LETTERS

ADA welcomes letters from

readers on articles that have

appeared in The Journal. The
Journal reserves the right to edit
all communications and requires
that all letters be signed. Letters
must be no more than 550 words
and must cite no more than five ref-
erences. No illustrations will be ac-
cepted. A letter concerning a recent
JADA article will have the best
chance of acceptance if it is received
within two months of the article’s
publication. For instance, a letter
about an article that appeared in
April JADA usually will be consid-
ered for acceptance only until the
end of June. You may submit your
letter via e-mail to “jadaletters@
ada.org”; by fax to 1-312-440-3538;
or by mail to 211 E. Chicago Ave.,
Chicago, I1l. 60611-2678. By send-
ing a letter to the editor, the author
acknowledges and agrees that the
letter and all rights of the author in
the letter sent become the property
of The Journal. The views ex-
pressed are those of the letter
writer and do not necessarily reflect
the opinion or official policy of the
Association. Brevity is appreciated.

ELECTROSURGERY

In Dr. Gordon Christensen’s
July JADA observations, “Soft-
Tissue Cutting With Laser
Versus Electrosurgery” (JADA
2008;139[7]:981-984), he states
that “electrosurgery is a con-
trolled, precise application of
heat.” However, this is a mis-
statement that might confuse
clinicians and patients alike.
Electrocautery, such as the
System B Heat Source
(SybronEndo, Orange, Calif.) or
Touch n’ Heat (SybronEndo)
units, do use a heated electrode
tip. However, in contrast, radio-
surgery is the application of
high, radiofrequency energy by

way of the electrode tip. When
activated, this radiofrequency
energy causes volatilization of
the water molecules, not unlike
a microwave oven, and thus
volatilization of tissue cells sur-
rounding the tip. Heat is merely
a byproduct of the volatilization
process. Thus there is a need to
“rest” between short application
strokes when using monopolar
electrosurgery, in order for the
body’s circulatory system to dis-
sipate the heat.
Frank Lipsinic, DDS
Oklahoma City, Okla.
Author’s response: The
area of electrosurgery/
electrocautery is highly confus-
ing in all areas of medicine. A
full discussion of the topic could
require an entire book. This ar-
ticle was meant only to compare
electrosurgery with diode laser.
The bottom line is that both
work, and that the soft-tissue
uses overlap significantly.
Gordon J. Christensen,
DDS, MSD, PhD

Director

Practical Clinical Courses
Provo, Utah

and Dean

Scottsdale Center for Dentistry
Scottsdale, Ariz.

JOINING THE HEALTH CARE
DISCUSSION

In their thorough and thought-
ful August JADA guest editori-
al, “Paying Attention to Our
Health Care System and
Workforce: Time to Join a
National Discussion” (JADA
2008;139[8]:1024-1028), Drs.
David Sarrett and Cathy
Bradley call for dentistry to par-
ticipate in national health care
policy deliberations.

Dentists have mixed feelings
about this. Take, for example,
some of the issues at stake with
the cost of care. On the one
hand, we fret over troubling sta-
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tistics. Health care costs report-
edly are rising twice as fast as
inflation.! From 2001 to 2006,
health insurance premiums
jumped 73 percent.? As both
doctors and patients, we realize
that actuarial insurance leads
to third-party manipulations,
including, as one observer
charged, “administrative dread-
noughts devoted largely to veto-
ing treatments, sloughing off
sick or potentially sick clients,
and scheming to stick someone
else with the bill.”® Health pro-
fessions surely must become
more integrated to offer better,
more comprehensive, more effi-
cient care.

On the other hand, practicing
dentists are probably grateful
that dentistry was not included
in Medicare, the 43-year-old
model of U.S. redistributive so-
cial insurance, whose medical
providers are increasingly opt-
ing out in anger and frustration.
Dentists who have experienced
Medicaid or one of its state
equivalents—welfare programs
rather than insurance—may
fear in a universal health care
system a similar avalanche of
decreased fees, increased paper-
work, bureaucracy, confusion,
budget cuts of just the sort Drs.
Sarrett and Bradley describe in
California, and rationing.

Health insurance is not the
same thing as health care, but
costs and control are conflated
concerns. Indeed, controlling
costs comes at the cost of con-
trol. We may consider the deter-
minative focus to be what treat-
ment is appropriate, but a
string of other questions in-
evitably comes attached: What
will treatment cost, who will de-
cide what gets done, who will
treat and who will pay? The
“more comprehensive and coor-
dinated continuum of providers”
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the authors propose necessarily
means sharing control, which
creates an environment fraught
with complexity, unintended
consequences and the potential
for declining doctor incomes, the
fallout of which in medicine has
probably sent not only medical
students into non—primary-care
specialties but premed students
fleeing to dental school.

Participation also brings a
risk of humiliation. Dentistry
may be welcomed into a compre-
hensive health system in the
soft moonlight of theory, and
then (regardless of the newest
research linking periodontal
problems to heart disease) writ-
ten off in the harsh fiscal sun-
shine as too expensive relative
to its perceived importance.

A Daily Telegraph (London)
reporter writes that British
dentistry has so suffered in the
National Health Service (NHS):
“In Britain today, you can stuff
yourself on deep-fried Mars
bars, drink 20 pints a night, in-
ject yourself with heroin, smoke
60 cigarettes a day or decide to
change your sex—and the NHS
has an obligation to treat you.
... But if you have bad teeth,
forget it.”

Certainly, dentistry can be
proud of the example it has set
in such areas as prevention and
patient behavior modification.
But as we “increase our link-
ages,” I worry that dentistry
will absorb the troubles of other
disciplines more than I trust
that dentistry will successfully
export its achievements. Per-
haps involvement in national
health care discussions is the
correct move for dentistry, and
avoiding our rightful place in
the process the less principled,
less courageous stance, but it’s
hard to suppress the self-
protective impulse to duck.
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Eric Curtis, DDS
Safford, Ariz.
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Author’s response: I am
pleased that Dr. Curtis has ex-
pressed a similar opinion to
ours when he writes, “Health
professions surely must become
more integrated to offer better,
more comprehensive, more effi-
cient care.” He further acknowl-
edges the position that den-
tistry has set some good
examples as a profession that
promotes prevention. Dr. Curtis
also entertains the notion that
perhaps dentistry should be in-
volved in national health care
policy discussions. These are all
points on which we are in
agreement.

His concern, and that of
many other dentists, is how in-
volvement may affect the status
of dentistry in the larger picture
of health care and the effect on
the income of dentists. I also
share concern about these two
issues. However, I would argue
that these are reasons to be in-
volved rather than to remain on
the sidelines.

An important point to consid-
er is the strength that resides in
the fact that the American
Dental Association is regarded
as a single voice for our profes-
sion. The voices for the medical
profession, to the contrary, are
dominated by various specialty
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organizations, and the
American Medical Association
is not a single representative for
medical doctors. I believe the
risk of “humiliation” is far less
than the potential for dentistry
to shine.

Dr. Curtis is correct that it
will take courage to join a na-
tional health care discussion.
However, to do otherwise and
not “suppress the self-protective
impulse to duck” would not be
in the best interest of patients
or the profession. Not being in-
volved in a discussion relevant
to your profession is entrusting
the profession to others. Isola-
tion is not an effective strategy.
Change is inevitable, and we
will be well-served having a
hand in those changes. To quote
Gen. Eric Shinseki, 34th Chief
of Staff of the United States
Army, “If you dislike change,
you’re going to dislike irrele-
vance even more.”"

David C. Sarrett, DMD,
MS

Associate Vice President

for Health Science

and Professor of Dentistry

Virginia Commonwealth University
Richmond

1. Owens MT. Marines turned soldiers.
National Review Online. Dec. 10, 2001.
“www.nationalreview.com/comment/
comment-owens121001.shtml”. Accessed
Aug, 25, 2008.

CANCER SCREENING

Facilitating clinicians in per-
forming oral cancer screening
examinations should be encour-
aged to identify occult, or fur-
ther affirm the presence of po-
tentially premalignant, dys-
plasias. Although specialists
who see small precancerous le-
sions on a regular basis may ob-
ject to the use of adjunctive
screening technologies, it is my
opinion based on my clinical ex-
perience, personal research and
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discussions with my colleagues,
that they are valuable screening
and decision-making tools for
the majority of dental profes-
sionals when used appropriately
in conjunction with a conven-
tional examination.

Some of the facts about ad-
junctive screening tools may not
have been clear in the July
JADA article, “Adjunctive
Techniques for Oral Cancer
Examination and Lesion
Diagnosis: A Systematic Review
of the Literature,” by Dr.
Lauren Patton and colleagues
(JADA 2008;139[7]:896-905).
For example, none of the tools
mentioned is reported to be di-
agnostic; according to manufac-
turers’ statements, they are
only screening adjuncts.
Diagnosis can only be made via
histological examination of a
surgical biopsy specimen.

There should be a distinction
made between visual screening
systems and brush testing,
which involves tissue sampling.
The Vizilite (Zila Pharma-
ceuticals, Phoenix), the
Microlux DL (AdDent, Danbury,
Conn.) and the Orascoptic DK
(Orascoptic, a Kerr Company,
Middleton, Wis.) all use tissue
reflectance with the assistance
of an acetic acid rinse. All of
these systems are indicated for
amplifying the visualization of
white or mixed lesions by re-
flectance of light off the superfi-
cial mucosal layers.

The VELscope (LED Dental,
White Rock, British Columbia,
Canada) uses no prerinse and is
based on direct tissue fluores-
cence, which uses the metabolic
properties of tissue growth to
assist in identifying irregular
tissue metabolism. According to
the article, “tissue fluorescence
in the oral cavity is variable and
is affected by structural
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changes, metabolic activity, the
presence of hemoglobin in the
tissue, vessel dilatation ... .”
However, the statement be-
comes obscure: “... and, possi-
bly, inflammation.”

If it is affected by the pres-
ence of hemoglobin and vessel
dilation, then that is inflamma-
tion. The VELscope will identify
localized inflammation, but di-
ascopic blanching,' a technique
described on the VELscope
training DVD, can be effective if
done properly in differentiating
inflammatory lesions from per-
sistent lesions that may be
premalignant.

To the best of my knowledge,
the variability of tissue appear-
ance has not been defined for
acetowhite lesions detected with
the Vizilite or with the
VELscope to date. That expecta-
tion probably is as unrealistic
as is quantifying the variation
of healthy tissues under incan-
descent light inspection.

In my own experience, toloni-
um chloride is difficult to pro-
cure for routine clinical use, is
technique-sensitive and has
questionable repeatability for
the same lesion in the same per-
son. However, I know that a
commercially prepared tolonium
chloride solution is available
only as part of the Vizilite Plus
system. Interestingly, a recent
publication gave an example
photographically in which tolo-
nium chloride failed to identify
the full extent of dysplastic tis-
sue compared with the extended
margin identified by direct tis-
sue fluorescence,”> which makes
me question its predictability as
a screening tool.

Physical examination in good
lighting has been defended as
the preliminary level of screen-
ing. Adjunctive visual screening
technologies are available as a
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secondary level of screening for
enhancing the clinician’s
screening skills. Brush biopsy
(Oral CDx; Oral CDx
Laboratories, Suffern, N.Y.)
may be a tertiary screening
level, used for patient education
and for supporting the use of
surgical biopsies, as could
liquid-based brush cytology, a
viable alternative® that was not
discussed in this article. Only
surgical biopsy will yield a de-
finitive diagnosis.

Kevin D. Huff, DDS
Dover, Ohio
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2. Williams PM, Poh CF, Hovan AJ, Ng S,
Rosin MP. Evaluation of a suspicious oral mu-
cosal lesion. J Can Dent Assoc 2008;74(3):
275-280.

3. Mehrotra RG, Gupta A, Singh M, Ibrahim
R. Application of cytology and molecular biolo-
gy in diagnosing premalignant or malignant
oral lesions. Molecular Cancer 2006;5:11.
Published online March 23, 2006. “www.
molecular-cancer.com/content/pdf/
1476-4598-5-11.pdf”. Accessed Sept. 9, 2008.

Authors’ response: We
thank Dr. Huff for his interest
in and commitment to early de-
tection of oral premalignant and
malignant lesions (OPMLs) in
his practice and community. Dr.
Huff has found the use of sever-
al of these adjunctive tech-
niques in conjunction with con-
ventional examination to be of
perceived value in his practice.
This personal experience follows
Ismail and colleagues,' who
stated that “in developing ap-
propriate treatment plans, den-
tists should combine the pa-
tient’s treatment needs and
preferences with the best avail-
able scientific evidence, in con-
junction with the dentist’s clini-
cal expertise.”

Systematic reviews have be-
come the cornerstone of
evidence-based dentistry. They
are a method for summarizing
empiric research data and guid-
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ing practice and further re-
search directions. Such system-
atic reviews, when well-
conducted and transparent,? can
provide guidance of greater im-
pact than individual studies,
opinion pieces and case reports.

Interested readers are en-
couraged to review the search
strategy, quality rating scale
and data tables related to this
systematic review that were
published online as supplemen-
tal data at “http://jada.ada.org/
cgi/content/full/139/7/896/DC1”
owing to print space limitations.
Our goal was to provide dentists
with a rigorous approach to
summarizing the evidence on
the performance of the adjuncts
to oral cancer examination
available on the U.S. market, in
order to inform their decision-
making process on the use of
these adjuncts based on the best
evidence to date.

The devices reviewed are
“cleared” through the U.S. Food
and Drug Administration’s de-
vices branch; Dr. Huff is correct
in stating they are not diagnos-
tic tests, but are adjunctive
techniques promoted to improve
the clinician’s ability to detect
OPMLs. Our review required
that all lesions identified upon
examination with or without
use of the adjunct be assessed
by the gold standard of tissue
biopsy. Our inclusion criteria
were aimed at identifying the
most rigorously conducted stud-
ies with defined endpoints, thus
limiting the number of studies
that could be included.

We agree that visualization
technologies and brush sam-
pling are to be used as adjunc-
tive tools, to guide the need for
biopsy, and do not replace biop-
sy. We found no studies in the
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literature to support any conclu-
sion about the use of the
VELscope as an oral cancer
screening adjunct in general
dental practice. As Dr. Huff em-
phasized, precise mechanisms
for loss of fluorescence are vari-
able and application of diascopy
to help the clinician identify the
nature of lesions with loss of
fluorescence should be objective-
ly explored in future clinical
studies using this adjunct.

Medical-grade toluidine blue
is available as a part of the
ViziLite Plus with TBlue sys-
tem. The ViziLite is not avail-
able as a stand-alone device. As
stated, toluidine blue is the
best-documented adjunctive
technique studied in high-risk
populations in mucosal disease
clinics. It is uncertain whether
the differential ability of tolui-
dine blue and autofluoresence
to delineate lesion margins has
an impact on their relative ac-
curacy as examination adjuncts,
although there are implications
for surgical treatment
approaches.

We believe adjunctive tech-
niques will continue to be devel-
oped with additional clinical
studies in high-risk and
general-patient populations,
and they may evolve with the
advent of molecular markers to
improve the identification of
mucosal lesions at risk for ma-
lignancy and to potentially pre-
dict patients who are at an ele-
vated risk of developing
malignant disease.

Currently, toluidine blue has
been shown in a cross-sectional
and in a longitudinal study to
predict lesions with molecular
changes and to characterize pre-
malignant lesions at increased
risk of progressing to cancer.
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We agree that definitive
histopathologic diagnosis based
on tissue biopsy remains the
gold standard, although new
and improved therapies for oral
premalignant lesions are need-
ed to have an impact on the pro-
gression of premalignant to ma-
lignant disease, and to advance
early-stage cancer to definitive
therapy.

Lauren L. Patton, DDS,

FDS RCSEd

Professor

Department of Dental Ecology
and

Director, General Practice
Residency Program

School of Denistry

University of North Carolina
Chapel Hill

Joel B. Epstein, DMD,
MSD, FRCD(C), FDS RCSEd

Professor

Department of Oral Medicine

and Diagnostic Sciences

College of Dentistry

University of Illinois at Chicago
and Director

Interdisciplinary Program in Oral
Cancer

Biology, Prevention and Treatment
College of Medicine

Chicago Cancer Center

Chicago

A. Ross Kerr, DDS, MSD
Clinical Associate Professor
Department of Oral and
Maxillofacial

Pathology, Radiology and Medicine
and Director

Oral Mucosal

Disease Service

College of Dentistry

New York University

New York City
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