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This alternative has been touted to be the
safest in treating warfarin users with oral
candidiasis.?

There appears to be scarce epidemiological
and indeed theoretical evidence to indicate
the causation of derangement in warfarin
anticoagulation with nystatin.*

A note here must be made of the fact that
the nystatin oral suspension contains sugar;
given this and its mode of delivery, the
suspension generates conditions conducive
to promote dental decay.®

Practitioners must advise and follow-up
with the patient pertaining to this aspect of
the prescription as well.

V. Sahni, New Delhi, India
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Paediatric dentistry
PROMs in Al patients

Sir, we read with interest the recent well-
reported prospective multi-centre specialist-
setting paper by Lyne et al.! detailing the
patient-reported outcome measures (PROMs)
of a young population with amelogenesis
imperfecta (AI) when transitioning to
definitive dentition. This comment is
focused on the need for discussing the study
limitations and validation of the newly
introduced PROM questionnaire.

Indeed, this was a very ambitious project
since Al a rare genetic disorder typified
by faulty enamel development, can be
difficult to diagnose and treat in young
people. Additionally, Al presents with
varying degrees of severity. However, there
were six participants with an ‘unknown’
or ‘unclassified’ phenotype. How does the
inclusion of these participants affect the
results of this study? As treatment plans are
likely to be patient-specific, this presents
yet another variable with unknown effect.
Furthermore, 40 participants (67%) were
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recruited from a single institution, whereas
between six and seven participants were
recruited from each of the remaining three
institutions. Thus, it is unknown if the
Eastman dataset was affected and diluted in
the combined results as has been shown in
multi-centre trials.

Interestingly, given that participants with
all AI clinical phenotypes experienced a
range of concerns, the personalised and
multidisciplinary specialist strategy seems
to be the safest option. Despite the young
patients with AI in Ohrvik and Hjortsjo*
stating a high satisfaction level with
aesthetics and function of their restorations,
all-ceramic bonded restorations were
superior to indirect or direct composite-
resin restorations in terms of clinical success
criteria, anatomy and marginal integrity.?
This demonstrates the disparity between our
assessment as clinicians and that of patients
as reported elsewhere.?

The PROM questionnaire has not been
validated. Consequently, recommending it for
daily practice or future studies might not be
the current best suggestion. Moreover, some
questionnaire items may require revision.
Three categorical answers were available
in eight of the ten questions. Thus, it is not
surprising that three-quarters of the sample
mentioned that they ‘often’ or ‘sometimes’ felt
dissatisfied, with the appearance of their teeth
becoming the most common concern.

We were glad to see that Lyne et al.! took
the analysis one step further, and found that
81%, 41% and 33% of the ‘post-treatment,
‘mid-treatment’ and ‘pre-treatment’ patients,
respectively, were happy with their teeth.
Once again, the encouraging positive
outcome of their ‘post-treatment’ patient
satisfaction implies that UK specialist centres
are delivering effective personalised care to
young patients with Al Finally, we would
like to congratulate the authors despite the
caution discussed in this comment letter.

K. I. Afrashtehfar, University of Bern,
Switzerland; R. J. Rezaei-Soltanabadi, Ajman
University, UAE

Dr Alexandra Lyne responds on behalf of
the authors: The authors would like to thank
the readers for their letter highlighting the
complexities of providing care for patients
with amelogenesis imperfecta (Al) and their
helpful comments. The Al patient-reported
outcome measure (PROM) described in
our recent paper was developed as a service

evaluation tool to improve Al care and
communication within the participating
paediatric dentistry specialist units in the UK.
This simple questionnaire was not developed
with the rigour required for a research tool,
but it did benefit from the invaluable input
of young patients themselves. Our findings
demonstrated the range of responses received
but were not intended to be applied to the Al
population in general, or to determine what
treatment modalities are most successful in
this group.

The readers highlighted the challenges of
reaching a correct classification and diagnosis
for the different types of AL, which were also
noted in our paper. They also commented on
the fact that the PROM had not been validated
for wider use which is something we hope to
address in future studies.

The intention of this paper was simply to
demonstrate how a PROM can be developed
with children and young people to help
communicate their individual concerns and
needs at various stages of their treatment.
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Cosmetic procedures
Botox hidden dangers

Sir, the indications for the use of botulinum
toxin (BT) in the head and neck region
include hypersalivation, migraine, masseteric
hypertrophy, hemifacial muscle spasm and for
the treatment of rhytids."? Although widely
accepted as a safe drug, there are many side
effects and interactions, and we hope this
summary serves as a quick yet essential guide.
There are no absolute contraindications
except a history of allergy to constituents of
BT product. It should not be injected directly
into infected skin or skin with psoriasis or
eczema. Relative contraindications include
avoiding injecting BT in patients who are
breastfeeding, on contraceptives or pregnant
unless clinically highly indicated. The
evidence suggests that botulinum does not
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cross the placenta and systemic levels after

cutaneous injections are extremely low.> As

a caution, BT injected into patients with

neuromuscular or neurological disorders

(eg myasthenia gravis) can result in severe

muscle weakness.

With regards to drug interactions,
antibiotics — through their blockade

effect at the neuromuscular junction -

gentamycin, amikacin, tobramycin and

neomycin may result in exaggerated effects
of botulinum toxin. Acetylcholinesterase
inhibitors, prescribed for patients with
myasthenia gravis, act as toxin antagonists
and therefore may reduce the effect of
botulinum toxin (common medication
includes pyridostigmine). Aminoquinoline:

these antimalaria medications have a

negative effect on acetylcholine and therefore

reduce nerve excitation. The result is that

it has the potential to magnify the effect

of BT. Cyclosporin: through an unknown

mechanism, cyclosporin may potentiate the

effects of BT.
Side effects can include:

« Keloid scar at injection site

« Ptosis - if an injection is too close to the
eyebrow, toxin solution may diffuse to the
levator muscles of upper eyelid causing
obvious weakness

« Dysphagia - if injection given
to major salivary gland or to the
sternocleidomastoid muscle. Diffusion of
toxin into surrounding muscles can cause
this issue*

+ Respiratory embarrassment - injections
into both submandibular glands for
excessive hypersalivation may result in
toxin solution extruding out of the gland
capsule and into surrounding muscles
involved with breathing*

« Facial weakness - caused by diffusion
of toxin to facial nerve branches, in
particular when injected into the masseter
muscle

o Pain, bleeding, swelling, bruising,
infection

o Headache

o Paraesthesia

o Aesthetic disenchantment.

The vast majority of BT injections in this
region are safe but a full patient assessment
and thorough medical history is essential.
Risks must be clearly explained and
documented in the medical notes.

N. Althawadi, A. Ujam, B. Visavadia,
Northwick Park, UK
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Safeguarding
Continuing vulnerability awareness

Sir, I was assured and saddened to see
safeguarding being highlighted once again
within the BDJ. I would like to thank Mrs
Harris for her expert opinion' based on

the important recent research published by

Tuthill ef al.? into child safeguarding. The role

dental teams play in safeguarding is key now,

perhaps more than ever.

The National Society for the Prevention of
Cruelty to Children published a document
regarding child welfare and the pandemic
in June 2020.> Within this document, they
conclude that ‘the combined impact of
increased stressors on caregivers, increased
child vulnerability, and reduced safeguards
increases the potential for new and recurring
cases of abuse in all its forms. This view was
supported by the Children’s Commissioner,
National Crime Agency and the Children’s
Society.

Childline subsequently reported record
numbers of phone calls,* with the top
concerns reported to their helpline being:

o Adult health and behaviour (including
worries about parental alcohol and substance
misuse, domestic abuse and parental mental
health), which increased 42%
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o Neglect, which increased 15%
o Physical abuse, which increased 18%
« Emotional abuse, which increased 40%.

As dental services return to a new
normal, it is essential that we understand
our responsibilities. It may be that we
are the first external party, aside from
the education sector, to engage with a
child or young person since the onset of
the pandemic. Principle 8 of the GDC
Standards document’ states we have a
responsibility to raise concerns when
patients are at risk of abuse and neglect and
know how to manage these circumstances.

I would implore and encourage my
colleagues to continue to utilise excellent
guidance® we have in our possession.
Support is available from local safeguarding
teams, paediatric dentistry departments,
social services and medical colleagues.

All of the aforementioned is imperative
to protect our paediatric dental patients
from harm - particularly as it may be that
we are encountering them at their most
vulnerable.

S.J. F. Wright, Liverpool, UK
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