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financial benefit for the NHS, as this is a 
difficult condition to manage, and for severe 
cases may require surgery for debridement or 
resection.4

C. Frazer-Cox, North Wales, UK
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as critical appraisal, however, I feel there 
should be more scope to incorporate further 
research opportunities into these posts. 
Many trainees would be willing to assist 
senior colleagues in established projects or 
like the chance to complete small projects of 
their own with guidance and assistance to 
provide good learning opportunities as well 
as supporting portfolios.

G. K. Randhawa, Bristol, UK
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Oral surgery
New MRONJ guidance 

Sir, there has been guidance for dentists 
on the prevention of medication-related 
osteonecrosis of the jaws (MRONJ) for 
several years.1 Although this guidance 
also included information for prescribers 
and dispensers, it does not appear to 
have been widely disseminated. Indeed, 
only 4% of general medical practitioners 
in a Birmingham study were aware of 
MRONJ guidelines.2 I therefore welcome 
the publication by the Royal College of 
Physicians for the multi-disciplinary team.3 

MRONJ is defined as exposed bone, or 
bone that can be probed through a fistula, in 
the maxilla or mandible, that has been present 
for more than eight weeks.4 It is an adverse 
side effect of anti-angiogenic or anti-resorptive 
medication.1,3 The incidence of MRONJ 
in patients who take these medications is 
reported as 1% in cancer patients and 0.1% in 
patients with metabolic bone disease.1  

There have been instances of MRONJ 
occurring spontaneously, but it is most 
common following a dental extraction.1,3,4 
Prevention of MRONJ involves pre-
treatment screening, extraction of teeth with 
poor prognosis, adjustment of prostheses and 
education, including oral hygiene instruction 
and controlling risk factors such as smoking 
and alcohol. This has been shown to reduce 
the incidence of MRONJ by up to 50%.5 

Dentists have reported poor 
communication with other healthcare 
professionals and often rely on patient recall 
for their medical history.6 The new guidance 
introduces dental alert cards which are to 
be carried by patients and shown to their 
dentists.3 Referral and reply letters between 
oncology, dentists and maxillofacial/oral 
surgeons have also been produced. 

We should welcome and familiarise 
ourselves with these new methods of 
communication and remember to report all 
cases of suspected MRONJ to the MHRA.7 

Reducing the incidence of MRONJ will have 

Dental education
Undergraduate research

Sir, I read with interest a colleague’s letter 
on the subject of getting published.1 I 
believe that research experience is an area in 
which many dentists including dental core 
trainees (DCTs) do not have any substantial 
experience. Although the importance of 
research is touched upon at undergraduate 
level, there are few opportunities and most 
of the research activity in dental schools 
is carried out by postgraduate students. 
Many dental students would benefit from a 
further insight into research or opportunity 
to carry out small research projects at 
an undergraduate level supervised by 
senior staff. This would also give them a 
good foundation for future projects at a 
postgraduate level. 

At a DCT level academic clinical fellow 
posts address this ability for trainees to be 
able to carry out research; however, these 
are few and far between. Some DCT posts 
may provide an insight into research such 

Periodontology
Periodontal therapy and cell adhesion

Sir, periodontitis is a chronic infection 
and inflammation of the periodontium.1 A 
relationship between periodontal therapy 
(PT) and reduction in risk of cardiovascular 
diseases has been reported.2 One hypothesis 
is that PT reduces the expression of cell 
adhesion molecules that are pivotal in the 
pathogenesis of vascular inflammation and 
atherosclerosis.3 This first meta-analysis 
included eight studies (three randomised 
control trials, one prospective non-
randomised study, and four retrospective). 
The main outcome was change in the levels of 
cell adhesion molecules (soluble endothelial 
selectin s-E-selectin-1, soluble intercellular 
adhesion molecule-1 s-ICAM-1, and 
soluble vascular cell adhesion molecule-1 
s-VCAM-1) following PT. Standardised 
difference in means (SDM) was used for 
effect size (ES) measurement. An ES of 0.2-
0.5 is considered small, 0.5–0.8 is medium, 
and more than 0.8 is large. 

Of the 797 patients (445 in PT, 352 
in control), men formed 62.3% (497) 
with 69.8% (311) and 52.8% (186) in the 
respective groups; the mean age of patients 
was 51.9 and 55.89 years respectively. PT 
included oral hygiene instructions, scaling 
and root planing, antibiotics, chlorhexidine 
mouthwashes, tooth extractions and 
surgical PT. The control group received no 
treatment. Patients had moderate to severe 
periodontitis. Follow up varied between 3–6 
months. PT showed a positive and medium 
effect size (SDM 0.52, 95% CI 0.10-0.94) on 
decreasing s-E-selectin values at follow up. 
PT did not show a statistically significant 
effect size on lowering s-ICAM-1 (SDM 0.41, 
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