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FORGOTTEN MEDICAL ROLE

Sir, your editorial Periodontal diseases – 
who cares? (BDJ 2011; 210: 565) is most 
timely. Not least, unlike some periodon-
tists, in that you correctly use the term 
‘periodontal diseases’. Our many col-
leagues who are not periodontists have 
indeed the right to expect clear guidance 
from those particular specialists. Part of 
the problem, I suggest, is our failure as 
the dental profession to make patients 
aware that we are physicians as well as 
surgeons, and that while, like our other 
general medical colleagues we, too, have 
to diagnose as wide a range of disease 
as that affecting any other body organ 
or system, we have to spend most of our 
time with a patient in actual mechani-
cal/surgical treatment. The result is that 
our medical role is forgotten, and few 
recognise the dentist as physician.1 

Perhaps the increasing evidence of 
the relevance of the chronic inflam-
matory periodontal diseases to a wide 
range of systemic diseases of high mor-
bidity and mortality2 may concentrate 
the dental mind, and also open that 
mind to the wide range of non-CIPD 
diseases that can affect the periodontal 
diseases,3 and, additionally, renew the 
links between periodontology and oral 
medicine. As Victor Hugo said, noth-
ing has the force of an idea whose time 
has come, and certainly periodontal 
medicine is here to stay.4 The primary 
concern of the periodontist, as of all of 
the dental team, must be the preserva-
tion of the natural dentition, for which 
titanium may not always be the best 
substitute, not least for an increasingly 
long-living population.
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READILY ACHIEVABLE
Sir, in response to the editor’s sum-
mary (BDJ 2011; 210: 418) of our recent 
manuscript,1 we suggest improved lev-
els of instrument cleaning and sterility 

are readily achievable and that there is 
clear evidence of infection risks. The 
editor asks ‘why are there concerns?’ 
The manuscript references issues such 
as re-use of single use devices, inad-
equate segregation of clean and dirty 
instruments, failure to undertake peri-
odic testing of equipment: all breaches 
of Health & Safety regulations. These 
examples provide a robust evidence-
base of poor practice potentially com-
promising patients and staff.2-5

Dental surgery is one of the few 
surgical specialities not performing 
surveillance for post-operative infec-
tions. Detecting transmission is reliant 
on practitioners submitting appropriate 
microbiological specimens. The absence 
of headlines, public health investiga-
tions or case reports should not be 
taken as grounds for complacency or 
absence of transmission. Infections, 
including MRSA, hepatitis B and vCJD, 
have an asymptomatic period ensur-
ing that retrospective determination of 
adverse events is exceptionally diffi-
cult. This is reflected in the paucity of 
data relating instrument decontamina-
tion protocols to clinical outcomes. In 
dentistry there are additional con-
founding variables: co-morbidities; type 
and duration of intervention; difficulty 
in distinguishing endogenous and 
exogenous infection and the number 
of adverse events required for reliable 
assessment. Basing clinical decisions on 
a lack of transmission evidence when it 
has not been actively sought is unwise.

The editor raises pertinent questions 
regarding clean and unclean. The Inter-
national Standard on automated washer 
disinfectors (AWDs)6 sets out definitions 
and processes comprising specification, 
installation, operation and performance 
qualification. Effective performance 
of AWDs relies on these processes and 
operator vigilance. While acceptable 
levels of cleanliness of surgical instru-
ments is still debated, a sensible start-
ing point is visibly clean instruments 
when inspected under illuminated 
magnification – a standard that patients 
would clearly grasp. That this standard 
was met in the majority of practices 
assessed confirms its achievability and 
that small, practical changes elsewhere 
would give universal compliance.

Lastly, the editor describes drives to 
improve reusable instrument decon-
tamination standards as a ‘futile pursuit 
of unrealistic sterility’. The paper 
focussed on evaluating dental instru-
ment cleaning efficacy. This is linked to 
instrument sterility in two ways: dirty 
instruments take longer to sterilise 
reducing safety margins and provide 
a matrix for microbial re-colonisation 
if sterile packaging is compromised. In 
relation to vCJD, the prion agent is less 
susceptible to steam inactivation, so 
efficient cleaning combined with steam 
sterilisation is essential to minimise 
transmission risks. While the precise 
level of acceptable residual protein on 
cleaned instruments is debatable, vari-
ability between practices is not accepta-
ble and clearly addressable. The concept 
of ‘unrealistic sterility’ is not a futile 
objective and the technical defini-
tion (eg HTM 01-05, ISO-17665-1:2006 
and/or BS-EN-556-1:2001) of surgi-
cal instrument sterility is routinely 
achieved in many aspects of surgery, 
including general dental practice. Tech-
nical support to GDPs is essential as 
emphasised in our concluding sentence. 

We applaud the editor for asking 
whether there is achievable room for 
improvement and evidence that it will 
enhance patient and staff protection. 
We suggest the case made in the manu-
script and cited documents is clear  
and affirmative.

J. M. Sutton, J. T. Walker, N. D. H. Raven,  
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