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Letter to the editor

Why refer possible oral cancer to the dentist for assessment?

To the Editor,

The dentists’ curriculum includes the acquisition of sufficient
knowledge of basic clinical medicine to safely and effectively treat in-
dividuals with systemic diseases that can jeopardize their health from a
biological and pharmacological standpoint [1]. The strengthening of
dentists’ technical qualifications at the expense of shortcomings in
dental medical training has led to recurrent concerns about the Eur-
opean educational models [2]. Authors have also indicated that family
physician training regarding oral diseases is highly limited, and it has
been suggested that family physicians should incorporate advice on
diet, oral hygiene, smoking cessation, fluoridation and screening for
dental diseases among their routine health promotion activities [3].
Although these initiatives should always be well received, they are
complementary to the much broader competencies of a dentist. A
classic example of the distance separating physicians from dentists is
pain in the orofacial area, which should be the object of continuous
interprofessional consultations, given that some neurological conditions
can start with dental pain [4]. In contrast, some dental lesions can si-
mulate neurological diseases, especially those in the trigeminal area
[5].

In recent decades, the connection between dentistry and medicine
has been regained. Whereas previously we had a classical unidirectional
notion of periodontal manifestations of systemic diseases [6], it is now
established that individuals with periodontitis are at increased risk of
future cardiovascular events, poorer metabolic control of diabetes and
more frequent adverse results of pregnancy [7].

Although physicians recognize their scarce training in oral health,
they continue to be reluctant to refer their patients to dentists [8]. This
situation can be especially relevant in the setting of oral cancer, in
which primary care physicians recognize their deficiencies in the tasks
of cancer screening and assessing high-risk patients, which hinder early
detection [9]. To facilitate the early diagnosis of oral cancer, the Na-
tional Institute for Health and Care Excellence of the United Kingdom
has proposed that all patients with suspicious lesions detected by gen-
eral practitioners should be referred to a dentist for assessment before
being reviewed by a specialist [10]; however the efficacy of this pro-
posal has thus far not been demonstrated [11].

In this letter, we describe a clinical case of an oral lesion suspected
to be cancer that led to a considerable cost in human and material re-
sources for the health system and that exacted an emotional toll on the
patient and his family. This case requires a reconsideration of the
dentist’s role in primary care centers.

A 78-year-old man visited the dentist for an ulcer that had appeared
a month earlier, located on the lateral edge of the tongue, which had
caused the patient discomfort, especially when talking and eating
(Fig. 1A). The patient’s medical history included a cerebral infarction of
cardioembolic origin, atrial fibrillation and arterial hypertension. Ac-
cordingly, the patient was undergoing drug therapy with apixaban,
atorvastatin, enalapril maleate and bisoprolol.
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The ulcer had benign characteristics and had a presumably trau-
matic origin, given that it was related to an edge of dental calculus
attached to the lingual surface of the mandibular right second molar.
The dentist removed the calculus with a dental scaler, prescribed a
chlorhexidine mouthwash and made an appointment with the patient to
check the progress of the lesion in 10 days.

However, encouraged by his closest relatives, who expressed a
generalized feeling of cancerphobia, the patient visited his family
physician only 2 days after the removal of the calculus. The physician,
rather than reassuring the patient and discussing the case with the
dentist, launched an urgent referral protocol for suspected oral cancer.
The patient was therefore admitted to a hospital otorhinolaryngology
department 48h later, where the patient underwent an excisional
biopsy, which was processed urgently. Two days later, the patient re-
turned to the dentist because the lesion had significantly worsened in
appearance due to dehiscence of the suture and the formation of a
significant clot (secondary to the administration of apixaban) (Fig. 1B).
The histopathological study of the lesion confirmed a benign pattern of
inflammatory characteristics, and the ulcer resolved spontaneously in a
few weeks with restitutio ad integrum of the lingual epithelium (Fig. 1C).

In addition to the variables inherent in the various national health
systems, the signs, symptoms and location of oral cancer lesions de-
termine the patient’s selection of the health care practitioner (physician
or dentist) they should visit for the diagnosis and treatment of their
problem [12]. The elderly, in particular, visit physicians more regularly
than they do dentists and very rarely use dental services [13]. A po-
pulation study on oral cancer in advanced stages showed that 2 of every
3 cases had been referred by a family doctor and that regular visits to
the dentist were a protective factor [14]. One of the study’s conclusions
was that better training and the implementation of opportunistic ex-
aminations of the oral cavity by family physicians could reduce the
prevalence of this disease [14].

It has been suggested that oral disease should be included in the
training of primary care physicians [15]. In recent years, oral health
assessments have been incorporated into the curriculum of residence
programs for family physicians in the US; however, their directors’
degree of satisfaction is low, mainly due to the lack of time dedicated to
this topic and the lack of expert professors [16]. At the postgraduate
level, a number of initiatives have been described to promote the in-
terprofessional relationship between dentists and nondentist healthcare
practitioners (mainly physicians). Although isolated improvements
have been reported in health care practice in terms of oral-systemic
health immediately after completing educational interventions, their
effect does not last [17]. Various models have been proposed to in-
tegrate oral health care into primary care, including self-sufficiency for
family doctors with specific training, the presence of a dental hygienist
and a direct collaboration pathway with colleagues in dental clinics
[18]. This clinical case illustrates a proposal that has been applied in
numerous European countries: that in-person integration of dentists
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Fig. 1. (A) Lingual ulcer of benign characteristics (suggestive of traumatic origin). (B) Appearance of the lesion 2 days after performing the biopsy (formation of a
considerable clot and dehiscence of the suture). (C) Appearance of the mucosa 1 month later (restitutio ad integrum).

into the health care team is essential for definitively integrating oral
health among the primary care objectives.
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