no
dysemnorrhea, gravida 3, para 2, abortion 1, two sons healthy now.

Kikt: TAKEFTH EMA L.

F.H. Any histories of similar cases in her family were denied.

wiEiE: RIR 363C, BE 8O KR/ %, FK 16 K/ 4, f/E 14/9kPa.
AREF, Thiit, RHEAE, TETOLK, 44K, O3HK4E.

BIRARA R EEE: 25 ARBRARE. RAA L AL, Fi. F5. H
. AT, ST LEARTHELELFK. |

k¥ KHWIiE, LBASHHY, RELFN, ABLEE, BRREBEES,
RELFRAER, *FARHEF, P BAASY, TBFREAKE, BAAL, A
;X Y o

A Ak, AMTAR, FERAKRK, KLFFHHRESH, AETETY, F
KRB K.

MER: PR AR, FRIEZHFLE, NMEAREERET, RHTFLEHFEF, M
FRAATHEMFIERLZME, RHFEEFER, ARNATEHRTFE, REAMK
BEE, CHEARRE, SA#EHTAR, BETA@ER, THEIRASF A, ~
ek, A, SR 80 K/, CKHEMA I BoKBHARMELE, ALART
5. Pr>As.

PR BFE, ARBABRESHE, 2HERALER, FRHTAERA, HE
RA PR, BahHREFmAd, HEFET.

HEROE: FAEAZEFTART S, ERELAA, SRESH A, RTHR
P g

AR AT RS EE . A BN R AR M,

PE. T.36.3C, P.80, R.16, BP14/9kPa. Normally developed, poorly nourished,



chronically sickly look, severe anemic face, consciousness, active posture.

Skin, Mucosa and Lymph Nodes: no xanthochromia, skin rash or hemorrhagic
spots all over the skin and mucosa, no preauricular, retroauricular, cervical,
submaxillary, supraclavicular and axillary fossa superficial lymphadenectasis.

Head: The skull shape was normal. Black hair with uniform distribution, no
palpebral edema, no icteric sclera, pallor of palpebral conjunctivae. Both pupils were
equally big and round with normal light reflexes. No cyanosis of lips, no ulceration of
mucosa of mouth, no congestion of throat, no antiadoncus.

Neck: soft neck with symmetric sides, no jugular venous engorgement. No
abnormal pulsation of carotid arteries was seen. Eutopic trachea, no thyroid
enlargement.

Chest: symmetric thoraxes, stable respiratory movements, normal both tactile
vocal fremitus. Percussion of both lung revealed resonance. The inferior boundary of
lung was in the 5th costal space of the right midclavicular line. Normal respiratory
sounds of both lungs, no dry and moist rales, no pleural friction sounds, no projection
of precardium. Apex beat was not obvious. No fine tremor on palpation, no
enlargement of heart border on percussion. Pure heart sounds, regular rhythm, heart
rate: 80. In apex area, holosystolic blowing respirations of grade II could be heard,
conducting down to the left axilla. P;>A..

Abdomen: flat abdomen without gastric pattern, visible peristalsis or peristaltic
wave, no tenderness all over the abdomen. Liver and spleen were below the costal
margin and impalpable. No percussion pain in the area of liver and spleen. Negative
shifting dullness, normal bowel sounds.

Spine and Four Extremities: spine presented with normal physiological curvature;
every spinous process had no tenderness. Four extremities could move freely, and legs
were not edematous.

Nerve Reflex: normal both patellar tendon reflexes, negative bilateral Babiski’s
sign.

WA E

doFEM: Qi 1.4 x10°/L, AR I 0.30, T MM 0.56, L4 MR 0.05,
Lrempf 1.84 < 10'%/L, i & & Sd4g/L, s 35% 60 x 107/L,

A.E. blood routine examination: WBC 1.4 x 10°/L, L.0.30, N.0.56, M.0.05, RBC
1.84 x 10'%/L, Hb 54g/L, PLT 60 x 10°/L..

MTLE: RARAERT L,

T.D. Aplastic Anemia.
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iZiait -

(D) EERArs, KERTHES, ARLH

Q)L+ EAL. RBRERAH DIMBNGE .

Principle of diagnosis and treatment:

(1) Complete medical examinations; do bone marrow puncture examination to
establish diagnosis.

(2) Give Stanozolol, Testosterone Propionate and the assistant treatment of
hematometachysis.

mfzizk  LCR.

xx £ x A x 8

AEE 2K, FEMT RS, #RFAA@EEART, KKRIEHME,
ﬁ%ﬁi@ﬁﬁﬁﬁﬁi%.%ﬁL%%mﬁ~ﬁﬁiRﬁﬁ%m%ﬁ,H%5
B EARET .

xx F x A x H

ANEE 15 E, BAFE. TANRAE, FHEMEE. U, RARA
F i f. #4k: BP 16/10kPa, ® Mk, HR88 A /4, #F, SMATEFF.
ﬂ#ﬂﬁﬁ:WEEA!WWHHMMMLImﬂﬂﬂﬁm,ﬁhﬁﬁﬁ%aﬁﬁ
B #6977 .

xx F x A x H

ANE 30K, EERAKERS S, SRS, BP16/10kPa, AT oMK,
HR 82 %k / 4, 5. FHAL, RFRAEMN, hEMLSDR: WBC3.2x10°/L,
Hb92g/L, PLT 69 x 10°/L. #AH¥F4, AT HIT.

Date: x X X

On the 2nd hospital day, bone marrow puncture was done. Its results showed
hypoplasia of harycoyte, and no megalocaryocyte was found and the results accorded
with the manifestation of aplastic anemia. Give Hematometachysis, Stanozolol and
Testosterone Propionate for clinical treatment. The reports of liver and kidney
functions were normal.

Date: x X X

On the 15th hospital day, the patient’s dizziness and acratia released obviously,
but there were still cardio palmus and shortness of breath after movement. No fever or
gingival bleeding. P.E.: BP16/10kPa, anemic complexion, HR88, regular rhythm, no
dry and moist rales in both lungs. The reports of blood routine examinations showed:
WBC 2.4 x 10°/L, Hb 62.9g/L, PLT 75 * 10°/L. The patient’s state was much better
than that on admission. Keep on present treatment.



Date: x x x

On the 30th hospital day, no dizziness, acratia, cardio palmus or shortness of
breath. BP 16/10 kPa, slightly anemic complexion, HR 82, regular rhythm. Liver and
spleen were not palpated. Legs were not edematous. The reports of blood routine
examinations showed: WBC 3.2 x 10%/L, Hh 92g/L, PLT 69 x 10°/L. The patient may
be discharged from hospital because of her better state.

HEEERE:

(DEEKRE, BREREARLT,;

Q) Uk MR2G: RAKL20EL, BZkomk;, ARENI10EL, 82K
Liz; HAXBLSOERL, BZAROR; T8RS EAL, BZA0R; #2424 B0
T, BHZRaMR;

B)EMNLTEELR, AHFETARNEYL,

Medical Orders of Discharge:

(1) Pay attention to rest, and avoid catching cold.

(2) Keep on taking medicines: 20mg of Stanozolol orally, 3 times a day;
muscular injection of 100mg of Testosterone Propionate, twice a week; 50mg of
Vitamin B, orally, 3 times a day; Smg of Folic Acid orally, 3 times a day; 10 mg of
Vitamine B, orally, 3 times a day.

( 3) Re-examine hemogram in the OPD regularly; come to the OPD for treatment
if there is any change of the disease.



RSS2

BRAK R RE T IE

Hyperthyroidism

# 8. xxx MR S ¥ 29% Bk FAR

Name: x x x  Sex: female Age: 29 Occupation: shop assistant

T ek, BT, EW, KE1EF, EFZHIAA.

C.C. Fear of hotness, hyperhidrosis, bulimia and getting thinner for one year,
exacerbation with acratia for one month.

AmAmEL: 1 F4, EXAFEALRER, 7, £, HE, FAARKE
TRI0OAF. 3£, Wk, H%&, o, FH. FINBREKETRSE, BARKL,
AB. LA, LEERME, REAKKL, 2T KRR BREBAAERRE, 8
A “FR”, 2TFHe 104, BZA0RFIMAA, ZRAXR, HE—F8
ARG, RERALLAR, LBOARek, LRERAS K, BRTIF, KEL
¥ %, H83~4K, MEEF.

P.I. One year ago, without any predisposing cause the patient had fear of hotness,
hyperhidrosis, bulimia and magersucht. Her weight was lost 10kg in recent half a
month with overeating, dysphoria, bad temper, cardio palmus and vibration of hands.
At the same time eyeballs projected a little, occasionally there were photophobia and
lacrimation. One month ago the above-mentioned symptoms became worse, so the
patient came to our hospital for treatment. After B-US examination of thyroid and lab
examinations, it was diagnosed as “hyperthyroidism” , and 10mg of Tapazole was
given orally, 3 times a day for half a month, but the symptoms were not improved. The
patient was admitted into the ward for further treatment. Since the onset of the disease,
no fever, nausea or vomitting, no over drinking or diuresis. Sleep has been good, and
times of bowel movement have increased, 3-4 times a day; urination has been normal.

BRiEsd: TANAKAZEAL. BREMA B HBIAS.

P.H. Any histories of hepatitis and tuberculosis were denied. There were skin rash
after taking painkiller.

MAE: RMEER, LEXHATEH.

I.H. No habits of drinking and smoking, no great psychic trauma.



3-4

TRCTE s, B2 1AZRFE LK, BF—L

A%EBIGEHL: 14

AR
M.H. and O.H. Menarche occurred at 14, being 25-31 days’ in interval with a

normal flow of 3-4 days’ duration, no dysmenorrhea, gravida 2, para |, artificial |

abortion once. Now a son healthy.

FaE: LFERER, FFEREAR, TAEEAFATIIRL.

F.H. Father healthy, mother had diabetes. History of familial hyperthyroidism
was denied.

TREEE

% 36.8C, MRF A/ S, R 18K/ 4, /& 16/93kPa. X FEF,
EHRRAE, RAME, Ad, 8K

Bk, BEAMKRCLE: 2 RABERALEFE. KA AL E, RKRWEST.
HA4T. FE. #HH. dF EARTREE LI K. |

kd¥: KMie®, K#IHHAHE, RBRjefak, JBE, LRE., ARLE
P, #EALE, RHILFALER, FARMHET, BREEAMFR, TELLAY,
ERiké, TRL@MEW, B L0, RIKEITK.

HA: HK, AMAR, RIBRBEK, RLAFTHRHREH, LREETF,
S TR IO KR4, REMR, REBALZS, LER, THALE &F.

B3R BAERTAR, AR, FREHFAE, RMBEERET, HTLTE
FE, A IR T AT AL LA ME, VSR FET. VAT EAEA,
SREFHETFFAEAMBEMHPLEAN 1.0 B, #HHEE 15 BEK 1.5 2K, &S
A B, SRPLALT K, sHek, #%, SRBKR/ o, EMEFTLTERME
AR #&E, A=Ps

BLER: M FiE, RMA#HKREK, 2B AEMR, HIRAK, HERXATH,
kA, BEFEK.

FHEAGK: FEEEFARET Y, SRELTH, WRES A, NTR
RF A, AFAHAKF K.

HERS: RRBEHEF, CERMALERK,

P.E. T.36.8°C, P.98, R.18, BP 16/9.3kPa. Normally develop, poorly nourished,
thin constitution, consciousness, active posture.

Skin, Mucosa and Lymph Nodes: the whole skin and mucosa had no
xanthochromia, skin rash or hemorrhagic spot; wet and sweaty skin. No preauricular,
retroauricular, cervical, supraclavicular and axillary lymphadenectasis.

Head: skull shape was normal. Black hair with equal distribution, exophthalmus
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positive, less nictitation, no vibration of eyes, no icteric sclera. Conjunctivae had no
pallor. Both pupils were equally big and round with normal light reflexes. Poor
convergence reflex, no cyanosis of lips, greyly red tongue proper. Fine tremor could
be seen. No congestion of throat, no anatiadoncus.

Neck: soft neck with two symmetric sides. Respiratory movement was stable. No
jugular venous engorgement, no abnormal pulsation of carotid arteries, eutopic trachea,
both thyroids were enlarged I1°, soft quarlity, no tenderness, no palpable nodes, no
tremor, vascular murmurs could be heard.

Chest: symmetric thoraxes without deformity, stable respiratory movement. Both
tactile vocal fremitus were normal. Percussion of both lungs revealed resonance.
Pulmonohepatic border of relative dullness was in the 5th intercostal space of the right
midclavicular line. Breathing sounds of both lungs were normal, no projection of
precardium. Apex beat was in the 5th intercostal space 1.0cm inside the left
midclavicular line, pulsation range l.5cm x .5¢cm, no fine tremor on palpation, heart
border on percussion had no enlargement, pure heart sounds, regular rhythm, heart
rate: 98, and no murmurs were heard in every auscultatory valve area. A,=P,.

Abdomen: flat abdomen without varicose veins of abdominal wall, or tenderness
over the whole abdomen. Liver and spleen were not enlarged. No percussion
tenderness over hepatorenal region, negative shifting dullness, active bowel sounds.

Spine and Four Extremities: spine presented with normal physiological curvature.
Every spinous process had no percussion tenderness. Free movement of four
extremities, no edema of lower extremities. Two hands had level tremor.

Nerve Reflex: bilateral patellar tendon reflexes were normal, Babinski’s sign was

negative.

WA E

108 Ty5.7ng/ml, T4 22.0ug/L, TSHO.5u/ml.

FTREBETRMTRREK, REARLATFE.

A.E.Test: T; 5.7ng/ml, T4 22.0ug/L, TSHO.5u/ml. B-US examination of thyroid
displayed enlargement and rich volume of blood flow of the thyroid glands.

MG FOKRAGE T2

T.D. Hyperthyroidism

gt

(D4Fies 10mg, BZATMR, VHFEZ10mg, B KRR,

QEEAFEE, ENLE. LB, Mh. BEF, TLELH.



Principle of Diagnosis and Treatment:

(1) Give 10mg of Tapazole, orally, 3 times a day; 10mg of Propanolol, orally, 3
times a day.

(2) Complete medical examination; take electromyogram, ECG, chest film,
sector scan and other examinations to establish diagnosis.

HEIZR I.C.R

xx Fx Al x H

ANBEE3IE, EEMBE ST, £, StF, T4k BP17/9.3kPa. AKH#E 3B
F. HRO96 K /4, #£F, WHATFERTE. . B, B A S TFTIREY,
fF#M WBC69x10° /L., P Hiatmiet 0.68.

xx F x A x H

AE 2R, BB, 37, EMARKE, KEMEM 1 2F. &4k BP
16/9.3kPa, HR86 & /4, ##F, R, AFaFHAEF, T,. T, EF, &¥E
weekh 10E XD ROk, ALK EDIR,

xx F x A x 8

NEE AR, BELASHE. B, RIFAREN, KREEHWSQNT, LM
QA TREEKPER, HYBLTRBFAATRNE, FOMEFTRR
F10ELD—koR, BFEKR, NTHY.

Date: x x x
On the 3rd hospital day, the patient still felt hyperhidrosis, bulimia and cardio
palmus. P.E. :BP.17/9.3kPa. Skin was wet and over-sweaty, HR.96, regular rhythm.
Both lungs had no dry and moist rales; functions of liver and kidneys, blood sugar and
the report of ion were normal. Blood routine examination: WBC 6.9 x 10°/L, N.0.68.

Date: x x x
The patient was in the hospital for 2 weeks and cardio palmus, hyperhidrosis and
bulimia obviously improved, weight increased | kg. P.E.BP11/3kPa, HR.68, regular
rhythm; the other symptoms were the same as before. Re-examination of blood sugar
was normal. T; and T, were normal. Reduce Tapazole to 10mg orally, twice a day.
Stop taking Propanolol orally.



Date: x x x
On the 4th week after admission, the patient had no cardio palmus, bad temper,

hyperhidrosis or bulimia. Weight increased 5kg. Tests of white blood cells and thyroid
hormone level were normal. Small amount of Thyroid Tablets, 10mg, was given orally
once a day, in order to avoid thyroid enlargement and the worsening of exophthalmus.
The patient may be discharged from hospital and come to the OPD for treatment.

HEtEW:

(DEERE, BLITFRER;

(2) 4k 4R MR A 3 F R B 4

R)EMNNL EE 0 WBC A T;-Ty; AXBHAE.

Medical Orders of Discharge:

(1) Pay attention to rest; avoid over-labor and infection.

(2) Keep on taking anti-hyperthyroidism medicine.

(3) Re-examine WBC and T;-T,4 regularly in the OPD); regulate the dosage.
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Traumatic Rupture of Spleen

#E: xxX MA X F#r 59 % Rk #HIF

Name: X X X Sex: female  Age: 59 Occupation: teacher

Eif: SMEB A LBAMMFERFE DR 3 A,

C.C. Pain in the left epigastrium with dizziness and thirst for 3 hours after
trauma.

AmE: EEXF3IIENBRERGEFNER, EALFTYE; | /HBEALK
HmBIA, HAEOER, EAXARESTER BB DEHEARREEREST.

P.I. Three hours ago the patient was injured by bus in the left hypochondrium and
had no coma after that. One hour later the left epigastrium had violent pain with
dizziness and thirst. The patient was admitted to the ward for treatment by our OPD
with the diagnosis of “rupture of spleen”.

REE: AR I0RF, RARBOHALSALBE, TATAEAERL, £
FR, P EARE LS,

P.H. Coronary heart disease history for over 10 years. Now the patient herself
took Guanxinsuhewan for treatment. Contact histories of infectious diseases were
denied. No operation, poisoning and hematometachysis histories.

AAE: HA TR, AENK, £EFFESTF, LiFsEIT.

I.H. The patient was born in this locality and lived here for a long period. Living

condition was fine. No special habits.
WHE: 25544, B272, RBATLHEE, AL 17

M, iTaymay. . &, RHEF.
O.H. The patient got married at 25, gravida 2, para 2. Husband and children all

4-5

,» 51
28-30 y

healthy. Menarche occurred at 17, being 28-30 days in interval with a normal flow of
4-5 days’ duration; the last period was at 51; date, amount, color and quality were all
normal during the menstrual period.

HEL: FAAHHARHTHE,
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A.H. Allergic histories of drugs and food were denied.

Rk E: TAARABEEAL.

F.H. Any histories of familial hereditary diseases were denied.

. B 36.7C, B 96 k/%, R 20 K/4, )k 9/5kPa. A&
FH, WAPRAEE, BARE, FREH. AERE, AFRTEAINK, K
BAEAER, AEHRE, KASALTR, HRLEFE oY, METH, £
EppaT LA TRE, £5 10, 11 BMEH (+) THARFHE, ALRTIA.
AR, BAFRR LR, EHIER ), A EBEAE, EKGE) RN
w(+), BesEE, B TrssHRd (4.

P.E. T.36.7°C, P.96, R.20, BP9/5kPa. Consciousness, normal mental state, and the
patient was carried to the ward. Cooperative on examination, painfully sickly look.
Lymph nodes all over the body were not enlarged. Skin and mucosa had no
xanthochromia. Five sense organs were regular. The skull shape had no deformity. No
abnormal secretion from ears and nose. Symmetrical thoraxes. In the left
hypochondrium ecchymosis beneath the skin could be seen. The 10th and the llth left
posterior ribs had tenderness (++), and bony crepitus could be heard; no abnormal
breathing. Abdomen was bulged. Abdominal breathing was limited a little. In the
epigastrium, tenderness (+), and it was worse in the left epigastrium; muscular
tension (+), rebound tenderness (+), weak bowel sounds, abdominal shifting dullness
on percussion (+).

WA E

fER: G mAE23.0x10°L, TR eHEE ML 090, HEMAL0.10, @i
& 106g/L, 4t 3.75%x107 /L. @A A,

A.E. Blood routine examination: WBC 23.0 x 10°/L, Sg0.90, L.0.10, Hb106g/L,
RBC3.75 x 10'%/L, blood type:A.

o ()M rRs, MR, Q) kbR ) pE R (£
10~ 11 A4).

T.D. (1) Abdominal Closed Injury. Rupture of Spleen; (2) Hemorrhage Shock;
(3) Fracture of Ribs (left 10th—Ilth).

i RN (D) #hgraikit; Q) &TAFBRER.

Principle of diagnosis and treatment:

(1) Give hematometachysis and transfusion against shock.

(2) Do exploration laparotomy emergently.



mEiEx® |.C.R.

xx ¥ x AxH

BEWNR, M5B E LB AR 3 et, FLE, vl &4 T. 36.7C,
P. 96 k/%4, BP9/5kPa. #&i#k, EhL4E, MEARE, BEREEG, AF M
TRATFT#HE, BXFRLR, 2B 25K, AEALBEERYE, WEKH),
By (+), BeHHxEFH), £10. 11 BMHHRAERGE), FEIH), LEHR
(+), MEFHiE R &L S EH. BT 1. BI3ASEIRG ().
2. EMFRHI. 3. AbakdiRi., AR RRARL, ETHTHEEE, Bk
R, #HEIELVLEREALEL, FRiELLT, KiTERCHIT.

RIFICR

xxF x HAxH

BEAEARTHFEEER, FRLEEAYF TR0, FEMRBTHE
EFA—KHGIRAZEAT, S RENBRLEBNFTRIRE WF, Hiketil, HM
JEieds, REMRF, L=debrT4tk, HRAT 7 TEANELILF ML, kM
B, KEAFAEHH E B S0, FTHESATTMRE, A8&osld, 4o
o, K&, RAFZEEHRE., KEEAREXTTGRAE.

xxHF x A xH

RE#H IR, LoRIiEF4, HEIATREMALETEY, KEEH L%
A&, RARHMA, ShoE2ER, LAVEKERIM, #53hhikE i,
EE LI T,

xxF x AxB8
MR GESE 6 X, BEFIAECLEE, RABE, A0MAXFRER, £M
BRIFCATRFBRLRISE R, 48Rt EWMBEHARE,

xxFx A xH
RE2R, AA—BRKEY, LG4KERH, o afd, FELSE, RA
T,



Date: x x x

This patient was just admitted with pain in the left epigastrium for 3 hours,
accompanied by dizziness and thirst after trauma. P.E. ‘T.37C, P.96, BP9/5 kPa.
Consciousness, cooperative on examination, painfully sickly look, pale palpebrarum.
In the left hypochondium ecchymosis beneath the skin could be seen. Abdominal
breathing was limited. There was extensive tenderness all over the abdomen, and it
was worse in the left epigastrium. Muscular tension (+), rebound tenderness (+);
shifting dullness (+), tenderness of the 10th and lith left posterior ribs (+), bony
crepitus (+), abnormal breathing (+), 5ml of incoagulable blood was drawn out by
abdominal paracentesis. Present diagnosis: (1) abdominal closed injury (rupture of
spleen). (2) fracture of the left ribs. (3) hemorrhagic shock. Now hematometachysis
and transfusion were being done against shock. Exploration laparotomy and
spleenectomy were performed emergently. The chief of the department agreed to the
above measures. Operating notice has been sent and the doctor’s preoperative orders
have been carried out.

Date: x x x

Post-operative record: Under the general anesthesia, exploration laparotomy was
done. On opening the abdomen, moderate amount of incoagulable blood was seen in
abdominal cavity. In the exploration of the spleen surface, a broken edge about 3cm on
the pedicle of spleen was seen. Ligament between spleen and colic, and ligament
between spleen and stomach were cut bundle by bundle, and the ligation was done at
the proximal end. Spleen was taken out and pedicle of spleen was exposed, and 3
forceps holders were used to perform duplex ligation with No.7 thread at the proximal
end and spleenectomy was given. There was no active bleeding or oozing of blood
while operated field was detected. The drainage of abdominal cavity was done in
splenic recess, and it was induced out through another stabbed edge. The incision was
sutured. Then the operation ended. The patient was sent back to the ward safely.
Antibiotics were used to prevent postoperative infections.

Date: x x x
On the 3rd post-operative day, the patient’s vital signs were stable. Drainage tube
of the abdominal cavity and the gastrointestinal decompression tube were smooth. The
dressing in the operated area was complete without bloody oozing. No obvious
abdominal pain. P.E. There was slight tenderness in the incision area, no muscular



tension or rebound tenderness, shifting dullness ( — ) . Carefully observe the changes of
the disease state.

Date: x x x
On the 6th day after the spleenectomy, the drainage tube of the abdominal cavity
was taken out. No fever. The left thoracic breathing was limited. The left rib fracture
received outer imbricated adhesive bandage. Keep on using antibiotics to prevent

infections of lungs.

Date: x x x
There were 2 weeks after the spleenectomy. The patients general state was good.
Vital signs were stable. Stitches were removed off. The incision was Grade A healing.
The patient may be discharged from hospital.

BRER: (DRBER, 24—4NA; QNLTHYL.
Medical Orders of Discharge:

(1) Increase nutrition, and take one month of entire rest.
(2) Come to the OPD for treatment.
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