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Welcome to the 3rd quarter edition of the OHASA 

Journal. I trust that the advent of spring has had 

a revitalising eff ect and that it has indeed put a 

spring in your step! 

As we shed the many layers of winter and embrace 

the warmth of a new season, it’s hard to imagine the 

dark cloud of cancer throwing its shadow on the sun. 

Cancer. The mere word fi lls one with dread. Ten, 

maybe fi fteen, years ago it was a word spoken about 

in soft, hushed tones, almost in fear that if spoken 

too loudly, it may be contagious! Today, it would be 

near impossible to fi nd anyone who has not been 

aff ected by this condition, either directly or indirectly. 

The number of people directly aff ected by cancer 

is staggering and appears to be ever-increasing. 

The good news of course, is that the survival rate 

today is so much higher.

In this Journal, I wish to draw attention to our 

role as hygienists in the early detection of oral 

cancer in particular.

Head and neck cancer represents the sixth most 

common cancers in the world, with oral cancer 

accounting for the majority of cases. About 40,000 

people are diagnosed with oral cancer each year 

and an estimated 8,000 will die from the disease. 

Worldwide, new cases exceed 640,000 annually and 

their incidence are on the rise. Half of oral cancers are 

not diagnosed until the cancer has spread to nearby 

tissues, at which stage the fi ve-year survival rate is 

53% (http://www.bu.edu/dental-research/2013/11/22/

history-of-oral-cancer-research-initiative/).

According to the Cancer Research Foundation, 

less than 25% of those who visit a dentist regularly 

report having had an oral cancer screening. This 

is a sad indictment on dental professionals as 

there are so many aggressive campaigns for early 

detection. It has become a common phenomenon 

for people to have annual cancer screenings, such 

as PAP smears, mammograms and PSA to check for 

prostate cancer. These screenings have created 

public awareness of the value of detecting cancers in 

their earliest forms, combined with educationalists or 

technologies for conducting the examinations (http://

oralcancerfoundation.org/dental/role_of_dentists.

php#sthash.b0HtlF8C.dpuf).

Oral cancer is no diff erent. Actually, it is potentially 

easier to obtain public compliance for oral cancer 

screenings, given that unlike many other cancer 

screening procedures, there is no invasive technique 

necessary to look for it, no discomfort or pain 

involved, and it is very inexpensive to have your 

mouth examined for early signs of the disease. 

Education of the public regarding the risk factors 

which lead to oral cancer, recognition of the early 

signs and symptoms, and the development of 

patient awareness are primary responsibilities of 

the dental community. 

Personally, I feel that we, as dental professionals, 

are ideally suited to provide opportunistic screenings 

on our patients during their consultation. It takes less 

than fi ve minutes to do an oral cancer screening. 

Perhaps one could even take it further for high risk 

patients: Look out for tips in this 3rd quarter Journal 

on how to identify high risk patients and develop a 

protocol and intervention plan to assist these patients 

to modify their behavioural patterns. 

For the next patient in your dental chair, take 

a few extra moments and examine the intra oral 

cavity with an opportunistic screening at the back 

of your mind – you could be saving a life or detect 

early oral lesions.

On another note, whitening has been all the 

talk… It is now offi  cial. We as oral hygienist are 

allowed to perform bleaching or whitening on our 

patients. However, please note although whitening 

is regulated according to the 2013 Scope of Practice, 

bear in mind you still need to have yourself certifi ed 

by an accredited source to allow you legally and 

ethically to perform this procedure. Do not assume 

that doing these expanded scope functions are ok 

simply because you have been doing it for years. We 

still have to be accredited by a recognised source 

to perform these functions. 

We are very privileged that our profession is being 

recognised as an integral role player in the dental 

profession. Let us ensure that we do it correctly 

and follow the law and ethics to ensure we practice 

our profession with pride, dignity and veracity. �

FROM THE

EDITORIAL

EDITOR’S DESK

Rugshana Cader

Managing editor
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PRESIDENT’S DESK
FROM THE

Stella Lamprecht

OHASA president

Dear Members and Colleagues

Welcome to the third quarter of the year. As mentioned 

previously, for the rest of the year I would like to focus 

my attention on urging each and every oral hygiene 

practitioner that is not a member of OHASA to become 

a member of OHASA. We need to remember that we 

have strength in numbers. With this in mind, Angelique 

and I attended a practice management seminar at the 

University of Pretoria and a number of students signed 

up for student membership. Gail has also visited the 

University of the Western Cape in the second quarter 

and there too we had a number of students sign up. 

The International Federation of Dental Hygienists 

(IFDH) have announced they will also concentrate 

on individual membership; while the membership 

fees for us in South Africa is costly, the benefi ts more 

than outweigh the costs. The IFDH Executive Board 

are working on securing Dental Protection Insurance 

through the IFDH and I will keep you updated on this. 

There will also be discounts to individual members if 

they decide to attend the International Symposia on 

Dental Hygiene in the future. Individual access to the 

International Journal of Dental Hygiene will also be 

secured with a password issued to the individual member. 

Individual Membership Forms can be obtained from me. 

Time fl ies when you are busy, and the past few months 

have been extremely busy with new problems arising 

for registered oral hygienists. The fi rst one being the 

new regulation to defi ne the scope of the oral hygiene 

profession that has been signed by the Minister of 

Health, but has not been promulgated yet. Certain 

medical aids have taken to informing their members 

that Independent Practitioners are now practising 

illegally. After consulting with the Dental Protection 

Insurance, the DTO Board and legal representation, 

the HPCSA has issued a statement to inform these 

medical aids that they are interpreting the document 

incorrectly. An offi  cial response from the DTO Board 

of the HPCSA has been received and emailed to all 

members. We would appreciate your co-operation in 

keeping OHASA informed of any other medical aids 

that are using this as an excuse not to reimburse their 

members for oral hygiene procedures.

Secondly, OHASA has been inundated with queries 

regarding the extended expanded functions (Scope 

of Practice 2013). Meetings were held with the DTO 

Education Committee, and after much deliberation it was 

decided that the way forward is that no oral hygienist 

may perform tooth whitening or the other new functions 

that have been included in the 2013 Scope of Practice 

until they have completed the necessary expanded 

functions courses. Therefore oral hygienists qualifying 

before 2001 need both the expanded and extended 

expanded functions and oral hygienists qualifying after 

2001 but before 2014 need the extended expanded 

functions. The Education Committee assures me that 

the HPCSA will clamp down on the practitioners that 

are not adequately educated. 

In my previous letter I mentioned “Ex Unita Vires – 

out of unity comes strength. We cannot do it alone.” 

Well, I am happy to let you know that the PhD student 

who’s email I sent out with the link for the survey has 

shared her appreciation and gratitude for the wonderful 

response she received from OHASA members. She 

now has enough data to analyse and she will keep us 

updated on the progress (she has left the link open in 

case there is additional data that she requires). Thank 

You members! I appreciate your willingness and the 

time you took to complete the survey.

A big thank you to our traders for their faithful 

support – you are a vital cog in the wheel.

God Bless

Stella �
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You’re a passionate oral hygienist, with work 

ethic, integrity and a heartfelt wish to only do the 

best for your patients. You off er a good service to 

your patients and walk the extra mile to help them 

achieve the best possible hygiene and aesthetics. 

You phone a patient that had a diffi  cult scaling in 

your chair or every patient after a bleaching to fi nd 

out if they are still happy or have pain after the 

treatment. You off er empathy or information to help 

them. You see a patient after hours, because she 

was too busy and forgot about her teeth whitening…

and on your own costs you get a courier company 

to deliver bleaching trays quickly to enable the 

patient to complete the bleaching process of her 

teeth before that important date on the weekend. 

Yet, after two weeks, the patient has not responded 

or phoned back, nor has she settled the bill for the 

bleaching process. Upon phoning her to enquire 

about the whitening process (and the payment), 

the answer was that she has not used it, because 

everything was so rushed and the trays did not fi t. 

WHAT? STOP… let us rewind and refl ect on this 

incident! What went wrong?

After a deliberate and deep refl ective process, 

I came to the conclusion that the only way I could 

resolve this dilemma is through ethical reasoning. 

To guide me, I had all the booklets available through 

the Health Professions Council of South Africa 

(HPSCA). So I hereby invite you to join me with the 

refl ective process and help assess if I was guilty 

in transgressing any core ethical values by looking 

at the core ethical values and standards required 

of a healthcare practitioner. 

The core ethical values and standards required 

of a healthcare practitioner include the following:

1. Respect of persons: Healthcare practitioners 

should respect patients as persons, and 

acknowledge their intrinsic worth, dignity, 

and sense of value

2. Best interests or well-being – Non-malefi cence: 

Healthcare practitioners should not harm or act 

against the best interests of patients, even when 

the interests of the latter confl ict with their own 

personal self-interests

3. Best interests or well-being – benefi cence: 

Healthcare practitioners should act in the best 

interests of patients, even when the interests 

of the latter confl ict with their own personal 

self-interests

4. Human rights: Healthcare practitioners should 

recognise the human rights of all individuals

5. Autonomy: Healthcare practitioners should honour 

the right of patients to self-determinations or 

to make their own informed choices, and to 

live their lives by their own beliefs, values and 

preferences

6. Integrity: Healthcare practitioners should incorporate 

these core ethical values and standards as the 

foundation for their character and practice as 

responsible healthcare practitioners

7. Truthfulness: Healthcare practitioners should 

regard the truth and truthfulness as the basis 

of trust and their professional relationship 

with patients 

8. Confidentiality: Healthcare practitioners 

should treat private or personal information 

as confi dential in professional relationships with 

patients – unless overriding reasons confer a 

moral or legal right to disclosure

9. Compassion: Healthcare practitioners should be 

sensitive to, and empathise with, the individual 

and social needs of their patient and seek to 

create mechanisms for providing comfort and 

support where appropriate and possible

10. Tolerance: Healthcare practitioners should 

respect the rights of people to have diff erent 

ethical beliefs as these may arise from deeply 

held personal, religious or cultural convictions

11. Justice: Healthcare practitioners should treat 

all individuals and groups in an impartial, fair 

and just manner

12. Professional competence and self-improvement: 

Healthcare practitioners should continually 

endeavour to attain the highest level of 

knowledge and skills required within their 

area of practice

13. Community: Healthcare practitioners should strive 

to contribute to the advancement of society in 

accordance with their professional abilities and 

standing in the community. 

In order to evaluate if any transgressions took 

place, I followed these four steps:

Step 1: Formulate the problem. Is the issue at hand 

an ethical one? Once this has been done, it 

must be decided whether there is a better 

way of understanding it.

Step 2: Gather information. Collect all the relevant 

information, such as clinical, personal and 

social data. Consult authoritative sources 

and see how practitioners deal with such 

manners.

Step 3: Consider options – consider alternative 

solutions in light of the principles and values 

they uphold.

Step 4: Make a moral assessment – evaluate the 

ethical content of each option.

Question is, was this an ethical dilemma? The 

defi nition says it is the “choice between two 

options, both of which will bring a negative result 

AND ALONG CAME 
THAT ONE PATIENT…

EDITORIAL

Ms Petro Steyn

Petro Steyn, oral hygienist, forever student, fl edgling artist, adventurer, animal lover, newly 

qualifi ed welder and a passionate believer and follower of carpe diem.
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EDITORIAL

based on our ethical guidelines”. Let us get all the 

facts together: 

• She was in a hurry to receive her bleaching trays 

for a very important function. What did I do right: 

Respect for persons (1) and Compassion (9)?

• The tray did not fi t. This problem occurs because 

I did not fi t it on the patient before it went out 

of the surgery. In my haste and eagerness to 

do only good (3), I disobeyed one of my own 

rules of practice and the patient used her right 

not to use the ill-fi tting tray (5). Question is, 

did I disobey the non-malefi cence ethical rule 

(2), was any harm done to the patient? No, my 

printed instructions on how to use the bleaching 

material was given and explained to her in the 

surgery during her appointment. All the facts 

were entered into her record card.

• I felt betrayed after all the eff ort I have gone 

through. I did everything possible to get the 

trays done in time and delivered to the patient. 

After all of that, she made no eff ort to phone or 

report the problem, and on top of everything 

she did not pay me for my services! Does the 

aforementioned dilemma get ticked in an 

ethical box? No. Money never enters ethical 

rules. Respect and compliance of agreements 

between parties are at stake here.

What are my options now?

a) Write off  the money and use this as an experience 

to better my future choices and not to ignore my 

own rules of practice, no matter the demands 

the patient make.

b) Contact the patient and demand payment for 

material delivered.

c) Contact the patient, off er to remake the tray, 

apologise and empathise for the missed social 

event.

First we have to establish what the ethical dilemma is 

by looking at the four corner stones of ethics, namely:

Autonomy: In General Ethical Guidelines for the 

Health Care Professions (Booklet 1), the core ethical 

values and standards for good practice required 

of healthcare practitioners include the following:

1. Respect for persons: Healthcare practitioners 

should respect patients as persons, and 

acknowledge their intrinsic worth, dignity, and 

sense of value. I respected the patient and 

acknowledged the worth she placed on herself 

and her appearance and for the important role 

she would have at her child’s wedding.

2. Best interests or wellbeing – Non-malefi cence: 

Healthcare practitioners should not harm or act 

against the best interest of patients, even when 

the interest of the latter confl ict with their own 

personal self-interest. Question is, did I harm 

the patient by giving her a bleaching tray that 

did not fi t perfectly, while believing I was acting 

in the best interest of the patient? In this case 

I did everything possible to assure that she 

got it as soon as possible, which makes for an 

interesting confl ict of interest. Simply put, the 

best interest for the patient, from my perspective, 

was to fi rst ensure the fi t of the tray. However, 

her own interest was to get the bleaching done 

as quickly as possible. In the process I allowed 

the patient’s time constraint to overrule my own 

personal very important principle, to never let 

trays go out if I did not check their fi t and if it 

may harm the patient. In retrospect, a better 

alternative in this case would have been to 

deliver personally which would have enabled 

me to check the fi tting of the trays.

The conclusion I came to after refl ecting on all my 

options and considering the likely consequence of 

each option was that the best option was to contact 

the patient, empathise and off er to remake the tray. 

The weakness of my individual view was that I 

confused ethics with respect and compliance of 

agreements between parties.

I realised I should never ignore my own rules of 

practice. If the patient is demanding, consider what 

is the most important between values, duties and 

rights. Which weighs the heaviest? 

Always apply the golden rule: Under similar 

circumstances, how would I want to be treated?

1. Health Professions Council of South Africa. Ethical 

Guidelines Booklets available from: http://hpcsa.

co.za. (Accessed on 9 May 2016) �
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DENTAL ETHICS CASE 20
SUSPECTED MALIGNANCY: 
TO TELL OR NOT TO TELL THE TRUTH?

S Naidoo: BDS(Lon), LDS.RCS (Eng), MDPH (Lon), DDPH.RCS (Eng), MChD (Comm Dent), PhD (US), PG Dipl Int Research Ethics 

 (UCT). Senior Professor and Principal Specialist, Faculty of Dentistry, University of the Western Cape. Department of 

Community Dentistry, Private Bag X1, Tygerberg 7505. E-mail: suenaidoo@uwc.ac.za. (Published in: SADJ April 2012, 67(3): 134–p135)

CASE SCENARIO

A new patient attends your practice and says that it is nearly ten years 

since his last dental examination. His history reveals that he has smoked a 

packet of cigarettes a day for over twenty years, and that he drinks a few 

beers every day. He reports that, a few months ago, he noticed a slight 

swelling on the left side of his face, also that his lower molar teeth on the 

left side were mobile and his gums in that area bled easily when brushing 

his teeth. He did not report any pain from the teeth or gums. Extra-oral 

examination reveals enlargement of the lymph nodes on the left side of 

the neck and intra-orally in the area of the first lower left molar, there is 

a raised, 1–2 cm reddish, white irregular lesion that is firm on palpation. 

The molar teeth on that side appear healthy but are mobile. Radiographic 

examination reveals complete destruction of the bone and a lesion with 

ill-defined borders. This presentation, together with the patient’s history 

immediately leads you to suspect a possible malignancy – do you inform 

the patient of your suspicions?

COMMENTARY

The ethical issues to consider in this case are threefold: 

(i)  To tell or not to tell

(ii)  How to assess the mental state of the patient to receive the news

(iii) Veracity regarding ‘suspicion’ of diagnosis.

The diagnosis of malignancy often imposes a crisis with the patient having to 

confront various issues related to the treatment, prognosis and an uncertain 

future.1 There has been much written about communicating cancer diagnosis 

and the jury is still out regarding the ideal way forward.2 On the one hand, less 

than 25 years ago, Mcintosh advocated that the diagnosis of cancer should 

not routinely be disclosed (Mcintosh, 1976)3, and on the other non-disclosure is 

now regarded as unacceptable in most westernised societies, where research 

over the past two decades has shown that most patients want to be informed 

about their cancer status.4,5

Many argue that it is important to give the patient information so as to 

enable them to make informed decisions – others have suggested that 

this may destroy all hope. Despite the fact that autonomy has gradually 

become a key concept in the doctor-patient relationship, truth-telling is far 

from being the norm in many countries in the world. Despite the general 

agreement on the benefits of open communication between physicians 

and cancer patients, there is still strong resistance against disclosure 

of cancer diagnosis and prognosis in many cultures.6 Although fear of 

causing psychological harm to patients and their reluctance to find out 

the truth are two main justifications of non-disclosure attitudes, there are 

other important contributing factors that need to be further explored and 

better understood, including those related to the relatives, doctors and 

healthcare systems. Cultural disparities in attitudes towards truth-telling 

persist; however, these differences should not be used as excuses not to 

respect the rights and individual preferences of cancer patients by making 

assumptions based on their age, sex, type of cancer, language and/or 

cultural background.7,8,9

It is not an easy task to make an assessment of the state of mind of a 

patient receiving devastating information. A slide scale of 1–10 may be used 

where 1 represents a patient who would be unable to cope emotionally 

with the news, or 10, where the patient is uninterested in the diagnosis 

of his condition. One must be aware that the bad news may prompt 

suicide. Dentists should take care of the manner in which they disclose 

the information and avoid exacerbating fear. Warning the patient that bad 

news is coming may lessen the shock that can follow the disclosure of bad 

news and may facilitate information processing. it may be best to inform 

the patient that the lesion “appears suspicious, but a biopsy would be 

required for a definitive diagnosis”.

Virtue ethics provides a useful philosophical approach for exploring 

decisions on information disclosure in more detail. Virtue ethics allows 

appropriate examination of the moral character of the carer involved, their 

intention, ability to use wisdom and judgment when making decisions and 

the virtue of truth-telling. It is appropriate to discuss dentistry as a ‘practice’ 

in relation to virtue ethics. This is achieved through consideration of the 

implications of arguments that qualities such as honesty, courage and 

justice are virtues because they enable us to achieve the internal goals of 

good practices.10 Responding to the patient’s emotions is one of the most 

difficult challenges of breaking bad news. Patients’ emotional reactions 

may vary from silence to disbelief, crying, denial, or anger. When patients 

get bad news, their emotional reaction is often an expression of shock, 

isolation and grief. In this situation the practitioner can offer support and 

solidarity to the patient by providing an empathic response. 

Truth-telling is a virtue, obligation or principle, commonly referred to as 

veracity. It is an expectation from patients that their health professionals 
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DENTAL ETHICS

value veracity not as a mere courtesy, but a necessity of the doctor-patient 

interaction and relationship, together with the knowledge that they have 

the patient’s best interest at heart. Complaints about health professionals 

commonly originate because of poor communication or because patient’s 

expectations have not been met, or both. However, teaching communication 

skills has only recently been recognised as important in the training of 

dental students and staff. Several groups have prepared guidelines on 

'breaking bad news' and 'preparing patients for investigations'.11,12 Important 

aspects of these recommendations include eliciting patients’ expectations 

and their information preferences and needs. There is evidence that these 

variables are not fixed, and it is therefore important to discuss them again 

at subsequent consultations. Patients who have a clear plan for the future 

are less likely to feel anxious and uncertain. Presenting treatment options 

to patients when they are available is not only a legal and ethical mandate, 

but it will establish the perception that the practitioner regards their wishes 

as important. A multidisciplinary approach to cancer care is increasingly 

common. The need for the involvement of, and good communication 

between all members of the team, including the general practitioner and 

non-medical staff, is essential.

Declaration: No conflict of interest declared.
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DENTISTS IN KWAZULU-NATAL
THE PREVALENCE OF MUSCULOSKELETAL DISORDERS AMONG 

ABSTRACT

Occupational hazards in dentistry can result in injuries and reduced income 

if work time is lost. Injuries include percutaneous insults, inhalation of 

noxious chemicals, hearing ·loss and musculoskeletal disorders (MSD). 

The prevalence of MSD among South African dentists is uncertain. This 

descriptive, cross-sectional study was conducted to determine that 

prevalence and associated risk factors among dentists in KwaZulu-Natal 

(KZN), South Africa. A convenience sample (n=350) of dentists registered 

with the South African Dental Association (SADA) were sent a questionnaire 

interrogating their medical and work history and their work-related posture. 

One hundred and nine (31%) responded.

Almost all (99.1%) reported pain in the hands, neck, lower back and/or 

a shoulder while 22.5% reported hand symp toms. Nearly three quarters 

(73.6%) rotated their necks during clinical work and 68.6% tilted a shoulder 

towards their dominant hand. A strong association (p value = 0) was found 

between the number of years in practice and work-related pain in the neck. 

The prevalence of MSD was very high when compared with international data.

Self-recognition is most important in preventing occupa tional injuries. 

This study suggests the need to include ergonomic work practice during 

training to create aware ness of the risk of MSD and to promote wellbeing.

Keywords: Prevalence, musculoskeletal disorders, den tists, risk factors, 

ergonomics

INTRODUCTION

Occupational hazards are common among many professions and dentistry 

is no exception. The occupational hazards reported by dentists include 

percutaneous injuries, inhalation of noxious chemicals, loss of hearing and 

musculoskeletal disorders (MSD).1

The high prevalence of MSD pain among dentists is well documented, 

constituting a major health problem, espe cially as back pain.2 A summary 

of published MSD preva lence rates are provided in Table 1 and the paucity 

of data relating to dentists in South Africa is noted. Possible risk factors of 

MSD have been classified as biomechanical, ergonomic and work factors 

(psychosocial risk factors due to job stress).3 'Self-recognition' of the problem 

is generally the first step in alerting the clinician of the need to consider 

changes. Dentists have also been advised to seek and receive education 

about their musculoskeletal health, injury prevention and ergonomics to 

improve their working environment.4,5

Ninety four percent of dentists in a study in South East Tur key reported one 

or more pain symptom, while a high preva lence of pain was also reported 

among Taiwanese (92.4%)9 and Australian dentists (87.2%).2 Similar high 

prevalences were found in Spain (79.8%)9 and Greece (62%).

Moradia and Patel reported that 63.6% of dentists in Surat City in Gujarat, 

India, had at least one kind of occupational pain either in the neck, back or 

shoulder or a combination of these conditions, and nearly 96% recorded 

that the pain had begun when they started practising dentistry.8 Shrestha, 

Singh and Niraula researched the work-related complaints among dentists 

in Biratnager and Daran in Ne pal.13 Seventy nine percent of respondents in 

those studies had experienced backache in the previous year.13 A systematic 

review by Hayes et al. reported an overall MSD prevalence among dentists 

of between 64–93% with back and neck listed as the most prevalent regions 

for pain.16

The study by Rising et al. investigated the body distribution and severity 

of musculoskeletal pain in dental students and re ported an incidence of 

between 46%–71%.20 The most frequently affected area was in the neck 

and shoulder area, followed by mid back, lower back, right arm/hand and 

left arm/hand. A significantly higher prevalence of pain was reported among 

dental students who were enrolled in clinical skills training and who were 

engaged in performing dental procedures.2

Ellapen et al. reported in a study carried out in South Africa (on dentists 

from Durban and Verulam) that the frequency of pain and discomfort was 

49.3 % in the vertebral area, 18.7% in the wrist, 16.6% in the shoulder and 

12.5% in the lower leg.6

The data presented in Table 1 confirms that MSD is a problem internationally 

which stems from poor postures, extended work hours and working without 

an assistant. Instrument and surgery design and education and training can 

help to address some of these issues. Given the lack of data on prevalence 

and distribution of MSD among South African dentists, this study aimed to 

measure the prevalence of MSD among dentists in KZN and to determine 

the risk factors associated with the affliction.

METHODOLOGY

This cross-sectional, descriptive study was conducted to determine the 

self-reported prevalence of MSD among dentists (n=350) who attended the 

regional South African Dental Association (SADA) Conference in March 2011. This 

convenience sample was informed about the study and invited to participate. 

Completed questionnaires were received from 109 conference attendees.

The explorative nature of the study, both in Africa and in this field, 

was taken into consideration when the questionnaire was developed by 

the researcher. It was self-administered and contained questions aimed 

at gathering quantitative data. Information was collected on the socio-

demographic details of the respondents (age, gender, height, weight and 

practice), their medical history and the nature of their daily work (intensity, 

work load, hours spent at work and the average number of days worked per 

week) and their habitual work posture (patient positioning, chair position). A 
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Author and Year Country Participants Overall MSD 

(%)

Back (%) Hand and 

wrist (%)

Neck (%) Shoulder (%) Lower 

extremities 

(%)

Ellapen et al., 20076 South Africa Dentists n=94 54.26 49.32 18.75 (wrist) 16.7 12.5

Harutunian et al., 20117 Spain
Dental students and 

staff  n=74
79.8 40.0 27.1 (wrist) 58 24.3

Moradia and Patel, 20118 India Dentists n=77 63.6 75.5 2.04 (wrist) 42.9 22.5 2.04

Lin et al., 20129 Taiwan Dentists n=197 92.4 66.5 (lower) 71.6 75.1

Samat et al., 201110 Malaysia Dental team 44.9

Pargali and Jowkar, 201011 Iran Dentists n=82 33 28

Booysens et al., 200912 South Africa
Dentists Hygienists 

n=362
59.6 61.3 (hand) 66.5 56.6

Shresta et al., 200813 Nepal Dentists n=68 79.4 58.8 47

Polat et al., 200714 Turkey Dentists n=120 94 30.63 23.75
23.3 (arms and 

legs)

Leggat and Smith, 20072 Australia Dentists n=285 87.2
53.7 (lower 

back)
57.5 53.3

Alexopoulos et al., 200415 Greece Dentists n=430 62
46 (lower 

back)
26 26 20

Hayes et al., 200616 Review Dentists 64–93 36.3–60.1 19.8–85

Rucker and Sunell, 200217 Canada Dentists n=421 19 9 24 18

Szymanska, 200218 Poland Dentists n=268 60.1 44 56.3 51.5 47.8

Al Wazzen et al., 200119 Saudi Arabia

Dentists n=91

Assistants n=72

Technicians n=29

Hygienists n=12

73.5 54.4

Table 1: Summary of Musculoskeletal (MSD) prevalence rates

pilot study was conducted to test the data collection instrument for reliability 

and validity. Pain was reported by the dental respondents themselves and 

measurement bias was prevented by requesting them to plot the pain on a 

body chart which illustrated well-defined anatomical boundaries, a process 

which was based on an approach by researchers who investigated carpal 

tunnel syndrome amongst dental hygienists.21

DATA ANALYSIS

Data were coded and entered into an Excel spread sheet.

Basic descriptive analysis of the demographic factors was completed 

using Excel and then the data was imported into SPSS® version 20 for more 

complex statistical analyses. An independent test was used to determine 

any correlation between the scale variables and the Chi-square test was 

used to determine the association between the nominal and the ordinal 

variables. The level of significance was set at 0.05.

LIMITATIONS OF THE STUDY

Self-reported data is sometimes considered a limitation. Dentists could over- 

or under- report data about pain. However, completing the questionnaire 

posed no direct benefit to the respondent so there was no incentive to 

provide any other than accurate responses. The study might have been 

strengthened by actually observing the dentists at work when more accurate 

data on the presence and extent of muscle strain could have been secured.

RESULTS

One hundred and nine dentists (31%) responded to the questionnaire, the 

majority of whom were male (72.5 %). A third of the respondents were aged 

between 30–39 considered that they were in good health and reported 

no medical conditions. However, 18 had hypertension, 15 were diabetic, 

five reported having arthritis and two reported carpal tunnel syndrome. 

The body mass index of the respondents indicated that more than a 

third (37.3%) were overweight and 16.7% obese. A quarter of the sample 

(25.5%) did not participate in any form of exercise. Nearly 50% of those 

who indicated that they exercised performed high impact cardio-routines. 

Other exercises included stretching and toning (28.4%) as well as yoga 

and relaxation (9.2%).

A third of the respondents had been in practice for more than 21 years. 

The majority of the dentists worked five to six days per week (86.2%) and 

seven to nine hours per day (78.9%). There was no significant relationship 

between the number of years in practice and the levels of pain experienced 

(p=0.364).

Nearly one hundred dentists (90.8%) were right handed. Slightly more 

than half of the respondents (52.7%) spent more than 45% of their time 

on restorative dentistry and about half reported spending approximately 

50% of their time in the standing position.

Two-thirds (67%) of the respondents performed four-handed dentistry 

(working with one dental assistant) and less than 6% performed six-handed 

dentistry (working with two dental assistants). Almost a third (27.4%) of 

dentists worked with no dental assistant (Figure 1).
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Figure 1: Working with a dental assistant

67.0

5.7

27.4 4-handed dentistry

6-handed dentistry

2-handed dentistry

Table 2: Prevalence of pain (n=109)

Prevalence of pain

Lower Back 99.1

Shoulder 98.2

Neck 98.2

Hands 22.5

Total prevalence (dentist reporting pain 

in one or multiple sites)

99.1

Figure 2: Reasons for pain (n=109)
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CLINICAL REVIEW

Three quarters (74.8%) reported using a finger rest while doing restorative 

procedures and during scaling and polishing. Most dentists in this study 

(58.5%) used the 9 to 12 o’clock position when working with a dental 

assistant. Two thirds (62.7%) reported that they worked with their dominant 

hand below the work area and sixty four dentists reported working with 

their dominant elbow below. Nearly three quarters of the responding 

dentists (73.6%) rotated their necks while performing clinical work while 

a third tilted their shoulders towards their dominant hand.

The overall reported prevalence of MSD was 99.1% (dentist reporting pain 

in one or in multiple sites). As illustrated in Table 2, nearly the entire sample 

reported pain in the neck (98.2%), lower back (99.1%) and the shoulder 

(98.2%). Less than a quarter (22.5%) reported hand pain, 19.4%, numbness 

in the hands and 24.4%, a tingling sensation in the hands while performing 

clinical work. More than half (53.3%) reported severe neck pain and 78.2% 

reported mild and moderate lower back pain. The ratings for shoulder pain 

were the lowest. As indicated in Figure 2, clinical work was perceived as 

the most common reason for pain (81%).

Respondents with hand pain were asked to plot the location of the pain 

on a chart depicting a hand. These results are illustrated in Figure 3. The 

thenar eminence is a muscle group located in the thumb and on the palm of 

the hand which allows for different movements of the thumb and this was 

the most plotted site for pain.

PAIN IN THE HANDS

The majority of the respondents (78%) indicated that they had no negative 

effects when performing restorative work and scaling and polishing. When 

asked about numbness as an effect of pain, one dentist indicated extreme 

levels (Table 3). These respondents noted a slight increase in pain which 

extended from their working hours and continued into the night.

DISCUSSION

The present study investigated the prevalence of, and identified risk factors 

associated with, musculoskeletal disorders among dentists in KwaZulu-Natal.

The prevalence of pain in the neck, lower back and shoulder is extremely 

high among this group (99.1%). These findings are similar to those of Lin et 

al. (2012) who reported (92.3%) of pain among Taiwanese dentists9, as did 

Leggat and Smith (2006) among Australian dentists2 and Polat et al. (2007) 

who found that 94% of dentists suffered at least one MSD.14 Nearly 80% pain 

prevalence was reported by Harutunian et al.,7 while a Greek study reported 

62% of dentists with at least one musculoskeletal complaint.15 The high 

prevalence of MSD sets the scene for poor health outcomes among dentists.

Symptoms of pain, numbness and tingling in the hands were found to 

be more intense at night than while performing restorative procedures and 

scaling and polishing. Similar results were reported by Alexopoulos et al., 

Elapen et al. and Harutunian et al.6,7,15 but were not as high in the Taiwanese 

study by Lin et al., who recorded a 41% prevalence of hand symptoms.9

BMI was not identified as a significant risk factor, despite the fact that just 

over a third of the respondents were overweight or obese (16.7%). Similar 

results were found in the Malaysian study conducted by Samat et al.10 Although 

there was no significant relationship between pain and BMI, weight control is 

critical in the overall health of a dentist, as an increase in weight increases 

the load on the back muscles, and may be the cause of any subsequent pain. 

Although there was no correlation between BMI and MSD in this study, BMI 

should not be ignored as a risk factor for MSD.

More than half of the respondents spent more than 45% of their time on 

restorative dentistry. Nearly a third of the time was spent on administration, 

prosthetics and scaling and polishing. The ideal workday should be divided 

between all categories of dentistry. If one performs clinical work in a seated 

position for a long time it impacts on the muscles of the lower back, especially 

if these muscles are not supported. This is aggravated when the dentist works 

with his/her neck in the forward position, resulting in neck and shoulder pain.
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Table 3: Symptoms of the hand while working

Pain

Frequency Percent Valid percent p-value

No pain 76 69.7 77.6

0.000
Moderate pain 19 17.4 19.4

Extreme pain 3 2.8 3.1

Total 98 89.9 100

Numbness

Frequency Percent Valid percent p-value

No numbness 79 72.5 80.6

0.000
Moderate numbness 18 16.5 18.4

Extreme numbness 1 0.9 1

Total 98 89.9 100

Tingling

Frequency Percent Valid percent p-value

No tingling 74 67.9 75.5

0.000
Moderate tingling 22 20.2 22.5

Extreme tingling 2 1.8 2

Total 98 89.9 100

CLINICAL REVIEW

The high prevalence of neck and back pain recorded in this study could be 

due to the numerous dentists who acknowledged they routinely performed 

neck rotation. These colleagues spent approximately half their working 

time in the standing position. This proportion was slightly higher than that 

reported by Symanska (27.6%),18 and much less than Marklin and Cherney22 

who reported on dentists who spent 78% of their time in a seated position. 

Standing was the preferred practice position (only 11.7% used the sitting 

position while working) for dentists in the Polat et al. study.14

Dentists should adopt various positions while at work. In fact, it is 

recommended that they alternate, between standing and sitting. When one 

does so, different sets of muscles alternate thereby allowing the other set 

of muscles to relax.23 Furthermore, Moradia and Patel also reported that 

sitting or standing for a long time was the factor that most aggravated the 

pain.8 Prolonged standing further puts the dentist at risk of varicose veins 

and haemorrhoids.23 Static postures for long periods cause fatigue and a 

decrease in microcirculation, increase in pressure and insufficient removal 

of lactic acid, all leading to pain.

In the present study, just over two thirds of the dentists performed four-

handed dentistry; lower than the 99% reported by Rucker and Sunell17 and the 

100% reported by Polat et al.14 but similar to results reported by Szymanska 

in which just over a third worked without a dental assistant.18 Practising 

four- and six-handed dentistry offers an advantage as it allows the dentist to 

save time and permits resting of the back muscles and lower extremities.21

From an ergonomic point of view, six-handed dentistry is the ideal and yet 
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in this study less than 6% of the sample practised in this way. Dentists in 

KZN should consider working with two assistants to enhance efficacy and 

to reduce the possibilities of pain. However Kumar et al.24 reported that 

dentists working with assistants described a higher prevalence of hip and 

thigh symptoms and as noted above, it is recommended that while working 

with an assistant, it is advisable to alternate between standing and sitting.24

Nearly three quarters of dentists in this study indicated that they used 

a finger rest all of the time whilst undertaking restorative procedures and 

scaling and polishing. The use of hand and finger rests balances the fatigue of 

the forearms during fine motor activities and therefore can prevent shoulder 

and hand injuries. This is supported by the findings of the present study as 

nearly 80% reported no pain during delivery of restorative treatment and 

of scaling and polishing.

The most common work position reported in this study was the 2 o’clock 

position, and the range of work positions varied from 9 to 12 o’clock. This was 

similar to the findings of Chaikumarin24, who found that 80% of the dentists 

in that study preferred the 10 o’clock position. There is an increase in MSD 

associated with the use of the 7 to 8.30 position and 3.30 to 5.30 positions, 

due to the difficult adaptive postures the dentists have to then adopt. These 

poor postures include neck rotation, torso twisting and elbow raising and all 

increase the probability for MSD.

In the current study, two thirds of dentists reported that they worked 

with their dominant hand below the work area – unlike a report by Rucker 

and Sunell who found that 66% of their sample raised their dominant elbow 

while working.17 Elbow raising increases the risk of MSD. Dentists who do 

so while working have a 50% chance of experiencing hand, neck, shoulder 

and upper back pain.17

Shoulder tipping is associated with hand pain while neck rotation is 

associated with neck pain.17 Nearly three quarters of dentists in this study 

rotated their necks while performing clinical dentistry, which predisposes 

them to pain. Only a third of the respondents tilted their shoulders towards 

their dominant hand, a posture which predisposes them to hand pain. The 

frequency of neck rotation is high in this study when compared with other 

reports in the literature and this is a possible explanation for the high 

prevalence of neck pain.

More than 80% of the present respondents identified clinical work as the 

major reason for their pain. This figure is very high when compared with 

findings from Rucker and Sunell, where only one in three dentists attributed 

their pain entirely to their clinical work.17 In review studies conducted by 

Hayes et al.16 and Leggat et al.,23 the authors recognised the contribution of 

MSD to increased sick leave, reduced productivity and early retirement from 

the profession. Literature in this regard is, however, conflicting. Shrestha 

et al.13 found no relationship between absenteeism and pain. Rucker and 

Sunell, on the other hand,18 reported that nearly 60% of dentists experienced 

work loss due to MSD and 13% had been obliged to reduce the number of 

working days per week. A study found that only 15% of dentists applied for 

sick leave due to pain, whilst chronic pain was the cause of absenteeism 

and seeking medical attention.7

In the present study, despite having neck, shoulder, hand or back pain 

in the last year, nearly 70% did not miss work. Only 5% of the participants 

in the present study reported being absent from work due to severe pain. 

The fact that most were self- employed dentists in the private sector who 

are directly responsible for their income could be a possible reason for this 

relatively low percentage.

There was no significant relationship between absenteeism and pain in 

the neck, nor any relationship between neck rotation and pain in the neck 

while clinical work was performed. However, a strong association was found 

between pain in the neck during clinical work and the number of years in 

practice (p<0.001).

With regard to exercising, two statistically significant relationships were 

identified, firstly between pain while preforming clinical work and frequency 

of exercise and secondly between the severity of the pain and frequency 

of exercise. Nearly a quarter of the present sample was not involved in any 

exercise routine; however, there was no significant relationship between 

exercise and pain.

Harutunian et al. reported that aerobic activity decreases experience of 

pain, assists in weight loss and strengthens the torso.7 Stretching of muscles 

also assists in relieving back pain. Muscle relaxing exercises and rest were 

found to ease the pain; while lack of exercise was strongly associated with 

back pain.16 Szymanska’s study, however, found no significant relationship 

between physical activity and pain.18

A study by Marklin and Cherney22 reported that dentists spent nearly half 

their working time with their necks flexed. A reduction in neck and trunk 

rotation would improve the occupational health of dentists. In the present 

study, there was no significant relationship between neck rotation and pain 

in the neck while performing clinical work (p-value=0.16), but a very strong 

association between the number of years in practice and pain in the neck 

while doing clinical work (p-value=0.001).

Dentists should not ignore pain as medical intervention may be required. 

Ergonomic changes in their practice and practice environment, lifestyle 

changes, reduction of stress and involvement in an exercise routine should 

all be considered. Dentists are responsible for their own muscular skeletal 

health and that of their staff. Ignoring pain in the early stages and taking no 

account of risk factors predisposes dentists to more severe pain which would 

ultimately require more costly intervention and cause further inconvenience.

CONCLUSION

MSD is a major occupational health problem among dentists in KZN. Ergonomic 

work practice should be included in the training of dentists, should be 

reinforced in clinical training and should be included in CPD activities. The 

working conditions in dentistry should be improved and there is a need for a 

preventive program to reduce the risks of MSD. The profession should take 

these steps to prevent MSD and to make dentistry a safer, healthier career.

A limitation of the study was the relatively low response rate on self-

reported data. However it can be deduced that there is a need for dentists 

in this sample to increase their knowledge of ergonomics and to improve 

their routines in the practice of dentistry.

There is a need for further studies in South Africa to establish the 

prevalence of MSD at a national level, and indeed to include in the survey 

dental therapists, oral hygienists, dental assistants and dental technicians. 

Investigations are indicated into establishing ergonomically correct dental 

procedures and in designing ergonomic dental units. Studies in clinical training 

in dental schools in South Africa should be conducted to improve teaching 

and clinical supervision so that MSD can be prevented.
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THE ROLE OF THE 
DENTAL PROFESSIONAL

Humble beginnings often wind their way down unexpected paths toward 

unthinkable destinations. Ribbons we wear, ribbons on our cars, and 

wristbands have become not only methods to bring awareness of various 

cancers and causes; they have become a fad of nearly epic proportions. 

Discovering the history of the ribbon craze is tricky, with different groups 

and individuals taking credit. Some give credit to the black armbands worn 

in Victorian times or the yellow ribbons from the Tony Orlando song. But 

whatever the origination, these symbols can bring attention, understanding, 

and most importantly, funding to organisations and individuals struggling 

with disease.

For several years, oral cancer awareness and screening has had a part 

in each programme I give, for some very specific and personal reasons. 

Using my skills and intuition as a dental hygienist, I saw a suspicious area 

on a client. The client denied it, saying she wasn’t a smoker. The lesion 

was on the palate. The client said it was from eating taco chips. There 

was something about it that just didn’t resonate for me. I had to talk her 

into allowing a brush biopsy. The biopsy came back showing atypical 

cells; the scalpel biopsy showed early squamous cell carcinoma. The 

client was my sister. The good news was that we found it so early that 

the very early scalpel biopsy has thus far, after six years, seemed to have 

removed everything and there has been no recurrence. CDx Labs (www.

oralcdx.com) has been using my case study for several years as the first 

case they published about an RDH. My sister had none of the usual risk 

factors; the location of the lesion was not one of the most common sites 

and could easily have been missed if I hadn’t been specifically looking.

This was followed by another experience with a 29-year-old school 

teacher, again with seemingly no risk factors. She complained of some 

TMJ discomfort, often had swollen glands, and noninflammatory enlarged 

tonsils. After evaluation and careful documentation, she was referred to 

her physician. Her physician did not pick up on her situation right away 

and gave the usual rounds of antibiotics. Finally the symptoms were 

pursued, and based on my suspicions and referral, she was diagnosed 

with lymphoma earlier than she might otherwise have been.

My stories are not really different from those of many other hygienists. 

Many of us have saved people’s lives through our efforts. But we aren’t 

doing it well enough yet.

Dr Michael C Alfano, DMD, PhD, dean of New York University College of 

Dentistry, states, “Right now the majority of oral cancer is still diagnosed 

by physicians. That’s because it is diagnosed late, when people are 

symptomatic.”

 In my presentations, I have often said it’s too bad there is not more 

public awareness of oral cancer like a ribbon or walk. Recently, it came 

to my attention that head and neck cancer does have a ribbon. SPOHNC, 

which stands for Support People with Oral Head and Neck Cancer, is a 

patient-directed, self-help organisation dedicated to meeting the needs 

of oral and head and neck cancer patients. SPOHNC, founded in 1991 

by an oral cancer survivor, addresses the broad emotional, physical, 

and humanistic needs of this population. During the last several years, 

SPOHNC has received numerous inquiries about a ribbon to help raise 

awareness of oral and head and neck cancer. On June 3, 2001, at the 

10th Anniversary Celebration of the Founding of SPOHNC, an awareness 

ribbon was introduced to the public for the first time. This ribbon consists 

of three stripes, one burgundy and two ivory, symbolising oral and head 

and neck cancer. The ribbon will be sent to you at no charge by calling 

SPOHNC at (800) 377-0928. SPOHNC also offers an enameled pin that can 

only be purchased online through their website at www.spohnc.org or by 

calling (800) 377-0928. It is SPOHNC’s hope that by wearing and displaying 

this ribbon in various forms, we can all do our part in supporting cancer 

survivors and raising public awareness of this disease.

AWARENESS ALONE DOESN’T CHANGE BEHAVIOUR

“Dental lifesavers: An oxymoron? Perhaps not. We know that dentists and 

hygienists are not thought of by the public, and do not think of themselves, 

as people who engage in the saving of lives. After all, they are not ER 

doctors. But when either of these dental professionals finds an oral cancer 

in the course of their examinations, especially at an early stage one or 

two, they have undoubtedly saved a life.”

This is a quote from Brian Hill, oral cancer survivor and founder and 

executive director of the Oral Cancer Foundations, Inc. (OCF). The question 

is: Do you really believe it?

There is and has been a world of information on oral cancer available 

for many years. Now, with a pin we can get the message out even more, 

but will we really change our behaviour? Dental health professionals 

KNOW about oral cancer, yet our statistics on early detection are abysmal. 

According to many sources, oral cancer is the sixth deadliest cancer in 

the world with close to 390,000 new cases accounting for four percent 

of all cancers diagnosed annually. Approximately 8,000 Americans die 

each year – an average of one per hour – compared to cervical cancer 

with 3,710 deaths per year. Sixty-six percent of the oral cancer cases are 

not diagnosed until they are in the late stages, and approximately 50 

Patti DiGangi (Published in: RDH Magazine, September 2005)
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percent of the victims will die within five years. This death rate is higher 

than Hodgkin’s disease and cervical, skin, ovarian, and brain cancers. 

The real issue is that oral cancer is 80 to 90 percent survivable if caught 

early. The bad news for dental professionals is that mortality rates have 

been basically unchanged for 50 years.

Why aren’t dental health professionals doing more to bring this 

information forward? Whose arena is oral cancer? How much pathology 

can you identify? How much have you seen but possibly didn’t notice? Do 

you ever find yourself performing tasks by rote such that you don’t pay 

attention? That last question is the heart of the issue when it comes to 

oral cancer screening.

THE LEARNING CYCLE

Dental hygiene, like most other work, includes repetition. Repetition is 

one of the ways new skills are acquired – practice, practice, practice is 

the mantra for learning. Though this is very true, it can lead to performing 

repetitive tasks nearly unconsciously.

Abraham Maslow describes the four stages of skill development: 

unconscious incompetence, conscious incompetence, conscious competence, 

and unconscious competence (Figure 1). These stages can be illustrated 

by following the efforts of a person who is learning to surf.

The first day, after much effort, the new surfer may be half-standing, 

half-stooping on the board fighting each swell of the water. The surfer is 

'dumb and happy' and perhaps a little sunburned. He is ignorant of the 

deeper skill level required to become a master surfer. He has found the 

unconscious incompetence stage of skill development. If he sticks with 

the task, he will quickly move to the consciously incompetent stage. At this 

stage, he is now aware of the skills he lacks, but resolved to learn more. 

He knows what he doesn’t know. He will eventually move, with practice, 

to the consciously competent stage of skill development. At the third stage 

of the cycle, the surfer can skillfully catch a wave, knows a lot about the 

equipment, and has a good time each day on the beach. But he returns 

home exhausted by his efforts. He then crosses an invisible frontier in 

which surfing gets easier. He takes on a bigger wave at exactly the right 

moment on a beach he knows as well as the curves of his face. He comes 

off the wave energised and exhilarated, not exhausted. He has found the 

fourth level of competency – unconscious competency.

Just as with our surfer, dental hygienists believe they have attained this 

level of unconscious competency a few years into their clinical practice. 

Some new graduates like to think they have attained this level of competency 

by the end of their initial educational process. During our educational 

years, each step of the dental hygiene process of care is evaluated. Our 

educational process teaches us to perform to the level that is inspected, 
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rather than to a level that should be expected. This behaviour pattern carries 

over to clinical practice. Often dentists do not inspect the dental hygiene 

process of care, because they expect that it has been completed. This is 

assuming the dentist truly understands each of the aspects of the dental 

hygiene process, which is a highly questionable assumption.

Beyond that, in the transition from our educational years to the real world 

of clinical practice, the alligator of time starts nipping. To fulfill what are 

generally artificial time parameters in clinical practice, steps in the dental 

hygiene process of care are skipped, dropped, or quickly glossed over. 

Hygiene professionals believe they are practicing at a level of unconscious 

competency when, in reality, they have slipped back into unconscious 

incompetence. Just like the surfer, the hygienist is 'dumb and happy,' or 

maybe not so happy but the bills are being paid.

What steps are skipped, glossed over, and performed by rote? Review of 

medications and implications, vital signs/blood pressure screening, occlusal 

evaluation, periodontal charting, complete documentation, and the subject 

of this article – oral cancer screening... to name a few.

It seems like 'dumb and happy' or maybe 'not so happy but the bills are 

being paid' is a choice you may have been able to get away with in the past. 

But as Bob Dylan said back in the 1960s, "The times they are a-changin." 

Our clients expect and believe they pay for mastery.

OUR CLIENTS WANT MORE

The world is speeding up. Expectations are rising. Our clients expect service 

and responses right now. We expect and demand that our problems be 

solved right now. We are impatient and demand more than we previously 

expected. We can make airline reservations online, shop for cars online, 

make appointments online, and find lots of information online. The aging 

population is now more health conscious than ever before. Americans 

want to stay young and healthy regardless of their age. Take a look at the 

amount of plastic surgery going on, the personal trainer phenomenon, and 

more. While much has been made of the fattening of America, there is a 

group on the other end of the scale that is more health conscious than ever.

Speaker and coach, Dr Greg Tarantola (www.tarantoladentallearning.

com) said our clients expect and even demand genuine, individual attention. 

They are internet savvy and are used to having information available at 

their fingertips. They expect a broad choice of therapeutic options. They 

think for themselves and are less likely to take the word of authority figures 

than previous generations. They further expect to be active participants, at 

every level, in their own healthcare because of a strong self-image. They 

view themselves as healthy and active.

How will this affect oral cancer screening? Clients will help drive the 

profession to do what we are trained to do. They will demand this service 

more and more just as the public has been the driving force in nutritional 

supplements. If the professionals don’t do it, consumers will find a way 

to do it for themselves.

There are still other driving forces that influence dentistry, including our 

standards of care and the insurance industry.

STANDARD OF CARE AND DENTAL BENEFIT CODES

Oral cancer screening should be a routine part of every evaluation procedure; 

our standard of care requires it. But just what does the term standard of care 

really mean? The Dentist Insurance Company (TDIC) describes it this way 

“The standard of care is a relative standard, not a strict legal prescription. 

It is based on the actions of the reasonable person of ordinary prudence. 

Since the conduct of a reasonable person varies with the situation he or 

she is confronted with, negligence is, therefore, defined as the failure 

to do what this reasonable person would do under the same or similar 

circumstances. In other words, the standard represents the minimum level 

of conduct (author emphasis) below which members of society must not 

fall. Persons with a higher level of knowledge, skill, and intelligence – such 

as dental health professionals – are held to a correspondingly higher 

standard. The conduct of the dental health professional will be judged 

by the conduct of other dental health professionals practicing under the 

same or similar circumstances.”

Standard of care is NOT a maximum standard, but a minimum level of 

conduct below which we should not fall.

So what creates a standard? Standard of care is created by research, 

rules, laws, professional organisations through guidelines, position papers, 

parameters of care, statements, policies, and codes, including the Common 

Dental Terminology (CDT) codes. The CDT coding process is created by the 

American Dental Association. In 1986, the ADA Council on Dental Benefits 

elected to develop an educational manual. As stated by the ADA, the goals 

of the CDT manual are to serve as an educational resource, communicate 

accurate information, and act as standard to document procedures. 

Therefore, it follows that the ADA states that CDT is part of the standard 

of care or the minimum level of conduct.

Whether a practice or a practitioner chooses to be involved with insurance 

benefits is a philosophical choice. Practicing below the standard of care is 

not. Examination and evaluation are routinely performed daily in clinical 

practice. The CDT codes for evaluations commonly used in clinical practice 

include D0150 Comprehensive Oral Evaluation and D0180 Comprehensive 

Periodontal Oral Evaluation. In the CDT descriptor of these codes, it states: 

“This would include the evaluation and recording of patient’s dental and 

medical history and a general health assessment. It may typically include 

the evaluation and recordings of dental caries, missing or unerupted teeth, 

restorations, occlusal relationships, periodontal conditions (including 

periodontal charting), hard- and soft-tissue anomalies, oral cancer screening, 

etc (emphasis by author)."

It therefore follows that because the CDT code includes oral cancer 

screening in the descriptor and the code helps create our standard of care, 

to NOT perform an oral cancer screening is falling below the standard of 

care. Further, to submit for these codes without performing oral cancer 

screening could be considered insurance fraud because it would be 

submitting for care not performed.

The most commonly used evaluation code D0120 Periodic Oral Evaluation 

includes this wording: “An evaluation performed on a patient of record to 

determine any changes (emphasis by author) in the patient’s dental and 

medical health status since a previous comprehensive or periodic evaluation.”

Does that mean oral cancer screening should be included? Absolutely! 

The code and the standard it sets are an evaluation for changes. We can’t 

determine changes if we don’t look. Once again, filing a claim without 

performing the services could be considered fraud.

BEHAVIOUR STILL HASN’T CHANGED, BUT IT CAN!

A published study in the Journal of the American Dental Association 

(Horowitz AM, Alfano MC. Performing a death-defying act. JADA Nov. 2001; 

Vol. 132:5S-6S) states that only 13 percent of those who visit a dentist 
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regularly report having had an oral cancer screening. Brian Hill (www.

oralcancerfoundation.org), a survivor of a late-stage oral cancer that was 

not found by three members of his dental team, says, “This is unfortunate 

when you consider that historically, the greatest strides in combating most 

cancers have come from increased awareness and aggressive campaigns 

directed at early detection. It is now commonplace to annually get a Pap 

smear for cervical cancer, a mammogram to check for breast cancer, or 

PSA and digital rectal exams for prostate cancer. These screening efforts 

have been possible as a result of the increased public awareness of the 

value of catching cancers in their earliest forms, combined with effective 

technologies for conducting the examinations. Oral cancer is no different. 

Actually, it is potentially easier to obtain public compliance for oral cancer 

screenings, since unlike many other cancer screening procedures, there 

is no invasive technique necessary to look for it, no discomfort or pain 

involved, and it is very inexpensive to have your mouth examined for 

the early signs of disease. Education of the public 

regarding the risk factors that lead to oral cancer and 

the development of public awareness are primary 

responsibilities of the dental community.”

In focus groups, OCF found that dental office staff 

members from the business area to the assistants 

to the dentists were reluctant to begin a dialog with 

clients regarding oral cancer. They just wouldn’t 

do it. OCC offers buttons – “We look for it” for the 

business staff and “I look for it” designed for the 

hygiene staff and the doctor.

These buttons can be an excellent way to begin 

the dialog with your clients about having a screening 

while they are in the office. The idea behind the 

OCF buttons is the clients see the statement which 

leaves them with a question in their minds. Clients 

then initiate the dialog prompted by the saying on 

the button. This presents an opportunity for the 

dental staff member to answer the question with a 

statement such as, “We look for oral cancer. While 

you are here today, we are going to see that you 

get a through screening during your appointment.”

If you don’t feel you know enough, take a CE 

course such as was offered at RDH Magazine’s 

UOR meeting. Dental industry further supports our 

learning through the Oral CDx free online four-hour 

course at www.oralcdx. com. Zila Pharmaceuticals 

offers training at www.vizilite training.com.

With companies bringing new diagnostic devices to 

the marketplace, organisations like OCF pushing for 

public literacy and awareness, and oral cancer now 

being called out by name in the Surgeon General’s 

recommendations, let alone in world-wide declarations 

from the World Health Organization, dentistry has a 

unique opportunity. Brian Hill sums it up when he states, 

“We must catch this wave of momentum and turn it into 

a positive force, reversing decades of past neglect.”

Each of us has an opportunity on a daily basis. 

Individuals can make a difference. Just ask yourself, 

what difference can I make today? How can I change the status quo? 

How can I change those statistics? On the back of the OCF business card 

I noticed a quote that reflects not only the organisation’s position about 

effecting change, but my own: “You must be the change you wish to see 

in the world” – Gandhi.

Note: This article is dedicated to my mom, Arlene Clinger, who recently 

lost her battle with kidney cancer. She was my life example of how to 

make a difference not just through our words, but through our actions.

Patti DiGangi, RDH, BS, is a speaker, author, and practicing dental hygiene 

clinician offering CE courses to national audiences through her company, 

Professional Direction Conferences. Courses cover eagle-eye dental hygiene 

assessments, minimal intervention, high-tech diagnostics, and her favorite 

hobby horse – early oral cancer detection. She can be reached to schedule 

courses at pdigangi@comcast.net or (630) 292-1473. �
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PATIENTS WITH CANCER
TREATMENT CONSIDERATIONS FOR 
PATIENTS BATTLING CANCER

Dawn E. Kasper, RDH

“Cancer is a word, not a sentence.” John Diamond, a British broadcaster and 

journalist who passed away from throat cancer in March 2001, uttered those 

inspirational words. In his book Because Cowards Get Cancer Too, he wrote, "What 

can the chances be of any organ doing anything a billion and a half times and never 

making a mistake? Your 30 trillion or so cells have each replicated themselves a 

few thousand times: How could it possibly not be that a few of these cells would 

band together in that state of cytological anarchy that leads to cancer and death? 

Accidents happen but illness creeps up on you. Only in retrospect do you realise 

that you’d been ill all along.”

Cancer is one of the most signifi cant fatal diseases around the world, although 

factually it’s a collection of about 100 similar diseases. Cancer can be cured, but 

the cure rate depends on the variety, a quick diagnosis, and the person’s health. 

Optimal management of the oncology patient involves an interdisciplinary approach 

that requires assessment, communication and interaction among the healthcare 

team during all stages of cancer therapy.

Let’s understand the truth about cancer’s survivability. In the United States, one 

in three people will get some form of cancer. One in four people will die of cancer. 

Cancer is a very serious problem, with about 1,500 Americans dying from some form of 

the disease each day. In fact, it is the number one cause of death for Americans over 

age 85. The American Dental Association (ADA) reports that of the 1.4 million people 

receiving treatment for cancer, about 400,000 will experience oral complications.

There are more than 100 diff erent kinds of cancer. It can aff ect almost any organ 

in the body: kidneys, lungs, pancreas, throat, brain, and many more. The body is 

comprised of cells that normally divide and multiply according to the body’s needs. 

There are times, however, that cells multiply uncontrollably, producing more cells 

than the body needs and resulting in the production of a growth or mass (tumour). 

Although the cells of a benign tumour do grow abnormally, they do not aff ect other 

parts of the body. The cells of a malignant tumour, however, have the ability to invade 

nearby tissues and travel to distant parts of the body (cancer). A benign tumour 

is rarely life threatening and is often easily removed. Malignant tumours are far 

more dangerous and harder to get rid of. In addition, cancer cells can sometimes 

break off  from the tumour, enter the blood stream, and spread to other organs 

(metastasis). One kind of tissue is diff erent: Leukaemia aff ects the person’s blood 

and the organs that create the blood, and then invades nearby tissues.

Since each cancer is diff erent, the precise form of treatment will vary depending 

on the type of cancer and how advanced it is. The success of cancer treatment 

depends on the correct diagnosis. It would be a tragic thing for one form of cancer 

to be mistaken for another, causing the wrong treatment to be used. 

ORAL COMPLICATIONS FROM CANCER THERAPY

The likelihood is high that aggressive cancer treatment will have toxic eff ects on 

normal cells as well as cancer cells. The gastrointestinal tract, including the mouth, is 

particularly prone to damage, whether the treatment is radiation or chemotherapy. 

Most patients experience some oral complications, and while most of these are 

manageable, they can sometimes become severe enough to stop treatment. 

Surgical solutions may lead to oral and nutritional problems as well.

Oral complications of cancer treatment arise in various forms and degrees of 

severity, depending on the individual and the treatment. Chemotherapy often impairs 

the function of bone marrow, suppressing the formation of white blood cells, red 

blood cells, and platelets (myelosuppression). Some cancer treatments have toxic 

eff ects on the oral tissues (stomatotoxic). Following are lists of side eff ects common 

to both chemotherapy and radiation therapy, and complications specifi c to each 

type of treatment. As dental professionals, we need to consider the possibility of 

these complications during each evaluation and treatment of an oncology patient.

ORAL CARE BEFORE, DURING, AND AFTER TREATMENT

Oral care is a crucial component of cancer therapy, aff ecting both quality of life and 

cost of care. As clinicians, we must be aware of the unending complications that 

arise in the oral cavity, and the steps we can take to help our patients get through 

this very diffi  cult time.

Pre-existing or untreated oral disease can complicate cancer treatment. The 

goals of dental care before cancer treatment are to provide early detection and 

diagnosis of premalignant and malignant disease, and to prepare the patient for 

cancer treatment by managing pre-existing dental and mucosal diseases and 

instituting preventive programmes. Problems such as supra-gingival or subgingival 

plaque and biofi lm, periodontal disease, cracked/chipped teeth or restorations, 

crowns, implants, bridges, fi xed or removable prostheses, orthodontics or other 

removable appliances can make therapy more diffi  cult later on. Bacteria and fungi 

in the mouth may develop into an infection when the immune system is not working 

well, or when white blood cell counts are low. Irritated tissues can thin and waste 

away, causing sores in the mouth (ulcerative oral mucositis). These complications 

can result in a signifi cant reduction in the patient’s quality of life.

EVALUATION

A comprehensive oral evaluation should take place one month before cancer 

treatment starts, allowing recovery time from any required invasive dental procedures. 

It should include a thorough examination of hard and soft tissues, and appropriate 

radiographs and periodontal charting to detect possible sources of infection and 

pathology. It should also include:

• Identifying and treating existing infections, caries, and tissue injury or trauma

• Stabilising or eliminating potential sites of infection

• Extracting teeth in the radiation fi eld that are non-restorable or may pose a 

future problem to prevent later extraction-induced osteonecrosis

• Conducting a prosthodontic evaluation. If a removable prosthesis is worn, make 

sure it is clean and well adapted to the tissue. Instruct the patient not to wear 

the prosthesis during treatment, if possible, or at least not to wear it at night

• Performing oral prophylaxis if indicated

• Timing oral surgery to allow at least two weeks for healing before radiation 

therapy begins. Oral surgery should be performed at least seven to ten days 

before the patient receives myelosuppressive chemotherapy. Medical consultation 

is indicated before invasive procedures

• Removing orthodontic bands and brackets if highly stomatotoxic chemotherapy 

is planned or if the appliances will be in the radiation fi eld

• Considering extracting highly mobile primary teeth in children and teeth that 

are expected to exfoliate during treatment

• Prescribing an individualised oral hygiene regimen to minimise oral complications.

• Patients undergoing head and neck radiation therapy should be instructed on 

the use of supplemental fl uoride.
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ORAL HYGIENE REGIMEN

Give a thorough dental prophylaxis and oral hygiene instruction.

Use fl uoride gel, 1.1% neutral sodium or 0.4% stannous fl uoride, delivered with 

custom trays seven days before radiation treatment. Gel may be brushed on if 

patient prefers. This can be done before, during, and after cancer treatment.

Use 5% NaFl varnish (22,600 ppm) before, during, and after cancer treatment 

every two to three months to decrease tooth sensitivity and prevent carious lesions.

Provide a regular three- to four-month recall schedule after cancer treatment.

SUPPLEMENTARY ADJUNCTS

Relief of oral dryness – saliva can be stimulated by mechanical (masticatory), 

chemical, electronic, and pharmacologic methods along with oral moisturisers 

and salivary substitutes.

Reducing caries – Xylitol induces salivary enzymes that have been shown to 

inhibit bacterial growth in the oral cavity, preventing or stabilising caries.

Relief of mucositis – mixture of 1/3 Benadryl elixir with 1/3 Kaopectate and 1/3 

viscous lidocaine, rinsing every two hours.

Chlorhexidine gluconate 0.12% – reduces the level of S. Mutans, helps control 

plaque accumulation, and reduces the microbial load. It can be used for a two-week 

interval only and not while the patient is undergoing cancer therapy.

Treat trismus – jaw exercises to help stretch muscles properly. A series of opening 

and closing exercises can be used with six tongue depressors taped together. 

Muscle relaxers, cyclobenzaprine, anti-anxiety medications and Valium can help.

RECOMMENDATIONS FOR PATIENTS

• Brush teeth, tissue, and tongue gently with an extra-soft toothbrush and 

fl uoride toothpaste after every meal and before bed. If brushing causes pain, 

soften the bristles in warm water.

• Floss teeth gently every day. If tissue becomes sore or is bleeding, avoid 

those areas but continue fl ossing remaining teeth.

• Follow instructions for using fl uoride gel.

• Avoid mouthwashes containing alcohol.

• Rinse the mouth with a baking soda and salt solution, followed by a plain 

water rinse several times a day. Use 1/4 teaspoon each of baking soda and 

salt in one quart of warm water. Omit salt during mucositis.

• Exercise the jaw muscles three times a day to prevent and treat jaw stiff ness 

from radiation. Open and close the mouth as far as possible without causing 

pain, repeat 20 times.

• Avoid candy, gum and soda unless they are sugar-free and contain xylitol.

• Avoid spicy or acidic foods, toothpicks, tobacco products, and alcohol.

• Use a saliva substitute as needed.

• Topical anaesthetic may be used as needed.

• Suck on ice chips and sugar-free or xylitol mints or candy.

• Keep the appointment schedule recommended by dental professionals.

TOOTHPASTE RECOMMENDATIONS

• ControlRx – 1.1% NaF Toothpaste 5,000 ppm, Omnii Oral Pharmaceuticals, West 

Palm Beach, FL www.omniipharma.com

• Prevident 5000 PLUS – 1.1% NaF Dental Cream 5,000 ppm, Colgate Oral 

Pharmaceuticals, Inc. Canton, MA, www.colgateprofessional.com

• Fluoridex – 1.1% NaF Toothpaste 5,000 ppm, Discus Dental, Culver City, CA, 

www.discusdental.com

• Clinpro 5000 – 1.1% NaF Anti-CavityToothpaste 5,000 ppm, 3M ESPE, St. Paul, 

MN, www.3m.com

• NUPRO NUSolutions – 5,000 ppm Remin & Desensitizing Toothpaste with 

NovaMin, Dentsply Professional, York, PA www.professional. dentsply.com

• Squigle – NaF Toothpaste 1,000 ppm, (nonprescription), Squigle, Inc. Narberth, 

PA, www.squigle.com

After completion of cancer treatment, regular visits to the dental offi  ce are still 

indicated. A complete prophylaxis should be scheduled six to eight weeks after 

therapy. Since the immune system is suppressed, any type of infection could be 

serious. Preventing and treating oral side eff ects of radiation or chemotherapy 

involves starting prevention measures before cancer therapy begins, treating 

complications as soon as they appear, and continuing care after therapy ends. 

Meticulous attention to oral microbial control, prophylactic use of fl uoride gels, 

and palliative treatment of soft tissue lesions may signifi cantly reduce the oral 

morbidity associated with radiation and cytotoxic chemotherapy, enhancing both 

patient survival and quality of life. Diligent personal oral healthcare and frequent 

dental recall appointments are recommended for the remainder of the patient’s life.
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STRATEGIES FOR IMPROVEMENT
EARLY DETECTION AND DIAGNOSIS OF ORAL CANCER: 

INTRODUCTION

Squamous cell carcinoma of the oral cavity (oral cancer) accounts for 

approximately 3% of all cancers worldwide1. The highest incidence rates occur 

in three developing countries (Pakistan, Brazil and India) and one developed 

country (France).

Recognised risk factors are tobacco smoking and alcohol consumption. 

Betel quid and smokeless tobacco chewing are also important risk factors in 

some populations,2 and human papillomavirus (HPV) infection appears to be 

a risk factor for younger populations3. Although the oral cavity is a potentially 

accessible site for examination, up to 50% of oral cancers are not detected 

until the disease is well advanced4. Screening may assist with early detection 

and improve patient outcomes. Cancers of the oropharynx have similar risk 

factors to those of oral cavity cancer and the term head and neck squamous 

cell carcinoma (excluding nasopharyngeal cancer) is commonly used to define 

cancers of the oral cavity and oropharynx5. This review focuses primarily on 

oral cavity cancer as it is the most commonly occurring type1 and is also the 

most accessible site for screening.

Oral cancer is therefore a public health problem which carries signifi cant 

morbidity and mortality6. While to date biomedical research has informed 

most research and health interventions in this area, it is important that the 

structural and social determinants of this disease are also recognised and 

addressed. Without a comprehensive understanding of these factors, eff orts 

to prevent, detect and manage diseases such as oral cancer are likely to be 

ineff ective in terms of outcomes and use of resources. This review therefore 

aims to discuss the broad evidence base on which strategies to enhance early 

detection of oral cancer should be designed. Firstly, the evidence for current 

screening methods and approaches will be reviewed. Secondly, this report 

will describe the growing body of work exploring the psychosocial influences 

on early detection of oral squamous cell carcinoma and potentially malignant 

disorders (PMD)7. In this review, the term ‘psychosocial’ refers to interactions 

between the social structures and context of an individual and their psychological 

characteristics, and which in turn influence health behaviours and outcomes8. 

Based on this, strategies targeting these influences will be discussed. Finally, 

areas in need of further research will be identified. 

SCREENING

Current detection methods and approaches

A thorough mucosal examination should form part of a routine dental examination. 

Conventional oral examination has been shown to have high discriminatory 

ability9 and is the currently accepted practice for the detection of oral cancer 

and PMD. Detection of lesions may be enhanced by the use of adjunctive 

aids, such as toluidine blue, diff used white light, chemiluminescence or loss 

of tissue autofluorescence6. Research is continuing into the eff ectiveness 

of these and other aids,10–12 however as yet there is insufficient evidence to 

justify their use as screening adjuncts13,14. An important consideration though 

is how factors such as the experience and confidence of the practitioner and 

the acceptance of the patient of the procedures influence their eff ectiveness.

Oral cancer screening has been defined as ‘the process by which a practitioner 

evaluates an asymptomatic patient to determine if he or she is likely or 

unlikely to have a potentially-malignant or malignant lesion’15. This may occur 

as ‘population-based screening’, when a population is assessed specifically 

for the purpose of detecting oral cancer, as ‘opportunistic screening’, when 

patients who are attending a healthcare provider for another purpose are 

examined for signs of oral cancer or PMD, or as ‘targeted screening’ when 

high risk individuals are selected for screening16. In any of these contexts, 

along with a visual and tactile examination of the oral mucosa, the practitioner 

should ask the patient about their health history, including tobacco and alcohol 

use. The risk of oral cancer is increased with age, alcohol and tobacco use 

and a history of upper aerodigestive tract cancer (reviewed in Ref. 15). The 

term ‘oral cancer screening’ in this review will be defined as an oral mucosal 

examination together with an assessment of the individual’s health history, 

including symptoms and risk factors. Clearly, oral cancer screening is only one 

component of a comprehensive ‘oral examination’.

A 2010 Cochrane review16 assessed the eff ectiveness of current screening 

methods in reducing oral cancer. Only one study met the inclusion criteria. 

This study commenced in Kerala, India in 1995 and involved over 190,000 

participants in 13 clusters17,18. The Kerala RCT, was a population-based screening 

programme and the single randomised controlled trial conducted to date. This 

trial demonstrated a stage shift such that cases were identified at an earlier 

stage in the screened group compared with the control group. Significant 

methodological limitations leading to a high risk of bias were identified by 

the Cochrane review with the design of this RCT. These limitations included 

lack of detail regarding random assignment of clusters, small number of 

clusters, no analysis of the eff ect of clustering on the results, no blinding 

of the outcome assessment and lack of information about withdrawals and 

drop-outs. In addition, only 63% of participants with positive screen results 

complied with referral and a low proportion of lesions were biopsied for 

histological confirmation of diagnosis. The authors of the review concluded 

that while there was some evidence from the single included study that visual 

examination as part of a population-based screening programme reduced 

oral cancer mortality for high risk individuals, further well designed RCTs were 

needed. While RCTs represent the highest level of evidence for assessing 

the effi  cacy of an intervention, whether this type of study design is the most 

appropriate way to determine the usefulness of screening for oral cancer is 

debatable. The lack of rigorous trials is likely due to feasibility and cost issues 

related to the very large sample sizes required because of the relatively low 

incidence of oral cancer in the general population19. Using diagnosis of oral 

cancer (cancer registry data) as the outcome measure requires a long duration 

of follow-up (the Kerala trial used a nine year follow-up) so that data can be 

collected from a control group. It also assumes that cancer registry data is 

complete and accurate. An RCT study design clearly also raises ethical issues 

of withholding the screening from control participants. A more appropriate 

way of answering this particular question may be to use modelling, although 

gaps in current knowledge regarding malignant transformation rates and self-

referral patterns mean that currently there are limitations to this approach20.
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A free screening clinic in the USA reported that suspicious lesions were found 

in 5% of patients, and 1% of patients were confirmed to have oral cancer or 

PMD21. The authors concluded that due to the low prevalence of oral cancer, 

screening should be targeted to high-risk groups. A surprising finding from this 

study was that half the patients with confi rmed malignancies did not return for 

follow-up treatment. So while population-based screening cannot currently be 

recommended due to lack of available evidence, further research should focus on 

targeting high risk groups such as Australian Indigenous populations. In addition, 

research to explore the psychosocial factors influencing outcomes of screening 

programmes and patient experience and understanding of cancer diagnosis is 

urgently required.

The objective of early detection in oral cancer is to recognise not only oral cancer, 

but PMD at the earliest possible stage. Referral of these lesions to a specialist 

will result in an early definitive diagnosis and treatment if indicated. Even though 

accurately predicting malignant transformation for PMDs displaying dysplasia is not 

currently possible, these lesions require special attention and particular management 

strategies depending on the site, grade of dysplasia and patient risk22.

The value of screening programmes may not be solely limited to the detection 

of oral cancer. Screening opportunities should also be utilised to improve patient 

awareness about the relationship between risk factors, such as alcohol and tobacco 

and oral cancer, which may play a role in prevention23. Any health promotional aspect 

of the screening should however be implemented in a way that is appropriate and 

acceptable to the target population.

HIGH RISK GROUPS

Populations at high risk of developing oral cancer are predominantly older, male, 

heavy users of alcohol and tobacco, and have a poor diet and low socioeconomic 

status24. Since the prevalence of disease is higher in these groups, opportunistic 

screening programmes targeted to these populations may have greater eff ectiveness. 

The cost-eff ectiveness of this approach has been supported by the results of a 

study using a simulation model20 as well as the Kerala trial25. An increase in the 

incidence of HPV-related oral cancers however means that the demographics of 

the high-risk patient are likely to change or perhaps dichotomise, as these lesions 

are diagnosed at younger ages than HPV-unrelated oral cancers3. An additional risk 

factor particular to South Asian cultures is the chewing of areca nut and betel quid 

(with or without tobacco). These products are inexpensive and addictive and their 

use is widespread and starts at an early age26. People from these cultures, either 

residents in their home country or migrants to other countries, also represent a high 

risk group for whom screening programs may be eff ective. There are however social 

and cultural factors (religion, perceived health benefits, first or second generation 

immigrants) which influence the use of these products26 and the risk of oral cancer 

so these factors should be further investigated.

Other racial groups including African-Americans,27 Hispanics in New York28 and 

Indigenous Australians29 have also been shown to have a higher prevalence of 

oral cancer and this is probably largely due to increased smoking and alcohol use 

and lower socioeconomic status of these groups. People in developing countries 

have higher rates of oral cancer and this has been suggested to be due to greater 

exposure to risk factors and from an earlier age2. Low socioeconomic status itself, 

however, has been significantly associated with oral cancer risk in both developing 

and developed countries and this association remained after adjusting for known 

risk factors (alcohol, smoking, diet low in fresh fruits and vegetables and HPV 

infection)24. While the reasons for this are not yet fully understood, low levels of 

education and income are likely to aff ect access to healthcare, nutrition, living and 

working conditions and life chances resulting in poorer health generally. There has 

also been a suggestion that the stresses associated with deprivation may alter the 

molecular biology of cancer and this also requires further investigation24.

WHO SHOULD SCREEN?

There is an expectation that mucosal examinations are performed by dentists for all 

patients at dental examinations6. Appropriately trained dental auxiliaries could also 

carry out opportunistic screening and this may increase its cost-eff ectiveness and 

provide health promotion opportunities. Indeed, auxiliaries have already been used 

in population-based screening programmes. Health workers who had received a 

six-week training programme performed visual oral cancer examinations on 2,069 

of the Kerala RCT participants resulting in a sensitivity of 94.3% and a specificity of 

99.3% when referenced to re-examination by a physician30.

Unfortunately, those most at risk are unlikely to be regular dental attendees31 

and this reduces the eff ectiveness of opportunistic screening during dental visits. 

It has been shown that the greater the risk of oral cancer, the less likely the patient 

attended for regular dental examinations31. This was especially the case for smokers. 

This has been described as the ‘inverse screening law’ and suggests that individuals 

who have risk behaviours, such as heavy drinking and smoking, would be unlikely 

to exhibit risk aversion behaviours, such as preventive health visits.

While at-risk patients are irregular dental attendees, they may visit their doctors, 

so general medical practitioners should also be involved in screening this population 

for oral cancer. This does not routinely occur32 and this may be due to doctors not 

feeling confident in their knowledge of oral cancer and oral examination techniques33. 

In a survey of UK general medical practitioners, 97% of respondents indicated that 

they had never had any education in oral pathology and so it is not surprising that 

they felt that they should leave oral cancer screening to dentists34. Patients with 

symptoms of oral cancer tend to seek the advice of doctors rather than dentists35 

and in a US study patients stated that they would rather discuss oral cancer with 

their doctor than their dentist36. Doctors were the source of greater numbers of 

appropriate referrals to specialists than dentists in a number of studies35,37,38.

There is also a case to be made for patients to examine their own mouths 

regularly, although a leaflet was shown to be ineff ective in providing instructions 

on how to do this with sufficient accuracy39.

DELAYS IN DETECTION AND DIAGNOSIS

Theoretical models are important in understanding health behaviours, such as those 

influencing delays in detection of oral cancer. They also provide a framework for the 

identification of targets for interventions40. The use of a robust and generalisable 

model also allows consistency of reporting and improved comparability across 

studies. Recently, a model41 has been proposed that describes the delays that 

occur in the detection, diagnosis and treatment of cancers, including those of 

the head and neck. This model comprises four time intervals that together make 

up the total time between the appearance of signs or symptoms of a cancer and 

the commencement of treatment. These intervals are: appraisal, helpseeking, 

diagnostic and pre-treatment. The model is an evidence-based refinement of the 

Andersen model of total patient delay42. Although there is a paucity of application 

of theoretical frameworks in the area of cancer diagnosis and delay research, the 

Anderson model, first reported in 1995,42 is amongst the most widely cited41. The term 

‘delay’ is commonly used in the literature, but is rejected in the current model since 

it implies blame and fails to recognise the role of lesion factors (site, size, growth 

rate) and health system factors (availability, cost, eff ectiveness, responsiveness)41,43. 

While this model explains the processes that begin with a patient recognising 

symptoms, we have used the time intervals to also apply to asymptomatic oral 

lesions able to be detected through opportunistic screening.

Appraisal

The appraisal interval is the period of time from when the patient first recognises 

their symptoms and begins to interpret them up until they perceive that they 

should consult with a health care provider41. Most patients have little knowledge 
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of oral cancer and its associated risk factors and so may ignore small painless 

lesions,44 however symptoms of PMD are reported to be re- interpreted if they 

persist or progress45. Minor symptoms or the absence of a lump have been 

found to elicit a lack of concern and this has been shown to be relevant for 

breast cancer symptoms also46. One study found that it was not the nature 

of the symptoms, but rather the cognitive and emotional responses to those 

symptoms, along with the patient’s context and beliefs that influenced the 

decision to seek help44. It has been suggested that patients do not want to 

bother the doctor or dentist with something they think is trivial44,47. Patients may 

also try over-the-counter therapies before deciding that they need to consult a 

healthcare provider48. Thirty percent of patients wait for three months or more 

before seeking help49. These barriers to the timely detection of lesions lead 

to poorer outcomes and reduced survival rates50.

Help-seeking

The help-seeking interval commences when the patient first believes they should 

seek help and ends at their first consultation with a healthcare professional41. 

Patients who are normally fearful of dental visits may have an added barrier to 

attend to seek advice from a dentist for their symptoms of oral cancer. Having 

an existing appointment or needing to attend for another reason (routine check 

or another problem) was found to be a trigger for help-seeking44. Competing 

responsibilities, cost and access to healthcare have also been shown to influence 

the patient’s decision on whether or not to seek help44.

Diagnostic

This interval is from the time the patient first presents to the healthcare provider 

until the diagnosis is made51. This is where patients with asymptomatic lesions 

that are potentially able to be detected through opportunistic screening would 

enter the model’s pathway.

Dentists appear to do regular oral cancer examinations for their patients 

but not in a systematic way. Potentially malignant lesions were found to be 

less well recognised than frank malignancy43. Reassuringly though, dentists 

referred when in doubt about a lesion52. Dentists reported difficulty in explaining 

to patients that they had a potentially malignant lesion because of the lack 

of a definitive diagnosis53. A survey of Spanish dentists found that 95% felt 

that they were qualified to screen but only 50% felt that their knowledge and 

training were up to date54.

The diagnostic interval was found to be increased for smaller sized lesions55 

and ulcerated lesions perhaps because definitive diagnosis is more difficult51. 

Conversely, painful lesions and those with a significant swelling were referred 

for diagnosis more rapidly51. Early diagnosis of oral pre-cancerous lesions is 

particularly challenging because it requires practitioners to be familiar with 

the range of clinical presentations of PMDs, many of which may resemble less 

serious conditions56.

While dentists have more training in oral medicine and oral pathology than 

doctors, they have been shown to focus their examination on tooth or denture 

related tissues, rather than on higher risk sites such as the floor of the mouth57. 

Dentists may be slower to refer than doctors because they may try approaches 

such as adjusting dentures or adjacent teeth first58. Doctors on the other hand 

are less familiar with oral lesions and so may be more likely to refer immediately. 

One UK study35 found that of the 100 oral cancer patients they examined, only 

54% had been referred (by general dental or medical practitioners) directly 

to the specialist unit. Those patients who were referred via an indirect route 

had an increase in length of the diagnostic interval.

A longer diagnostic interval has been shown to contribute to disease 

progression and consequently to poorer prognosis49. It may also have medicolegal 

implications59. Poor knowledge and confidence of practitioners in screening and 

referral of suspicious lesions appear therefore to be significant, but modifiable, 

negative influences in the early detection and diagnosis of oral cancer.

 

Pre-treatment

This time interval is from the diagnosis to the start of treatment and may be 

influenced by patient, health system and lesion factors41. Investigation of this 

type of delay, while important, is outside the scope of this review.

STRATEGIES

Interventions to promote the early detection of oral cancer must be evidence-

based, and increasingly this evidence is grounded in health behaviour theory60. 

Determinants of behaviour (patient and practitioner) are obvious targets for 

interventions.

Patient awareness

Improving patient awareness of oral cancer would be predicted to shorten 

the appraisal interval. Patients’ knowledge of oral cancer compared to other 

types of cancer is low61. Patients in a US study reported that they had rarely 

heard about oral cancer and many had never had an oral cancer exam36. It is 

likely that these patients had actually had an oral cancer screen, but that their 

dentist had not mentioned it. Dentists should therefore explain what they are 

doing and take the opportunity to provide information about oral cancer and 

its risk factors at routine dental visits.

There have been a number of examples where oral cancer awareness has 

been enhanced, however whether this resulted in earlier help-seeking has 

not been determined. A recent theory based study found that a group at high 

risk for oral cancer wanted not only more information on the symptoms of oral 

cancer, but also guidance on how to evaluate symptoms62. A consumer-led 

media campaign in West Scotland was successful in improving awareness about 

oral cancer, including its symptoms and when to seek help63. A social marketing 

campaign using diverse and culturally appropriate approaches was eff ective in 

attracting people from a high risk population to attend for oral cancer screening64. 

Even methods as simple as a leaflet, however, have been shown to enhance 

long-term knowledge of oral cancer, especially for young adults65. Direct to 

consumer advertising of oral cancer screening devices by the companies that 

sell them to dentists may raise awareness, but appropriate controls need to 

be in place to ensure that the information and advice given is appropriate and 

accurate66. More research is required to determine the approaches that will 

work best, and this will necessarily vary for diff erent contexts.

Health promotion messages should convey information that helps patients 

know when to consult their healthcare professional. It has been suggested 

that a two to three week rule should be introduced for high-risk patients44. Any 

oral lesion lasting for greater than two weeks after local possible causative 

factors are removed should be biopsied or referred without delay. This 

would reduce the misattribution of symptoms and reassure patients that their 

healthcare provider wants to see them if they have a lesion that persists for 

more than two weeks. This concept worked for encouraging timely treatment 

for myocardial infarction67.

Practitioner training

Both general dentists and general medical practitioners68 appear to require 

additional training to increase their confidence and consistency in undertaking 

oral cancer examinations and in talking with their patients about their tobacco 

and alcohol use33,69–72. Appropriate and accessible continuing education 

programmes in this area are clearly needed.
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Health system and policy

Since low socioeconomic status is a risk factor for oral cancer, attempts to address 

this health inequity should occur at a government policy level and focus on improved 

access and aff ordability of healthcare73. Services to assist with patient communication 

and the navigation of the health system should also be provided74.

RECOMMENDATIONS FOR FUTURE RESEARCH DIRECTIONS

There are clearly gaps in our current understanding of the influences of early 

detection and diagnosis of oral cancer. The following are suggestions for the 

future direction of research activities aimed at enhancing the early detection and 

diagnosis, and ultimately survival, of oral cancer:

• Recognise the critical need for an interdisciplinary approach to not only 

healthcare, but also research

• Evaluate the outcomes and eff ectiveness of opportunistic screening for high-

risk populations such as low socioeconomic status, migrant and indigenous 

communities

• Investigate the barriers and triggers to attending for examination for these high-risk 

populations and consider innovative methods of engaging with non-attenders

• Evaluate new models of care incorporating oral health therapists for oral cancer 

screening. These practitioners have expertise in risk assessment and health 

promotion, which may be under-utilised

• Evaluate patient and clinician acceptability of new detection technologies.

• Explore the experiences and support needs of patients with PMD

• What factors are important in assisting patients to comply with review appointments, 

treatment and behaviour change?

• Investigate the most eff ective and appropriate ways of raising public awareness 

of oral cancer and its risk factors

• Examine medical and dental university curricula to ensure that the oral medicine 

and oral pathology component, particularly in relation to head and neck cancer 

examination, matches with graduate competencies

• Investigate what the professional organisations in oral medicine, oral pathology, 

and head and neck oncology, are doing/could do in terms of public awareness 

campaigns, practitioner education, and policy development to enhance the 

early detection of oral cancer.

CONCLUSIONS

Due to the relatively low prevalence of oral cancer in most communities and the 

absence of rigorously designed and implemented RCTs, there is currently insufficient 

evidence to support population-based screening programmes. Alternative approaches 

should include targeting high-risk populations and adoption of opportunistic screening 

programmes. These approaches may have limited eff ectiveness, however, if screening 

is not consistently or appropriately off ered, or if patients do not access it. Barriers to 

the early detection of oral cancer should be explored from the perspective of both 

the patient and the healthcare provider. While opportunistic screening is thought 

to be performed routinely by general dental practitioners and possibly by some 

general medical practitioners, whether this is the case and how this is undertaken 

has not been thoroughly examined. Additionally, even if healthcare providers off er 

appropriate screening, the success of lesion detection is dependent upon patient 

presentation and consent to an oral mucosal assessment. While there is a growing 

body of research investigating detection technologies and new therapies, the 

psychosocial research into how these new developments may be accepted and 

utilised is also urgently required. A limited but valuable body of research to date 

has addressed factors influencing early detection of oral cancer lesions. It is timely 

then, that as we forge ahead with studies examining new diagnostic technologies 

for the early detection of oral cancer and PMD, that we also take the opportunity 

to look beyond the clinical and molecular aspects of this disease, and consider 

the structural and psychosocial parameters that surround it.
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CLINICAL REVIEW

INTRODUCTION

The study of the oral cavity is important to identify 

the pathologies associated with it.1 Tumor in Latin 

means lump.2 The tumor or neoplasm serves no 

useful purpose. Fundamental to its origin, there 

is loss of responsiveness to the normal growth 

control. Epidemiological studies have shown that 

in the United States, over 500,000 deaths are 

caused every year because of malignant neoplasms. 

India, which occupies 2.4% of the world's land 

mass, accommodating about 16.5% of the world 

population, is estimated to have 6 million cancer 

patients at any point of time and nearly 2 million 

new cases every year, which is a major cause of 

death.3 Even more anguishing than the mortality is 

the physical and the emotional trauma caused by 

these neoplasms. Controlling this dreadful surge 

is based on learning more about the origin and 

vulnerabilities of neoplasms. It has led to a great 

progress in this fi eld.4

The ninth version of the international classifi cation 

of diseases by the World Health Organization (WHO) 

classifi es oral cancer under lip, tongue, gingiva, fl oor 

of the mouth, and other parts of mouth.5,6

It was Christopher Columbus who fi rst found 

tobacco in San Salvador. He saw that these strange 

leaves were traded and used for ceremonial and 

medicinal purposes. They were powdered and 

inhaled by native Indians in a “Y” shaped piece of 

cone or pipe. These strange leaves later came to 

be known as tobacco. Tobacco was introduced to 

India in the late 16th and early 17th century. Here, 

tobacco smoking became a symbol of aristocracy 

with the introduction of hooka.

Tobacco belongs to the potato family genus 

Nicotiana. Linnaeus named it in 1753 after French 

ambassador John Nicot. It is chewed, smoked, 

sniff ed, or sucked. The carcinogenic role of tobacco 

varies depending upon the tobacco product, the 

way in which it is used, and its combination with 

other substances.

In India, tobacco is used in various ways that 

include smoked tobacco and smokeless tobacco 

which is used for chewing. These substances are 

either used alone or in unison with other products 

also. A large percentage of populations have used 

both smoked and smokeless tobacco together.7,8

In a study conducted by Vora et al. about alcohol, 

tobacco, and paan use and its relation to the oral 

cancer threat among Asian males in Leicester, it 

was found that 7% of fi rst- generation Hindu males 

chewed paan containing tobacco that is strongly 

associated with oral cancer.9

Education, employment, and oral cancer

Many studies have showed considerable infl uence 

of education and employment on oral cancer.10

Neoplastic progression

Neoplastic progression ensuing from initial clonal 

expansion, invasion of the basement membrane 

culminating in a condition of extensive bulk, 

invasiveness, disseminated metastasis, and death 

has properties defi ned by both rate and extent.11 

Thus, the magnitude of neoplastic progression can 

be estimated from the following:

• The clinical level

• The tissue level, by assessing the breadth 

of invasion and nodal metastasis

• The cytonuclear level.12

Invasive carcinoma is characterised by the cytological 

changes previously described, with the hallmark being 

the escape of cells from the epithelial compartment 

through the basement membrane and allelic loss 

commonly observed at 5p and 4q.

An important consideration regarding the 

pathogenesis and progression of oral cancer, 

particularly neoplasms derived from stratifi ed 

squamous epithelium, is the terminology used to 

describe various diagnostic features of intraepithelial 

lesions prior to invasion. Boone et al., in a treatise 

on chemoprevention, make a strong argument 

that “terms such as severe atypia, dysplasia, and 

severe dysplasia describe epithelial cells that 

imperceptibly diff er from the morphology of cells 

at the time of invasion.”

The development and progression of oral cancer 

have at least two antecedent controlling factors. 

The fi rst is hyperproliferation, which may not be 

obligatory. Oral cancer, like many other forms of 

cancer, is multifocal, demonstrating clonal evolution 

with intralesional generation of genomic structural 

variant cells and enhanced phenotypic heterogeneity.

EVALUATION OF ORAL CANCER  

The history and physical examination at the initial 

consultation establish a foundation for subsequent 

laboratory and radiographic evaluation and treatment 

planning. Psychosocial and nutritional assessment, 

followed by intervention when required is vital in 

achieving optimal outcome.13,14

History

A careful history taking helps to generate a complete 

diff erential diagnosis and all diagnostic possibilities 

are considered prior to establishing a defi nitive 

diagnosis. In addition, history also provides estimates 

of prognosis and aids in the treatment selection. 

The extent and severity of the disease process are 

assessed by determining the duration, type, and 

rate of progression of symptoms, and the functional 

impairment experienced by the patient also helps 

us in identifying specifi c co-morbidity.
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Physical examination

The examiner should correlate physical fi ndings 

with the patient's clinical presentation. A careful 

inspection and palpation of the area involved should 

be executed and pathological changes should be 

noted with special attention given to abnormalities 

in the texture and colour. Assessment of nodal 

diseases is recorded according to the staging 

and grading followed. The fi brotic techniques and 

video examination is especially benefi cial related 

to patient education.

Medical examination

A review of the medical records, past medical history, 

results of laboratory tests and communicating 

with the patient's primary care physician helps 

the examiner to identify medical co-morbidity. The 

severity of the co-morbidity is determined by the 

subjective complaints of the patients and objective 

fi ndings form examination and diagnostic testing.

Metastasis record

Head and neck cancer is considered a regional 

disease owing to a tendency of metastatic spread 

to be restricted to the regional lymphatics. However, 

the possibility of systemic metastasis should not 

be overlooked.

Psychosocial assessment

Oral cancer patients suff er this life-threatening 

illness unlike other cancer patients; they can rarely 

conceal their affl  iction from public view as the 

treatment of oral cancer often results in dysfunction 

and disfi gurement of the head and neck structures.

Patients undergoing management for oral cancer 

have frequently shown problems with low self-esteem 

due to a change in self-image. The majority of oral 

cancer patients are associated with tobacco and 

alcohol abuse. Alcohol abuse can create many 

medical and psychological problems in patients 

during treatment. Patients actively abusing alcohol 

should undergo detoxifi cation to avoid withdrawal 

reaction during therapy. Nicotine withdrawal leads 

to anxiety, sleep disturbances and headache. 

Appropriate pre-treatment counselling helps to 

encourage patients to participate actively in further 

treatment as planned.

Radiographic examinations

Computed tomography (CT) eff ectively demonstrates 

bony changes such as erosive lesions at the skull base 

or mandible. Magnetic resonance imaging (MRI) has 

multiplanar imaging capacity and can show subtle 

variations in soft tissue distinguishing infl ammatory 

changes from fi brosis or recurrent tumour.

Cytology

In patients with unknown etiology, fi ne needle 

aspiration biopsy (FNAB) can save time and expense 

of an extensive work-up for malignant disease and 

the potential complications of open biopsy. Several 

studies have shown that FNAB has an excellent 

diagnostic accuracy.

Endoscopy

Usually used in post-operative cases to detect the 

presence of any synchronous lesions.

The incorporation of molecular biology into the 

clinical practice of head and neck oncology is yet to 

become a reality. However a new tumour antigen, 

A9/α6β4 integrin, has recently been shown to have 

prognostic value. Assays for mutations in the p53 

gene have also shown promise in screening cancer. 

Application of molecular biology in future will add up 

to refi nement in oral cancer screening techniques.15

Premature recognition of oral cancer allows 

for a 90% increase in the fi ve-year survival rate. 

Unfortunately, 60% of these tumours are usually 

detected in advanced stages, with a fi ve-year survival 

rate of about 20%. Therefore, early detection is of 

the greatest importance to both the general public 

and the dentist, who plays a primary role in early 

diagnosis, as well as being responsible for improving 

the population's health regarding the education of 

risk factors in oral cancer. Both the general public 

and dentists should systematically check the oral 

cavity and mucus membrane in heavy smokers 

and/or drinkers above 40 years of age. Lesions 

become suspicious when they persist for more 

than two weeks after detection. High-risk patients 

or patients with suspicious lesions should undergo 

diagnostic procedures to improve the prognosis.16

Researchers of oral cancer agree that early diagnosis 

of oral carcinoma greatly increases the probability of 

cure with minimum impairment and deformity. Primary 

prevention, which involves reducing the exposure to 

tobacco, alcohol, and betel quid, has been eff ective 

in reducing the incidence of oral cancer. Secondary 

prevention involves screening for early detection of 

oral cancer; irrespective of the screening method 

used, a positive screening result must be confi rmed 

by a biopsy. A public awareness programme that 

stresses the importance of at least one annual dental 

examination, identifi cation of warning signs of oral 

cancer, and recognition of hazards of tobacco and 

alcohol use is necessary to reverse the high morbidity 

and mortality rates associated with this disease.17,18

Scope for primary prevention

As described previously, tobacco use has a deleterious 

eff ect on the oral cavity. Approximately 630,000 

deaths occur every year in India and the risk of 

mortality is invariably higher in tobacco users than 

among non-users. These observations, through 

numerous studies conducted in this regard, show there 

is a strong need for all dental health professionals 

to join hands in the prevention of oral cancer and 

also other diseases caused by tobacco.19

Eff ects of primary prevention

Primary prevention aims to avoid or reduce risk 

factors. The rural population of India has been 

the resource for various studies conducted in this 

regard. Due to the motivation provided by marketing 

communications such as personal communications, 

fi lms, newspaper articles, radio programmes, folk-art 

and posters, a large percentage of the populace 

(approximately 15% of tobacco users) have quit the 

use and a substantial amount of people showed 

appreciable reduction. As most of the oral cancers 

arise from precancerous lesions, the relative 

reduction in these lesions have an indirect eff ect 

on the reduction of oral cancer.

Primary prevention in day-to-day clinical practice

Some simple clinical practices can be followed in 

day-to-day practice to encourage tobacco users 

to quit tobacco, including the absence of ash 

trays and any advertisements for any tobacco 

products in the clinic. Other practices include using 

routine questionnaires about the use of tobacco; 

complimenting those who do not use tobacco of any 

kind; encouraging tobacco users to desist; displaying 

suitable educational materials in the waiting room 

and also distributing such material to patients. 

Regular follow-up examinations of precancerous and 

other tobacco-related oral lesions will greatly assist 

people who are using tobacco and intend to quit.

Studies have shown that these simple methods in 

clinical practice take an extra two to three minutes of 

time with the patient, but have a great impact on the 

knowledge, attitude, and behaviours of the individual 

toward tobacco use and its counter eff ects, and have 

proven to help them in desisting and reducing tobacco 

use to a great extent.

Secondary prevention

Secondary prevention is aimed at early detection of 

cancer within easily accessible sites. With oral cavity 

being such a site, prompt treatment is essential for a 

successful secondary prevention. Secondary prevention 

is also called cancer control. This collaborative eff ort 

is mostly required because especially older persons 

(specifi cally in regions of low literacy and limited 

access) tend to make less dental visits than visits to 

a general physician.20

The ideal time to detect cancer is when it is small 

and has not spread. In general, the greatest chances 
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of cure and prolonged survival exists when such small 

cancers are detected and treated. In this context 

dentists have the prime responsibility to detect cancer 

by screening the oral cavity – a process which should 

be performed for every new patient and at all recalls.21

Tertiary prevention

Tertiary prevention is aimed at the terminal stages. 

Over 70% of cancers have severe pain and other 

distressing symptoms in the advanced stages. Pain 

control and palliative care are major strategies of 

tertiary prevention.

TOBACCO CESSATION: THE DENTIST'S CHALLENGE22

Despite the fact that the American public is inundated 

with information stating the ill eff ects of tobacco use, 

approximately 25% of the population continues to 

smoke cigarettes.

Tomar SL, Husten CG, Manehy MW reported that 

fewer than one-fourth of smokers had been educated 

by dentists to stop smoking during the previous 

year, while 51% claimed to have been so advised 

by their physicians. Clinical trials have shown that 

dentists can be highly eff ective in delivering brief, 

yet eff ective tobacco intervention messages, and one 

year unit-rates as high as 15% have been reported 

in dentist-initiated endeavours.

Messages may be reinforced and patients observed. 

Oral healthcare practitioners are also in the ideal 

position to make use of “the teachable moment.” 

The oral eff ects of tobacco use are visible in the 

patient's mouth, so the ramifi cations of tobacco use 

can be shown to the patient and can serve as a strong 

impetus to cessation.

Dentists possess an arsenal of information related 

to health behaviours, oral pathosis, and patient 

compliance, just to name a few. Dentists also know 

their patients well, are trusted by them, and have their 

respect. These combined strengths automatically 

give dentists an advantage in their assumption of 

tobacco intervention roles. Prevention and education 

are hallmarks of successful dental practice. Practices 

with a holistic bent that are concerned with the overall 

wellbeing of the patient represent the highest level 

of professional ethics dentistry can off er.

Dentists have key responsibilities as role models, 

authorities and educators to inform the public about 

the dangers of tobacco use. They must personally 

aid their patients in cessation eff orts.

The framework for the following text is based 

on the Agency for Healthcare Practice Guidelines’ 

(AHCPR) policy and research for smoking cessation 

and is supported by the documents developed by 

the National Cancer Institute (NCI). The AHCPRs 

clinical strategies embody the NCI 4 as protocol of 

ask, advise, assist, and arrange.

The clinic/practice environment

For a tobacco use intervention programme to be 

successful, the total dental practice environment must 

convey an atmosphere of commitment and support. 

In their interactions with patients, the dentist and all 

team members must be knowledgeable about the 

tobacco intervention process and supportive for patient 

eff orts. The more reinforcement patients receive, the 

greater their chances for success.

The dentist also should designate a team co-

ordinator (e.g. the dental hygienist or dental assistant) 

to oversee programme activities. This individual 

should be committed, enthusiastic, and organised.

As key leaders of the practice, dentists need to 

convey strong statements of support for tobacco 

use intervention, in turn, the rest of the team will 

more readily claim ownership of an endeavour that 

can bring new life and opportunities to a practice.

STEP BY STEP STRATEGIES  

Strategy 1: Ask

The dental provider needs to be aware of the 

patient's tobacco use status and any other deleterious 

contributing factors. The fi rst strategy in any tobacco 

use intervention is identifying the tobacco using 

patient. The patient needs to be asked questions 

addressing the use status, extent and duration of 

use, type of tobacco used, and previous attempts 

to quit in all queries, whether obtained verbally or 

through health history questionnaires.

Other relevant information about a patient's social 

history should be obtained during the 'Ask Phase', 

including individuals’ exposure to sun; why individuals 

initiate tobacco use; and what drives their decisions?

Strategy 2: Advise

The second strategy in the intervention process is to 

advise the patient to stop. It is a challenge to advice 

skilfully. The most critical step is promoting patient 

receptivity. The advisory message must be clear, 

strong, and personalised. This message of abstinence 

must be stated fi rmly and unequivocally, yet caringly. 

Many practitioners fear off ending their patients during 

the advice phase. The key to success is ensuring 

that warmth and care are implicit in the message.

The oral eff ects of tobacco use must be shown to 

the patient. Related systemic issues also should be 

correlated with tobacco use. Radiographs that reveal 

extensive bone loss due to periodontal disease can 

also be used to personalise the message.

Strategy 3: Identify the smokers who are ready 

to make a relinquishing eff ort

A patient's desire to abstain must be ascertained before 

appropriate assistance can be off ered. For patients 

not willing to commit, the clinician should provide a 

brief motivational intervention. These patients need 
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supportive messages and systematic follow-ups.

To help motivate patients, the dentist's message 

should include four key elements: relevance, risk, 

rewards and repetition. The practitioner's motivational 

message may activate a series of thought processes 

in the patient’s mind that will result in the decision 

to abstain.

Strategy 4: Assist

For patients ready to abstain, a formalised game 

plan needs to be developed. This includes setting 

a 'quit' date, preferably within the following two 

weeks. The practitioner fosters success by giving 

key advice, reinforcing total abstinence, suggesting 

ways to deal with users living in the household, and 

providing supplemental patient-specifi c literature.

Another component of the Assist strategy is the 

use of FDA-approved pharmacologic adjuncts, both 

nicotine and non-nicotine.

The use of any tobacco product is prohibited when 

patients are on nicotine replacement therapy. The 

most researched nicotine replacement therapies are 

nicotine transdermal patches and nicotine gum. Due 

to its ease of use and high level of patient compliance, 

the nicotine patch may be the most acceptable 

modality across diverse populations.

Other nicotine-containing adjuncts that have recently 

received FDA approval include the nicotine nasal spray 

and the nicotine inhaler. Patient success rests with 

careful decision-making, instruction and monitoring.

Strategy 5: Arrange

Patients must be contacted either by phone or in person, 

preferably during the fi rst week after their quitting 

date. A second follow-up should occur within the fi rst 

month. During the follow-up, a patient's successes 

are congratulated and reinforced, the use of FDA-

approved pharmacologic adjuncts is monitored, and 

patient concerns and struggles are addressed. Four 

key issues that arise include weight gain, negative 

moods or depression, prolonged withdrawal symptoms, 

and the need for additional support.

Throughout follow-ups the benefi ts of cessation 

must be reinforced and any successes must be 

congratulated. Most relapses occurs within the fi rst 

three months after quitting; therefore, close monitoring 

during this time is critical.

As with any protocol, individualisation is 

essential. Special consideration should be made 

for adolescents and geriatric and pregnant patients 

in respect of prescription. The dentist must be 

aware of any adverse eff ects, precautions, and 

contraindications for any pharmacologic adjuncts. 

Close monitoring of patients ensures sound risk 

management.

Oral cancer can be a devastating and disfi guring 

disease; the eff orts of the dentist and the oral health 

team can help minimise its incidence and eff ects. A 

few minutes spent in questioning, advising, assisting 

and monitoring tobacco-using patients can promote 

practice satisfaction and patient wellbeing.

 

NEW WAYS TO PREVENT ORAL CANCER ARE BEING 

STUDIED IN CLINICAL TRIALS  

Chemoprevention

Chemoprevention refers to the administration of an 

agent to prevent a cancer from occurring. The agent 

can be a drug or a natural product. Candidate agents for 

chemoprevention should have certain characteristics. 

The agent must be easy to administer, cause little or 

no toxicity, cause no long-term adverse sequelae, be 

aff ordable, and ideally, should have the need to be 

administered only for a short time.

Promising agents for chemoprevention of oral cancer

Retinoids

Mechanism of action of these compounds for 

chemoprevention is not well understood. Studies 

have documented lower β carotene (a precursor of 

vitamin A) serum concentrations in patients who develop 

cancer of the head and neck than in patients who do 

not develop these cancerous tumours. Retinoids can 

act through induction of diff erentiation and can inhibit 

proliferation, as well as cause-programmed cell death.

β Carotene

β Carotene is one of several carotenoids in the body 

and is a precursor of vitamin A. It is found in leafy 

green vegetables and yellow and orange fruits and 

vegetables, and it is also available in tablet form. 

To some extent it is converted to vitamin A in the 

body and is not associated with hypervitaminosis 

A syndrome. Several studies have noted lower 

blood levels of β carotene in patients who develop 

aerodigestive tract cancers compared to patients 

who do not develop cancer. These fi ndings led to the 

hypothesis that β carotene defi ciency may predispose 

to cancer formation. The mechanism of action of β 

carotene as a chemo preventive agent may involve 

antioxidant mechanisms as well as inhibition of free 

radical reactions.

N-acetylcysteine

N-acetylcysteine is an antioxidant and free-radical 

scavenger that has shown chemo preventive activity 

in lung and tracheal tumors in animals.

Nonsteroidal anti-infl ammatory agents

In animal studies, nonsteroidal anti-infl ammatory agents 

(NSAIDs) have chemo preventive activity in several 

tissues and have shown activity in tumour inhibition 

in preclinical head and neck cancer models. Because 

these compounds may be inhibitors of proliferation, 

they may be useful as chemo preventive agents.

Vitamin E

Epidemiologic studies have noted an inverse 

relationship between serum vitamin E levels and 

oral cancer. Its mechanism of action postulated to 

be as an antioxidant agent.

 

Interferons

Interferons have shown additive or synergistic antitumor 

eff ects in combination with retinoids.

Curcumin

Curcumin is the major component of turmeric, which 

is widely used in curry. Curcumin has inhibited 

carcinogen-induced tumorigenesis in an oral cancer 

model and is nontoxic. This is under consideration 

as a cancer preventive agent.

WHAT IS NEW IN ORAL CAVITY AND 

OROPHARYNGEAL CANCER RESEARCH AND 

TREATMENT?                     

Important research into oral and oropharyngeal 

cancers is taking place in many university hospitals, 

medical centres, and other institutions around the 

country. Each year, scientists fi nd out more about 

what causes the disease, how to prevent it, and 

how to improve treatment.

DNA changes

A great deal of research is being done to learn what 

DNA changes cause the cells of the oral cavity and 

oropharynx to become cancerous.

One of the changes often found in DNA of oral 

cancer cells is a mutation of the TP53 gene. The protein 

produced by this gene (called p53) normally works 

to prevent cells from growing too much and helps to 

destroy cells with too much damage for the cells to 

repair. Changes in the TP53 gene can lead to increased 

growth of abnormal cells and formation of cancers.

Some studies suggest that tests to detect these 

gene changes may allow oral and oropharyngeal 

tumors to be found early. These tests may also 

be used to better fi nd cancer cells that may have 

been left behind after the tumour is removed and to 

determine which tumours are most likely to respond 

to surgery or radiation therapy.23

Vaccines

CLINICAL REVIEW
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Most people think of vaccines as a way to prevent 

infectious diseases such as polio or measles. As 

mentioned earlier, vaccines against the human 

papilloma virus (HPV) infection are already being 

used to help prevent cervical cancer. They may have 

the added benefi t of preventing some oral cancers 

as well, although they won’t help treat the disease.

However, some vaccines are being studied as 

a way to treat people with cancer by helping their 

immune system recognise and attack the cancer 

cells. Many of these vaccines use dendritic cells 

(cells of the immune system), which are removed 

from the patient's blood and exposed in the lab to 

something that makes them attack tumour cells. 

The dendritic cells are then injected back into the 

body, where they should induce other immune 

system cells to attack the patient's cancer cells.23

Gene therapy

New discoveries about how changes in the DNA of 

cells in the mouth and throat cause these cells to 

become cancerous are being applied to experimental 

treatments intended to reverse these changes. Gene 

therapies that interfere with the growth-stimulating 

eff ect of certain HPVs are also being developed. 

Another type of gene therapy adds new genes to 

the cancer cells to make them more susceptible 

to being killed by certain drugs. These forms of 

treatment are still in the earliest stages of study, so 

it will probably be several years before we know if 

any of them are eff ective.23

CONCLUSION  

Despite advances in cancer treatment, the survival 

rates of patients suff ering from head and neck cancer 

has not improved substantially. The data emphasise 

the necessity of early detection of the disease as 

survival is infl uenced by the extent of the disease 

at the time of diagnosis. More emphasis should be 

placed on public education programmes to prevent 

them from adopting a smoking habit.

These fi ndings suggest that the key to prevent oral 

cancer is to educate the mass in the primary level to 

quit the etiological factors. Mortality and morbidity of 

oral cancer can be signifi cantly reduced if detected 

in early stages. Dentists and dental hygienists are 

critical players for tobacco cessation methods.
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Sites of Greece, experienced during the ORCA Congress

Advert for the 2016 ORCA Congress

Registration details: 

HPCSA reg. number ................................................................................................................................................................................................................................

Name and Surname  ...............................................................................................................................................................................................................................

Address  ..................................................................................................................................................................................................................................................

  ................................................................................................................................................................................................................................................................

Landline number  ............................................................................................. Cell number  .........................................................................................................

E-mail address  .......................................................................................................................................................................................................................................

Course content: 

• Sealant restorations

• Periodontal splinting 

• Tooth whitening techniques and procedures

• Fabrication of vacuum formed mouth guards

• Developing, implementing and evaluating oral health promotion programmes

• The Oral Hygiene Process of Care 

 o Oral hygiene diagnosis

 o Treatment planning (including diet and nutrition, smoking cessation)

Please take note: Deadline for application: Tuesday, 20 September 2016. Successful applicants will be informed by Friday 30 September 2016 and provided with 

forms to complete the registration and payment process. Deadline for registration and payment: 31 October 2016.

Email or fax application form to Ms E Lückhoff : eluckhoff @uwc.ac.za 

Fax: 021 931 2287. Enquiries: 021 937 3162.

UNIVERSITY OF THE WESTERN CAPE
Application Form: Continuing Education Course 2

Expanded Functions (2013) Government Notice No R 800

28 November–2 December 2016

Entry level requirements: A Diploma or Bachelor’s degree in Oral Health is compulsory, as well as successful 

completion of Expanded Functions 2000. Candidates must have internet access and a Gmail account.

SPACE STILL AVAILABLE!

UNIVERSITY UPDATE

ORCA CONGRESS 2016
Congratulations Lesley Vorster who did a poster presentation at the 2016 ORCA (European Association for Caries Research) Congress in Athens Greece. 

Lesley Vorster did a poster presentation 

on Fluoride Content of Toothpastes 

Available to the South African Consumer
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International Conference Centre, Basel

Opening Ceremony, Elna van der Ham, Shenuka 

Singh and Stella Lamprecht

FEATURED ARTICLE

SMILE OF JOY
2016 ISDH IN SWITZERLAND

Can you imagine experiencing Switzerland at 30⁰ 

Celsius? Believe me, it’s pretty hot! But apart from 

the unexpected heat and humidity in the winter 

wonderland of my dreams, the couple of days 

we spent at the ISDH in Switzerland were a feast! 

For the four of us from Smile of Joy it was a real 

honor to attend the ISDH in Switzerland and we saved 

for a long time to be able to make this possible. 

Four years ago the three angels, Nomsa, Bongi 

and Thabile, predicted that we would be invited to 

do a presentation on Smile of Joy during the 2016 

ISDH and that we should start saving. Even though 

I was bit skeptical, I did start saving, and it turned 

out to be one of the best decisions I have ever 

made! After submitting our abstract, we were hugely 

surprised and blessed to be invited to present our 

Smile of Joy in Switzerland, complete with photos 

of ‘our’ children and the amazing work the project 

does. In the face of the daunting Swiss franc, we 

were lucky to fi nd aff ordable accommodation just 

across the border in Germany and the hotel was 

generous enough to give us daily travel tickets for 

all our public transport, even across the border!

If you thought you know hygienists with passion, 

you have not met the dental hygienists that attend 

the ISDH! The Sannie Booyens’, Marie Ferreiras’ 

and René de Bruyns’ of global dental hygien were 

everywhere to be seen, literally glowing with their 

passionate love for dental hygiene and it seemingly 

wanting to work forever. At the age of 65, some of 

them still believe in changing the world, in making 

a diff erence every day and in contributing to the 

smiles all around them – a humbling experience. 

One of the ladies from the United States said 

she saves $5 every day so she can attend the ISDH 

wherever in the world it takes place. If we could save 

R20 every day we will be able to do the same. We 

might not be staying in the same star guesthouse 

or hotel as she, or eat in the same restaurants, but 

we will be able to attend and enjoy the next event, 

and return each time with renewed energy, joy and 

gratitude for what we are able to do for others. �

Basel, in Switzerland, is an eternal city distilled with 

a fusion of Roman invasion and prince-bishops rule, 

interspersed by modern day economic and technologic 

development provided the ideal setting for the 20th 

International Symposium on Dental Hygiene. The 

city remains bisected by the river Rhine with close 

proximity to nearby France and Germany. On a 

deeper philosophical level, these are the crossroads 

that oral hygiene, as a profession, fi nds itself in. Oral 

hygiene professional care requires a re-look at the 

existing paradigms of oral health self-care practices, 

reaffi  rming the need to improve understanding of how 

the patient/client contextualises his/her own self-care 

practices within a daily routine. This requires greater 

sensitivity of how we communicate with our patients 

rather than what knowledge and skills we impart to 

our patients/clients. This is one of the gems that I took 

away from the conference.

Overall, the symposium provided an interactive platform 

to allow engagement, communication, collaboration 

and general social networking with dental hygienists 

from across the globe. The opening ceremony was 

spectacular. I was fi lled with pride to see Stella and 

Elna carry the South African fl ag amidst the sea of 

other international fl ags. It was also heartening to see 

the large entourage of dental hygienists representing 

the Korean Dental Hygienists Association and their 

unusual marketing strategy to promote awareness and 

support for the 2019 Symposium in Seoul. To this end, I 

thoroughly enjoyed dressing up as a Korean princess. 

The multiple pre-conference workshops and networking 

dinners, each tastefully co-ordinated, provided a welcome 

break to socialise after a blistering Basel summer’s day.

I would strongly recommend that colleagues invest 

in attending these international/local conferences. It 

is a life-altering experience and each conference/

setting provides its own unique learning experience. 

My experience has enriched me as a professional 

and as a person. I see my own profession through 

very diff erent lenses and I get the rare opportunity 

to understand and interact with people from diff erent 

cultures. Moreover, I realised that the challenges 

facing me as an oral hygienist are not unique to my 

setting or country. Many challenges are universal and 

it is recognition of these challenges that invoke the 

determination to want to eff ect change. �

By Amori Booysen, Smile of Joy

By Shenuka Singh 

BASEL 2016 – IFDH CONGRESS
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GAUTENG BRANCH

WESTERN CAPE

NEWS FROM THE 

NEWS FROM THE 

OHASA NEWS

To date, 2016 has been very successful year for OHASA WC branch. With our last full-day seminar around the corner, we are looking forward to 1 October 2016. 

The seminar will take place at the Durbanville Conference Centre again, where we had our previous full-day seminar. 

As the Exco and CPD branch members, we decided to incorporate Oral Health Month (September) into our next Social Responsibility Drive. Atlantis, is a town 

40 km north of Cape Town, does not often get the exposure of public health services in their area. One of our Exco members belongs to a church group that do 

outreaches to those underprivileged areas in Atlantis. We ask each OHASA WC member to donate a ‘hygiene pack’ (toothbrush, toothpaste, soap, facecloth, etc.) 

for the children in the area who are served by the church group. Our social responsibility towards HOME of HOPE at our breakfast meeting also continues through 

planning information sessions with the carers at the homes, to equip them with oral health information and instructions to help those children in the homes. 

We are also privilege to welcome our other OHASA branch representatives for the annual AGM in Cape Town on 29 October, at the beautiful Atlantic Imbizo, 

V&A Waterfront.

Thank you to our loyal OHASA WC members and speakers for always making our CPD seminars a great success.

Cape Town Greetings

Gail Smith

(Western Cape – Chairlady)

On behalf of Hoërskoo l Silverton, it is my pleasure to thank you for your generous donation of de-germ hand sanitiser, spray bott les, refill s, sanitary napkins etc. Because of your generosity, we are able to further our miss ion in bett ering the lives of our children.
 
A vital part of being an educator is to supp ort children who does not have the means otherwise, and with your generosity we can change the lives of so many in nee d. Please extend our gratitude to the ladies at OHASA. 
Thank you for your continued supp ort.
 
Sincerely,
 M. Jansen van Vuuren
(Hoërskoo l Silverton)
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GENERAL

The prevalence of musculoskeletal disorders among dentists in 

KwaZulu-Natal

1. Occupational hazards reported by dentists include:

a. Percutaneous injuries

b. Inhalation of noxious chemicals

c. Loss of seeing

d. a and b

e. a, b and c

2. Possible risk factors of musculoskeletal disorders have been classifi ed 

as biomechanical, ergonomic and work factors (psychosocial risk factors 

due to job stress).

a. True

b. False

3. MSD is a problem internationally which stems from poor postures, 

extended work hours and working with an assistant.

a. True

b. False

4. In this study there was a signifi cant relationship between the number 

of years in practice and the levels of pain experienced.

a. True

b. False

5. In this study the following was reported:

a. 98.2% lower back pain

b. 98.2% hand pain

c. 98.2% pain in the neck

d. 98.2% tingling sensation in the hands

6. The thenar eminence is a muscle group located in the thumb and on the 

palm of the hand which allows for diff erent movements of the thumb 

and in this study was the most plotted site for pain.

a. True

b. False

7. Symptoms of pain, numbness and tingling in the hands were found to 

be more intense while performing restorative procedures and scaling 

and polishing.

a. True

b. False

8. The following should not be ignored as risk factors for musculoskeletal 

disorders:

a. Body mass index

b. Weight increase

c. Neck in forward position

d. a and b

e. a, b and c

9. Spending working time in the standing position ultimately leads to neck 

rotation with subsequent neck and back pain.

a. True

b. False

10. The use of hand and fi nger rests balances the fatigue of the forearms 

during fi ne motor activities and therefore can prevent shoulder and 

hand injuries.

a. True

b. False

11. Elbow raising increases the risk of musculoskeletal disorders and dentists 

who do so while working have a 60% chance of experiencing hand, 

neck, shoulder and upper back pain.

a. True

b. False

12. The following could be an advantage in relieving or preventing 

musculoskeletal disorders:

a. Four- and six-handed dentistry

b. Aerobic activity

c. Sitting position

d. All of the above

e. None of the above

Early detection and diagnosis of oral cancer: Strategies for improvement

13. Squamous cell carcinoma of the oral cavity accounts for approximately 

30% of all cancers worldwide.

a. True

b. False

14. Recognised risk factors of squamous cell carcinoma are:

a. Tobacco smoking and alcohol consumption

b. Tobacco chewing and betel quid

c. Human papilloma virus

d. a

e. a, b and c

CONTINUOUS PROFESSIONAL DEVELOPMENT

QUESTIONNAIRE
CPD

No. 3 • 2016
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CONTINUOUS PROFESSIONAL DEVELOPMENT

15. Oral cancer screening has been defi ned as the process which a practitioner 

evaluates an asymptomatic patient to determine if he/she is likely or 

unlikely to have a potentially-malignant or malignant lesion.

a. True

b. False

16. When a population is assessed specifi cally for the purpose of detecting 

oral cancer, it is called:

a. Targeted screening

b. Opportunistic screening

c. Population screening

17. Populations at high risk of developing oral cancer are predominantly 

younger, male, heavy users of alcohol and tobacco, and have a poor 

diet and low socioeconomic status.

a. True

b. False

18. Mucosal examinations can be performed by:

a. Dentists

b. Oral hygienists

c. Dental auxiliaries

d. a

e. a, b and c

19. The period of time from when the patient fi rst recognises their symptoms 

and begins to interpret them up until they perceive that they should 

consult with a healthcare provider is called:

a. Appraisal 

b. Help-seeking

c. Diagnostic

d. Pre-treatment

20. Potentially malignant lesions were found to be less well recognised 

than frank malignancy.

a. True

b. False

21. Poor knowledge and confi dence of practitioners in screening and referral 

of suspicious lesions appear to be signifi cant but modifi able, negative 

infl uences in the early detection and diagnosis of oral cancer

a. True

b. False

22. Strategies to promote the early detection of oral cancer are:

a. Practitioner training

b. Patient awareness

c. Health system and policy

d. a and b

e. a, b and c

23. Any oral lesion lasting for greater than two weeks after local possible 

causative factors are removed should be biopsied or referred without 

delay.

a. True

b. False

24. Future research directions on oral cancer would include to investigate 

the most eff ective ways of raising public awareness of oral cancer and 

its risk factors.

a. True

b. False

25. There is currently insuffi  cient evidence to support population-based 

screening programmes. Alternative approaches should include targeting 

high-risk populations and adoption of opportunistic screening programmes.

a. True

b. False

ETHICAL

Suspected malignancy: to tell or not to tell the truth?

26. The ethical issues at hand in a case of malignancy are:

a. To tell or not to tell

b. Assessment of the mental state of the patient to receive the news

c. Veracity regarding suspicion of diagnosis

d. a and b

e. a, b and c

27. It is important to give the patient information so as to enable them to 

make informed decisions.

a. True

b. False

28. The main justifi cations of non-disclosure attitudes are:

a. Fear of causing physiological harm to patients

b. Patients’ reluctance to fi nd out

c. Cultural disparities

d. a and b

e. a, b and c

29. Virtue ethics allows appropriate examination of the moral character of 

the carer involved, their intention, ability to use wisdom and judgment 

when making decisions and the virtue of truth-telling.

a. True

b. False

30. Health professionals should value veracity not a mere courtesy, but a 

necessity of the doctor-patient interaction and relationship, together 

with the patient’s best interest at heart.

a. True

b. False
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