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The Montreal Vampire Murders

The first use of bite mark evidence in North America

Some BAFO members will know that, in retirement, Judy and I spend a lot of our
time in Montreal. Montreal, after Paris, is the second largest French speaking
city in the world. Today it is a vibrant mixture of North American vigour and
French culture, cuisine and chic. Crime, today, is largely restricted to the warring
biker gangs on the east of the Island and the massive production of, and trade in,
cannabis. We leave our doors unlocked and walk safely on the streets of this city.

It was not so in the sixties. Le Front de Liberation de Quebec, a nationalist,
terrorist organisation, had exploded several bombs around the city. They also
kidnapped the British trade Commissioner but later released him. They had
murdered Pierre Laporte, the Minister of Labour and left his body in the boot of
an abandoned car. The Queen, visiting the Expo exhibition, was met by
thousands of rioting students. The federal Prime Minister, Pierre Trudeau, had
introduced Martial Law to the streets of Montreal for a few days, and murders
were far from unusual. Nevertheless at the end of this violent decade, in 1968, a
series of murders occurred which even kept the elegant young women of
Montreal at home and away from the social whirl centred in the bars and cafes
in the city.

On July 23, that year, Norma Villancourt, a 21-year-old teacher, was found dead
in her Montreal apartment. She had been strangled and her breasts had been
bitten, but there were no other wounds. She had not been beaten or roughly
handled. There was evidence of recent sexual activity. The apartment was tidy
and there was no sign of a struggle. The police assumed that Norma had known
her assailant but her most recent boyfriend had an alibi and mentioned that
Norma had been dating another man and that he had feared that she was getting
into a dangerous relationship.

With no other evidence the investigation came to a halt until a year later, on
October 3rd 1968, when Shirley Audette, also 21 years old, was found dead at the
Bottom of a fire escape. She was fully clothed and had no obvious evidence of



violence to her body. Only at autopsy was it discovered that she had bites on her
breasts and had been raped and strangled. There were no defensive wounds on
her hands and no skin under her fingernails. Again the implication was that the
victim had known her assailant and had not resisted his advances. Shirley's
boyfriend had been on a night shift so was eliminated from the enquiry but he
mentioned that the place where she had been found was a favourite place for
her to sit and think.

The following month on November 23rd Marielle Archambault, an assistant in a
jewellers in Ville Marie, the old town district, left work with a young man who,
she told her work colleagues, was called "Bill." Her colleagues thought that she

was happy, even entranced, by
her good looking new boyfriend
as they walked away arm in
arm. When she failed to come
to work the following day her
employer, anxious that she may
be ill, went to her apartment to
see if she was all right. He
entered her apartment with
Marielle's landlady and they
found the girl lying on her bed
dead. She was wearing a house
coat or dressing gown and was
unmarked. As before the
apartment was tidy and there
was no sign of a struggle. Marks
on her neck suggested
strangulation but no defensive

wounds were found on her body. She had not been beaten but she had bite
marks on her breasts. Again there was evidence of rough sex rather than rape.

Police searching Marielle's apartment discovered a photograph which the staff at
the jewellers thought resembled the man, Bill, who had met Marielle at the
shop. A drawn portrait taken from the photographs was given wide press
coverage to try to identify the person in the photograph but with no response.
Eventually after a number of weeks it was discovered that the man in the picture
was, actually, Marielle's long dead father. In the mean time the press, with its

usual lack of responsibility and common sense, induced a sense of panic amongst
the ladies of Montreal by running stories headlined "The Vampire Killer" and
"Strangler Bill."

While Montreal held its breath for two months there were no further attacks.
Then on 16th January 1969 when Jean Wray's boyfriend called to take her out on
a date he found her door locked and no reply. He left but shortly afterwards
returned to discover the door now unlocked and Jean's naked body on the bed.
Jean Wray had been strangled but his time there were no bites on the breast but
some evidence of a struggle. The forensic pathologist found fibres under the
victim's finger nails so, although the apartment was normally tidy, it would
appear that the arrival of the boyfriend had disturbed the murderer and caused
the victim to struggle. It seemed that the murderer had killed his victim and fled
without biting her.

The bars in Montreal emptied for a few weeks as the young ladies in the city
stayed at home. Then as time went by without further attacks things returned to
normal. Bill, it seemed, had disappeared and Montreal returned to normal.

While the citizens of Montreal gradually forgot "The Vampire Killer" he had
moved to Calgary in Alberta. In May 1971 he struck again. Elisabeth Anne
Porteous was a 34 year old high school teacher who failed to turn up for work on
18th May. The school called the manager of her high rise apartment who, on
investigating, found her body on the floor of the living room. The police
discovered that she had been raped and strangled. Her breasts were bitten and
her dress, one that buttoned up the front with eight buttons, had been violently
torn apart. One of the cloth covered buttons was missing. Later, during the
autopsy, the pathologist found a broken silver cuff link embedded in the victim's
back below one shoulder.

As the police enquiry developed a colleague from Elisabeth's school came
forward with the information that on the night that she had died he had seen her
in a relatively new, powder blue or, perhaps, grey Mercedes. Elisabeth Porteous
had been happily chatting with her companion, an attractive young man.
Elisabeth was so engrossed in her new friend that she had not noticed or
acknowledged her colleague. Elisabeth's colleague was also able to remember
that the Mercedes had an unusual decal on the rear window that was shaped like
a bull.



The police trawled through the register of local Mercedes cars that fitted the
description and age of the one reported. Checking the list the detectives found a
powder blue Mercedes whose owner lived just round the corner from Elisabeth
Porteous' apartment. They decided to visit it first. They discovered the car with
its unusual decal on the window and immediately interviewed its owner.

Wayne Clifford Boden was a good
looking man in his middle twenties
who was a successful salesman and
occasional model. Boden was a
charming, charismatic young man. He
was calm during the interview and
freely admitted to having been
Elisabeth's partner the previous night
and to having been in her apartment
after their dinner date. He also
agreed that he had lost a silver
cufflink, probably, in her apartment.
Boden also agreed that he had
previously lived in Montreal and had
moved to Calgary the previous year.
The police searched Boden's
apartment and finally found a small
blue cloth covered button that
matched the missing button on

Elisabeth's dress. They also discovered that Boden bore a reasonable likeness to
the portrait that had circulated in Montreal of the suspect "Bill". There was now
enough evidence to arrest Boden but the evidence was mostly circumstantial
and the police desperately needed something more substantial.

The senior detective leading the enquiry remembered reading a report that bite
marks had been used in evidence in countries other than Canada, and on the
advice of the forensic pathologist on the case approached an orthodontist Dr
Gordon Swan for help. There are two versions of what happened next. Certainly
Dr Swan, with no experience of bite marks, needed more information. The first
version has Dr Swan approaching the FBI for help. The FBI then replied that no
such cases had been prosecuted in the United States but suggested that the
principal expertise in the field was in "England". Since most Canadians would
rather die than seek help from their southern neighbours I find this
unconvincing.

The second version has Dr Swan researching the dental journals to find
references to bite mark analysis. All of which led to the United Kingdom. This
seems more likely.

Whatever the truth Dr Swan sought help from an expert in "England". The
expert, it was reported, had experience of up to thirty bite mark cases. The
expert is not named in the accounts I have read, but in 1971 in the United
Kingdom (which is what Canadians mean when they say England!) there were
few Forensic Odontologists with a background of thirty bite mark cases. I suspect
that he consulted Bernard Sims at the London Hospital.

Having consulted the expert in the United Kingdom, Dr Swan returned to Calgary
and asked that Boden should allow him to take impressions of his teeth.

Although the evidence against him was quite sparse and largely circumstantial
Wayne Boden cheerfully agreed to have impressions taken and Dr Swan began
his analysis. He had an uphill task. Although many photographs had been taken
of the crime scene one suspects that few if any had scales on them or had been
in any way correctly aligned. Nevertheless when Boden came to trial Dr Swan
was able, in this first ever use of bite mark evidence in North America, to
convince the Jury that he had 29 separate points of similarity between the marks
on Elisabeth Porteous' breasts and the teeth of Wayne Boden. The jury found
Boden guilty and he was sentenced to life imprisonment. Boden accepted the
verdict calmly and refused to appeal. He appeared almost relieved.

He was immediately taken back to Montreal to stand trial for the four murders
committed there. In Montreal it was now known that he had lived in an
apartment overlooking the fire escape where Shirley Audette had often sat
thinking and that Jane Wray had probably been seeing him for some time before
her death. Once back in Montreal Boden accepted his guilt but insisted on
pleading guilty to only three of the four charges against him.

Boden was taken before Justice Jaques Ducros who tried to persuade him that he
should plead not guilty so that he might then have a psychiatric examination but
Boden was adamant that he had indeed committed the three murders and
wished to plead guilty. He was even more adamant, however, that he had
nothing to do with the first murder, that of Norma Villancourt. He would plead
guilty only to the murders of Shirley Audette, Marielle Archambault and Jean
Wray.

Justice Ducros duly sentenced Boden to three terms of life imprisonment and
ordered the fourth charge to remain on file. Wayne Clifford Boden was taken to
Hamilton prison in Ontario to serve his sentence.



There were two twists to this story later. In 1994 Boden was cleared of the
murder of Norma Villancourt when Raymond Sauve was convicted of her
manslaughter following the appearance of new evidence. Sauve was sentenced
to ten years in prison.

The following year Wayne Boden was back in the news again. At some stage in
his imprisonment Boden had been moved from Hamilton prison to the prison in
Laval in Quebec Province. Laval is the second largest of the many islands which
make up Greater Montreal and in 1995 Boden was granted a supervised day
release. He elected to spend the day amongst the shops, and cafes of Downtown
Montreal. Somehow he had recently contrived to acquire an American Express
card and while in a cafe managed to slip away from his escort. Supported by his
credit card Boden was on the run for thirty six hours.
His charm, charisma and good looks had obviously not suffered during his

twenty four years in prison. When he was finally arrested, in the Mount Royal
Hotel, an expensive bistro hotel in the old town with an excellent restaurant, he
was entertaining a young woman to dinner. One can only imagine her reaction
when she was told that the charming, handsome, middle aged man with whom
she was enjoying a romantic dinner was the Montreal Vampire Murderer!
Wayne Clifford Boden died of cancer in 2006.
I am indebted to the archives of The Montreal Gazette for some of this story.

Paul Phillips

BAFO Education and Training sub-committee questionnaire
feedback

Many thanks to all of you who responded to the Education and Training
questionnaire I handed out at last year's meeting. The response rate from the
delegates at the BAFO conference was very good - over 70% of you responded
and provided some very helpful comments and ideas.
The following are the responses and an overview of the comments received:

Ql - Do you agree that BAFO should endorse relevant courses?
Extremely 5 = 22

4 -9
3 -4
2 = 1

Not at all 1 = 1

Comments:

There were three comments that highlighted the need for BAFO to consider the
criteria for endorsement of courses.

Q2 - Are you willing to actively participate in the delivery of courses? If so,
what type of courses would you be willing to participate in?
Extremely 5 = 16

4-4
3 = 7
2 -3

Not at all 1-7

Comments:

There were 22 responses here with everyone willing to contribute to the delivery
of courses covering all aspects of forensic odontology.

Q3 - Is the venue of courses particularly important to you?
Extremely 5 = 2

4-7
3-11
2-11

Not at all 1-6

Comments:

Two responses here. One agreed that accessibility was important and one
expressed the view that all T&S expenses be re-imbursed.

Q4 - Are you actively engaged in research? If so, please indicate what areas you
are involved with.
Extremely 5 -7

4-3
3 = 5
2 - 2

Not at all 1-20

Comments:

15 responses to this question, which covered lots of areas of forensic odontology.



0,5 - If you are not currently involved in research would you be willing to
participate in research projects?
Extremely 5 = 10

4-9

Not at all
2 = 5
1 = 2

Comments:
Two responses here, which indicated a willingness to partake depending upon

the subject area.

Your views, comments and ideas...
There were 16 very enthusiastic and helpful comments supporting the idea of
the Friday afternoon of the conference being devoted to education, research and

training.

To this end you will find a call for papers in the newsletter for this year's Friday
afternoon session. So any of you who have been involved in research projects
will be very welcome to fill out the form and do a 10 - 15min presentation of
your research. It is also intended that some of the afternoon will be devoted to a
workshop for anyone but mainly aimed at those less experienced members.

Please do not be shy in coming forward to fill out the call for papers form - a
short presentation in a friendly forum really isn't that intimidating and it is
helpful to the membership to see what is going on. I know there are a lot of you
who have done some very interesting MSc projects in the past and are in the
middle of doing your projects now! I also know there are others of you who are
very actively involved in research - please tell us all about what you are doing.
1 look forward to seeing you all in November.

Cath Adams

CRB, ISA, CQC, HTM, WTF? Where do we stand with the
regulations?
Leigh Evans

Those of us still in dental practice will doubtless be well aware of the existing and
new regulations and regulatory bodies with a remit to stick their noses into
dental practice, but how will these regulations affect our work as Odontologists?

CRB - Criminal Records Bureau
Most of us will know of this, and many of us will already have undergone CRB or
Enhanced CRB disclosures. Only those persons who have been in the same post
for at least 5 years are unlikely to have undergone checks, unless it has been a
requirement of their employer {PCT, University, etc) to carry out regular checks.
Dentists, hygienists/therapists, and dental auxiliaries are all required to have
undergone a CRB disclosure, under category 14 of the professions, offices,
employments, work and occupations that are known as the exceptions to the
Rehabilitation of Offenders Act 1974.

Those of us no longer in clinical practice are not exempted from the requirement,
as we fall under categories 01 & 02 if we undertake any work involving children
or vulnerable adults, which could be taken to include bitemark analysis, and age
estimation of the living. If your work is limited to identification of the deceased,
then you may be able to avoid CRB disclosure as no categories cover provision of
such services, however dental identification may be seen as the practice of
dentistry (even if the GDC do not consider it to be) dropping you back under
category 14.

ISA - Independent Safeguarding Authority
A non-departmental public body (NDPB), i.e. - quango - sponsored by the Home
Office, it acts as the decision making element of the Vetting & Barring Scheme
(VBS) and manages the two lists of individuals barred from working with children
and individuals barred from working with vulnerable adults. These 2 lists replace
all previous barring lists (POCA, POVA and List 99).
The VBS is a partnership involving the ISA and CRB and overseen by the Home
Office. The CRB are responsible for the application and monitoring features and
the ISA are responsible for the decision making and maintenance of the two lists.
The scheme is currently under review, and it is likely that some common sense
will prevail, however it still leaves the current CRB disclosure requirements in
place.



CQC- Care Quality Commission
The Care Quality Commission is the independent regulator of health and social
care in England. Its remit is to regulate care provided by the NHS, local
authorities, private companies and voluntary organizations.

All primary dental care providers that provide regulated activities (which include
treatment of disease, and diagnostic/screening procedures) whether NHS or
private, must be registered from April 2011. This includes those primary dental
care providers who do a mixture of both NHS and independent work.

If you no longer work in clinical practice and your sole involvement is forensic
odontology, then you may fall under third party exemption. These represent
services which may be organised through a third party, and the third party may
be the provider's "customer", unlike most other services which are organised
directly between the provider and the person who uses the service. Forensic
medical services (for example, for people detained in police custody), fall into
this category as they are organised through police authorities, as do medical
services organised by a Government department {for example, medical
assessments to determine eligibility for social security benefits).

However, if the odontologist utilises any diagnostic procedures involving the use
of any form of radiation (including x-ray), ultrasound or magnetic resonance
imaging or endoscopic imaging then these fall under regulated activities and are
therefore included in the requirement to register. The scope & remit of CQ.C is
also currently under review, with a reasonable degree of support to exclude
doctors & dentists from its regulation.

HTM - Health Technical Memorandum
Now here's a can of worms and, in the case of HTM 01-05, the dental
profession's biggest gripe by far. A policy enacted by the DoH with no formal
consultation and based on little/no evidence of risk. HTM 01-05 covers
decontamination in primary care dental practices, and would at first glance
appear to be of little concern to those no longer in practice.

Section 2 covers use of dental instruments. Substitute "practice(s)" for
practitioner in the following:
All dental practices should have an infection control policy together with
guidelines and procedures that contain the following information:

• a written policy with regard to minimising the risk of blood-borne virus
transmission, with particular attention to the possibility of sharps injuries. In
addition, a record of all sharps injuries must be maintained in accordance with
current health and safety legislation;
• a policy on decontamination and storage of dental instruments
(decontamination guidelines);

• procedures for cleaning, disinfection and sterilization of dental instruments.
This should outline the approach used locally in sufficient detail as to allow the
ready identification of areas and equipment used;
• a policy for the management and disposal of clinical waste (waste disposal
policy);
• a policy for hand hygiene;
• a policy for decontamination of new reusable instruments;
• local policies and procedures for the use of personal protective equipment
(PPE);
• procedures for the management of dental instruments and associated
equipment in the context of infection control;
• the recommended disinfectants to be used within the practice, their
application, storage and disposal (disinfectant guidelines);
• spillage procedure as part of local COSHH arrangements;
• local policies and procedures for environmental cleaning and maintenance. This
should include, at a minimum, the methods used, the frequency of each
procedure and appropriate recordkeeping practices.
2.12 The practice should have safe procedures for the transfer of contaminated
items from the treatment to the decontamination area.
2.13 Sterilized instruments and single-use instruments should be clearly
separated from those that have been used and are awaiting decontamination.
2.14 A clean sterilized instrument tray should be used to transfer sterilized
instruments to the treatment area. These trays should be of a suitable size to
enable them to be placed in the sterilizer. Alternatively, single-use disposable
instrument trays may be used, provided these have been stored in a clean and
dry environment.

2.15 Instruments for decontamination should be transferred as soon as possible
after use to the decontamination area in order to avoid the risk of drying. Prompt
decontamination is appropriate.
Potable or RO (reverse osmosis) water immersion or the use of commercial
gels/sprays may be considered. These measures reduce the adsorption of
proteins to the instrument surfaces and makes cleaning easier.



2.26 The practice should have safe procedures for the transfer of contaminated
items from the treatment area to the decontamination facility.
2.27 Transport containers should be such as to protect both the product during
transit and the handler from inadvertent contamination, and therefore should
be:
• leak-proof;
• easy to clean;
• rigid, to contain instruments, preventing them becoming a sharps hazard to
anyone handling the goods and to protect them against accidental damage;
• capable of being closed securely;
• robust enough to prevent instruments being damaged in transit.
Subject to local policy, the containers may be labelled to identify the user and/or
the contents.
2.28 Without exception after each use, transport containers should be cleaned,
disinfected and dried, ideally using a washer-disinfector, or discarded (as
appropriate). If this is not possible, containers should be cleaned with a fresh
detergent solution, then rinsed and dried. Bleach including hypochlorite
solutions should not be used, as residues may damage instruments.
2.29 Where contaminated instruments are to be transported outside of the
healthcare premises on a public highway, those responsible for such
transportation should refer to the requirements of the Carriage of Dangerous
Goods and Use of Transportable Pressure Equipment Regulations 2007 and the
Health and Safety at Work etc Act 1974.
2.30 A protocol for transportation that ensures the segregation of contaminated
product from clean/ sterilized instruments should be followed.
2.31 Contaminated instruments will be regarded as low biohazard materials and
must be part of a noted consignment. This means recording details of the group
of items transported (that is, dental instruments), the time of dispatch and the
intended recipient. Records should be such as to allow each movement to be
traced and audited if necessary.
The note should be positioned prominently within any vehicle used for
transportation and should carry a contact telephone number.
2.32 Where instruments travel in a vehicle with a dentist or other expert person,
record-keeping may be simplified to cover the date and vehicle used only. This
rule is applicable to, for example, school and domiciliary visits.
Section 7 deals with Impressions, prostheses and orthodontic appliances, which
clearly affects our involvement in bitemark cases. The document states:7.1
Decontamination of these devices is a multi-step process to be conducted in
accord with the device or material manufacturer's instructions. In general

terms, the procedure will be as follows:
a. Immediately after removal from the mouth, any device should be rinsed under
clean running water. This process should continue until the device is visibly clean.
b. All devices should receive disinfection according to the manufacturer's
instructions. This will involve the use of specific cleaning materials noted in the
CE-marking instructions. After disinfection, the device should again be thoroughly
washed. This process should occur before and after any device is placed in a
patient's mouth.
c. If the device is to be returned to a supplier/ laboratory or in some other
fashion sent out of the practice, a label to indicate that a decontamination
process has been used should be affixed to the package.

So what does this mean for us? Basically, use disposable instruments wherever
possible, use instruments held by the mortuary where disposables are not viable
or available, or use any sterilisation facilities within the mortuary if necessary. For
bitemark cases, use the medical room of the custody suite for examinations as
there will be clinical waste and sharps bins available, and take appropriate
sterilising agents with you to sterilise the impressions, trays, etc prior to leaving.
Produce a written policy for everything you do, as outlined above. This is
particularly important if you have no option but to transport any contaminated
items between sites as you may breach regulations as indicated in section 2.29
above.

Summary
There is still a lot of confusion regarding the long-term arrangements and scope
of the regulations, and I've developed a migraine from researching this!

1. It may be prudent to organise a CRB disclosure if you do not currently have
one. As one of the requirements of ISA-VBS and CQC registration is a current CRB
disclosure you may as well just bite the bullet now. Bear in mind that it may only
take one switched-on solicitor or paranoid parent to prevent you from examining
a victim or suspect if they discover you've never been vetted. Current legislation
does not allow the self-employed or individuals to apply for a CRB check on
themselves, as they cannot ask an exempted question of themselves. However, a
self-employed person can apply for a CRB check by registering with an agency or
umbrella body registered with CRB. A search engine for umbrella bodies can be
found at http://tinyurl.com/bafocrb.
There is an additional admin cost on top of the CRB fee in using these companies,
so it may be worth requesting the service via your local PCT or police force.



2. Organise an HTM 01-05 policy specific to your Odontology work.

Breach of HTM 01-05 will constitute a breach of CQC regulations (should they
apply in future) and will have ramifications for you and your practice. Provided
you have a written policy in place, and can show that you have followed that
policy as routine, you should be covered against the majority of potential issues
(eg - a bitemark suspect claiming he/she contracted HIV from the impression
tray). The full document can be downloaded from: http://tinyurl.com/bafohtm

Denture Marking - why, where and how

The concept of personal identification from dentures is not new. One of the first
was described by Reid in 1884. The Countess of Salisbury in 1835 was identified
by her gold denture having been burned beyond recognition following a fire at
her home in the west wing of Hatfield House. In 1949 the mass murderer Haigh
was convicted of the murder of Mrs Durand-Deacon largely on the evidence of
her dentist. Haigh thought he had disposed of her body by dissolving it in an acid
bath but her dentures remained intact and were subsequently identified by her
dentist who recognised his own repair work.

The need to mark dentures

The importance of rapidly identifying victims of travel catastrophes, war
casualties and police investigations is well documented. Haines reported in 1973
that of 380 victims of air disaster 97 were denture wearers but only seven of
these dentures bore identification. Of the 50 people who died in the Bradford
City Football Club fire disaster in 1985 nineteen wore dentures but only one was
marked. The success of identification in this instance would have risen from 45%
to 82% if the dentures had been marked. A similar conclusion was reached by
Anderson in Scandinavia who investigated success rates in identification of
deceased persons where dentures were marked. In 1994 a review by Clark of five
mass disasters that had occurred during the previous ten years revealed that of
the total of 464 victims 48 wore dentures with the majority of dentures
unmarked.

Less appreciated is the need for rapid identification in cases of lack of
consciousness or memory loss. A system for marking dentures would be of great
value in old peoples homes, geriatric and mental institutions,

Incidence of denture marking

Studies carried out in the UK and Sweden indicate that that the incidence of
marking of dentures ranges from 2.5% to 47%. In a ten year survey of all forensic
dentistry cases in Stockholm, Sweden it was reported that 19% of the dentures

were marked. The marking of dentures in Sweden is not mandatory by law but it
has been recommended since 1968 by the Swedish Board of Health and Welfare
that patients should be offered the opportunity to have their dentures marked.

The UK armed forces, in view of occupational risks to their members, have made

the marking of dentures compulsory.
In some states of America the marking of removable dentures is compulsory. In
1984, California was the first state to enact a law requiring mandatory

identification of removable dentures.

Requirements for denture marking systems
Denture marking should fulfil the following basic criteria laid down by
Vestermark in 1975 and are essentially the same as those proposed in 1962 by

Kruger-Monsen.

The mark carried by the denture;
a) Should be specific and easy to read by eye, assisted or unassisted, dependant

upon whether spectacles are worn.
b) Be easy, quick and inexpensive to carry out.
c) Be fire resistant, or if not, be placed palatally or lingually in the molar region so
that the tongue and surrounding structures may protect it. It is only in the most
severe conflagration that the tongue and posterior part of the denture are

burned.
d) Should not weaken the denture.
e) Should be unobtrusive and cosmetically acceptable to the patient.
Johanson & Elkman added in 1984 two amendments to these five basic criteria,
i) That the marker should allow subsequent relining or repair of the denture.

ii) That it should be acid-resistant.
They also recommended that ideally the matter should be radio-opaque.

Methods of marking dentures
Over the years many marking systems have been devised. They can be divided

into four categories:

1. Engraving the cast.
In this method the name of the patient is scratched or engraved on the model
before processing (which produces embossed lettering). Protagonists of this
method contend that it is analogous with scribing the posterior border of the
upper model to provide a post dam but there is some controversy about this
comparison. A case of malignant change in the palate has been described by



Cavalier in 1976.

2. Scribing the denture base.

Here, the letters are scratched or engraved directly onto the processed denture
base (which produces countersunk lettering). Engraving of the denture base can
be done with a dental drill, scalpel or fine point engraving pen. The engraved text
can be highlighted with ink, dye or pencil and covered with a layer of nail
varnish, clear cold cure acrylic resin or special sealant- This method, however,
does not provide a permanent mark and because of the effects of abrasion due
to cleaning remarking has to be repeated after a period of anywhere between
three weeks and one year. However, it may be suitable for short stay
institutionalised or hospital patients.

3. Writing on the denture surface.

There are many references to techniques for writing on the surface of dentures.
These techniques are inexpensive, easily applied and require few material
resources.

All the "surface writing" methods suffer the disadvantage that they are not
permanent and can unknowingly be removed relatively easily. The best synopsis
is that after a year or so, the denture has to be remarked or refurbished. They
have a place and represent an expedient and effective way to mark dentures for
relatively short periods of time. They are best suited to marking dentures in
short-stay institutions and hospitals for periods of up to one year.

4. Including a marker within the denture
If permanence is required a method must be used that involves embedding a
marked token of paper, plastic, nylon, metal or ceramic into the material of the
denture base during or subsequent to its processing.

There are numerous methods described of inclusion. For simplicity they are
divided into two categories;

a) Markers incorporated into the denture base after initial construction and
sealed into a prepared channel using clear auto-polymerising or light cured resin.
b) Markers incorporated into the denture base during the trial packing stage of
initial construction.

The question of the marker's ability to withstand high temperatures is very
relevant. Johansen and Ekman describe the Swedish developed and
manufactured ID metal band system on which information is typed and
incorporated into the denture base. The ID system was until recently used as the
internationally accepted method for marking dentures largely because of its

ability to withstand high temperatures of up to 13000C for ten minutes. Recent
research however shows that the ID metal band is not resistant to temperatures
of 1300°C for ten minutes as claimed by the manufacturers. Nordell et al describe
the use of a marker made from a newly available nickel-aluminide metal strip
which is claimed can withstand elevated temperatures of 1300°C for up to 100
hours and uses a similar technical procedure to insert into the denture base as

the ID system

Induced stress as a result of inclusion of markers within the structure of a

denture
It should be noted that any foreign body such as a marker placed in a denture
base could act as potential source of weakness and adversely affect the strength
of the denture. Work by Fletcher et al indicate that most stress is induced into a
denture base by the use of metallic markers sealed with auto-polymerising resin
after initial construction and least stress induced by incorporation of non-metallic
markers sealed with heat-cured resin during initial construction.

Information to Include on the marker
Information read direct from the marker offers the best hope of rapid
identification and in this respect the Scandinavian CPR system (Central
Population Registry) is appealing. This uses a ten figure number, the first six digits
relating to the date, month and year of birth with zero prefixing numbers less
than ten. The next three digits are personal initials and the last digit is the sex

digit, even for females and odd for males.

Which is the most appropriate marker for use in Forensic Identification?
In the absence of a proper mark any mark can be of assistance.
Local dental traits i.e. certain denture features may be traceable to a particular
practitioner, technician or laboratory but there are obvious parochial limitations
to the value of this incidental aspect of denture construction.
A non-metallic marker sealed by heat-cured resin would seem to be the method
of choice since it results in least porosity and induced stress and meets all the
stated criteria except resistance to fire. However, it has been repeatedly found
that a denture which remains in the mouth during a fire is very well protected
and at least the posterior half to one third will stay intact. Any mark which is
present, including one which is not fire-resistant, will thus survive. However,
when the denture is expelled from the mouth as often happens in violent
accidents such as air crashes and there is a fire that denture will be destroyed but

not it's marker if fire-resistant.



This delicate and insignificant little metal strip will then join the considerable
other debris that will inevitably be present at the scene of the disaster. It is
highly unlikely that this tiny strip would ever be located and in the unlikely event
of it being found it is doubtful if it were readable or possible to relate its location
to human remains scattered over a wide area.

For this reason markers made from fire-resistant metallic or ceramic materials
are probably unnecessary; markers made from onion-skin paper, oiled paper,
acrylic tape or marked pre-formed acrylic strips and sealed by heat-cured resin
are suitable provided they are sited far enough distally in the denture base as
recommended by Vestermark.

Food for thought
Anecdotally it would appear that only a very small number of the dentures found
in victims of the Tsunami in 2004 were marked.
In the UK it costs £10.00 to have a microchip inserted into a pet. There is a
national protocol used by veterinarians/animal rescue organisations to return
displaced pets to their rightful owners that involves the routine use of microchip
detectors. We as dentists should take notice.
A referenced version of this contribution is available by contacting John Rosie.

* * * * * * * * * * *

DVI NEWS

DEPLOYMENTS
Since the last newsletter there have been 2 major incidents where UK DVI
odonts have been involved. The first was the Afriqiyah Airways crash in June.
This was an Airbus aircraft from Jo'burg to Tripoli in Libya and crashed upon
landing. 103 people died and 1 Dutch child survived. There were some Brits on
board but many of those had dual South African and UK nationality. We only
became involved in the AM dental record collection and collation for 3 persons.

The PM was undertaken by our South African colleagues.
The second incident also occurred in June and our involvement was even less. A
small business aircraft crashed in the Congo with 9 passengers and crew. These
were mainly Australians with the pilot and 1 passenger being British. The pilot
had been domiciled in Africa for many years but we did have good dental records
for the remaining person. Here the PM and reconciliation was done by the
Australians.

UK DVI

We are still in detailed discussions with "the powers that be" regarding a call out
system, remuneration and funding for training. Despite our best efforts and
acceding to all home Office requests, progress has been painfully slow and, of
course, with all the recent government budget cut-backs this has become more
and more fraught! There also seem to be more changes afoot in that it appears
that UK DVI may soon be under a different umbrella organisation.
The response to our request for members of the DVI odont pool was slow to start
but we now have a good number of personnel of varied experience who are
ready and willing to be deployed,

TRAINING ETC

Further to my note in the last newsletter, it was decided to invite DCPs to join our
team via BAFO - in case we are short staffed in the event of several catastrophes
occurring simultaneously. To this end we have been undertaking some lectures
to DCPs and I have written a couple of articles for the dental nurse's and dental
hygienist's publications. This has aroused some keen responses and we are
hoping to run a "DVI awareness" day in the New Year to determine what depth
of interest there might be. Cath Adams is keeping a note of those interested with
a view to later contact. The military DVI teams already use DCPs so we are hoping
we can base this around their experience. Those members of the pool will have
our training days already "pencilled in" and we have a meeting shortly to
determine the finer details of this. As mentioned before we are hoping to obtain
funding for this training but for the reasons described above this may prove
difficult but I feel it is perfectly justified (and promised!) - but please don't hold
your breath!

John Robson
Chairman BAFO DVI group



Notices

Spring Conference in Malta

The committee, at its meeting on 17th July, reluctantly decided that the
proposed conference in Malta scheduled for May 2011 would not take place due
to lack of support.
The committee extends its thanks to Romina Carabott for all her hard work
during the past months organising an original venue and then offering
alternative venues when problems arose.

Guidelines for Good Practice in Bite Mark Investigation & Analysis

Members may recall the issue of this booklet in 2004. It has now been updated
to cover the modern routine use of digital photography and a copy of the new
version is enclosed with the newsletter.
It is intended to publish it in the open part of our website so practitioners are,
more than ever, encouraged to adhere to it because astute police officers and
lawyers are likely to be aware of it.

Mentoring and the Police list

Members are reminded that these two areas are open to all at any time.
Mentoring was introduced to allow less experienced people to gain the
experience necessary in order to allow their inclusion in the Police List in due
course. At present, some twelve members are being mentored but there is room
for more, at least in some parts of the country. Anyone interested should
contact Roland Kouble at rolandkouble@hotmail.co.uk

Likewise, the Police List is available to suitably qualified and experienced
members - enquiries to Simon Sampson at simon@sampson.co.uk

Annual General Meeting

The Annual General Meeting of the British Association for Forensic Odontology
will be held at the Menzies Welcombe Hotel, Spa and Golf Club, Warwick Rd,
Stratford upon Avon, CV37 ONR, at 4.30 on Friday 12th November 2010

Items for any other business should be in the hands of the Secretary, Simon
Sampson, before 31st October 2009.

AGENDA

1. Opening by President: Dr Bill Shardlow
2. Apologies for absence
3. Minutes of the last AGM
4. Matters arising
5. President's Report
6. Treasurer's Report and adoption of accounts
7. Election of Officers -Honorary Treasurer and Membership Secretary
8. Election of two ordinary members of the Committee
9. Any other business

**********

Committee

The constitution requires the following officers to retire or seek re-election at the

AGM in November 2010

Honorary Treasurer: Ron Foden
Membership Secretary: Brian Chittick

Nominations, endorsed by a Proposer and a Seconder, who must be a member of
BAFO, should be in the hand of the secretary, Simon Sampson, before the 29th

October 2010.

Ordinary members of the committee:

Ordinary members of the committee: There are two positions for ordinary
members of the committee up for election The ordinary member serves for two

years on the committee.



Should any other members wish to be put forward for election as an ordinary
member of the committee, then nominations, accompanied by the names of a
Proposer and Seconder, all of whom should be members of BAFO, must be
received by the secretary by 29th October 2010.

Call for research paper presentations for the
British Association for Forensic Odontology
Annual Conference, 12th and 13th November 2010

Further to the excellent feedback you provided to our Education, Training and
Research questionnaire at the last conference some of Friday 12th November
2010 afternoon at this year's conference will be dedicated to 10 - 15min oral
presentations of research papers. This is open to the whole BAFO membership
to contribute and is a good opportunity for members to present their work in a
friendly environment. There will be a small prize for the best presentation.
Please can you fill in the form enclosed with the newsletter as soon as possible if
you would like to present a research paper. Deadline 15th October 2010.
There will be an abstract book available at the conference.

New Members

Full Members:
John Garatt
Taranjit Badh

Miles Gladson
Helen Coleman

Associate Members:
Katherine Knott
Stacy Nunn

Student members
Craig Cleary
Caroline Hayden

Yeovil
Derby
Monmouthshire
Berkhamstead

Yeovil
Arborfield

Dundee
Northampton

President

President Elect

Secretary

Treasurer

Current Committee Members

Dr Bill Shardlow

Greystonelees Farmhouse
Eyemouth

Berwickshire
TD14 5SZ
wshard@aol.com

Dr Phil Marsden
Peer review and webmaster
phmarsden@hotmail.com

Dr Simon Sampson
Morialta
Palmerston Road
Newhaven
E. Sussex

BN9 ONS
Mob. 07971898065

Dr Ron Foden
26B The Hornet
Chichester
West Sussex
P019 4JG

Membership Secretary Dr Brian Chittick
Dental Centre
JSU Northwood
Sandy Lane
NORTHWOOD
HAG 3HP
PJHQ-JSU-Dental-SDS@mod.uk

For ail changes of address. Please e-mail to the
above.



Ordinary members and their specific responsibilities are as follows:

Or Numa Kapur Conference co-ordinator

Dr Cath Adams Education, DVI

Dr John Rosie )

Dr Leigh Evans
Changes in Legal Status of BAFO

Co-opted members

Dr. Roger Summers

Dr Paul Phillips

Dr Roland Kouble

Police liaison

Editor of the Newsletter
pauljudyphillips@gmail.com

Mentoring
rolandkouble@hotmail.co.uk

Past presidents attending meetings currently

DrJohnRobson DVI

Dr Graham Ritchie Peer Review and Audit

Prof. Geoff Craig Academic Adviser


