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LETTERS 

CHANGE THE BATHWATER
 
Sir, a recent cohort study of caries inci­
dence in 739 children in the journal 
highlighted the importance of prevention 
in primary teeth.1 The authors observe 
that caries diagnosis in this study did not 
include radiographic examination, so it is 
likely, therefore, that many of these appar­
ently caries-free children had undiag­
nosed approximal lesions at presentation.2 

For this reason we agree wholeheartedly 
with the conclusion that, whether caries 
is obvious or not, all children require pre­
ventive care, for which evidence-based 
guidelines are readily available.3,4 

However, none of these guidelines rec­
ommend a prevention-only approach to 
caries management once cavitation has 
been diagnosed. Based on their own ret­
rospective data, the same group have sug­
gested that the sequelae of dental caries  
(pain, sepsis, extractions) cannot be con­
trolled by restorative intervention either.5 

The question of whether primary tooth 
restorations are effective or not in man­
aging caries would seem more complex 
than either side in this increasingly polar­
ised argument are prepared to admit. 
Two recent systematic reviews show that 
amalgam,6 compomers, or resin modifi ed 
glass ionomers7 can be used with suc­
cess in primary teeth. Further inspec­
tion of the individual studies reported 
in these reviews suggests that pain and 
infection are uncommon sequelae. For 
example, Qvist8 followed over 1,500  
Class II restorations in 971 children for 
seven years. Treatment was undertaken 
by non-specialists in the Danish Public 
Dental Health Services, and only 7% of 
teeth subsequently presented with sepsis 
or were extracted. However, a recent UK 
randomised controlled trial investigated 
clinical outcomes of the Hall Technique 

with those of standard restorations 
provided by GDPs for carious primary 
molars.9 For the 129 children followed up 
for two years, only 2% (n = 3) of the Hall 
crown teeth had abscessed or become 
unrestorable, while for the teeth with 
standard restorations this was 15% (n = 
19), a figure approaching that reported 
by the Manchester group for teeth left 
unrestored! How could the UK results 
be so different from those reported by 
Qvist? There are a number of possible 
reasons, but further examination of the 
data shows that the material of choice 
for the majority of GDPs when restor­
ing Class IIs was unmodified glass iono­
mer cement, a material now regarded as 
unsatisfactory for this purpose.7 GDPs 
clearly want to provide the best possi­
ble care for their child patients, so what 
are the barriers to the use of techniques 
and materials (amalgam, compomers, 
composites or resin modified glass iono­
mers) of proven effectiveness in general 
practice? These obstacles, be they fund­
ing, education, access to specialist care 
or something else altogether, need to be 
further explored and then addressed. 

Repeated demonstration that what is 
currently being provided is inadequate 
for children in the UK does not mean that 
the baby (reduction in pain and sepsis 
for UK children) should be thrown out 
with the bathwater (current restorative 
methods in the general practice envi­
ronment). Perhaps the bathwater simply 
needs changing! 
B. Chadwick, R. Borland, D. Evans, N. Innes, 
J. Mackie, E. Treasure, G. Topping, J. Steele 

By email 
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DERMATITIS RISK 
Sir, we wish to draw attention to our  
concerns about the risks of work-related 
dermatitis to dental workers, particu­
larly from frequent hand washing and 
use of disposable gloves. 

Reports from dermatologists show that 
dentists and dental care professionals 
have a 6- to 11-fold higher than average 
risk of developing work-related contact  
dermatitis;1 cited agents are personal pro­
tective equipment including gloves, rub­
ber chemicals (believed to be related to 
glove use), wet-work, resins and acrylics. 

Knowledge of dermatitis risks and 
control measures was assessed by a 
questionnaire completed by 132 respond­
ents, mainly dentists, attending the 
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successful Annual Dental Symposium the Faculty of General Dental Practice pain-dysfunction syndrome with occlusal equili­
bration. J Prosthet Dent 1990; 63: 695-700. of the Northern Deanery entitled ‘The amongst others. 

Future in your Hands’. Many were aware 
of work-related dermatitis; it was unfor­
tunate that for some, this was through 
personal experience of work-related der­
matitis (about 10%). 

As to the causes, there was good aware­
ness of the risks from natural rubber latex 
(NRL); those delegates who were more 
recently qualified were aware of latex  
issues from their undergraduate training. 
There was poorer awareness of the risk of 
dermatitis from wet-work (which includes 
hand washing) and rubber chemicals  
which may be released from NRL and 
non-NRL gloves, powdered or not. Some 
were of the misconception that if they are 
not currently allergic to single-use gloves 
then they will not develop a glove allergy 
in the future. About 10% of respondents 
used ‘powdered’ NRL gloves, which is a 
practice that is difficult to reconcile with 
the relevant advice.3-5 

Given the knowledge of the risks, most 
had policies in place. Some had gone 
further than others to manage the risks. 
About 40% of respondents had access 
to workplace emollient creams whilst 
a relatively small number used ‘skin 
checks’ (21%). 

Frequent hand cleaning, wet-work 
and the wearing of single-use gloves is 
a feature of dental work, and therefore 
the focus of control measures must be 
good skin care, such as emollient use  
and checking for early signs of dermati­
tis. For example, staff should be aware of 
the risks of contact dermatitis from: 
• Rubber chemicals (eg thiurams) 

which can be present in both 
non-NRL and NRL disposable gloves; 
(proteins also present in NRL gloves 
can cause allergic reactions in sensi­
tive individuals) 

• Wet-work; as a guide – more than two 
hours a day or about 20 to 40 hand 
washes a day. 
Staff should be aware of how to: 

• Maintain good skin condition 
Employers should consider: 

• Supplying workplace emollients 
• Use skin checking by a ‘responsible’ 

person.2 

More information is available through 
HSE’s ‘Skin at Work’ webpages, as well 
as the British Dental Association and 

G. Cartlidge, Liverpool 
D. Sen, Manchester 
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WORK OVERLOOKED 
Sir, I write regarding the continuation of 
an inaccuracy cited in the article Unex­
plained orofacial pain – is an early diag­
nosis possible? (BDJ 2008; 205: E6). The 
article questions evidence of success­
ful resolution of pain symptoms with  
occlusal adjustment. Cited are literature 
review papers. These reviews have over­
looked published work by Kerstein et 
al.1-7  The success of occlusal adjustment 
is dependent on timing of disclusion  
and occlusion, not ultimate force. It is 
the medium used by clinicians, namely 
articulating paper, that limits success. If 
a higher degree of precision is delivered, 
the evidence does suggest a signifi cant 
success rate can be expected. 

D. Holland 
By email 
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Dr Vishal Aggarwal responds: Many 
thanks for your feedback. My main com­
ment to Mr Holland’s letter is that to  
practise evidence-based dentistry we 
have to follow a hierarchy of evidence and 
the strongest evidence is from system­
atic reviews, particularly Cochrane sys­
tematic reviews which pool together the 
results of high quality randomised con­
trolled trials. Such a review conducted by 
Koh and Robinson which we have quoted 
in our paper has shown occlusal adjust­
ments cannot be used in the treatment 
and prevention of TMD as no evidence 
was found when all trials investigating 
this intervention were pooled together. I 
also believe the GDC looks seriously at 
cases of occlusal adjustment carried out 
to treat TMD and practitioners should 
approach with extreme caution when 
using such treatments. Rather, non­
invasive treatments would be better as 
they have the potential to provide ben­
efit without resulting in harm. Cognitive 
behaviour therapy has been shown to be 
effective as a non-invasive treatment.1-8 

I would recommend that readers must 
critique evidence very thoroughly before 
accepting the results of any studies and the 
FDGP UK have developed critical appraisal 
guidelines for this very purpose. 
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TEA TOWEL SIGN 
Sir, we would like to draw your read­
ers’ attention to a sign that we observed 
when working in the Philippines, and 
also in our home units: the tea towel 
sign of maxillofacial deformity. The two 
scenarios in which we have seen this 
sign are described below. 

Oral and nasal competence is main­
tained by an intact dynamic muscu­
lar and mucosal seal. A competent oral 
sphincter and nasal aperture is impera­
tive to the function of the oral cavity 
and nasopharynx. 

This can be compromised by con­
genital or acquired craniomaxillofacial 
deformity. This seal can be, in part, 
restored by the positioning of a tea towel 
over the face. 

In the developing world where oral and 
maxillofacial surgery is not freely and 
readily available many patients will use 
a tea towel or a bandana to cover their 
deformity. The tea towel has numerous 
functions including absorbing saliva and 
nasal secretions, preventing the drying out 
of the oral and nasal cavity and it allows 
alterations in voice. Furthermore the tea 
towel hides the deformity from view of 
the patient in the mirror and from other 
people. Many people without deformity 
in the developing world use face masks 
and bandanas to cover the entrance to 
their aerodigestive tract to prevent fumes 
and carbioniferous toxins entering. With 
this as an excuse many can secretly  
hide their deformity (Figs 1-4). 

In the developed world, a tea towel 
is normally held by a patient who has 
suffered severe trauma. Oral and maxil­
lofacial and other facial reconstructive 
services are available to deal with most 
congenitial facial deformity. In this situ­
ation, as well as hiding the deformity,  
the tea towel soaks up blood, allows ade­
quate pressure to prevent further bleed­
ing and prevents drying of the oral and 
nasal mucosa. 

The reasons for using a tea towel (or 
equivalent) to cover the face are mul­
tifactorial, nonetheless it can be a sign 
of untreated oral and maxillofacial 
deformity. 

T. W. M. Walker, Galway 
S. C. Mackay, P. Ayliffe, London 

J. Curtin, Darwin 
DOI: 10.1038/sj.bdj.2008.898 
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Fig. 1  77-year-old man with destructive 
lesion of the left nasolabial region 

Fig. 2  Same man hiding deformity with 
a tea towel 

Fig. 3  7-year-old girl with a bilateral cleft 
lip and palate 

Fig. 4  Same girl hiding deformity with 
a tea towel 
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