
2 BRITISH DENTAL JOURNAL  |  VOLUME 221  NO. 1  |  JULY 8 2016

Oral health
The destructive effects of khat 

Sir, having worked as a GDP in an area with 
a very high population of patients regularly 
chewing the green-leaved plant khat, I have 
witnessed first-hand the destructive effects it 
can have upon oral health. Commonly chewed 
habitually amongst certain communities for its 
effects of euphoria and heightened alertness, 
it is often accompanied by tobacco smoking, 
and the consumption of high sugar drinks and 
concomitant use of sugar tablets to counteract 
the bitter taste.1 I have noticed that due to this 
concoction, my patients have often presented 
with severe staining of the dentition as well as 
multiple carious lesions affecting several tooth 
surfaces, quite often rendering teeth unrestor-
able. Some literature has also suggested other 
possible adverse oral health outcomes, such as 
oral mucosal white changes, gingival recession, 
gingival bleeding and periodontal pocketing 
among others.2 As of June 2014 khat became 
controlled as a class C drug under the Misuse 
of Drugs Act. I feel that this legislation has and 
will continue to have a beneficial effect upon 
the oral health of patients previously accus-
tomed to chewing khat. In my experience, I 
have noted fewer patients presenting with such 
problems since the legislation and hope that 
this trend continues.

R. Marway, London
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Special care dentistry
Collaborative care

Sir, I was interested to read the recent BDJ 
research article from the Bart’s hospital team1 
especially as the Bart’s team provided other 

medical interventions, with ENT, ophthal-
mology or other colleagues during the same 
general anaesthetic as the dental care for 
people with severe learning disabilities (LD).

Back in 1980 I managed to negotiate a 
monthly dental care session in main theatres 
of a local general hospital in Surrey providing 
dental care for severe LD patients. The dental 
care was carried out by community dental 
service personnel but using hospital theatre 
clinicians and beds as necessary.

I recall working in my local hospital with 
a podiatry colleague during the same GA 
procedures, although we never managed to 
both work at different ends of the patient at 
the same time, we usually did the podiatry 
first then the dentistry.

R. Rippon, Henley on Thames
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Prophylaxis guidelines
Plea to NICE

Sir, Dr Alderson and Professor Baker wrote1,2 
criticising our opinion piece3 and preceding 
Lancet paper4 concerning antibiotic prophylaxis 
(AP) for infective endocarditis (IE) but failed 
to disclose that they work for NICE and were 
involved in the recent review of guideline 
CG64.

We remain concerned that the strict review 
criteria used by NICE exclude animal data 
and contemporary observational studies as 
providing sufficient evidence to influence 
guideline change. Despite our exhaustive efforts 
(and those of others), a definitive randomised 
controlled trial seems highly unlikely due 
to cost, complexity, and ethical issues.5 As a 
consequence, the current criteria dictate that 
NICE guidance addressing this controversial 
question can never change. In this context, the 

original 2008 decision to withdraw antibiotic 
prophylaxis (even for high-risk patients) in the 
absence of a randomised controlled trial (and 
when less observational evidence was available) 
seems questionable.

Our observational study demonstrated 
cause for concern and there was a clinical 
and moral duty to report our findings. In our 
manuscript, we highlighted the limitations of 
our data and explored alternative explana-
tions for our findings.4 

Dr Alderson and Professor Baker remarked 
that NICE had the Lancet data reviewed by 
an independent statistician who criticised 
our analysis, but failed to point out that he 
was commissioned by NICE to provide this 
critique or that the Lancet paper was reviewed 
by nine independent experts (including three 
statisticians), none of whom raised similar 
criticisms. In fact, even the NICE statistician 
concluded that he could find ‘no factual 
error with the modelling approach used in 
the [Lancet] paper’.6 However, by adding two 
extra change-points to the analysis (June 2004, 
June 2011), he could reduce the significance 
of the IE increase that we detected in March 
2008. It should be highlighted that the aim of 
the study was to determine if the fall in AP 
prescribing caused by the March 2008 NICE 
guidelines was associated with an increase in 
IE incidence and that was the change-point 
we therefore pre-specified. None of the Lancet 
reviewers questioned the use of this single 
change-point. Furthermore, NICE gave no 
reason for choosing these extra two change-
points. Nevertheless, adding extra change-
points inevitably reduces the power to detect a 
significant change at any one of them. 

We acknowledge that NICE responded to 
a letter of concern we submitted during the 
public consultation process, but they have failed 
to address the important issues it raised. Our 
plea is that NICE engage in open discussion 
with cardiologists, dentists, researchers and 
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patients with expertise on this topic. Currently, 
its interpretations remain at odds with 
pertinent stakeholders, including international 
guideline committees in Europe and the USA.

M. H. Thornhill, M. Dayer, P. B. Lockhart,  
M. McGurk, D. Shanson, B. Prendergast,  
J. B. Chambers, S. Jones, L. M. Baddour:

Sheffield, Taunton, Charlotte NC USA, 
London, London, London, London, New York 

USA, Rochester MN USA.
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Dental radiography
Embarrassing foreign objects

Sir, panoramic radiography (PR) is used 
worldwide for the screening of oral and maxil-
lofacial diseases. One of the main considera-
tions, before PR, is the removal of the patient’s 
personal objects (piercings, glasses etc). To 
our knowledge, there are no studies that focus 
on this aspect, especially in private dental 
surgeries, and so we evaluated the presence of 
radiopaque objects in PR made by dentists. 

All PR performed by dentists at the Dental 
Clinic of Brescia from 2005 to 2015 were 
evaluated to detect foreign objects. A total 
of 1,584 PR were reviewed by two calibrated 
clinicians, and in 43 cases (2.7 %) radiopaque 
objects were detected: piercings (22 cases), 
earrings (14), glasses (7). These numbers are 
almost embarrassing. When metal jewellery 
is present during radiographic examination, it 

may prevent visualisation of normal anatomy 
and/or pathologic findings (Fig. 1). Dentists 
should be strongly advised to remove any 
objects in the head area and oral cavity from 
patients before X-ray exposure. Non-diagnostic 
images may lead to retakes, with an increase of 
the patient’s ionising radiation exposure. 

G. Conti, Milan
E. Bardellini, F. Amadori, Brescia
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Anaesthesia
Pause for palsy 

Sir, we wish to report an unusual case of 
facial nerve palsy. A 33-year-old female 
presented complaining of swelling on the 
left-hand side of her face which was visibly 
swollen over her cheek and tracked down 
to her submandibular region. Endodontic 
treatment had recently been carried out on 
tooth 25, but the tooth was asymptomatic 
prior to obturation and was asymptomatic on 
presentation.

Intra-orally, no sinus was evident, and teeth 
34 and 38 were tender to percussion. There 
were heavy plaque deposits in the lower arch, 
and the gingivae appeared erythematous. 
It was felt that there may be a periodontal 
component to the patient’s pain and swelling, 
so one cartridge of 2% lidocaine hydrochloride 
with 1:80,000 adrenaline was administered 
as an inferior dental block (IDB) using an 
aspirating syringe. Ultrasonic debridement 
was carried out on the lower arch and the 
patient was prescribed 500 mg amoxicillin and 
200 mg metronidazole as local drainage was 
not possible. The patient was to be reviewed the 
next day, and advised to seek medical advice if 
the swelling became worse overnight.

The patient then presented to the local A&E 
department in the early hours of the morning 
with no toothache but left sided facial nerve 
weakness, pulsing facial pain and a sore throat, 
which started around 1-2 hours whilst at work, 
post-administration of the IDB. On clinical 
examination, there was no obvious swelling 
or cervical lymphadenopathy, but a clinically 
apparent dry left eye and left sided facial nerve 
weakness. Teeth 24 and 25 were slightly tender 
to percussion but no other abnormalities 
were detected. A diagnosis of left-sided facial 
nerve palsy was reached, and the patient was 
prescribed low dose oral steroids to take once 
a day for seven days and Xailin and Hylo-forte 
eye drops to use morning and night to prevent 
any eye dryness. She was advised to use 

transpore tape and a patch to cover the affected 
eye. However, it was unclear if the patient’s 
symptoms were due to the local anaesthetic she 
received at her dental appointment or due to 
an alternative coincidental cause. The patient’s 
symptoms have now thankfully resolved.

Facial palsy following local anaesthetic 
administration has been reported to have an 
incidence between 1:42 and 1:750,000,1 and can 
have several causes, including direct trauma, 
injection into a lobe of the parotid gland near 
where the facial nerve branches, neurotoxic 
effects of the local anaesthetic, and also type I 
(immediate) and type IV (delayed) hypersen-
sitivity reactions, with the onset of facial nerve 
paralysis sometimes delayed for over two hours. 

J. McKay, E. Ford, Inverness
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Branches and sections
Here’s to the future...

Sir, people are any organisation’s most 
important asset; the future rests with those just 
setting foot on their career path. So it was with 
much pleasure that Yasmin Aydin stood and 
was duly elected as the Chair of Lancaster & 
Morecambe BDA Section. Already a qualified 
hygienist/therapist, Yasmin is studying at 
UCLAN’s Morecambe Dental Education 
Centre. Since joining, Yas has sent a breath of 
air through the section; her pub quizzes have 
brought students and local dentists together in 
a whole new way.

Our section is also proud to be the home 
of the BDA’s national President-elect. Peter 
Dyer has, throughout his career as a maxfax 
surgeon, been an active member of the BDA. 
Dental students locally know him for his gentle 
mentoring style and hospital-based junior 
dentists know him for his staunch support 
during the recent contract negotiations. There 
may even be some colleagues reading this who 
recall him being student president of the BDA 
(back in the same year that Prince Philip was 
the national BDA president). Peter’s advocacy 
for those during the early stages of their careers 
has resulted in excellent engagement of young 
dentists in this area. 

As a section, we would like to congratulate 
Yasmin and Peter on their recent appointments!

W. Thompson,  
BDA Lancaster & Morecambe Section
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Fig. 1  Personal objects in panoramic radiographs:  
a) glasses b) earrings c) earrings d) lingual piercing
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