
PROTON PUMP INHIBITORS
Sir, the burning mouth syndrome (BMS) 
is well recognised as having a range 
of possible aetiological factors though 
the cause often remains unidentifi ed.1,2 
Amongst factors associated with BMS 
are various drugs, notably antiretro-
virals, anticonvulsants, hormones and 
particularly antihypertensives that act 
upon the angiotensin-renin system3 
such as captopril. 

A 52-year-old female patient pre-
sented with BMS-like symptoms affect-
ing all her oral mucosae (whereas BMS 
more usually affects the tongue, and 
sometimes the lips and palate) but no 
xerostomia, and was adamant that the 
problem was related to her use for acid 
refl ux of omeprazole, a proton pump 
inhibitor commonly used to manage 
peptic ulceration or gastro-oesophageal 
refl ux. Unfortunately, change to a dif-
ferent agent of the same class (lanso-
prazole) though resulting in resolution 
of the burning mouth sensation, caused 
her to develop a rash.

Omeprazole is essentially a prescrip-
tion-only medicine in the UK but a pack 
of 28 tablets can be purchased OTC. 
It is recognised to sometimes cause 
dry mouth4 - and dryness can some-
times underlie BMS - and the Brit-
ish National Formulary also includes 
as possible adverse oral effects, taste 
changes and ‘stomatitis’. Whether 
the latter term could cover symptoms 
such as noted by the present patient is 
unclear but internet sites also mention 
burning mouth as a possible reaction 
to omeprazole. 

It would be interesting to learn of any 
other possible cases that might support 
or refute the strength of this association 
but, in any event, it highlights the need 

to consider the full drug history in rela-
tion to oral health issues.

C. Scully CBE
By email
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BLIND EYE
Sir, the letter Back door dentistry from 
S. C. Bazlinton in Essex (BDJ 2009; 207: 
567) is interesting as was the usual reply 
from the GDC who of course have the 
profession’s interest at heart. 

For some years now I have retired 
from working as a dental surgeon. Now 
if in future I decided to set up as an 
unregistered back door dentist intend-
ing only to make dentures to the pub-
lic would the GDC turn a blind eye to 
my activities?

E. Hing
Chigwell
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NO GOOD REASON
Sir, I would be interested to know why 
the Journal saw fi t to publish another 
article by Dr Lewis (BDJ 2009; 207: 525-
526) when it adds little to his previous 
papers of 1981 and 1998. Equally, I’m not 
sure why Dr Lewis saw fi t to seek pub-
lication in this country where his battle 
seems to be already won. He quotes the 
continued use of formocresol by den-
tists in the United States but in Europe 

the use of formocresol has never been 
high and has now virtually ceased since 
the guidelines from the British Society 
of Paediatric Dentistry were published 
in 2006.1

Dr Lewis dismisses the recent review 
by Milnes2 in one sentence but anyone 
who has read this review would be much 
less convinced of the problem of formoc-
resol than Dr Lewis appears to be. 

As noted in the IARC Monograph on 
Carcinogenic Risk quoted by Dr Lewis, 
formaldehyde is an essential metabolic 
intermediate in all cells. Exogenous for-
maldehyde reacts rapidly at the site of 
contact and is swiftly metabolised by 
human erythrocytes which contain for-
maldehyde dehydrogenase.3

Thus it is not surprising that a recent 
well conducted study in Colorado has 
found that in 30 children undergoing 
formocresol pulpotomies formaldehyde 
was undetectable in the circulation 
above baseline plasma concentration 
and that cresol was undetectable.

The IARC Monograph found that there 
was evidence for the carcinogenicity of 
formaldehyde in persons chronically 
exposed in such industries as bakelite 
manufacture. The cancers were in areas 
directly exposed to the formaldehyde 
such as the nasopharynx and the lungs 
where chronic damage over a number of 
years took place. The evidence for can-
cers at distal sites was much less con-
vincing which is not surprising in view 
of the rapid metabolism of formaldehyde 
as noted above. Although some workers 
have proposed an increased risk of leu-
kaemia the evidence is not at all con-
vincing and exposure to formaldehyde 
has not been shown to damage bone 
marrow presumably because it is metab-
olised before reaching it. 
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