
MALIGNANT SUSPICION
Sir, a 69-year-old gentleman was 
referred to us by his GP complaining 
of swelling under his eye for six weeks 
that had been increasing in size. He also 
described a lump in the palate which had 
developed ten days prior to presentation 
at the clinic and which was now getting 
bigger. He had an associated facial swell-
ing. There was no visual disturbance, no 
pain and no paraesthesia. Six months 
earlier he had a left nephrectomy due 
to renal cell carcinoma (RCC). Clinical 
examination ruled out a dental cause. A 
CT scan showed a large soft tissue mass 
centred on the right maxillary antrum 
extending superiorly to involve the fl oor 
of the orbit and posteriorly to involve 
the right infero-temporal fossa, medi-
ally to involve the ethmoid air cells and 
nasal cavity. An incisional biopsy of the 
maxilla showed RCC metastasis. RCC is 
the third most common cause of distant 
metastases to the head and neck region.1 
In patients with a known history of RCC, 
it is therefore necessary to regard head 
and neck lesions with a high index of 
suspicion for malignancy.2
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MALOCCLUSION CHALLENGE
Sir, to rationalise and defend the foun-
dations of our beliefs is part of everyday 
modern life and very much part of sci-
ence. Indeed the entire rational scien-
tifi c method is based on a willingness to 
review and correct errors, and to accept 
challenges to what is already known. 
Nearly a million people in Britain are 
treated with orthodontics every year 
without a clear understanding of what is 
causing the problem, meaning the treat-
ment is not based on the cause. It is only 
through science that we have a chance 
of fi nding the truth, this is what makes 
it so valuable.

In an editorial last year (A black swan; 
BDJ 2009; 206: 393) I invited the ortho-
dontic community to join a debate on the 
aetiology of malocclusion. The editorial 
elicited two responses.

The fi rst was from Dr G. D. Singh (BDJ 
2009; 207: 52-53) who felt that the sug-
gestion that the length of the mandible is 
under tight genetic control was ‘ostensi-
bly erroneous’ and considers it possible 
even in an adult to ‘show a tendency for 
renewed mandibular growth’, which I 
would agree with but feel that there is 
little evidence for. And the second by Dr 
G. McIntyre (Déjà vu; BDJ 2009; 207: 97) 
who failed to ‘see the logic in Dr Mew’s 
article that the universities should prove 
his theories right or wrong’, I feel that 
the universities have a duty to follow 
scientifi c procedure and seek the truth. 

Since then I have approached the 
British Orthodontic Society who have 
argued against the need to hold such a 
debate and the GDC who have declined 

to repeat the debate that they held on 
this very subject in 1936 or discuss the 
situation further.

I feel that these esteemed profes-
sional bodies have shown an aversion 
to openness and a dismissive reaction to 
my scepticism that is not scientifi c. By 
avoiding rational debate the profession 
are betraying more than the integrity of 
their discipline, they are devaluing the 
science that they claim to uphold. Eve-
rything must be open to challenge, and 
I repeat mine inviting the orthodontic 
profession to a debate to test the hypoth-
esis that ‘malocclusion is caused by the 
environment and modifi ed by the genes’. 
Who will accept this challenge? 
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THERAPIST WOES
Sir, I am a dual qualifi ed dental hygien-
ist-therapist. I have been searching for 
full-time employment over the past two 
years with no success. I recently scraped 
the barrel and went to work part-time 
for a corporate dental company which 
advertises on the local and national job 
sites on a regular basis. 

I was paid 45% of my daybook. Most 
days, I would be lucky if even half of 
my day was booked up. I was left with 
no nurse and was expected to do the 
full-time job of the dental nurse that I 
should be provided with. In addition to 
this, there was no functioning ultra-
sonic scaler in my surgery. When I men-
tioned this and explained that having no 
ultrasonic scaler made my job more dif-
fi cult, I was simply told that ‘manually 
scaling’ teeth was the ‘preferred method’ 
of scaling! 

I am no longer working for this com-
pany as I felt I could not provide the 
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Fig. 1  15 mm soft, raised, left palatal lesion
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