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dentaltraumaguide.org) which is useful as an 
evidence-based guide to managing all types 
of trauma to primary and secondary teeth.
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PRESCRIBING

Congratulations
Sir, we congratulate N. Beacher et al. for 
bringing the antibiotic-associated compli-
cations of Clostridium difficile-associated 
disease (CDAD) to the attention of dentists.1 

Although their coverage of the topic was 
comprehensive, there are recently published 
data specifically related to the dental use of 
amoxicillin and clindamycin for the preven-
tion of infective endocarditis and the associ-
ated incidence of CDAD.2 We surveyed yellow 
card adverse reaction reports between 1963 
and 2014 for all prescriptions of a single 3 g 
oral dose of amoxicillin or a single 600 mg 
oral dose of clindamycin. The adverse reac-
tion rate for amoxicillin was very low with 
zero fatal and 22.62 non-fatal adverse reac-
tions reported per million prescriptions – of 
which 40% were allergy-related and 15% 
could have been CDAD-related. In contrast, 
the adverse reaction rate with clindamycin 
was much higher with 12.6 fatal and 149.1 
non-fatal adverse reactions per million 
prescriptions with all but one of the fatal 
reactions due to CDAD and the majority of 
the non-fatal reactions (57%) likely due to 
CDAD with only 22% allergy-related. While 
demonstrating that CDAD can occur with 
amoxicillin, our data suggest that a single 
3 g oral dose used for antibiotic prophy-
laxis is extremely safe. In contrast, a single 
oral dose of clindamycin appears to cause 
CDAD with a much higher frequency and 
severity, including death, than amoxicillin. 
Indeed, the propensity for a single dose of 
clindamycin to cause CDAD appeared to be 
similar to that of more prolonged courses 
of clindamycin used for treating infections. 
This was somewhat unanticipated as it had 
previously been thought that a single dose 

would be unlikely to predispose to the devel-
opment of CDAD.
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Anti-thrombotic agents
Anti-thrombotic agents are used for treat-
ment of thrombosis – to prevent a throm-
bus enlarging, or to prevent thrombosis 
in people at risk, such as those who have:
•	Atrial fibrillation 
•	Blood disorders 
•	Endocarditis
•	Mechanical heart valves
•	Mitral stenosis
•	Hip or knee replacements.

All anti-thrombotic agents produce a 
bleeding tendency and may cause post-
operative bleeding. Dental preventive care 
is thus especially important in order to min-
imise the need for surgical intervention. In 
general, anti-thrombotic agents should be 
stopped before surgery only where the risk 
of post-operative bleeding is high (eg major 
surgery) or where the consequences of even 
minor bleeding are significant (eg  reti-
nal and intracranial surgery) though, for 
other minor surgery, drug dose reductions 
are rarely needed and indeed may put the 
patient at risk from thromboses which can 
be lethal.1 This should be discussed with the 
patient, who also must be warned of the risk 
of intra- and post-operative bleeding and 
intra/extra-oral bruising.

The two main classes of anti-thrombotic 
drugs are anticoagulants and antiplatelet 
drugs. Oral anticoagulants include: 
•	Vitamin K antagonists (VKAs -such as 

warfarin/coumarins)
•	Newer oral anticoagulants (NOACs - 

such as dabigatran). The latter, such as 
direct thrombin inhibitors (DTI) (gatrans) 
and anti-Xa (xabans), target respectively 
the single coagulation enzymes 
thrombin (dabigatran) or factor Xa 
(apixaban, rivaroxaban, and edoxaban). 
In contrast to warfarin, NOACs have 
less thrombotic events and lower rates 
of major bleeding events and do not 
require monitoring in the same way 
as for warfarin using the prothrombin 

time or INR.2 and  are thus replacing 
VKAs for many situations. Dabigatran 
and rivaroxaban are quickly absorbed 
and have short half-lives compared to 
warfarin so, in the event of excessive 
anticoagulant activity, discontinuing the 
drug is usually sufficient. Dabigatran 
and rivaroxaban have to date had no 
antidotes  and if reversal is essential,   
haemodialysis, coagulation factor 
concentrates, and an antibody fragment 
which binds dabigatran (aDabi-Fab) were 
recommended to reverse the effects.3

The U.S. Food and Drug Administration 
(FDA) has now just granted approval of 
Praxbind (idarucizumab),4 a humanised 
antibody fragment, or Fab, which binds 
specifically to dabigatran molecules only, 
neutralising their anticoagulant effect with-
out interfering with the blood coagulation 
cascade, for reversal of the dabigatran anti-
coagulant effects if needed for emergency 
surgery/urgent procedures or in life-threat-
ening or uncontrolled bleeding.5,6

Biological agents clearly will have 
increasing utility in healthcare well 
beyond those already reported.  
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ERRATUM

Letters BDJ 2015; 219: 420-421 
Case report: A bridge too far!
The caption to Figure 2 in this letter was 

incorrect. It should have read as follows:
‘Fig. 2 The extracted 9-unit cantilever 

bridge’. 
We apologise to the author and our read-

ers for any inconvenience caused by this 
error. 
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