Letters to the Editor

SANCTIONS ERROR
Sir, in the paper by Singh, Mizrahi

and Korb, which reviewed cases that
appeared before the GDC Professional
Conduct Committee (BDJ 2009; 206:
217-223) there is an error relating to
the sanctions which currently may be
applied by the Committee, when a den-
tal professional’s fitness to practise is
impaired (page 218).

Erasure [from the Register] is for not less
than five years, and not for up to five years
as stated. In fact, erasure is permanent
and is not for any fixed term. However, an
erased registrant may apply to the Coun-
cil for restoration to the Register after
not less than five years. The application
must be approved by a further hearing of
the Professional Conduct Committee.

A. S. Kravitz OBE, London
DOI: 10.1038/sj.bdj.2009.480

A SAFE MODALITY

Sir, we read with considerable interest the

paper by Malden et al.' discussing den-
tal extractions and the associated risk for
osteonecrosis of the jaw (ONJ) develop-
ment. The authors propose a useful risk
classification of patients receiving bis-
phosphonates (BP), mainly based on pre-
scription indication. There is a rationale
in the proposed classification, since ONJ
is reported to be less frequent with non-
malignant prescription indications.* The
authors report that a dental extraction
can increase this risk of ONJ by a factor
of up to seven. However, they do not com-
ment on two studies published last year
which confirmed the association of dental
extractions and ONJ development.>* The
first study from our institution confirmed
an at-least 16-fold increased risk for ONJ
following dental extraction.® The other,
coming from the MD Anderson Cancer

Center, demonstrated a 10 to 53-fold risk
for ONJ following dental extraction.’

The authors propose that whenever
possible, patients should be encouraged
and counselled to stop smoking. Despite
the well-known association of smok-
ing with periodontal disease, based on
existing evidence it may not be appro-
priate to recommend quitting smok-
ing to reduce risk for ONJ. In the study
from our institution, we were not able to
detect an increased risk for ONJ among
smokers.* The latter study encompasses
American Society of Clinical Oncology
(ASCO) Level III evidence.

The authors propose that extrac-
tions in cases where discontinuation of
bisphosphonates has been instigated for
12 months or more would be expected to
carry a reduced risk of ONJ. In patients
who are going to experience surgi-
cal treatment for ONJ, discontinuation
of BP is still a matter of debate. BP are
reported to have an up to ten years long
clearance time from calcified tissue.>®
Some studies reported that besides hav-
ing discontinued BP for at least six
months prior to surgical treatment for
ONJ, no obvious outcome improvement
was recorded® whilst others concluded
that withdrawal is not recommended.’
A recent study included discontinuation
in the treatment protocol, however, the
authors could not answer whether dis-
continuation had a positive effect on
the outcome.” In a recent manuscript we
describe a series of molecular mecha-
nisms implicated in BP interaction
with hard and soft tissues, which are
thought to require minimal concentra-
tion of BP in the extra-cellular fluid,®
suggesting that withdrawal
of BP could hardly have some positive
effect on outcome. Based on these data
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we have revised treatment protocols in
our institution to exclude BP withdrawal
and possibly prevent systemic disease
deterioration following withdrawal, at
least until further evidence is presented.
Therefore, the authors’ expectation that
discontinuing BP could reduce risk for
ONJ development, may not be supported
by the existing evidence.

Malden et al. suggest that when
possible, periodontal issues could be
addressed prior to any extractions.'
Recent evidence by Estilo et al.® and also
unpublished data from our institution
support this argument. Oral hygiene and
periodontal disease were not found to be
associated with increased risk for ONJ
development and we therefore suggest
that non-surgical periodontal treatment
may be a safe modality.

A. Kyrgidis, K. Vahtsevanos
Thessaloniki
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Osteonecrosis of the maxilla and mandible in
patients with advanced cancer treated with bisphos-
phonate therapy. Oncologist 2008; 13: 911-920.

N. Malden, C. Beltes and V. Lopes respond.:
We thank Drs Kyrgidis and Vahtsevanos for
their constructive criticism.

One of our main aims with the paper
was to support general practitioners
in the provision of dental treatment
(particularly tooth extractions) in the
low risk bisphosphonate group. We
accept the high incidence of reported
extraction associated BONJ cases from
Greece but observe that these have almost
exclusively been reported from the high
risk (malignancy) group. Compared to a
dental extraction a smoking habit may be a
relatively weak risk factor for development
of BONJ. The study referenced by Kyrgidis
et al. (ref4) included 20 subjects with ONJ
with 40 controls and may not include an
adequate subject number to demonstrate a
possible link between BONJ and smoking
(under-powered study). In consideration
of the association of smoking and dry
socket a recent study' looked at >800
extractions in 469 subjects and was
convincing in establishing a link with dry
socket development.

More powerful studies looking at
smoking and BONJ will no doubt follow
in time. In the UK clinicians are under an
obligation to counsel patients regarding
smoking cessation and we would consider
it a part of the informed consent process
prior to any surgical procedure.

Our comments on drug discontinuation
were primarily aimed at the low risk
(alendronic acid) group and we apologise
for any ambiguity. Ten years clearance
time? Once bisphosphonates have been
administered it is unlikely that they will ever
be completely cleared from the skeleton, but
this is of no relevance. The following paper
which we referenced in our original article
is a multi-centre double blind randomised
controlled trial; it looked at the effects of
continuing or stopping alendronic acid after
fiveyears ofadministration.” It demonstrated
a gradual but immediate sustained increase
in the level of bone turn-over markers from
the time of discontinuation. At five years
discontinuation of alendronate, bone turn-
over had returned to close to that of pre-
treatment levels (ten years previously).
Now we accept that these marker levels are
giving a general picture of skeletal turnover

and may not be representative of what is
happening to the jaws. The mandible and
maxilla may have been preferentially and
uniquely affected and may not be sharing
in a recovery of bone turnover. It was
interesting, however, that the FLEX trial
did not show that the recovery of bone
turnover was accompanied by a significant
decline in bone mineral density, BMD or
an increase in low impact fracture risk.
In such cases the benefit to the jaws of
drug discontinuation could be judged to
outweigh the risks associated with systemic
disease deterioration. However, in the high
risk (malignancy group) the potential
benefit of drug discontinuation to the jaws
will generally be out-weighed by the risks
of systemic disease deterioration. Case by
case multidisciplinary assessment may
be prudent.

We consider that these arguments
highlight the need for us to clearly
distinguish between the low and high
risk groups when discussing management
protocols. In fact one could argue that they
should be considered as separate disease
entities. The more challenging group for us
at the moment, as mentioned in our paper,
is the intermediate cases who are often
receiving steroids and possibly cytotoxic
drugs for non-malignant conditions.

We await further publications from Dr
Kyrgidis’s unit with interest.
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INTERAGENCY WORKING

Sir, regarding the case report of self-

injurious behaviour (SIB) presenting as
gingivitis artefacta major (BDJ 2009;
206: 129-131) the authors mention the
patient’s non-attendance at CAMHS and
dental appointments delaying appro-
priate intervention for a considerable
period. This may have been avoided
through effective communication with
the CAMHS team at the time of refer-
ral and when the young person did not
attend dental appointments. The authors
also mention the patient’s difficult back-
ground (neglect etc) but do not make clear
whether social services were involved

and if not this may have been appropri-
ate in light of the presenting complaint,
non-attendance at appointments and
the patient’s living arrangements. It is
important to remember that failure to
attend appointments can in itself be a
child protection issue if it affects well-
being. It is essential that dental health
professionals have adequate child pro-
tection training and are aware of how
to efficiently access their local Child
and Adolescent Mental Health Services.
The Laming report (The Victoria Climbié
Inquiry) states that effective interagency
working and communication are essen-
tial to safeguarding children.
K. Nisar, N. Aslam
By email

Dr Christopher Millen responds on
behalf of his co-authors: We would like
to thank Drs Nisar and Aslam for their
comments. We are in complete agree-
ment with their statements regarding the
safequarding of vulnerable children and
effective interagency communication in
relation to child protection. The need for
this approach has been highlighted in a
number of guidelines over recent years"’
and thus as a dental team we should
both be aware of our responsibilities and
have a heightened awareness of the signs
and symptoms of child abuse. The den-
tal team’s role in the care of children and
adolescents presenting with self harm is
perhaps less well defined. Children and
adolescents presenting with possible or
actual self~harm are vulnerable and have
complex needs, and thus there is also a
need for an awareness of the presenting
signs and symptoms and effective close
interagency communication.

In presenting this case of self harm in
a competent 15-year-old who accessed
unscheduled care, the authors sought to
raise the awareness of the dental team
to one possible presentation of oral
self~-harm and to highlight management
difficulties which can arise. Advice as
to the appropriate path of referral was
sought prior to making the referral, but,
in this instance, there was a breakdown in
communication. We would wholeheartedly
agree with Drs Nisar and Aslam that
there is a need for close follow up and
continued interagency communication in
such cases, beyond the usual ‘automated’
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process. The need for an integrated care

pathway for onward care when a child or

adolescent presents at an emergency care
site has recently been highlighted.” It
would seem appropriate that Local Child

Protection Referral Pathways should also

include guidance as to where the dental

team should source advice for concerns
about cases of possible self harm.
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Social Services and Public Safety, October 2006.
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DENTAL ACCESS CENTRES

Sir, I found the discussion section of the

article on Dental Access Centres (BDJ
2009; 206: 257-261) by Milsom et al. to
be contradicting itself.

After identifying the DAC population
as being more likely to prefer sympto-
matic attendance and to not view regular
care as a priority it goes on to talk about
the opportunity in ‘high street’ practices
for these patients to develop commitment
to a more holistic approach. This, from a
group of patients that the authors admit
elect not to be pressurised into develop-
ing long term professional relationships
and who prefer safety net services. This
just does not make sense. The conclusions
are also totally contrary to the Govern-
ment’s notion of patient choice.

The study identified DAC patients as
generally coming from disadvantaged
localities, to be exempt patient charges
and that their dental health is substan-
tially poorer. It would be interesting to
have included how good they were in
keeping appointments compared to those
patients attending ‘high street’ dentists.
Such a study might help to explain some
of the dental public health concerns.

E. Gordon, Finchley

Dr Keith Milsom responds: Thank you
for your letter in response to the article
on Dental Access Centres.

The identified  differences
in characteristics between patients
attending ‘high street’ dentists and DACs,
with DAC patients more likely to:

study

® Come from more disadvantaged back-
grounds

® Have decay

® Prefer symptomatic attendance.

The conclusions drawn by the authors
appear to have raised in the mind of the
respondent something of a dilemma.
Should the ‘high street’ NHS dentist’s
role be restricted to addressing the needs
of those patients whose dental health is
good, who attend regularly and who are
not exempt from dental charges, leaving
the care of the less dentally motivated in
society to others? It could be argued that
under the terms of the new dental contract,
treatment of irreqularly attending patients
with relatively high decay rates is currently
unattractive for ‘high street’ dentists.
This issue is addressed in the article and
suggestions for change are considered.

DACs were set up at a time when the
availability of NHS dental care was
diminishing and there was little the
Government could do to encourage NHS
dentists to accept new patients. Now
that we have a new dental contract the
situation is quite different. PCTs are
able to engage with the local profession
in the pursuit of dental services that
meet the needs of all those wishing
to access NHS care. Given this new
flexibility, the role of the DAC should be
revisited. It may be that currently short
term symptomatic dental care for poorly
motivated individuals is not attractive for
many ‘high street’ dentists, but perhaps
this problem should be addressed via
development of the dental contract,
rather than by perpetuating a separate
and often expensive alternative service.

DOI: 10.1038/sj.bdj.2009.483

SCANDAL

Sir, I write in reference to the letter from
Dr M. B. Rothschild Rights and respon-
sibilities (BDJ 2009; 206: 338). I sym-
pathise with Dr Rothschild’s - and his
patient’s — predicament but it is not new.
I wrote in 2000 (Volume 190 issue 6) in
response to Dr S. Orlans’ earlier letter on
precisely the same issue.

Nine years later nothing has been done
to alleviate the problem. Bearing in mind

the list of acceptable telephone prescrib-
ers that pharmacists have been given by
the Royal Pharmaceutical Society the

exclusion of GDC registered dentists is
really nothing short of scandal.

Can the BDA explain what the General
Practice Committee is for if not to address
exactly such difficulties as this? Do they
listen to members or are they so fixed on
their own agenda that they have lost all
flexibility to deal with the real concerns
of members and clear anomalies in the
system imposed on us?

There are colleagues who have resigned
over less significant matters.

P. J. Newman Brown, Tunbridge Wells
DOI: 10.1038/sj.bdj.2009.484

INSTRUMENT FOR CONTROL

Sir, having just read Dr Rothschild’s letter
(BDJ 2009; 206: 338), I have to add my
ha’pennyworth. It is my opinion that the
GDC, far from being an independent arbiter
of professional standards, has become an

instrument for control, by the Government,
via the Department of Health. This view
is, in my opinion, supported by a recent
article by Roger Matthews in Dentistry and
has been my experience whilst practising.
When asked for an opinion about practice
standards, it seemed that the standard
reply has been, to paraphrase, ‘Try it
and see. If you are incorrect in your
interpretation we’ll screw you.’

Being of a lower deck mentality I was
never content with the ‘passing off’ that
the GDC attempted when I asked for inter-
pretations of their directives and I used
the good offices of my MP to get a direct
answer. In both cases it transpired that my
opinion was correct, but [ was left with
the feeling that the worth of the GDC in
its allotted role of protecting patients was
severely diminished. It seemed to me that
it was there simply to deal with any trans-
gressors rather than give clear and unam-
biguous guidance to ethical practitioners.

I am glad to say I am retired. The
nonsense of the present GDC (once again
a product of political correctness), has
determined that the profession of den-
tistry will decline to be, simply, an
outreach of the cosmetic industry.

This letter will do nothing to stem that
disaster, sad when you think how hard
our ‘professionalism’ was won, but at
least I've had my say.

W. Quirke
By email
DOI: 10.1038/sj.bdj.2009.485
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