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INNOVAiT JANUARY 2014 PODCAST 

 

[Start of recorded material] 

 

Simon: Hello and welcome to the first InnovAiT podcast of 2014.  My name is 

Simon Glue and I’m a GP trainee based in Brighton.  I hope you all had 

a great Christmas and are ready for the New Year.  In this month’s 

podcast Dr Nazia Hussain is here with the latest news and views.  Then 

we’re taking the opportunity to focus on something that we can feel 

underprepared for as doctors, and that’s dealing with oral health.   

 

 In this month’s Paper Journal my colleague from the Brighton VTS, Dr 

Tim Crossman has produced an article upon the oral manifestations of 

systemic disease.  We’ve used that as a springboard to cover a number 

of areas of oral health.  So not only will we be hearing Tim being 

interviewed by Dr Hilary Nash, another colleague from the Brighton 

VTS about the article, but we should be discussing the NICE referral 

guidelines for suspected oral cancer.  And finally Tim is interviewing 

Mr Tom Walker, maxillofacial surgeon from Bristol about maxillofacial 

surgery, the conditions that may present to primary care and the overlap 

with dentistry. 

 

 In the Paper Journal this month we have pregnancy and digestive 

health.  In the pregnancy section we have primary care management of 

infertility, pre-eclampsia and recurrent miscarriage.  In the digestive 

health section we have the oral manifestation systemic disease, rectal 

bleeding and Crohn’s disease.  And there’s also an article on preparing 

and giving presentations.   

 

Now for this month’s AKT question.  Which one of the following 

conditions is most likely to exhibit a bi-modal age distribution?  Select 

one option only.  Is it (a) bronchiolitis, (b) carcinoma of the prostate, (c) 

Hodgkin’s lymphoma, (d) osteoarthritis or (e) pityriasis rosea?  That’s 

bronchiolitis, carcinoma of the prostate, Hodgkin’s lymphoma, 

osteoarthritis or pityriasis rosea.  The answer will follow at the end of 

the podcast.  Now let’s hear from Nazia with this month’s news and 

views. 

 

Nazia: Hello, and welcome to this month’s news and views.  I’m Nazia one of 

the junior editors.  The website of the month is 

www.tomysbabyb.org.uk.  Developed by Tomy’s the baby charity it is 

specifically designed to help young women who are pregnant stop 

smoking.  We have all heard of the placebo effect of drugs.  But 

[Arravite 00.02.21] is opposite, the nacebo effect.  This occurs when a 

patient experiences unpleasant side effects after receiving an inert 

substance.  A review suggests that patients’ expectations of treatment 

side effects influence what is actually experienced. 

 

http://www.tomysbabyb.org.uk/
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 With revalidation well underway it is often difficult for locums to 

provide evidence of quality improvement activity such as audit.  The 

Wessex Local Medical Committees and the responsible officer for the 

Wessex area team have created a toolkit to support locums with 

revalidation.  It is freely accessible and would be of use to all doctors. 

 

 Details of the Be Clear on Cancer Campaign 2014 have been released 

by NHS England, Public Health England and the Department of Health.  

It will aim to raise awareness of breast cancer in women over 70 as well 

as ovarian and esophagogastric cancers.   

 

 The debate about the relative safety of HRT for menopausal symptoms 

continues to rage.  We look at a study of just over 27,000 women which 

concludes that HRT is not effective enough to be used for chronic 

disease prevention, but maybe used for symptom control in selected 

women.   

 

 You may well have seen pictures of Prince George wrapped in a 

swaddling cloth, an increasingly common practice in the UK.  With 

some evidence for an increased risk of hip dysplasia the International 

Hip Dysplasia Institute has developed a website providing advice on 

healthy swaddling with videos and diagrams.   

 

 Regarding steroid injections for carpal tunnel syndrome we look at a 

study which evaluates its use when splinting has proved ineffective.  It 

concludes that injections have significant benefits in relieving 

symptoms in the short term.  However, three quarters of patients 

regardless of whether they received steroids required surgery at one 

year.    

 

If you have any ideas for the news and views section please do not 

hesitate to contact either Claire or myself.  

  

Simon: Thank you Nazia.  Let’s begin our oral health special by hearing from 

Tim and Hilary. 

 

Hilary: Hi there.  I’m Dr Hilary Nash.  I’m a GP registrar in Brighton.  And I’m 

interviewing Dr Tim Crossman today regarding his article in the 

upcoming January edition of the InnovAiT magazine.  His article is 

about the oral manifestations of systemic disease.  Hi, Tim.   

 

Tim: Hi, Hilary. 

 

Hilary: Just wanted to ask why you decided to write this article? 

 

Tim: The area of dentistry and oral medicine is something that I have a 

personal interest in.  I was a dentist prior to my current position as a GP 

registrar in Brighton.  And I’d also worked as a medical student in an 

oral maxillofacial surgical department.  And so really had an interest in 
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how we manage, how we treat patients with oral conditions within 

primary care.   

 

 It’s sort of personal reflections as well is that oral health is often a 

neglected area sort of as a medical undergraduate and I think also for 

post graduate training for doctors.  And there is some evidence that 

doctors lack confidence and examination of the oral cavity and possibly 

an interpretation of normal and abnormal signs.  So that was really the 

thought behind trying to write this article. 

 

Hilary: This is an area that could be quite unfamiliar to many GPs.  I noticed in 

your article that you take a very systematic approach to the topic.  What 

techniques would you recommend in order to translate that into a 

smooth GP consultation? 

 

Tim: I think with the oral health or patients presenting with oral problems 

one of the… or perhaps the most important thing is to adopt a very 

systematic approach as you said.  And I think that really applies to 

examination as well as to the history.  There are important aspects in 

the history such as smoking and alcohol history which are risk factors 

for all malignancy and other oral disease.  But really in the article I 

talked quite a lot about an approach to examination which is systematic, 

which is anatomical and reproducible.  And I think gives the reader just 

an idea of how they may approach patients with these sorts of problems. 

 

Hilary: So what are the commonest presentations to primary care do you think 

in this area? 

 

Tim: I think as GP trainees and as GPs we all see patients with dental 

problems.  And I think common presentations will include patients 

complaining of toothache, common infections such as oral candidiasis 

or thrush.  But also with reference to this article the manifestations of 

systemic disease and, I guess, dermatological conditions such as lichen 

planus are quite common as well as side effects and medication that we 

commonly prescribe.  I think the range of oral manifestations is wide.  

But having this structured approach to examination and awareness of 

how the disease may present is really important.   

 

 Some diseases may well present initially with oral signs alone and 

indeed it’s discussed in the article that up to a further case is that 

Crohn’s disease may present with oral signs prior to the traditional sort 

of lower gastrointestinal symptom. 

 

Hilary: And what about any rarer conditions that GPs should be on the lookout 

for? 

 

Tim: The main one that we always think of is oral cancer.  And that’s 

certainly something that none of us want to miss.  This article doesn’t 

discuss oral cancer explicitly, that’s covered elsewhere.  However, there 

are oral manifestations of significant diseases that can present with oral 
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signs.  These include HIV and other malignancies such as leukaemia.  

And these are well described in the article. 

 

Hilary: What do you think are the key learning points from your article? 

 

Tim: I tried to keep the article fairly straightforward and I think there were a 

few things that I thought were just the take home messages.  In any 

patient presented with oral signs in primary care it’s really important to 

keep the approach to them very structured.  An anatomical systematic 

approach to oral examination is the key.  I think it’s important to 

understand that oral manifestations are relatively common, so we will 

see patients with these problems.  And also to have an awareness that 

early diagnosis facilitates early referral or earlier treatment and 

hopefully reduces morbidity for these patients.   

 

 The other big take home message is obviously that any suspicious 

lesions or where a diagnosis is uncertain in a patient presenting with 

oral symptoms and signs, they should be referred urgently under the 

two bit rule.  There are good NICE guidelines about what are sort of 

high risk lesions and I think I’d urge anyone to refer to those. 

 

Hilary: Another final thought, do you think there’s anything a GP can offer a 

patient that a dental practitioner may not be able to, or is there anything 

with how we work that we can optimise our relationship? 

 

Tim: I think that’s a really good point actually.  In terms of differences that 

we can offer, I think dentists are slightly limited compared to GPs in 

what they can prescribe.  What I really encourage is a sort of 

multidisciplinary approach to these patients.  And there’s certainly a 

huge amount that we as GPs can learn from dentists.  And dentists are 

very adept in managing many conditions within primary care such as 

lichen planus.  But I think we can be a support to dentists as well with 

they may not as skilled as thinking about the overall picture, or 

examining other body systems and trying to sort of piece together a 

presentation.  I think the key is probably to develop closer links 

between us as GPs and the dentists. And I think probably we can both 

learn a huge amount from each other. 

 

Hilary: Thanks Tim. 

 

Tim: Thanks Hilary. 

 

Simon: Thank you Hilary and Tim.  Now, Tim didn’t go into the signs and 

symptoms of oral cancer in his article.  But I caught up with him to 

discuss the NICE guidelines that he alluded to there with Hilary.  Tim, 

would you mind telling us a little bit about oral cancer. 

 

Tim: Of course.  Oral cancer is a cancer that has a rising instance within the 

UK and we know that in recent years over 6,000 people are being 

diagnosed annually.  It’s also important because it has a high mortality 
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rate and within the last 40 years or so the mortality rate has stayed 

unchanged at around 50% five years post diagnosis.  So it’s a cancer 

that we’re seeing more of and yet people are still dying from.  And 

that’s why it’s really become more important within primary care.   

 

Simon: Why do you think it is that this is such a fatal cancer? 

 

Tim: The evidence suggests that there’s not only a delay in diagnosis but 

people that are being diagnosed at a later stage.  So these two things are 

inter-connected.  But we know that the later you are diagnosed with oral 

cancer the more complex the treatment and actually survival rates 

decrease. 

 

Simon: Who do these patients present to, is it the GP or is it the dentist? 

 

Tim: I think traditionally we always thought that these types of patients 

would be diagnosed and referred into secondary care by their dentist.  

There are issues with people accessing dental care within the 

community.  But also we know that for probably complex reasons a lot 

of these patients will actually present to their general practitioner.  And 

there’s some emerging evidence that as many as 60% of patients 

diagnosed with oral cancer will have been in contact with their general 

practice prior to seeing a dentist.  And this really highlights the 

increasing importance of the general practitioner in the diagnosis and 

referral of patients with oral cancer. 

 

Simon: And we should be looking out for the things that we described earlier in 

the podcast related to the NICE guidelines? 

 

Tim: That’s exactly right.  So I think the NICE guidelines are very clearly 

and well written with regards to the symptoms and signs of oral cancer.  

And I think either as GPs and GP trainees we can have an awareness of 

those problems, we stand the best chance of perhaps recognising 

patients presenting with these symptoms and referring early. 

 

Simon: Thank you very much Tim.  I’m back here with Tim discussing the 

NICE guidelines surrounding the referral of suspected cancer within the 

oral cavity.  There are six things that we need to be really aware of and 

those include persistent symptoms or signs greater than six weeks 

without an alternative diagnosis.  Two, unexplained red and white 

patches within the mouth and oral cavity.  Three, ulceration persisting 

for greater than three weeks.  Four, tooth mobility for greater than three 

weeks.  Five, unexplained lumps in the neck.  And six, persistent 

unexplained salivary gland swellings.  So Tim can you tell us a little bit 

more about number one, persistent symptoms or signs greater than six 

weeks without an alternative diagnosis? 

 

Tim: Thanks Simon.  I think it’s really important as with any other potential 

problem that patients present with in general practice, if we’re not sure 

as GPs and GP trainees exactly what the signs or symptoms may 
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represent.  It’s useful to have a cut off time and I think this is what the 

NICE guidance is really describing.  And like many other conditions I 

think six weeks is entirely appropriate.  If we’re unclear of diagnosis 

then we should be referring at this point.  However, I think we’ll come 

onto this, but if it was suspicious before this point then we should really 

be referring sooner. 

 

Simon: What about number two, unexplained red and white patches within the 

oral cavity? 

 

Tim: These can represent areas of dysplasia within the oral cavity.  They can 

also represent other disease processes such as lichen planus.  Things 

that are especially relevant in these situations include painful areas, if 

there’s any swelling or bleeding.  But certainly I think in line with 

NICE guidance I’d recommend that we’re referring these people in for 

assessment and potential biopsy as there is a concern these may 

represent malignancy or possibly dysplasia.   

 

Simon: And I’m assuming that’s a similar thing with number three, which is 

ulceration persisting greater than three weeks? 

 

Tim: I think that’s exactly right.  With many of these conditions there may be 

benign explanations for them.  But it’s very difficult to tell sometimes.  

Ulceration is a particularly worrying time within the oral cavity.  There 

are a number of reasons that it could be there ranging from recurrent 

[unintelligible 00.14.50] dermatitis to traumatic causes.  However, one 

of the more dominant thoughts is around malignancy and especially if 

an ulcer is persisting it should be referred.  It’s not unreasonable to see 

a patient again if you suspect it is a traumatic lesion, but if it’s 

persisting more than three weeks then I really would urge people to 

refer in. 

 

Simon: And is that same with number four, tooth mobility greater than three 

weeks? 

 

Tim: Exactly, one of the common reasons for tooth mobility is actually 

periodontal disease.  But it can also represent a lesion of the under eye 

alveolus within the mouth.  And for exactly the same reasons I think 

they need to be referred either to the dentist or under the two week rule. 

 

Simon: And number five, unexplained lumps in the neck? 

 

Tim: Of course there are other reasons for these such as lymphoma, such as 

leukaemia, but lymphadenopathy within the head and neck can be a 

sign of metastatic disease from the head and neck.  And should be 

regarded as suspicious I believe until there is an obvious other 

diagnosis. 

 

Simon: And number six the final one, persistent unexplained salivary gland 

swellings? 
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Tim: Of course there are three main groups of salivary glands within the head 

and neck.  There’s the parotid gland and the submandibular glands.  

You can get malignant disease within the glands; it’s actually slightly 

more common in the submandibular gland.  But I think within general 

practice we should really have a low threshold for referring these 

patients who have lumps within salivary glands. 

 

Simon: Thanks Tim. 

 

Tim: Thank you. 

 

Simon: For our final interview Tim and I met with a specialist colleague from 

secondary care.  I’m here with Mr Tom Walker, he was born and raised 

in Argyll, trained in Aberdeen and then went to dental school in Kings 

College, London.  He’s now a maxillofacial academic SPR in Bristol.  

Hello, Tom. 

 

Tom: How you doing. 

 

Simon: And also we’re joined by Dr Tim Crossman.  Hi, Tim. 

 

Tim: Hi, Simon. 

 

Simon: So we are gathered here today to discuss a little bit about oral 

maxillofacial surgery.  And then we’re also going to go over specific 

problems that may present to primary care, a little bit about the history 

of these conditions and how to manage them.  Tom, can you tell us a 

little bit about oral maxillofacial surgery? 

 

Tom: Oral maxillofacial surgery is a medical speciality rather than a dental 

speciality, but does require dual qualification in medicine and dentistry.  

People also require to have done their, in this country anyway, surgical 

training and have MRCS.  And many do the equivalent within dentistry 

also.  It’s a speciality that has a very broad remit with patients being 

young and old, male and female and with conditions that are congenital 

and acquired be it traumatic or neoplastic conditions. 

 

Simon: Tim, did you have anything to add to that from a GP perspective about 

how we should view oral maxillofacial surgery? 

 

Tim: I think it is a speciality that’s relatively new in the UK.  So probably 

Tom might correct me, but I think it’s probably 25, 30 years old.   

 

Tom: Yes. 

 

Tim: And I think it’s a speciality that’s developing and becoming more and 

more relevant, and perhaps not as well taught as other specialities in 

undergraduate training within medicine.  But I think it’s a speciality 

that’s highly relevant to primary care and I’ve certainly found this 
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moving from… so my previous existence really as a dentist and now as 

a GP trainee.  I wonder Tom can you elaborate a little bit on its 

relevance?  Perhaps it would be useful to talk about some of the 

problems that we might see as GPs that fit under the remit of oral 

maxillofacial surgery.   

 

Tom: Well, there’s definitely an educational gap in medical school and also a 

difference in the cost of the two primary care specialities of dentistry 

which can be very expensive and general practice which is free.  And 

although patients themselves may identify a problem as being tooth 

related, sometimes their first port of call for financial reasons will be 

the GP.  And unfortunately oral maxillofacial teaching or teaching of 

head and neck conditions at medical school is sometimes quite sparse.   

 

 Some of the main problems that people may present to primary care 

with would be disorders of the jaw joint, the temporomandibular joint.  

And very many of them will have pain and clickiness in their joint 

which obviously because you can hear it clicking inside your own head 

it sounds extremely loud to them.  And also the pain will affect them 

with anything they do with their jaw. 

 

Tim: And I imagine with a lot of other conditions we see within primary 

care, it’s reasonable to refer these people if cases become refractory to 

treatment either from a sort of conservative approach within general 

practice or through interventions from the dentist? 

 

Tom: Yeah, definitely.  No one ever worries about seeing someone who has a 

relatively benign condition that just needs reassurance.  They may have 

to wait a while but it’s essentially an easy secondary care consultation 

to do.  And a lot of the time a lot of reassurance comes from seeing the 

specialist.  We don’t necessarily do anything particularly special, but 

can in patients who have on-going problems or lots of locking have 

easy access to further imaging to have a look at the joint capsule.   

 

Tim: It’s not uncommon for us to see patients presenting with either 

symptoms of toothache and there’s been recent concern and the 

literature suggests that as GPs we need to reduce our prescribing of 

antibiotics with dental symptoms.  Can you tell us a little bit about the 

way patients might present, the symptoms they might have and how we 

might manage these patients? 

 

Tom: Well, dental pain is really common and probably everybody has had 

some at some point.  In terms of dental pain that needs medical 

treatment in terms of antibiotics or a strong analgesia, if it’s associated 

with the other signs and symptoms of an infection that you’d get 

anywhere else in the body.  So swelling, tenderness, redness of the 

gums would suggest an infection.  One of the key things to do is to tap 

the tooth and basically ask them about sensitivity to hot and cold.  In 

terms of the prescription of antibiotics it’s generally only for if the tooth 

is tender to percussion.  And that means that if you imagine your tooth 
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in your jaw, at the base there would probably be a little abscess.  We 

would see that on the x-ray or some sort of lesion there to show that 

there’s been signs of infection.  And that’s the indication essentially for 

antibiotic prescription. 

 

Tim: I think my take home message from what you said really is that we 

need to be vigilant at advising patients to see their dentist with any 

dentally related presentation. 

 

Tom: Definitely, and what sometimes people forget is that there are lots of on 

call and NHS dental services out there. 

 

Tim: One of the other things relating to dental problems I just wonder if we 

could briefly touch on, was the issue of bisphosphonates that we 

commonly prescribe in primary care predominantly with regards to 

osteoporosis but also for patients who are on long term steroid therapy.   

 

Tom: The problem with bisphosphonates is that many people… there’s many 

many many people on them, and the half-life of these drugs is very 

long.  So stopping them for dental treatment is almost pointless.  In 

secondary care the drugs are used clearly in the management of cancer.  

And in that context doing the dental extractions or treatment as far 

away from the last dose is useful.  In primary care though the best thing 

that can be done is that the patients go to see their dentist to check that 

everything is okay before the treatment starts.  Again, these drugs are 

used for the long term benefit.  So withholding them or not starting 

them for a couple of weeks until that’s sorted in some patients will 

make a big difference.  Patients maybe not understand why they have to 

go and see their dentist, but it’s definitely a point that needs to be 

laboured, because the treatment is so potentially difficult.  And actually 

in terms of outcome we don’t really know which is the best way to 

manage it. 

 

Tim: Thank you.  So perhaps advising all our patients who are going to start 

new courses of bisphosphonates to see their dentist before the onset of 

treatment.  And those established on treatment a discussion with their 

dentist about the risks and benefits of dental extractions.  And even in 

more complicated cases discussion with yourselves is that fair? 

 

Tom: Yeah, definitely.  And I guess labouring the point that the patient has a 

role in this too in terms of maintaining rigorous oral hygiene, because if 

you don’t have any problems with your teeth you in theory will have 

less of a risk of having osteonecrosis.  So if the patient is involved in 

the care too is useful. 

 

Tim: Thank you.  I just wondered if we could finish up this session Tom 

talking a little bit about mouth lesions.  And within general practice we 

do see a number of patients who might come in complaining of a sore 

or a lump or an ulcer in their mouth.  And it’s a little bit difficult 

sometimes to, one; make a confident diagnosis of what’s going on, and 
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also having an awareness of when to refer these patients in.  Can you 

give us some guidance about that? 

 

Tom: There are a few broad categories of oral lesions.  Normal mouth ulcers 

are oral conditions that come with ulceration can sometimes be difficult 

to manage, because obviously you use your mouth for so much every 

day, that these become, for the patient anyway, one of the biggest 

problems in their life.  The other problem is that due to prescribing 

rules dentists in general practice can’t prescribe certain doses of 

steroids.  You may or you should get letters from dentists saying please 

can you prescribe this.  And the reason is because they’re not allowed 

to prescribe steroids of a high dose in the community.  That’s different 

for dentists who practice in hospitals.   

 

And sometime we get the opportunity to look after these patients 

because the dentist would rather refer them up the perceived dental 

referral ladder rather than to a medical practitioner.  It’s important to 

involve the dentist because educationally they spend their whole time 

looking in the mouth.  So they will be able to hopefully reassure you 

that this is neither nothing or as a colleague say this is something I’m 

also worried about.  And the aim is to not miss the neoplastic lesions.  

The downside to head neck cancer is that very many people are… I 

think it’s in the region of 30% can be dead within a year of diagnosis.   

 

To obtain the best outcome for them is to refer them on as fast as 

possible.  And it’s so much easier to see patients and reassure them than 

to deal with the missed cancer.  There is in most hospitals a dentally 

qualified oral maxillofacial SHO on call.  So in terms of a way to get 

some simple advice or someone to discuss things with, there’s 

definitely no harm in speaking to them.  Again it comes down to the 

cost of NHS dentistry.  And there are in most areas salaried dentists in 

community centres or dental hospitals that you can seek advice from. 

 

Simon: Thank you Tom and Tim.  We’re at the end of this month’s podcast 

now.  Let’s review the AKT question.  Which one of the following 

conditions is most likely to exhibit a bi-modal age distribution?  Select 

one option only.  (a) bronchiolitis, (b) carcinoma of the prostate, (c) 

Hodgkin’s lymphoma, (d) osteoarthritis or (e) pityriasis rosea.  And the 

answer is (c) Hodgkin’s lymphoma.  This has a bi-modal age 

distribution that differs geographically and ethnically in industrialised 

countries.  The early peak occurs in the middle to late 20s and the 

second peak after aged 50.  In developing countries the early peak 

occurs before adolescence.   

 

My thanks to Dr Michael Nander Kumar in Nottingham for that 

question.  My thanks also go out to all of our contributors this month.  

That’s Nazia Hussain, Tim Crossman, Hilary Nash and Tom Walker.  I 

hope you enjoyed this month’s podcast and that’s provided you with a 

greater awareness of oral health.  If you’d like to learn more don’t 

forget that InnovAiT including previously published articles is fully 
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available online at ino.sagepub.com.  And you can search for more 

articles there to support your learning.  If you’d like to get involved 

drop me an email at podcasts@innovaitjournal.co.uk.  Alternatively 

please keep an eye out for a link to a brief podcast survey which will be 

up and running soon and that will also be on the website.  Until next 

time thanks for listening. 

 

 [End of recorded material] 
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