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Dental education
Mental health at dental school

Sir, during my experience at dental school,

I have been overwhelmed by the number

of students that experience mental health
challenges. These challenges have been
described as a range of both physical and
psychological symptoms that include but are
not limited to palpitations, gastrointestinal
disturbances, anxiety and depression.

Whilst there have been comprehensive
studies into the mental health of medical
students, there has been limited research into
the mental health, support and opinions of
dental undergraduates during their studies.
Dental students participate and endure the
pressures of an academically challenging degree
accompanied by high contact hours, making
them vulnerable to burnout. Throughout
this, they are expected to maintain a highly
professional demeanour, and are often
concerned regarding the implications of
declaring mental health complaints.

After sending an online questionnaire
aiming to measure mental health challenges
faced by dental students based in London, I
found that 60.71% (17/28) of dental students
acknowledged that they had experienced
mental health related challenges during
their time at dental school, of whom only
30% sought support. Upon discussions with
students it became clear that whilst there are
a number of provisions for mental health
support, students are often unaware as to
how to access them.

Having identified that the majority of
dental students experience mental health
related challenges at university, there is
reason to suggest that stress management
and wellbeing courses should be integrated
into BDS programmes. There is evidence
that mindfulness-based stress reduction
training for medical and psychology students
has a significant positive effect in mental

wellbeing.! Furthermore, a study by Collin et
al. showed that as many at 58.7% of general
dental practitioners reported high levels of
occupational stress.? I believe that developing
stress management skills from an early stage
in the dental career would be beneficial to
students’ mental health not only during their
studies but also in their future careers, in turn
resulting in them becoming more competent
clinicians providing a high standard of care.
A. Mahmud, London, UK
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Dental caries
Food impaction

Sir, it was interesting to read the article How to
assess and manage external cervical resorption
[ECR] in the British Dental Journal (2019; 227:
695-701). The descriptions of Figure 5 and
Figure 6 have been exchanged by mistake.

The author has mentioned many causes of
ECR but missed out the most important cause
which is food impaction. The impacted food
acts as a foreign body thereby generating an
inflammatory response which leads to ECR.
ECR in other words is root caries. The impacted
food also puts pressure on the root which also
contributes to resorption of the root.

Third molar mesio-angular impaction
causes resorption of the distal surface of
the second molar. In these cases again, the
pressure from the third molar, the pressure
from impacted food and inflammation caused
by the impacted food cause the resorption of
the distal surface of the second molar.

After the removal of the third molar there
is no food impaction distal to the second
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molar and the resorption of the distal surface
of the second molar gets arrested.

I have many radiographs of mesio-angular
impactions of third molars before, and follow
up of the distal surface of the second molar
after extraction of the third molars.

L. K. Bandlish, London, UK

Corresponding author Jaymit Patel
responds: I thank the correspondent for their
letter in relation to our article. With respect to
the lesion highlighted in this letter (resorption
associated with impacted third molars with
concomitant food packing), I feel that there
has been some confusion in relation to the
aetiology of resorption.

Dental caries involving the distal surface of
lower second molars in cases with an impacted
lower third molar is a recognised clinical
presentation. In this situation tooth tissue loss
occurs as a result of caries, rather than the
resorptive mechanism described in our recently
published article.

The aetiology of the resorptive process in
ECR is poorly understood. It is thought to relate
to mechanical or chemical trauma affecting
the external surface of the root, which results
in dentine exposure. This process is sustained
through either an inflammatory stimulus or an
aseptic resorptive process’ (with no consensus
on which mechanism induces and sustains
this process). Whilst it has been reported that
bacterial microorganisms may have a role in the
resorptive process, this is likely to be in sustaining
an inflammatory process and thus supporting
osteoclastic resorption, rather than initiating it.

Resorption of a second permanent molar
tooth as a result of an adjacent impacted third
molar tooth is a presentation described in
several published articles. Other commonly
affected teeth include upper lateral incisors and
central incisors as a result of impacted canine
teeth. Whilst some papers do report on the
role of pressure from the erupting tooth on the
resorptive process, the true mechanism remains



