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CORONAVIRUS ---- -

COVID tongue

Sir, I read with interest the emerging media
reports of a possible association between
geographic tongue (GT) and SARS-CoV-2
infection, recently coined as ‘COVID tongue’
These reports have been identified through the
ZOE COVID-19 Symptom Study app, where
participants submit symptom reports on a
daily basis. Professor Spector, the study’s lead
researcher from King’s College London, has
reported a number of user submissions that
seem to be consistent with GT, but to date there
are only two communications in the literature
reporting it as part of COVID-19 illness."?

GT, otherwise known as Erythema
migrans, is not an uncommon finding on
the oral medicine clinic. Adult incidence
is around 1-2%. Typically, it presents with
irregular areas of depapillation on the
dorsal aspect of the tongue. These areas may
change in size, shape and position, much
like continental drift, as its name suggests. It
affects both males and females and may be
seen at any age.

While some elements of the media have
called for COVID tongue to be added to the
list of COVID-19 symptoms, its diagnostic
value remains unknown and should be
treated with caution. Such findings may
represent a pre-existing GT.

However, as dental professionals, we must
also be receptive to these developments.

If a GT is of recent onset, could it signify
COVID-19? Possibly. There is some evidence
to suggest that GT might be associated with
elevated levels of the inflammatory cytokine
interleukin-6 (IL-6),’ the same cytokine that
is upregulated in severe COVID-19 disease.
It is also worthwhile remembering that
angiotensin-converting enzyme 2 (ACE2)
receptor expression is higher in the tongue
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relative to other oral tissues.” ACE2 receptors
are the entry point of the SARS-CoV-2 virus.
Further research is necessary, but as media
interest may generate some concern among
our patients, we must keep abreast of these
developments and remain vigilant.
R. W. Hathway, Bristol, UK
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Advice on consent

Sir, a recent letter about consent and the need
to warn about a risk of catching COVID-19
while attending for dental treatment’ is an
interpretation of the Montgomery ruling,>
which potentially undermines the current
standard operating procedure (SOP)* and
duplicates the warnings currently issued
before attending a hospital appointment. It
helps to distinguish between the procedure
and the environment in which it is provided.
COVID-19 is not a material risk of the
dental procedure itself and prospective
patients will already have been alerted to
the risk of visiting the hospital setting. The
risk from being in a hospital building will
have been covered by the general advice/
instructions for anyone attending the

hospital, and the infection protection control
measures the authors acknowledge are
carried out and therefore do not need to be
part of the consent to the procedure itself.

‘Montgomery’ dealt specifically with the
material risks of a medical procedure. The
consent process is not invalidated by adding
a line about the material risks of visiting
a hospital, but neither does it augment
the validity of that consent. The aim of an
effective consent process is not to overwhelm
the patient with so much information that
they are left unable to process it all.

General dental practitioners who follow
the SOP when providing dental treatment
should continue to follow the BDA advice
on consent* without adding any additional
warnings about their surgeries. Dental
surgeries that are non-compliant with the
current SOP in their jurisdiction should not
treat patients.

L. D'Cruz, Head of BDA Indemnity, London, UK
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Help is at hand

Sir, I was pleased to read the item ‘Addiction
and alcoholism in dentistry’! In these
COVID-19-dominated times, many of our
colleagues are turning to drugs, alcohol and
other behaviours to combat their work-
related anxieties and stresses. In many
cases, this can lead to dependency and
addiction, which can ultimately lead to their
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