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Accurate diagnostic information forms the foundation
of any treatment plan. This information comes from
several sources: the patient history, radiographs, and the
clinical examination. The dentist must critically analyze
the information before recommending treatment options
to the patient. The goal of this chapter is to discuss both
the types of data that the dentist in general practice typ-
ically collects and the ways in which the dentist evalu-
ates and documents this information in preparation for
creating a treatment plan.

OVERVIEW OF THE
DIAGNOSTIC PROCESS

The diagnostic process is begun by gathering informa-
tion about the patient and creating a patient database
from which all future decisions will be made. Although
the components of each patient’s database vary, each
includes pieces of information, or findings, that come
from asking questions, reviewing information on forms,
observing and examining structures, performing diag-
nostic tests, and consulting with physicians and other
dentists.

Findings fall into several categories. Signs are findings
discovered by the dentist during an examination. For
instance, the practitioner may observe that a patient has
swollen ankles and difficulty in breathing when reclined,
signs suggestive of congestive heart failure. Findings
revealed by the patients themselves, usually because they
are causing problems, are referred to as symptoms.
Patients may report such common symptoms as pain,
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4 The Treatment Planning Process

Figure 1-1 This patient reported symptoms of tooth pain and bleed-
ing gums. Many signs—dark teeth, receding gingival tissue, and poor
oral hygiene—suggest serious dental problems.

swelling, broken teeth, loose teeth, bleeding gums, and
esthetic concerns. When a symptom becomes the moti-
vating factor for a patient to seek dental treatment, it is
referred to as the chief complaint or chief concern.
Patients who are new to a practice often have one or more
chief complaints (Figure 1-1).

The clinician must evaluate findings individually and
in conjunction with other findings to determine whether
or not the finding is significant. For example, the finding
that a patient is being treated for hypertension may
be not be significant alone, but when accompanied
by another finding of blood pressure measuring 180/
110 mm Hg, the level of importance of the first finding
increases. Questions arise as to whether the patient’s
hypertension is being managed appropriately or whether
the patient is even taking the prescribed medication reg-
ularly. Obviously, further questioning of the patient is in
order, generating even more findings to evaluate for sig-
nificance. The process of differentiating significant from
insignificant findings can be challenging for dental stu-
dents and recent graduates. For example, a student may
believe a dark spot on the occlusal surface of a tooth to
be significant, while a faculty member might discard the
finding as simply stained fissure, not requiring treatment.
Thankfully, this differentiation and selection process
becomes easier as the dentist gains experience from treat-
ing more and more patients.

The process of discovering significant findings leads to
a list of diagnoses or patient problems that ultimately
forms the basis for creating a treatment plan (Figure
1-2). Experienced practitioners may not always evaluate
patients in a linear, sequential fashion. Instead, they move
back and forth between discovering findings, evaluating

INFORMATION GATHERING

1. Patient history

2. Radiographic examination
3. Clinical examination

4. Diagnostic aids
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Figure 1-2 The pathway to reaching a diagnosis.

for significance, and making a diagnosis, and they may
begin to think about treatment options before gathering
all the data. Despite this normal process, the novice prac-
titioner (and even the experienced one) is highly advised
against giving treatment recommendations to patients
before creating and analyzing the entire patient database.
Typically, the patient initiates the discussion during the
examination process. For example, examination of a
sensitive tooth may elicit a query from the patient as
to whether it can be saved and at what cost. Saying
“yes” and “in two appointments” may prove embarrass-
ing when subsequent radiographs reveal extensive
decay and the need to extract the tooth. To prevent such
errors, the inquisitive patient should be gently reminded
that the examination is not yet complete and that more
information will enable questions to be answered more
completely.

INFORMATION GATHERING

Gathering information about the patient often requires
more time and attention than any other aspect of
treatment planning. To prevent missing important find-
ings, the dentist should gather data in an organized,
systematic manner. Each practitioner must develop
a consistent and standardized mechanism for gathering
historical information about the patient, obtaining
radiographs, and performing the clinical examination. It
is essential that any data gathered be both complete and
accurate. If deficiencies occur in either completeness or
accuracy, the validity of the final treatment may be
suspect.
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Dental Team Focus
Information Gathering and the Oral
Health Team

In addition to the dentist, other members of the oral

health team in an office might include an administrative

assistant, a dental hygienist, and a clinical assistant.

When a new patient walks into a dental practice,
meeting the office administrative assistant will typically
be the first direct contact with a dental health team
member. This initial interaction marks the beginning of
the information gathering process for and about this
patient.

The administrative assistant must be well organized
and prepared to gather the following information
components to prepare the patient for the clinical phase of
the examination and the diagnostic stage. The
administrative assistant may be responsible for:

e Reviewing the demographic and health history forms to
ensure that they have been completed correctly.

e Recording the information from the demographic and
medical/dental history forms and compiling the patient’s
computerized or paper dental record.

e Reviewing privacy forms with the patient for acceptance
and signature.

e Collecting and recording dental insurance information.
The clinical assistant will assist the dentist and the

dental hygienist in the clinical phase of the information

gathering process through the following tasks:

e Reviewing the completed medical/dental history forms
with the patient and initiating an open dialogue about
the patient’s general health and previous dental care

e Answering questions and making notes briefly describ-
ing patient concerns and questions for the dentist’s
review

e Recording medical alerts in the patient record

e Taking and recording the patient’s base-line vital signs,
typically including pulse rate and blood pressure

e Obtaining prescribed dental radiographs, which may
include periapical, bite-wing, full mouth, occlusal, or
panoramic radiographs

e Recording and charting the intraoral and extraoral exam-
inations on the clinical examination form as the dentist
dictates findings

e Taking and pouring up preliminary impressions for study
casts

The sheer number of findings that arise when evalu-
ating a patient with a complicated health history or many
dental problems can overwhelm the beginning practi-
tioner. Staying focused on each stage of information
gathering and being careful to record information in an
organized fashion for later analysis help prevent confu-

sion. This section covers the four major categories of
information required to begin developing a treatment
plan: the patient history, clinical examination, radio-
graphic examination, and other diagnostic aids.

Patient History

The distinguished Canadian physician Sir William Ostler
wrote, “Never treat a stranger.” His words underscore the
need for a thorough patient history; experienced dentists
learn everything they can about their patients before
beginning treatment. Obtaining a complete and accurate
patient history is part of the art of being a doctor. It
takes considerable practice and self-study to become
a talented investigator. No set amount of historical
information is required for each patient. The volume of
information collected and the complexity of the data col-
lection process naturally depend on the severity of the
patient’s problems. As more information comes to light,
additional diagnostic techniques may need to be
employed.

In dental offices, persons other than the dentist have
access to patient information. The entire office staff
should be aware of the confidential nature of
patient information and cautioned about discussing any
patient’s general or oral health history other than for
treatment purposes. The author is reminded of one
example of a lapse in confidentiality. When updating the
health history, a staff member learned that a patient had
recently become pregnant. Later in the day, the patient’s
mother was in the office, and another staff member con-
gratulated her on her daughter’s pregnancy. At first the
mother was elated, but later was hurt that her daughter
had not told her herself. The incident provided an
uncomfortable reminder of the importance of keeping
patient information confidential both inside and outside
the office.

In the United States, the Health Insurance Portability
and Accountability Act of 1996, HIPA A, requires prac-
titioners and health care organizations to prevent unnec-
essary use and release of protected health information
(PHI). Patient PHI includes medical findings, diagnoses
and treatment notes, and any demographic data that
could identify the patient, such as an address, phone
number, or personal identification number. HIPAA
permits the use of a patient’s PHI for treatment purposes,
obtaining payment for services, and other organizational
requirements, such as quality assurance activities or
assisting legal authorities. Patients must be given, and
sign, an acknowledgment that they have received infor-
mation about how the practitioner or organization
will use the PHI and who they can contact if they believe
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their health information has been inappropriately used or
released. Under HIPAA, a patient also has the right to
inspect his or her medical records.

Techniques for Obtaining a Patient History

The two primary methods for obtaining the patient
history are (1) questionnaires and forms and (2) patient
interviews. A secondary method involves requesting
information from another health care practitioner.

Questionnaires and Forms The use of question-
naires and forms during the examination process offers
several advantages. Questionnaires save time, do not
require any special skills to administer, and provide a
standardized method for obtaining information from a
variety of patients. Many types of forms are avail-
able commercially, or the practitioner can create his or
her own.

Unfortunately, using a form to gather information has
several disadvantages. The dentist only gets answers to
the questions asked on the form, and important findings
can be missed. The severity of a condition may not be
reflected in a simple positive response. Patients may mis-
interpret questions, resulting in incorrect answers. It may
be necessary to have the forms printed in other languages
to facilitate information gathering. The more compre-
hensive the questionnaire is, the longer it must be, which
can be frustrating to patients. Finally, patients can more
easily falsify information on a questionnaire or form than
when confronted directly in an interview.

Patient Interviews A major advantage of inter-
viewing patients is that the practitioner can tailor ques-
tions to the individual patient. The patient interview
serves a problem-solving function and functions quite
differently from a personal conversation. There is a level
of formality to the discussion, which centers on the
patient’s health and oral care needs, problems, and
desires. To obtain accurate information and not influence
the responses, the dentist must be a systematic and un-
biased information gatherer. Being a good listener is key
to facilitating information flow from the patient. The
desired outcome of the interviewing process is to develop
a good rapport with the patient by establishing a coop-
erative and harmonious interaction. If the interviewer
does not speak the patient’s language, it may be neces-
sary to have a translator available. A sign language trans-
lator may be also required if the patient is hearing
impaired.

The dentist can ask two general types of questions
when interviewing: open and closed. Open questions
cannot be answered with a simple response, such as “yes”

or “no.” Instead, open questions get the patient involved
and generate reflection by asking for opinions, past expe-
riences, feelings, or desires. Open questions usually begin
with “what” or “how” and should avoid leading the
patient to a specific answer.

Examples:

How may I help you?

What do you think is your biggest dental problem?
Tell me about your past dental care.

Tell me more about your heart problems.

Closed questions, on the other hand, are usually
simple to answer with one or two words. They permit
specific facts to be obtained or clarified but do not give
insight into patient beliefs, attitudes, or feelings.
Examples:

Do any of your teeth hurt?

Which tooth is sensitive to cold?

How long has it been since your teeth were last
examined?

Do you have a heart murmur?

In general, the examiner should use open questions
when beginning to inquire about a problem. Later,
closed questions can be asked to obtain answers to
specific questions. The skilled clinician knows when to
use each type of question during the interview. Examples
are presented in the following sections. The In
Clinical Practice box features tips on how to be an effec-
tive interviewer.

 —

Principles for Effective Interviewing
Eye contact is important, so position the dental

In Clinical Practice

chair upright and sit facing the patient. Raise or lower the
operator’s stool so that your eyes are at the same level as the
patient’s.

Use open-ended questions when investigating positive
responses to items from the health questionnaire.

Explain to the patient why you are asking a question if
he or she is hesitant or refuses to answer.

Be an objective, unbiased interviewer. Avoid adding pet-
sonal feelings. The primary goals during the interview are
to accumulate and assess the facts, not to influence them.

Be an attentive, active listener. The “golden rule” of
interviewing is to listen more than speak.

Use verbal facilitators like “yes” and “uh huh” to encour-
age patients to share information.

Be aware of the patient’s nonverbal communication, such
as crossing arms or legs or avoiding making eye contact.

At the conclusion of the interview, summarize positive
findings with the patient to confirm accuracy.
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COMPONENTS OF A PATIENT HISTORY
Demographic Data

Demographic data include basic information, such as the
patient’s name, address, phone number, physician’s name
and phone, third party (insurance) information, social
security number, and so on. Demographic data, like any
other historical information, must be accurate, complete,
and current. Errors in recording insurance information,
such as an incorrect policy number or failure to clarify
who is responsible for payment, can be costly to a dental
practice.

Useful additional information includes work, cell, and
evening telephone numbers, and seasonal and electronic
mail addresses. The patient reports most of this informa-
tion on demographic questionnaires and forms at the first
visit (Figure 1-3). The office staff may also interview the
patient if additional information is required or if infor-
mation requires updating. Although commercial forms
can be used to record and organize demographic infor-
mation, many practices have designed their own. Some
dental practices that use an electronic health record

(EHR) instead of a paper record may scan paper forms or
have the patient enter information into a computer or
hand held device that is linked directly to the clinic infor-
mation system.

Chief Complaint and History

The chief complaint or chief concern is the primary
reason, or reasons, that the patient has first presented for
treatment. For most patients, the chief complaint is
usually a symptom or a request. Any complaints are best
obtained by asking the patient an open-ended question
such as, “What brought you to see me today?” or “Is there
anything you're hoping I can do for you?” This is more
effective than limiting the patient’s response by asking a
closed question such as, “Is anything bothering you right
now?” or “Has it been a long time since you've seen a
dentist?” Record chief complaints in quotes to signify
that the patient’s own words are used. Careful attention
to the chief complaint should alert the practitioner to
important diagnoses and provide an appreciation for the
patient’s perception of his or her problems, including
level of knowledge about dentistry.

PATIENT REGISTRATION

PERSONAL DATA
Social Security number: OMr OMrs OMs Print full legal name: last/ first /middle
O Miss O Dr [ Rev O Sr
Preferred name: O Female | Date of birth:
O Male
Mailing address: City: State: Zip code: County name:
Home phone # Work or other phone # Extension Call time
)= )=¢ ) ()= )=¢
E-mail address: Emergency contact person: last/ first /middle Relationship
Emergency contact mailing address: | City: State: Zip code: Emergency phone:

)= )=« )

RESPONSIBLE PARTY INFORMATION

Dental insurance company

MEDICARE subscriber #

3rd party agency
# $

/ / /
Social Security number: OMr OMrs OMs Print full legal name: last/ first /middle
OMiss ODr [ORev OSr
Mailing address: City: State: Zip code: Work or other phone #
C )=C )=« )
E-mail address: Date of birth: Home phone # Extension Call time:

(

e S )

Figure 1-3 Form for recording demographic data. (Courtesy the University of lowa College of Dentistry, Ames, lowa.)
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The history of present illness (HPI) is the history of
the chief complaint, which the patient usually supplies
with a little prompting. When possible, the dentist
should keep the questioning open, although specific
(closed) questions help clarify details.

Example 1:

Chief complaint

“My tooth hurts.” (a symptom)
HPI

The patient has had a dull ache in the lower right
quadrant that has been increasing in intensity for the past
4 days. The pain is worse with hot stimuli and chewing
and is not relieved by aspirin.

Example 2:

Chief complaint

“I lost a filling and need my teeth checked.” (2 symptom
and a request)

HPI

The patient lost a restoration from an upper right
molar 2 days ago. The tooth is asymptomatic. Her last
dental examination and prophylaxis was 2 years ago.

Resolving the patient’s chief complaint as soon as pos-
sible represents a “golden rule” of treatment planning.
When a new patient presents in pain, the dentist may
need to suspend the comprehensive examination process
and instead focus on the specific problem, make a diag-
nosis, and quite possibly begin treatment.

At times, the chief complaint may be very general,
such as, “I need to chew better,” or “I don’t like the
appearance of my teeth.” In such instances, the practi-
tioner must carefully dissect what issues concern the
patient. Often, what initially appears to be the problem
may be a more complex issue that will be difficult to
manage until later in the treatment plan. During the
course of treatment, the dentist should advise the patient
as to what progress is being made toward resolving the
initial chief complaint.

General Health History

The dentist must obtain a health history from each
patient and regularly update this information in the
record. A comprehensive health history contains a review
of all of the patient’s past and present illnesses. Informa-
tion about a patient’s health history can prevent or help
manage an emergency. Some systemic diseases may affect
the oral cavity and the patient’s response to dental treat-
ment, including delaying healing or increasing the
chance for infection. Conversely, some oral diseases can
affect the patient’s general health. Because many patients
see their dentist more frequently than they see their
physician, the dentist should use the patient’s general
health history and physical examination to screen for sig-

nificant systemic diseases, such as hypertension, diabetes,
and cancer.

Most dental practices screen for potential health prob-
lems by asking all new patients to complete a health
questionnaire (Figure 1-4, A and B). When reviewing the
health questionnaire, the dentist must look for conditions
that may affect treatment, patient management, or
treatment outcomes. Interviewing the patient, first with
open-ended questions about the problem and later with
closed questions, usually clarifies positive responses to the
questionnaire. Although it is beyond the scope of this
book to present all the systemic conditions that can
impact dental treatment, several are discussed in Chapter
5, including guidelines for consulting with the patient’s
physician when the dentist has detected significant
findings.

Whether using a preprinted questionnaire or an
interview technique, the general health history should
include a review of systems. Commonly reviewed
systems include the cardiovascular, respiratory, central
nervous, gastrointestinal, genitourinary, musculoskeletal,
endocrine, and integumentary (including eyes and ears).
The information gained through the review of systems
enables the dentist (1) to recognize significant health
problems that may affect dental treatment and (2) to
elicit information suggestive of new health problems
that were previously unrecognized, undiagnosed, or
untreated.

Including both prescription and nonprescription med-
ications in the medication history also provides
valuable insight into the patient’s overall health. Any
over-the-counter medications, herbal remedies, vitamins,
or nutritional supplements used also should be included.
The medication history can corroborate findings from the
health history or may suggest new diseases or conditions
that need further investigation. Some medications are, in
themselves, cause for limiting, delaying, or modifying
dental treatment. The dentist may consult one of several
reference publications to help determine the indications
and potential problems that may arise from the use of
various drugs. Several references, available on electronic
media or on the Internet, provide rapid access to infor-
mation. Any potentially life threatening condition or
medical problem that has a significant impact on the
dental treatment should be displayed in a prominent
place in the record.

Oral Health History

The oral health history incorporates such areas as the date
of last dental examination, frequency of dental visits,
types of treatment received, and the history of any prob-
lems that have emerged when receiving dental care.
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Congition: ) Premedication:

“Allergies: ‘Anesthesia: Data:
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HEALTH HISTORY FORM

Name: Home Phone: { ) Business Phone: ( )
LAST FIRST MIDOLE
Address: City: State: Zip Code:
P.O, BOX or Mailing Addrass
Occupation: Height: Weight: Date of Birth: Sex: MO FO
SSi#: Emergency Contact: Relationship: Phone: ( )

If you are completing this form for another persoen, what is your relationship to that person?

NAME. RELATIONSHIP
For the following questions, please (X) whichever applies, your answers are for our records only and will be kept confidential in accordance with applicable laws.

Please note that during your initial visit you will be asked some questions about your responses to this questionnaire and there may be additional questions
concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

DENTAL INFORMATION

Don't

Yes No Know
Do your gums bleed when you brush? [ R R | How would you describe your current dental problem?
Have you ever had orthodontic (braces) treatment? [ |
Are your teeth sensitive to cold, hot, sweets or pressure? 0O O QO
Do you have earaches or neck pains? 0O oo Date of your last dental exam:
Have you had any periodontal (gum) treatments? o oo Date of last dental x-rays:
Do you wear remov_abie d_er_nal appliances? . [H N | What was done at that time?
Have you had a serious/difficult problem associated
with any previous dental treatment? O o o How do you feel about the appearance of your teeth?

If yes, explain:

MEDICAL INFORMATION

Don't Don’t
Yes No Know Yes No Know
Are you taking or have you recently taken any
"I you an:wern):s tt" an:rh?f :'“3 3 ite$s below,. medicine(s) including non-prescription medicine? O oo
plensa stop and return this foom to the receptioniat. If yes, what medicine(s) are you taking?
Have you had any of the following diseases or problems? Prescribed:
Active Tuberculosis o a o
Persistent cough greater than a 3 week duration O o o ;
Cough that produces blood O Qo g S he coubier;
Are you in good health? o o o Vitamins, natural or herbal preparations and/or diet supplements:
Has there been any change in your general
health within the past year? oo o
Are you now under the care of a physician? [ |

Are you taking, or have you taken, any diet drugs such

If yes, what is/are the condition(s) being treated? Pondimin (fenfluramine), Redux (dexfenfluramine)

or phen-fen {fenfluramine-phentermine combination)? g o a

Date of last physical examination: Do you drink alcoholic beverages? g a
If yes, how much alcohol did you drink in the last 24 hours?

Physician: In the past week?

NAME PHONE

e e = Are you alcohol and/or drug dependent? o o o
If yes, have you received treatment? (circle one) Yes / No

NAME PHONE

Do you use drugs or other substances for
ADDRESS CITY/STATE zP recreational purposes? a a o

If yes, please list:

Have you had any serious illness, operation,
or been hospitalized in the past 5 years? Qg o 0o
If yes, what was the illness or problem?

Freguency of use (daily, weekly, etc.):

Number of years of recreational drug use:

Do you use tobacco (smoking, snuff, chew)? [m .
If yes, how interested are you in stopping?
{circle one) Very / Somewhat / Not interested

Do you wear contact lenses? [ |

PLEASE COMPLETE BOTH SIDES

>

Figure 1-4 A, Health history form, front side.



10 The Treatment Planning Process

Don't Don't
Know Yes No Know

&
o
=
=]

Are you allergic to or have you had a reaction to? Have you had an orthopedic totat joint

'I;Z.:ia:li:nesthetics ; 5‘ g (hin, knee, elbow, finger} replacement? o0 a
) ) 5

Penicillin or other antibiotics o o o If yes, when was this operation done?

Barbiturates, sedatives, or sleeping pills O o Qo If you answered yes to the above question, have you had

Sulfa drugs [ I | any complications or difficulties with your prosthetic joint?

Codeine or other narcotics o o o

Latex a o ad

fodine o oo Has a physician or previous dentist recommended

Hay fever/seasonal 0o o Q that you take antibictics prior to your dental treatment? 0O 0O 23

Animals . o uu If yes, what antibiotic and dose?

Food {specify) o o a

Other (specify) oo a Name of physician or dentist*:

Metals (specify) o a a Phone:

To yes responses, specify type of reaction.

WOMEN ONLY

Are you or could you be pregnant? o o o

Nursing? o oo

Taking birth controt pills or hormenal replacement? [
Please (X} a response to indicate if you have or have not had any of the following diseases or problems.

Don't Don’t
Yes No Know Yes No Know

Abnormal bleeding 2 o o Hemophilia o oo
AIDS or HIV infection o o a Hepatitis, jaundice or liver disease oo aQ
Anemia [ R | Recurrent Infections 4 O Q
Arthritis o o o If yes, indicate type of infection:
Rheumatoid arthritis [ R ] Kidney problems a Qo
Asthma o 0o o Mental heaith disorders. If yes, specify: g a Qo
Blood transfusion. If yes, date: o o o Malnutrition a a a
Cancer/Chemotherapy/Radiation Treatment o o o Night sweats o o a
Cardiovascular disease. i yes, specify below: oo a Neurological disorders. If yes, specify: o u u
___ Angina __ Heart murmur Osteoporosis a a a
___ Arteriosclerosis ___ High blood pressure Persistent swollen glands in neck
___ Artificial heart valves ___ Low blood preasure Respiratory problems. If yes, specily below: [ |
__ Congenital heart defects ____Mitral valve prolapse ___ Emphysema ____ Bronchitis, etc.
___ Congestive heart _failure ___Pacemak‘er Severe headaches/migraines oo g
___ Coronary artery disease _Rr\eumatlc heart ) Severa or rapid weight loss o O o
__ Damaged heart valves disease/Rheumatic fever Sexually transmitted disease o o o
— Heart attack Sinus trouble [
Chest pain upon exertion [ Sleep disorder oo o
Chronic pain [ Sores or ulcers in the mouth o o o
Disease, drug, or radiation-induced immunosuppression 1 O O Stroke o a o
Diabetes, If yes, specify below: o a o Systemic lupus erythematosus o o u
. Type | {Insulin dependent} __Typell Tuberculosis o a a
Dry Mouth g u u Thyroid problems a ao o
Eating disorder. If yes, specify: 0o o Ulcers o o d
Epilepsy 00 0 Excessive urination o o a
Fainting spells or seizures a a o Do you have any disease, condition, or problem
Gastrointestinal disease o a o not listed above that you think | should know about? oo o
G.E. Reflux/persistent heartburn g o a Please expiain:
Glaucoma a 0o

NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health Issues prior to treatment.

| certify that | have read and understand the above. | acknowledge that my questicns, if any, about inquiries set forth above have been answered to my satisfaction. | will not hold my
dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may have made in the compietion of this form.

SIGNATURE OF PATIENT/LEGAL GUARDIAN Date

FOR COMPLETION BY DENTIST

Comments on patient interview concerning health history:

Significant findings from questionnaire or oral interview:

Dental management considerations:

Heailth History Update: On a regular basis the patient should be questioned about any medical history changes, date and comments notated, atong with signature,

Date Comments Signature of patient and dentist
©2002 American Dental Association 8500
B

Figure 1-4—cont'd B, Health history form, back side. (Courtesy the American Dental Association, Chicago, Illinois.)
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Common problems include syncope (fainting), general
anxiety, and reactions to drugs used in dentistry. Patients
should also be questioned about their oral hygiene prac-
tices. Experienced dentists spend whatever time is neces-
sary to investigate the oral health history of the patient
because of the strong influence it can have on future
treatment.

While obtaining the oral health history, the dentist
should first determine the general nature of the patient’s
past care. Has the patient seen a dentist regularly or been
treated only on an episodic basis? What kind of oral
health care did the patient receive as a child? The fre-
quency of oral health care can be an important predictor
of how effectively the patient will comply with new treat-
ment recommendations. If the patient has visited the
dentist regularly, what types of treatment were provided?
Was the patient satisfied with the treatment received?
Did the dentist do anything in particular to make treat-
ment more comfortable? It also is important to establish
whether the patient has had any specialty treatment, such
as orthodontic, endodontic, or periodontal care, in the
event additional treatment is required in the future.

Investigation into the patient’s dental history supple-
ments the clinical examination during which new find-
ings may be identified. The dentist should establish the
reason for any missing teeth, including when they were
removed. Knowing the age of suspect restorations may
yield important perspectives on the quality of previous
work, the patient’s oral hygiene, how well previous treat-
ment has held up, and the prognosis for new work. The
age of tooth replacements may also have a bearing on
whether the patient’s dental insurance will cover any nec-
essary replacement.

Psychosocial History

The patient’s social, emotional, and behavioral history
represents one of the most important and difficult
areas to investigate. The patient’s occupation, habits,
financial resources, and general lifestyle can significantly
influence attitudes about dentistry. It is important to
investigate the patient’s attitudes about the profession,
including priorities, expectations, and motivations for
seeking treatment. The psychosocial history is also a
prime source of information about the patient’s financial
status, time availability for treatment, mode of trans-
portation to dental visits—any or all of which may have
a bearing on how dental treatment is planned or exe-
cuted. Much of the psychosocial history will overlap with
the oral health history, especially concerns regarding fear
of dental treatment (covered in depth in Chapter 13) and
concerns about the cost of treatment (discussed in
Chapter 17).

The health questionnaire can be used to screen for
information about habits such as smoking, alcohol, and
drug use. Often, however, these questions are best
pursued verbally during the patient interview. A patient’s
behavior or medication profile may suggest the presence
of some type of mental disease, a topic discussed further
in Chapter 14.

CLINICAL EXAMINATION

Developing an accurate and comprehensive treatment
plan depends on a thorough analysis of all the general and
oral health conditions that exist when the patient pre-
sents for evaluation. A comprehensive clinical examina-
tion involves assembling significant findings from the
following five areas:

e The physical examination

e The intraoral and extraoral soft tissue examination

e The periodontal examination

e The examination of the teeth

e The radiographic examination

Physical Examination

Unlike the physician who examines many areas of the
body for signs of disease, the dentist in general practice
usually performs only a limited overall physical exami-
nation that includes evaluation of:

e Patient posture and gait

e Exposed skin surfaces

e Vital signs

e Cognition and mental acuity

e Speech and ability to communicate

With careful observation and findings from the health
history, the dentist can detect many signs of systemic dis-
eases that could have treatment implications and may
suggest referral to a physician. For example, a patient
who has difficulty walking may be afflicced with
osteoarthritis or have a neurologic problem, such as
Parkinson’s disease or a stroke. The appearance of the
skin, hair, and eyes may suggest such diseases as anemia,
hypothyroidism, or hepatitis.

Measuring vital signs provides an easy and objective
measure for physical evaluation. Heart rate, rhythm, and
blood pressure should be measured for every new patient
and reevaluated at each periodic examination. The vital
signs should also be taken before administering any local
anesthetic or sedation and at the beginning of #// visits
for patients under treatment for high blood pressure,
thyroid disease, or cardiac disease. Automated blood pres-
sure devices have greatly simplified the process of obtain-
ing these measurements. The normal pulse rate for adults
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is 60 to 90 beats per minute at rest, with a regular and
strong rhythm. Blood pressure measurements can vary
considerably between individuals, but ideally should be
lower than 120/80 mm Hg. Information about how to
evaluate a patient’s blood pressure can be found in
Chapter 5.

Although not regularly recorded, measuring vital
signs—such as respiration rate and temperature—may be
indicated for patients with respiratory problems or signs
of infection. Some practitioners record height and weight
measurements for children, with the latter being espe-
cially useful for calculating medication dosages.

Intraoral and Extraoral Examination

Evaluation of head and neck structures for evidence of
tissue abnormalities or lesions constitutes an important
part of a comprehensive examination. This is typically
accomplished by looking for variations from normal and
by palpating the tissues to detect abnormalities. The fol-
lowing extraoral structures of the head and neck should
be evaluated in a systematic fashion: facial form and
symmetry, the skin, temporomandibular joint, eyes, ears,
nose, major salivary glands, regional lymph nodes, and
thyroid gland. The location and characteristics of any
lesions should be noted in the patient record (Box 1-1).
Following the extraoral examination, the dentist then
evaluates the intraoral structures, which include the lips,
buccal mucosa and vestibule, tongue, floor of the mouth,
salivary glands, hard and soft palate, and oropharynx.
The significance of positive findings from the head and
neck examination may be difficult to determine without
further evaluation or biopsy. Common findings, such as
small ulcerations, can be observed for 5 to 10 days to see
if they resolve. The patient usually can provide impor-
tant historical information, such as how long the lesion
has existed and whether it is associated with symptoms
of pain or other discomfort. With this information, a

BOX 1-1 Characteristics of Surface Lesions

Location

Size

Color

Shape

Borders

Surface contour

Surface texture
Consistency
Drainage/bleeding
Blanching with pressure
Fixed/moveable

history of repeated sun exposure or tobacco or alcohol use
may elevate the significance of skin and oral lesions and
make the clinician suspicious of cancer (Figure 1-5).

Periodontal Examination

Evaluating the periodontium is an important part of a
comprehensive examination. Problems with the support-
ing structures of the teeth can affect the entire treatment
planning process. The dentist records findings from the
examination in the record on a periodontal chart.

The examination begins with an overall assessment
of the patient’s oral hygiene and the appearance of
periodontal soft tissue. Significant findings include areas
of plaque and food accumulation on the teeth. Using
disclosing solution can further reveal the presence and
distribution of plaque and calculus, but this is best
accomplished at the conclusion of the examination so that
tissue color can be examined in its natural state. The cli-
nician should look for deviations from healthy soft tissue,
such as redness and rolled gingival margins.

The dentist next checks each tooth for excessive
mobility, which may be related to loss of periodontal
attachment or trauma from occlusion. Radiographs and
periodontal probing depths provide information about
the level of periodontal hard and soft tissue support. The
dentist may use the periodontal screening and recording
(PSR) system for determining the extent of periodontal
probing (see In Clinical Practice box on p. 14). A full
mouth periodontal charting (Figure 1-6) includes iden-
tification of probing depths; the gingival margin; pres-
ence of bleeding on probing and areas of gingival
recession; mucogingival problems, such as deficiencies of
keratinized tissue; abnormal frenulum insertions; and

presence, location, and extent of furcation involvement.

D AT

Figure 1-5 This firm, ulcerated lesion on the right lateral border of
the tongue was found in a patient who had used tobacco for more
than 30 years. After biopsy and histologic evaluation, the lesion was
diagnosed as a squamous cell carcinoma.
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Figure 1-6 Periodontal charting form. (Courtesy the University of Michigan School of Dentistry, Ann Arbor,

Michigan.)
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PSR—AnN Early Detection System for
Periodontal Disease

In 1992, the American Dental Association and the Ameri-
can Academy of Periodontology introduced a screening

In Clinical Practice

system for the detection of periodontal disease in adults,
referred to as periodontal screening and recording, or PSR.
To perform a PSR examination, a special periodontal probe
is “walked” through the gingival crevice of the teeth and
measurements are observed at six sites around each tooth.
A numerical score between 0 and 4 is recorded for each
sextant of the mouth, based on the deepest recorded probing
in the sextant. An asterisk added to the score denotes pres-
ence of furcation invasion, mobility, mucogingival prob-
lems, or recession greater than 3.5 mm. The data from the
PSR examination are recorded using a simple chart:

PERIODONTAL SCREENING
1] 2¢] 2 AND RECORDING

L1]of]a]o]e]
Month Day Year

The PSR program is intended for the dentist in general
practice. Relatively easy to administer, the PSR technique
can be performed in only a few minutes. It serves as a screen-
ing tool for patients and can assist the clinician in deciding
whether more comprehensive periodontal data collection is
indicated. In addition, the PSR scores provide a general
measure of periodontal disease throughout the mouth.
Armed with this information, a dentist in general practice
can decide whether to treat the patient or refer to a peri-
odontist for care.

Examination of the Teeth

Patients usually perceive the examination of the teeth as
the most important reason to be evaluated by the dentist.
The procedure is important from the dentist’s point of
view also because dental problems are common patient
complaints. For an effective examination, it is important
that the teeth be relatively clean and free from stain,
plaque, and calculus, or significant findings may be
missed. For patients with extensive plaque and calculus,
it may be best to perform a cursory examination of the
dentition, begin periodontal treatment to clean the teeth,
and have the patient return to finish the examination at
a later appointment.

The following instruments should be readily available
for use when examining the teeth (Figure 1-7):
® Dental mirror
e Dental explorer
e Periodontal probe
e Miller forceps and articulating paper
e Cotton forceps
e Cotton rolls and gauze
e Air/water syringe
e Dental floss

In addition, an electric pulp tester and refrigerant
spray (for cold testing) will help to evaluate the pulp
vitality of individual teeth. Although optional, the
dentist’s use of magnifying loupes or glasses is highly
desirable to help identify early signs of dental disease.

Before beginning the examination, the dentist should
review any significant findings from the dental history,
especially chief complaints involving the teeth. The
patient should be asked again about any dental problems,
including teeth that might be sensitive to being dried

Figure 1-7 Instruments and materials that should be available when examining the teeth include cotton forceps,
cotton rolls for isolation, Miller forceps, dental explorers, periodontal probe, cotton swabs, a mouth mirror, a

wooden tongue blade, and gauze squares.
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with air. The dentist should review any available
radiographs during the examination so that radiographic
findings can be correlated with those found clinically. It
is advantageous to have an assistant available to record
findings during the examination and to maintain asepsis
of the dental record.

The examiner begins by noting any missing teeth and
evaluating any replacements for them such as implants,
fixed and removable partial dentures, and complete den-
tures. The patient should be questioned as to the history
of any missing teeth. If the patient has removable pros-
theses, they can be evaluated in the mouth at this time
and then removed. Use dental floss to check the integrity

of each interproximal contact. Finally, assess teeth for
general condition, noting overall numbers and types of

restorations, irregularities of tooth color, morphology,
and ability to function.
Each tooth is then evaluated sequentially, usually from

the maxillary right to the mandibular left. Air-dry a

sextant of teeth and, if necessary, use cotton rolls to main-
tain dryness and isolation (Figure 1-8). Record the shape
and type of all existing restorations. Use the explorer to
evaluate margins of the restoration for signs of recurrent
decay or marginal breakdown. Visually examine any

Figure 1-8 It is important to dry the teeth before examination to
prevent missing any significant findings.

unrestored pits and fissures for color changes suggestive
of demineralization or caries. Proximal surfaces can be
examined and findings corroborated with the bite-wing
radiographs. The use of a sharp dental explorer to evalu-
ate stained and discolored tooth surfaces is controversial
(see the What's the Evidence? box). Transillumination,
or shining light between the teeth, may help identify
dark areas of proximal caries, especially in the anterior
region. Vital teeth with large restorations or those that

What's the Evidence?

Evidence Relating to the Use of an Explorer as
an Adjunct to Visual Caries Diagnosis

Using a sharp explorer to probe for caries is a traditional
method that is still commonly used in the United States.
Research has shown, however, that probing with an
explorer can cause enamel destruction that leads to future
caries development.'? Additionally, the use of an explorer
may transfer microorganisms from one fissure to another,
increasing lesion susceptibility. Using an explorer for caries
detection has not been shown to improve the accuracy of
caries diagnosis’ and a catch of the explorer may relate to
noncarious anatomic features of pits and fissures.® In a
review of caries diagnosis methods, Newburn states that
using a probe is not a better method than visual
examination alone because both methods have similar
sensitivity (accurate detection of true disease) and specificity
(accurate determination of absence of disease).” Others have
also verified the low sensitivity of an explorer.”” Ekstrand
and others created visual criteria for occlusal caries
detection, which were then correlated with histologic lesion
depth. They concluded that if a dentist uses only the visual
system, without a probe or explorer, it is still possible to
have a good sense of the histologic depth of the lesion.'” In
Europe, a visual examination of the teeth without an
explorer has been used for many years and is the standard
in clinical practice and in clinical caries trials."
Additionally, the consensus report for the 2001 NIH

(National Institute of Health) Conference on Diagnosis and
Management of Dental Caries Throughout Life concluded
that, “ . .. the use of sharp explorers in the detection of
primary occlusal caries appears to add little diagnostic
information to other modalities and may be detrimental.”"?

During a visual examination for caries, it is important
that the teeth are not only clean, but dry. In a review
discussing the content validity of caries detection criteria
literature, A. Ismail states: “While no data are available to
compare the accuracy and reliability of examiners of clean
vs. unclean or dry vs. wet teeth, the detection of early signs
of caries cannot be achieved unless teeth are clean and
dry.”" In their paper describing use of a ranked visual
scoring system for caries diagnosis, Ekstrand and others
state that to clearly see a carious lesion, “it is absolutely
essential that all plaque is cleaned from the tooth surface.”"
They note that demineralized enamel is more porous than
sound enamel. The pores of demineralized enamel fill with
a watery medium such as saliva, which causes the lesion to
appear white since the refractive indices of enamel and
water are different. When the tooth is dried, the watery
medium is replaced with air and the lesion is even more
apparent.'* McComb and Tam suggest that to obtain the
greatest amount of information during a visual
examination, in addition to the teeth being clean and dry,
the teeth should be well illuminated.® Once the tooth is
cleaned and dried, all surfaces can be evaluated for
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What's the Evidence?

Evidence Relating to the Use of an Explorer as
an Adjunct to Visual Caries Diagnosis—cont'd

opacities, translucencies, and localized breakdown of enamel.
To prevent damage to a lesion that can most likely be re-
mineralized, a blunt probe is preferred over a sharp explorer."
The blunt probe should only be used lightly, if necessary.
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are symptomatic should be percussed with the end of the
mirror handle and/or evaluated with hot and cold or an
electric pulp tester.

Occlusion

After the individual teeth have been examined, the
dentist should evaluate them all together by studying
the patient’s occlusion. Looking at each arch separately,
the clinician first checks for shifts of the dentition
from the midline. Are the marginal ridges even, or are
teeth extruded or intruded from the occlusal plane? Have
teeth moved mesially or distally into any edentulous
spaces? Is there evidence of excessive wear to the teeth?
Instruct the patient to occlude in the maximum inter-
cuspal position, so that the dentist can evaluate the
amount of overbite and overjet in the incisor area. Note
the Angle classification by examining the relationships
between the maxillary and mandibular canines and molar
teeth. At this time, also note in the record any open bite
or cross-bite. Instruct the patient to move the mandible
from side to side and forward to study which teeth guide
the occlusion in lateral and protrusive excursions. The
dentist can then manipulate the lower jaw to evaluate the

centric relation and look for interferences in lateral and
protrusive movements. The patient should be questioned
at this time about pain or tenderness in the temporo-
mandibular joint and associated muscles. The patient
should be evaluated for visual; palpatory; or auditory evi-
dence, such as “pops,” “clicks,” or crepitation. Any devi-
ation on opening should be noted. Finally the patient
should be asked to demonstrate how wide the mouth can
be opened. A more detailed investigation is warranted
when the patient has pain, an inability to chew, or a
limited opening (<25 mm).

RADIOGRAPHIC EXAMINATION

Conventional and digital radiographs provide informa-
tive images of the teeth and jaws, and serve to document
the patient’s dental condition at the beginning of treat-
ment. Before any radiographic examination, the dentist
should review the patient’s oral health history and
clinically examine the patient. When possible, any ra-
diographs made by previous dentists should be obtained,
particularly those less than 3 years old.
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Radiographs should be made only when the diagnos-
tic benefits outweigh the risks of exposure to ionizing
radiation. The dentist decides which type of radiograph
to obtain based on patient age, clinical findings, and oral
health history. Certain factors place a patient at higher
risk for oral problems, necessitating a more extensive
radiographic survey (Box 1-2). The American Dental
Association and the U.S. Food and Drug Administration
(FDA) have issued a series of recommendations to assist
practitioners with this decision (Table 1-1).

Dentists in general practice commonly use several
types of radiographs. The primary intraoral exposures are
periapical, interproximal (or bite-wing), and occlusal pro-
jections. The dentist can choose from among several types
of extraoral radiographs, with the panoramic being most

BOX 1-2 Clinical Situations for Which

Radiographs May Be Indicated

Positive Historical Findings

e Previous periodontal or endodontic treatment

e History of pain or trauma

e Familial history of dental anomalies

e Postoperative evaluation of healing

e Remineralization monitoring

e Presence of implants or evaluation for implant
placement

Positive Clinical Signs/Symptoms

e Clinical evidence of periodontal disease

e Large or deep restorations

e Deep carious lesions

e Malposed or clinically impacted teeth

e Swelling

¢ Evidence of dentofacial trauma

® Mobility of teeth

e Sinus tract (fistula)

e Clinically suspected pathologic sinus condition

¢ Growth abnormalities

e Oral involvement in known or suspected systemic
disease

¢ Positive neurologic findings in the head and neck

e Evidence of foreign objects

e Pain and/or dysfunction of temporomandibular joint

e Facial asymmetry

e Abutment teeth for fixed or removable partial
prosthesis

¢ Unexplained bleeding

* Unexplained sensitivity of teeth

e Unusual eruption, spacing, or migration of teeth

¢ Unusual tooth morphology, calcification, or color

e Unexplained absence of teeth

e Clinical erosion

frequently used for examining areas not readily visualized
with intraoral films. Dentists typically use radiographs
to examine for signs of pathologic conditions, caries,
periodontal and periapical problems, remnants of
missing teeth, and the quality of existing dental
restorations.

Periapical radiographs should show all of a particu-
lar tooth and the surrounding bone. Useful for imaging
the teeth, detecting caries, and documenting signs of
periodontal and periapical disease, they are limited by
their size and the need to be placed in the mouth. A com-
plete mouth survey of a completely dentate patient
usually consists of 16 to 20 periapical radiographs along
with four interproximal radiographs (Figure 1-9).

Horizontal and vertical interproximal or bite-wing
radiographs show the coronal portion of the teeth in
both arches and the alveolar crestal bone. Most frequently
used for the detection of interproximal caries and for eval-
uating the crestal bone height, bite-wing radiographs are
also valuable as a screening tool for patient evaluation
before deciding to make posterior periapical radiographs.

Occlusal radiographs are placed over the teeth in the
occlusal plane. In adults, their use is limited to visualiz-
ing palatal lesions and searching for impacted or super-
numerary teeth. The film can also be helpful in
documenting expansion of bone in the mandible and
salivary stones in the ducts of the submandibular gland
(Figure 1-10).

The panoramic radiograph (also referred to as a pan-
tomograph) displays a wide area of the jaws, and hence,
enables evaluation of structures not covered by intraoral
projections (Figure 1-11). Relatively easy to expose, the
radiographs may help detect developmental anomalies,
pathologic lesions of the teeth and jaws, or other bone
fractures. In adults, dentists most commonly use this
radiograph to evaluate third molar position or the con-
dition of edentulous areas of the jaws before fabricating
removable prosthodontics or placing implants. Because of
the lower resolution and superimposition of structures on
the film, a panoramic radiograph does not have the fine
detail necessary to diagnose caries or document peri-
odontal bone loss. This is more effectively accomplished
with intraoral radiographs.

There are several situations in which imaging infor-
mation in the third dimension is beneficial in diagnosis
and treatment planning. Some examples include the
placement of dental implants, evaluation of the relation-
ship of third molar root tips to the mandibular canal
before surgery, assessment of bony expansion for patho-
logic jaw lesions, and the analysis of jaw relationships in
orthodontics. In the past, this information could be
gained only from medical computed tomographic (CT)
examination, but today, cone-beam CT scanners
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dedicated to maxillofacial imaging are available (Figures
1-12, 1-13). This equipment permits acquisition of 3-D
images with a lower radiation dose than with a medical
scanner.

Currently, most radiographic exposures in dental prac-
tices are recorded on film. As the image quality improves
and equipment costs become more reasonable, the move
to filmless, digital radiology has gained momentum.

Figure 1-10 A mandibular occlusal radiograph showing a sialolith in
the patient’s right submandibular gland duct.

Advantages of digital radiology include decreased radia-
tion exposure for patients, the capability of manipulating
images to improve diagnosis, and the elimination of film
processing chemicals and equipment. Disadvantages
include the cost of devices and equipment, conversion of
previous films to digital images, the thickness and rigid-
ity of the sensors, the high cost when a sensor is lost or
broken, and difficulty in sharing images among different
computer systems.

OTHER DIAGNOSTIC AIDS

Study Casts

Study casts are used to document and analyze the
patient’s dentition before providing treatment. Individ-
ual casts show the position and inclination of teeth and
can be used to create matrices for fabricating temporary
restorations. Study models should be obtained and
mounted on an articulator to evaluate occlusal relation-
ships whenever prosthodontic treatment is being
planned. The dentist can also use mounted casts to eval-
uate the necessity for preprosthetic surgery, especially in
the edentulous patient with large maxillary tuberosities.
Casts can also serve as visual aids for presenting infor-
mation to patients.

Figure 1-11 A panoramic radiograph of a patient shortly after a fist fight. Note the fractured clinical crown
#22 and a fracture at the right angle of the mandible.
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Figure 1-12 Axial view of the mandible of a 7-year-old African-
American girl with bilateral expansile tumors of the posterior
mandible. The left lesion is larger than the right. (Courtesy Dr. Sharon
Brooks.)

Diagnostic Wax-Ups and Altered Casts

Diagnostic wax-ups on study casts help the practitioner
and patient better visualize tooth form, contour,
and occlusion that will result from the proposed treat-
ment. Wax-ups are especially useful when missing
teeth are to be replaced or existing teeth significantly
altered. The casts are usually mounted on an articulator
to evaluate the waxing in the proposed functional
relationship.

Make altered casts on duplicate models of the study
cast. Study casts are useful for establishing ideal
relationships for jaw segments in the planning of
orthognathic surgery or extensive fixed prosthodontic
treatment. When the new relationships have been final-
ized, templates (thermoplastic shims) can be made from
the altered casts to serve as guides for tooth preparation
or the location of tooth and jaw position during surgery.

Occlusal Splints

When patients have signs of temporomandibular dys-
function (TMD), such as jaw muscle pain or headaches,
it may be advisable to construct a passive occlusal splint
to relieve symptoms. In such a situation, the occlusal

Figure 1-13 Coronal view of the same case showing the
tumors buccal to the mandibular first molars. (Courtesy Dr. Sharon
Brooks.)

splint becomes both a treatment modality and a diag-
nostic aid. If the pain persists after splint therapy, the
clinician may need to reevaluate the initial working diag-
nosis of TMD, and search for alternative causes for the
pain.

Caries Excavation

Caries excavation, in addition to being an operative pro-
cedure, can also serve as a diagnostic technique. For
example, it may be necessary to remove caries from a
severely decayed tooth, often before endodontic therapy,
to determine whether the tooth can be restored. Exten-
sive treatment for a tooth may be useless if it is not restor-
able, and the tooth should be extracted. The issue of
restorability is discussed in greater depth in Chapters 6
and 7.

Consultations

The dentist may question whether it is worth the time
and effort to consult with another dentist or a physician
about the patient. In general, if the primary care provider
has questions concerning the patient’s general health,
or the diagnosis or treatment of the patient’s oral prob-
lems, it is in everyone’s best interest to seek further
guidance. For example, it may be appropriate to
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contact the patient’s physician to establish the medical

diagnoses and to consult about the capacity of the patient

to withstand dental treatment. When a consultation is

sought, it must be done with the patient’s understand-

ing and consent. The consultation, whether obtained by

telephone, facsimile, letter, or electronic mail, should

include:

e Identifying information about the patient (i.e.,
complete name, date of birth)

e A summary of significant findings from the general
and/or oral health history

o A brief description of the overall treatment plan

e A clear description of the information required from
the consultant

e The dentist’s name, address, and telephone number
If the information is obtained by telephone, ideally the

consultation should be followed up with some form of

documentation from the physician that can be retained

in the patient’s record.

Medical Laboratory Tests

Recent years have seen a steady increase in the number
of patients with serious systemic disease who present
for oral health care. Many may be taking medications
that alter their blood coagulation time or immune
system. In other situations, the dentist may suspect that
a patient has an untreated systemic problem, such
as leukemia or diabetes, that can only be confirmed with
laboratory tests. Certain surgical procedures may require
laboratory testing before treatment is provided. In
this situation, the dentist usually refers the patient to a
physician and requests a copy of the test results. Occa-
sionally, some dentists send the patient directly to a lab-
oratory for testing and have the results reported directly
to them. Practitioners should be cautious, however, about
requesting tests for conditions for which they would be
unable to counsel the patient adequately, such as
serologic testing for human immunodeficiency virus.
The patient should instead be referred to a physician for
evaluation.

Biopsy

Biopsy procedures are indicated to diagnose persistent
oral lesions or to ensure that a previously diagnosed con-
dition is still benign. The procedure consists of remov-
ing all or part of a lesion and submitting the tissue for
histologic evaluation. Dentists should not hesitate to
biopsy lesions themselves, or to refer the patient for
further evaluation and treatment, especially when the
lesions are suggestive of oral cancer (see Chapter 11).

Microbiologic and Other Testing Systems

The use of microbiologic tests in dental offices currently
is limited, but in the future it will become more widely
used, especially as a tool for diagnosing caries and peri-
odontal disease activity.

Caries susceptibility can be evaluated by measuring
the quantity of cariogenic bacteria, such as Streprococcus
mutans and lactobacilli. A sample of the patient’s saliva is
placed on a special agar medium, which is then incu-
bated. The patient’s caries risk is related to the number
of bacterial colonies that grow on the plate. A low sali-
vary flow rate (<1 ml/min of stimulated saliva) and low
salivary buffering capacity represent risk factors for
increased caries activity. The evaluation of substances in
a patient’s saliva has the potential to serve as a non-
invasive test for a number of oral and systemic diseases.

Identifying levels of enzymes and inflammatory
mediators in blood serum or gingival crevicular fluid can
detect evidence of active periodontal disease. Deoxyri-
bonucleic acid (DNA) probes can also be used to screen
for signs of periodontal disease.

A new device that has recently become available uses
laser fluorescence to detect signs of demineralization and
caries on both pit and fissure and smooth tooth surfaces.
The device may be most useful for corroborating other
diagnostic findings, directing preventive treatments, and
monitoring lesion activity over time.

DEVELOPING DIAGNOSES AND
PROBLEM LISTS FOR PATIENTS

Armed with significant findings from the examination
process, the dentist now begins to assemble a list of diag-
noses for the patient. Diagnoses are precise, scientific
terms used to describe variations from normal. They can
be applied to a systemic disease, such as diabetes, or a
specific condition, such as cracked tooth syndrome.
Other examples of diagnoses include occlusal caries, irre-
versible pulpitis, squamous cell carcinoma, or Class II
malocclusion. Often, more than one finding may be nec-
essary to make a diagnosis. For instance, a tooth that
appears darker than the others may not be a significant
finding. The same finding concurrent with the appear-
ance on a radiograph of a periapical radiolucency and a
tooth that tests negative to electric pulp testing would
be strongly suggestive of pulpal necrosis.

The dentist can make several types of diagnoses. When
several findings point clearly to a specific disease entity,
the clinician may make a definitive diagnosis, indicat-
ing a high level of certainty. On the other hand, when
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the findings suggest several possible conditions, the
process of distinguishing among the list of possibilities

is referred to as a differential diagnosis. For example, a

differential diagnosis of a lump on the patient’s palate
might require differentiation among such possibilities as
a maxillary torus, a salivary gland tumor, or an odonto-
genic infection. Without more information, such as find-
ings from a radiograph or a biopsy result, it may be

impossible to reach a definitive diagnosis. Another

“golden rule” of treatment planning is that a diagnosis
should be made before treatment begins. When the diag-
nosis is uncertain, but it is prudent to begin some type
of treatment, a working or tentative diagnosis may be
made. The temporary nature of this diagnosis requires

reevaluation of the patient at a later time to either

confirm the diagnosis or change to a new, now definitive,
diagnosis.

On many occasions, a precise diagnosis that matches a
significant finding may not be achievable. For example,
the patient may reveal that he or she has limited funds
available for dental treatment. This is a significant
finding that may affect the treatment plan, but it does
not fit the classic definition of a diagnosis. Such issues are
typically referred to as problems. Patient problems can
be general or specific issues that suggest the need for
attention. Common examples of patient problems
include missing teeth, dental pain of undetermined
origin, fear of dental treatment, and poor oral hygiene.

Benefits of Creating Diagnosis and
Problem Lists

After completing the patient examination, the dentist

must gather all the significant findings and create a list

of patient diagnoses and problems, which are then docu-
mented in the record. The benefits of following this
process include:

o Organization: Diagnoses and problems can be sorted
and organized more readily than findings. The
dentist typically lists first the important issues, such
as the chief complaint, with other diagnoses
following in order of significance. This process of
prioritization sets the stage for developing a
sequenced treatment plan.

o Professional competency: Treatment should not be
rendered without first arriving at some type of
diagnosis. Documenting diagnoses in the record
provides an important safeguard for avoiding the
appearance of treating a patient without good reason.
In the event of malpractice litigation, dentists who
list this information fare better than those who do
not. A discussion of standardized codes is featured in
the What's the Evidence? box.

What's the Evidence?

SNODENT Diagnostic Codes*

As discussed throughout this chapter, the dentist should
always have arrived at a diagnosis, either definitive or
tentative, before beginning treatment for a patient. In
practice, unfortunately, diagnoses tend to be documented
separately from the treatment plan. In fact, most dentists
often think primarily in terms of individual procedures
when planning treatment for a patient. This process arose
naturally when practitioners created line-item treatment
plans and estimated costs for each service they would be
providing.

In 1969 the American Dental Association introduced
dental procedure coding. The codes were designed to
convey standardized treatment information to dental
insurance companies and to facilitate computerization of
billing services.

In contrast to the practice of dentistry, payments to
physicians and hospitals for services are often based on the
patient’s original diagnoses, rather than on the specific
procedures provided. To support this concept, diagnostic
codes were developed to accompany treatment codes when
billing third-party payers. This diagnostic coding system
is referred to as the Systematic Nomenclature of
Medicine, or SNOMED.

The American Dental Association has developed its
own set of diagnostic and descriptive terms and codes,
referred to as SNODENT. The more than 4000 terms and
codes allow dentists to electronically record diagnostic
information, including physical findings, risk factors, and
functional status. In the future, dentists could add
SNODENT codes when submitting insurance claim
forms. This information would aid researchers in tracking
patient conditions and outcomes and allow dentists to
analyze patterns of disease in their own practices by
evaluating summary reports of SNODENT diagnostic
codes from their computer systems. The coupling of a
diagnosis coding with a treatment coding provides a
powerful tool for studying what types of care are being
provided and for what reasons, which provides data for
evidence-based decision making.

*For further discussion of this topic, the reader is referred to McKee L:
SNODENT to provide inclusive means of transmitting dental information,
ADA News 30(9):May 3, 1999.

o Patient education: At the conclusion of the
examination, the dentist should inform the patient
about his or her oral condition. A list of diagnoses
and problems provides a convenient and
straightforward way to share this information.
Eventually, discussing diagnoses and problems
becomes part of the process of obtaining informed
consent to provide treatment for the patient.
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Common Diagnoses

General Health Diagnoses A wide variety of diag-
noses can be made concerning a patient’s general health
condition. Many of these diagnoses are self-reported by
the patient on the health questionnaire. The dentist may
have additional concerns after reviewing the medication
list, interviewing the patient, and evaluating the vital
signs. If any findings contradict the patient’s own
appraisal of his or her general health, it may be necessary
to contact the patient’s physician.

All systemic health diagnoses should be clearly written
in the patient’s record. When possible, qualifiers should
be added to indicate the type of problem and level of
disease control.

For example:

e Functional or organic heart murmur

e Stable or unstable angina

e Treated or untreated hypertension

e Controlled or uncontrolled diabetes

¢ Insulin dependent or noninsulin dependent diabetes
The dentist should use alert labels on the patient record
to flag important health problems, such as allergies,
sensitivities to drugs, or the necessity for antibiotic
premedication.

The reader will find further discussion of the signifi-
cance to treatment planning of many medical diagnoses
in Chapters 5, 10, and 16.

Psychosocial Diagnoses Psychosocial diagnoses
cover a wide array of problems that can affect the suc-
cessful outcome of dental treatment. For instance, the
patient who smokes two packs of cigarettes a day signifi-
cantly increases the risk for periodontal disease, regard-
less of the quality of periodontal treatment provided.
Problems such as dental anxiety, poor oral hygiene, a high
sucrose diet, financial limitations, episodic dental treat-
ment, and substance abuse commonly are not written
into dental records. This is unfortunate because these
diagnoses and problems should be considered when cre-
ating a treatment plan, and when listed in the record can
document conditions beyond the dentist’s control that
may affect treatment outcomes.

Intraoral/Extraoral Diagnoses A vast variety of
lesions may occur in the head and neck area, and the
dentist must carefully examine all areas of skin and mucosa
for abnormalities. Lesions on the surface of the skin or
mucosa may be temporary in nature and heal quickly.
Others may be long-standing and require a biopsy and
histologic evaluation to arrive at a definitive diagnosis.
Lesions below the surface, usually detected by palpation,
can be problematic in terms of diagnosis. A classic example

is a firm mass in the head and neck region that may be just
a fibrotic or inflammatory lymph node, or something more
serious, such as a cancerous tumor. Whether a lesion is
deep or involves the surface epithelium, the clinician must
document all variations from normal at the initial exami-
nation and ensure that a system is in place to recall the
patient for reevaluation at a specified time interval. In
some cases, referral to another health professional who can
make a definitive diagnosis may be necessary.

Periodontal Diagnoses Significant findings from
the periodontal examination may suggest a diagnosis
relating to periodontal disease, most commonly, plaque-
associated gingivitis. Approximately 15% of patients will
also have attachment loss or a diagnosis of periodontitis.
A periodontal disease classification system developed by
the American Academy of Periodontology is presented in
Box 1-3. Although technically not a periodontal diagno-
sis, many dentists also note the patient’s level of plaque
control and calculus accumulation.

Dental Diagnoses Problems affecting the teeth
have traditionally occupied much of the dentist’s atten-
tion during the evaluation process. In the past, dentists
have had an almost singular focus on caries detection.
More recently, other problems such as patient esthetic
concerns have taken on an increased level of significance.
The large number of possible dental diagnoses can be
sorted into three categories: (1) alteration in tooth struc-
ture and morphology, (2) problems with tooth function,
and (3) problems affecting tooth appearance. Some of the
more common diagnoses follow.

Dental caries represents the most common disease
affecting the structure of teeth. Relatively easy to recog-
nize in its overt form, the dentist will be able to provide
a precise diagnosis of noncavitated (white or spot decal-
cification) and the varied opacities or pigmented areas of
the teeth that may accompany alternating stages of dem-
ineralization and remineralization (Figure 1-14). Is the
caries active, suggesting a need for preventive or restora-
tive treatment, or inactive, suggesting a
approach? Dental decay can begin and then stop, leaving
darkly stained pits and fissures in a process referred to as
arrested caries.

Recurrent caries occur at the restoration—tooth inter-

<

wait and see”

face or underneath an existing restoration. The dentist
should identify each affected tooth and note a clear
description of the type and location of carious lesions. It
is also helpful to include the diagnosis of teeth and sur-
faces thought to be at risk for future caries (i.e., any teeth
that will need reevaluation).

Tooth morphology can be affected by several other
conditions. The dentist may find that the shape or
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BOX 1-3 Periodontal Disease Classification

I Gingival Diseases

A. Dental plaque—induced gingival diseases
1. Gingivitis associated with dental plaque only
2. Gingival diseases modified by systemic
factors
3. Gingival diseases modified by medications
4. Gingival diseases modified by malnutrition
B. Non—plaque-induced gingival lesions
Gingival diseases of specific bacterial origin
Gingival diseases of viral origin
Gingival diseases of fungal origin
Gingival lesions of genetic origin

A N O N S

Gingival manifestations of systemic
conditions
6. Traumatic lesions (factitious, iatrogenic,
accidental)
7. Foreign body reactions
8. Not otherwise specified (NOS)
II.  Chronic Periodontitis
A. Localized
B. Generalized
III.  Aggressive Periodontitis
A. Localized
B. Generalized
IV.  Periodontitis as a Manifestation of a Systemic Disease
A. Associated with hematologic disorders
B. Associated with genetic disorders
C. Not otherwise specified (NOS)
V. Necrotizing Periodontal Diseases
A. Necrotizing ulcerative gingivitis (NUG)
B. Necrotizing ulcerative periodontitis (NUP)
VI.  Abscesses of the Periodontium
A. Gingival abscess
B. Periodontal abscess
C. Pericoronal abscess
VII. Periodontitis Associated With Endodontic Lesions
A. Combined periodontic-endodontic lesions
VIII. Developmental or Acquired Deformities and
Conditions
A. Localized tooth-related factors that modify or
predispose to plaque-induced gingival diseases
and/or periodontitis
B. Mucogingival deformities and conditions around
teeth
C. Mucogingival deformities and conditions on
edentulous ridges
D. Occlusal trauma

Adapted from Armitage GC: Development of a classification system for
periodontal diseases and conditions, Ann Periodontol 4(1):1-6, 1999.

integrity of a restoration is a problem. Common reasons
for a diagnosis of faulty or failing restorations include
cracks and fractures; open margins with known, sus-
pected, or anticipated recurrent caries; voids in material;
loose restorations; or restorations with poor contours

Sl . T, 1

Figure 1-14 White areas of demineralization in the anterior teeth
have progressed to carious lesions in the maxillary posterior areas. The
patient had a diet high in refined carbohydrates, primarily from car-
bonated beverages.

Figure 1-15 A premolar (see mirror view) with a fractured restora-
tion and recurrent caries.

(Figure 1-15). Two common contour problems are
restoration overhangs (Figure 1-16) and undercontoured
restorations, which may result in an open proximal
contact with adjacent teeth. Either condition, when left
untreated, can be detrimental to the periodontium.

The practitioner may discover a number of diagnoses
related to the loss of tooth structure. Teeth can fracture,
creating problems relating to both function and appeat-
ance. Another common condition is the frictional
wearing of teeth over time, referred to as attrition. This
wear pattern may be most evident in the anterior region
or throughout the entire dentition, becoming evident as
a loss of cuspal inclines and the presence of many wear
facets. Some patients may exhibit signs of severe attrition
because of grinding the teeth, often at night—a condi-
tion referred to as bruxism (Figure 1-17). Wearing away
or notching of the teeth by a mechanical means, such as
with a toothbrush, is referred to as tooth abrasion.
Chemical loss of tooth structure is called erosion or cor-
rosion, and may be seen in patients with a high acid diet,
gastric acid reflux disease, or bulimia (Figure 1-18).
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Abfractions are wedge-shaped lesions occurring in the
cervical enamel. The lesion may be a result of occlusal
loading and flexure in this area.

Another category of functional problems relates to
tooth position. When a tooth protrudes out of the

Figure 1-16 A molar and premolar with amalgam overhangs.

[
Figure 1-17 Both the maxillary denture and mandibular teeth show
signs of excessive attrition from bruxism in this patient who ground
his teeth at night.

occlusal plane, usually because no antagonist exists or the
tooth has significant attachment loss, it is hypererupted.
Teeth also tip into edentulous spaces or become crowded
together. When the maxillary facial cusps occlude into
the mandibular central grooves, the group of teeth are in
cross-bite. During the dental examination, the clinician
should also record other, more global diagnoses, such as
Angle’s classification of occlusion and measurements of
anterior overbite and overjet (Figure 1-19).

Patients have appearance or esthetic complaints relat-
ing to several dental diagnoses. A common problem is
discolored teeth. Patients who use tobacco products or
consume large quantities of coffee or tea may exhibit
extrinsic staining. This stain is on the tooth surface and
can be removed with polishing agents or reduced with
certain types of toothpaste. In contrast, intrinsic staining
is inside the tooth, within the dentin. This staining can
be physiologic, commonly seen as a yellowing of teeth over
time. Discolored anterior resin restorations are another
common example of intrinsic staining. Physical trauma to

Figure 1-18 Erosion of the posterior teeth in a patient with bulimia.
The restorations appear to protrude from the occlusal surface because
of the loss of tooth structure.

Class Il Malocclusion

Class II Malocclusion
Figure 1-19  Normal occlusion and malocclusion classes as specified by Angle. This classification was quickly

and widely adopted early in the twentieth century. It is incorporated within all contemporary descriptive and
classification schemes. (From Proffit WR, Fields HW Jr: Contemporary orthodontics, ed 3, St Louis, 2000, Mosby.)
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a tooth or teeth may eventually lead to the death of the
dental nerve, resulting in isolated dark or gray teeth
(Figure 1-20). Many congenital and developmental con-
ditions can cause problems with tooth color. Esthetic com-
plaints can also arise for several other reasons, including
abnormal tooth shape or position, and the quality of prior
restorations. A common esthetic complaint is a noticeable
space between two teeth, referred to as a diastema.

Pulpal and Periapical Diagnoses The dentist
bases the diagnosis and classification of pulpal disease on
patient symptoms and clinical findings. Pain of dental
origin may reflect conditions that are reversible or irre-
versible in nature. A reversible pulpitis is a temporary
condition characterized by pain that is usually not severe;
is associated with a specific stimulus, such as hot or cold;
and ceases within a short period after removal of the stim-
ulus. A constant, severe pain that seems to have arisen
spontaneously without provocation characterizes irre-
versible pulpitis, the classic diagnosis for a toothache. A
diagnosis of pulpal necrosis can be made when pulp
testing is negative and signs of periapical pathologic con-
ditions or changes in tooth color are present.

When the pulpal inflammation extends to the peri-
radicular tissue, typically seen with pain on occlusal
contact or mastication, it is referred to as an acute apical
periodontitis. An acute apical abscess is an extension
of the inflammatory reaction beyond the root apex. The
patient may have signs of swelling, elevated temperature,
lymphadenopathy, and/or malaise.

Radiographic findings associated with the dental pulp
and surrounding tissue may suggest several diagnoses.
The dentist may interpret a missing pulp space as evi-
dence of calcified canals. An irregularly enlarged root
canal space suggests internal resorption. Resorption of
the root from the outside, around the periodontal liga-

Figure 1-20  An example of intrinsic staining of a tooth resulting from
pulpal necrosis. The patient had been in a car accident approximately
2 years earlier and had struck her tooth on the steering wheel.

ment space, is external resorption. Common periapical
diagnoses seen on radiographs include chronic apical
periodontitis (Figure 1-21) and focal sclerosing
osteitis. Root fractures, secondary to trauma, can often
be seen on radiographs.

DOCUMENTATION

All examination results and diagnoses must be clearly
documented in the patient record. The progress notes,
or chronologic record of treatment (CRT), document
each appointment. These notes can include appointment-
specific diagnoses, evidence of health history review,
details of treatment provided, patient behavior, and plans
for the next visit (Box 1-4). Treatment detail should
include the teeth or soft tissue area treated, medications
administered, and the details surrounding the treatment
procedures.

Records, including radiographs, must be maintained in
good condition and be retrievable even after the patient has
left the dental practice. Good record keeping, complete
examination documentation, and the ability to retrieve the
record represent essential elements in dental practice. In
the event of litigation, good documentation can protect the
dentist by demonstrating a high level of professional com-
petence. Good records help prevent litigation, win a mal-

vff 2

Figure 1-21 This periapical radiolucency on tooth #7 suggests a
chronic apical periodontitis.
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practice suit, or decrease damages. Patients who change
practitioners have a legal right to obtain copies of recent
radiographs. An additional important reason for maintain-
ing complete diagnostic and treatment-related informa-
tion for each patient is that the dentist may have the
unpleasant duty of providing dental records, postmortem,
for the purpose of patient identification.

Several worksheets and dental charts are available for
recording findings, diagnoses, and treatment recommen-

BOX 1-4 Example of a Chronologic Record of

Treatment (Progress Note) Entry

Problem: caries distal #3.

Health status: treated hypertension, BP 125/85.

Treatment: 1.8 cc 2% lidocaine 1:100,000 epinephrine
infiltration, rubber dam isolation. DO amalgam placed
over glass ionomer liner and cavity varnish.

Patient evaluation: patient was apprehensive but
cooperative.

Next visit: composite restorations #7, 8, and 9. Check
bite splint.

dations. The choice of forms is a personal decision.
Ideally, entries should be in pen for permanence and in
black ink to facilitate photocopying. Some computerized
information systems have the capability to chart existing
restorations, caries, and periodontal findings.

The retention of study models for all patients presents
storage problems. No specific guidelines exist, but many
dentists retain casts for patients who have had orthodon-
tic treatment or extensive prosthodontic work.

Color photographs and digital images of patients are
excellent methods for recording patient findings, both
before and after treatment. Some practitioners, especially
orthodontists, routinely take photographs of all their
patients. Intraoral video cameras are used to educate
patients about problems in their mouths. Many systems
can instantaneously print still images that can be given
to the patient or placed in the record.

The union of digital photographs and digital radiog-
raphy with electronic charting and procedural notes
has led to the creation of an electronic patient re-
cord (Figure 1-22). It remains to be seen whether this
influx of technology will address the insufficiencies

% Electronic Health Record - Patterson, James (M27) P =
2221322|322|2231222|222[222|222|222(222|222|222|222|222 PDEl |
202 0|2 |22 2| 22 2272022 22 |2 I | X | P | T XN 2|22 3T TN HI 2 PO | {
112 a 4 [5 Fll ] ] 10 1 2 13[4 15 [ 16 Alets [Problemal LSy

Medical Alerts:
Allergy to Penicillin
Strong gag reflex
Needs pillow for neck
Smoker - 1 pack/day

Needs:

Restorative, Implant

Medication:
Pacerone 200mg D,
Pletal 50mg 2 D,
Allipurinol 300 mg D,
Ibuprafen [as needed)
BP: 160/95

O |

|
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:
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in documentation historically found in many dental
practices.

REVIEW QUESTIONS

What are the major categories of information required
to begin to create a treatment plan?

Describe techniques that can be used and techniques
to be avoided when interviewing a dental
patient.

What are the components of a patient history? What
information is included in each of those
components?

List indications for obtaining study casts as part of the
initial examination of the patient.

When the dentist requests a consultation with a
physician or other health care provider, what
information is the dentist seeking and how will it be
recorded in the patient record?

What is the difference between a working or tentative
diagnosis, a differential diagnosis, and a definitive
diagnosis? How is each used?

What are the benefits of creating a diagnosis or
problem list for each patient?
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he intent of this chapter is to frame the context for
decision making in dentistry. We begin with a per-
spective on how dental treatment planning decisions have
typically been made in the past and a discussion of the
apparent limitations of that process. Recognizing that
there is often inadequate knowledge at both the profes-
sional level and the patient-specific level upon which to
base our treatment decisions, there is a call for sound clin-
ical investigations to support clinical decision making.
The emergence of evidence-based dentistry has signif-
icant implications for both the dental treatment planning
process for individual patients and the design of param-
eters for decision making in the profession of dentistry.
The importance of evidence-based dentistry is reinforced
throughout this book in the What's the Evidence? boxes.
Health promotion and disease prevention have become
a focus of all the health sciences. Programs and practices
put into place to promote these goals should be evidence
based and should also include a careful assessment of
disease risk and treatment outcomes. An analysis
of both disease prognosis and treatment prognosis is
also integral to this process. These three concepts—
risk assessment, outcomes assessment, and prognosis
determination—will all be defined and described, and
their relevance to dental treatment planning will be dis-
cussed. The findings from research in these areas can be
expected to both improve future dental treatment plan-
ning and have a positive impact on the oral health of
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patients. In the meantime, however, the concepts them-
selves offer the practicing dentist a systematic way to
organize the process of assessing clinical problems and
solutions. In addition, these concepts will provide a
useful framework for presenting and discussing treatment
options with the patient. In summary then, the purposes
of this chapter are: to discuss the kinds of information
necessary to help patients make informed decisions, to
review some related areas of dentistry in which progress
has been made, and to provide a template for dentist and
patient decision making as more information becomes
available. This chapter provides the foundation for the
detailed process of treatment planning, which is delin-
eated in Chapter 3 and then applied repeatedly through-
out the subsequent chapters of this textbook.

TRADITIONAL MODEL FOR DENTAL
TREATMENT PLANNING

Traditionally, dental students have been taught that cre-
ating a treatment plan for a patient incorporates a step-
wise process: first, a thorough evaluation of the patient is
conducted; then a diagnosis or problem list is developed;
and finally, a plan for a series of treatments is constructed.
Certainly this model has merit. Its rationale and virtues
are discussed at length in other chapters, and it is the
basis for the treatment planning process described
throughout this text. But the model has shortcomings.
One fundamental problem is how little the model has
been implemented by practicing dentists. A second
concern relates to the realization that the model is too
simple and must be broadened to meet the diverse needs
of patients and the profession.

As the dentist plans treatment for his or her patients,
the traditional stepwise model may not be followed.
Instead, a tooth condition or problem is evaluated and
the dentist makes an immediate recommendation to the
patient about what should be done to solve the problem."
This is certainly an efficient way for the practitioner to
gain a measure of consent from the patient to begin treat-
ment. In this scenario, however, a clearly articulated diag-
nosis is often 7ot made, and even in those cases in which
the dentist makes a mental judgment about the ration-
ale for treatment, the diagnosis may not be explicitly
stated to the patient. Thus the patient remains relatively
uninformed about the nature of the problem and the
rationale for a particular treatment.

It is also unlikely in this situation that the patient will
be presented with ogprions from which the best treatment
(for the patient) can be selected. Even when options are
presented, the offerings tend to be perfunctory, with
the patient given minimal information from which to

make a well-reasoned, thoughtful decision. Given the
time pressures of a daily dental practice, these omissions
can evolve to become the routine rather than the excep-
tion. The patient, who remains uninformed about diag-
noses and treatment options, however, is ill prepared to
provide informed consent for treatment. Obviously,
this can be both unwise and hazardous from a risk man-
agement perspective (see Chapter 4). The need to achieve
fully informed consent is a central theme of this chapter
and this text.

The second significant problem points to a defi-
ciency not of application, but rather with the scope of
the traditional stepwise model. Although when used
to its fullest, the model helps ensure that the dentist
considers—and the patient is informed about—all diag-
noses and treatment options, the model does not include
the potential or capability for any weighting of the
relative benefits of the various treatment options. To
accomplish this weighting and to provide a rational
comparison of the options, more information is needed
by the dentist.

Few dentists have difficulty making treatment recom-
mendations for their patients. Typically, those recom-
mendations are based on what the dentist learned in
dental school and what he or she has gleaned from con-
tinuing education activities, reading dental journals, and
discussions with peers. In addition, the dentist may be
exposed to other, less objective, and often empirical
sources of information. For instance, product salespersons
or dental supply representatives who are selling products
or promoting techniques may not have valid supporting
evidence for the rationale and efficacy of their products.
For many dentists, the most important basis on which
they make their treatment planning recommendations is
their own personal experience with a specific approach or
technique.” The wise dentist will recognize the limita-
tions and hazards of this approach. In the absence of sci-
entific scrutiny, old, sometimes misguided, approaches
have been perpetuated, while new and untried (by the
practitioner) approaches are rejected out of hand. When
the dentist fails to offer and make available a complete
range of treatment options to patients, or to accurately
characterize the viability of each option, the quality of
care provided to patients is diminished.

The reality at this time is that many treatment deci-
sions in dentistry must be made in an environment of
uncertainty. Our ability to make an accurate diagnosis,
realistically predict outcomes of treatment, and delineate
with precision the course of the disease in the presence or
the absence of treatment is in many cases limited. That
being the case, it behooves the dentist to place the ethical
principle of nonmaleficence, or “do no harm,” in a
position of preeminence. Stated another way, when the
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reasons for intervening are not conclusive or compelling
or when the risks of “no treatment” do not have clear and
demonstrable significance, then conservative therapy or
no therapy should usually be recommended over aggres-
sive therapy. The nature of the disease process certainly
has a bearing on this analysis. Where there is diagnostic
and/or treatment uncertainty but the disease has signifi-
cant morbidity or mortality, as with oral cancer, aggres-
sive intervention is generally warranted. On the other
hand, when there is similar diagnostic uncertainty (as
with incipient dental caries in a patient at low risk for
new caries), and the short-term probability of negative
sequelae (fracture, pulpal disease, or periapical disease) is
low, then intervening slowly and conservatively is more
professionally reasonable.

PROFESSIONAL DIVERSITY
AND DISAGREEMENT IN
TREATMENT PLANNING

It has been well established that dentists frequently differ
with one another on plans for treatment.”” When several
dentists examine the same patient under the same con-
ditions, they often disagree about the substance of the
plan and on which teeth and surfaces need to be restored.
Arguably, this is not necessarily a problem. If different
practitioners could demonstrate with comparable posi-
tive outcomes measures that their individual plans were
equally effective, there would be no reason for concern.
But this optimistic scenario is unlikely. Presumably, one
treatment plan would be found to have a better outcome
than the others if all could be followed over an extended
period of time. In reality, several plans may yield accept-
able results, while a few plans would definitely be infe-
rior or incorrect. The appropriate goal then should be to
identify the inappropriate plans. Before discussing ways to
achieve this goal, the reader should have a clear under-
standing of why clinicians disagree.

Why Dentists Disagree in Treatment Planning

Disagreement Over the Diagnosis Dentists may
disagree about diagnoses for a patient. These differences
sometimes exist at the professional level. For example,
historically, there has been significant disagreement
among dentists as to how temporomandibular disorders
(TMDs) should be assessed, diagnosed, and managed.
Differences can exist on a patient level. Unfortunately,
some dentists have underdiagnosed the occurrence of
periodontal disease in their patients—which has in some
instances become the cause for malpractice litigation.
Differences can also exist at a patient-, tooth-, or surface-

specific level.”" Different practitioners examining the
same patients frequently differ in their diagnoses regard-
ing caries and restoration defects. There are multiple
reasons for these differences—the information base col-
lected by each dentist may differ; the interpretations may
differ; and the diagnostic options considered by each
dentist also may differ.

Even with conditions as pervasive as dental caries,
our diagnostic tests are imperfect. Bader and Shugars in
their systematic review of dental caries detection methods
found a mean sensitivity of 59 and a mean specificity of
72 for visual detection of occlusal carious lesions irre-
spective of lesion size; a mean sensitivity of 39 and a mean
specificity of 94 for visual-tactile detection of occlusal
carious lesions irrespective of lesion size; and a mean sen-
sitivity of 50 and a mean specificity of 87 for radiographic
detection of proximal carious lesions irrespective of lesion
size.” Newer diagnostic techniques can improve those
numbers, but may still have notable error rates. In one
study of the detection of occlusal carious lesions, the
laser fluorescent measuring device (Diagnodent) yielded
improved sensitivity (94%) but lower specificity (82%)
when compared with expert examiners using conven-
tional diagnostic techniques.® Statistical measures of
diagnostic accuracy (e.g., sensitivity/specificity ratio;
percent of false positives) are also not ideal for commonly
used clinical and radiographic caries detection methods.
False-positive diagnoses for caries are particularly trou-
bling as they may lead to unnecessary treatment of the
patient.

Regardless of the reasons, however, if dentists cannot
agree on the diagnosis for a patient, then inevitably con-
sensus concerning the best treatment option or recom-
mendation will not be possible.

Lack of Risk Assessment If accurate disease- and
patient-specific risk assessment either is not available or
is not used by the dentist, treatment plans that take risk
factors or indicators into account will not be developed
and as a result may vary widely among dentists. Failure
to properly assess a patient’s risk for caries, for example,
can lead to improper treatment recommendations,
restorative overtreatment, or failure to control the Srrep-
tococcus mutans infection.

Uncertainty About Prognosis Prognosis is the
forecast of the probable course or outcome of a disease; or
a prediction of the probability of success of a treatment.
In the absence of accurate patient-, disease-, tooth-,
and treatment-specific prognoses, treatment planning
depends on individual clinical experience, and the bench-
mark for success becomes “what works in my hands.”
Unfortunately, this is an unstable base on which to
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attempt to build consensus on treatment planning. The
lack of evidence-based prognosis determination leads
to errors in planning for the individual patient and
impairs professionwide attempts to establish treatment
parameters.

Limited Use of Outcomes Measures Outcomes
measures provide a quantifiable and standardized method
for comparing treatments. This is especially helpful in
relation to oral conditions, such as TMDs for which there
have historically been many different and sometimes con-
flicting treatment modalities. Unfortunately, for many
dental procedures, outcomes data are not available. Even
when available, however, many practitioners do not
choose to make use of them. In either case, dentists have
no dependable method of predicting which treatment is
most reliable and likely to function the longest. Attempts
to develop professionwide treatment parameters have
been slow to emerge. As a result, the individual dentist
is placed in the uncomfortable position of making
judgments based primarily on empirical wisdom drawn
from what has worked best in the past in his or her own
practice.

Dentists’ Varying Interpretations of Patient
Expectations It has been confirmed that when
several dentists each independently examine the
same patient under controlled conditions, each may
interpret findings and the patient’s wishes regarding
treatment differently.” There are probably several
plausible explanations for why this variability occurs.
The dentist may be making assumptions about the
patient’s desires and listening selectively, or the dentist
may have a preconceived idea about what the ideal treat-
ment should be and then may present that plan in a more
favorable light.

The Need for More and Better Information on
Which to Base Decisions

If the reader accepts the premise that more and better
evidence will assist the dentist and patient in making
sound treatment decisions, achieving more completely
informed consent, and delivering and receiving
higher quality care, then the question becomes, “What
information is needed to achieve these ends?” A series of
parallel questions can be developed that, when addressed,
will meet the needs of patients and practitioners. They
are framed here from the patient’s perspective, but each
can also be asked from the perspective of the dentist as

the care provider for a specific patient. Each patient then

has the right to ask and deserves to receive answers to
questions such as:

e What specific problems do I have? What ill effects
can they cause?

e Can the problems be controlled or eliminated?

e What treatment options are available to address
these problems?

e What results can I expect from the various possible
treatment options?

e What might happen if no treatment is performed?
e What are the advantages and disadvantages of
carrying out treatment X? Treatment Y? No
treatment?

e Am I at risk for ongoing or new disease?

To answer these questions, information is needed on
several levels: the profession, the individual provider, and
the patient. In other words, it would be useful to know:

+ On a professional level—what is the general

success rate for a particular procedure; the
populationwide expected longevity of a particular
type of treatment or restoration?

+ On a provider level—what level of success has the

individual dentist experienced with the procedure?

+ On a patient level—what is the likely outcome for

this procedure when it is implemented on this
particular patient?

Unfortunately, these pieces of information are rarely
available for any particular treatment option—not to
mention for all possible options in a given clinical situ-
ation. Thus in many instances, the dentist must recom-
mend treatment based on empirical information and
personal experience, and the patient must make a corre-
sponding decision based on that information.

EVIDENCE-BASED DECISION MAKING

The concept of evidence-based decision making is now
well established in all of the health sciences. It has been
defined as “the integration of best research evidence
with clinical expertise and patient values.”® In essence, it
entails the view that clinical decisions should be based on
scientific principles and that treatment regimens must be
tried, tested, and proven worthy by accurate, substanti-
ated, and reproducible studies. Ideally, any treatment
method, whether in dentistry or medicine, should be sup-
ported by controlled, blinded, prospective longitudinal
studies. The adjoining What's the Evidence? box discusses
in some detail how the dental practitioner can locate,
evaluate, and derive clinically relevant information from
the literature upon which to base appropriate treatment
recommendations and plans.
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What's the Evidence?

How Do I Find the Best Quality Evidence for
Treatment Planning Decisions?

Although the formal concept of evidence-based dentistry
and medicine has only appeared in the literature in the past
15 years, an understanding of the importance of basing the
practice of clinical medicine and dentistry on research
findings dates from ar least the early twentieth century.'
More recently, the concept has been formalized and
reemphasized in the work of David Sackett, who has
defined evidence-based practice as “. . . integrating
individual clinical expertise with the best available external
clinical evidence from systematic research.”” Sackett is
writing about the practice of medicine, but his views apply
equally well to dentistry. In other words, the practice of
evidence-based dentistry or medicine means making
treatment planning decisions based on a combination of the
clinician’s expertise, the patient’s particular needs, and the
best and most relevant published research.

As part of this concept, the importance of systematic
reviews as best quality evidence for clinicians has evolved.
The authors of such reports critically review the literature
on a particular topic. Going beyond the traditional
literature review, which often only identifies, describes, and
summarizes the literature on a particular topic, the
systematic review involves a formal process of assessing the
quality of research reported in a set of articles; analyzing
and synthesizing findings according to specifically defined,
predetermined criteria; and then, finally, drawing
conclusions for clinical practice based on that careful and
systematic assessment.’

Currently, many of the best examples of systematic
reviews in dentistry can be found in the Cochrane Library,
an on-line catalog of systematic reviews.* Most Cochrane
reviews are current and topics are often updated as
additional research on the topic becomes available.
Although in many countries access to the Cochrane Library
is free of charge,’ in the United States, complete access to
full reviews requires a paid subscription. Free access to
detailed abstracts of Cochrane reviews, however, is available
at www.cochrane.org/reviews. Cochrane reviews can also be
accessed on the website of the American Dental Association
(www.ada.org), but ADA membership is required. The ADA
website does include useful related resources for which
membership is not required, including a detailed definition
and discussion of evidence-based dentistry, alerts to recent
relevant studies, and links to additional related resources.

(Find evidence-based dentistry at the ADA website
under Dental Professionals, click on Professional A-Z
Topics.)

Although the number of systematic reviews available on
subjects relevant to clinical dentistry can certainly be
expected to increase in the coming years, currently such
reviews are not available for every clinical question that

may arise. Developing a regular routine for journal reading

will be important to the clinician who wishes to provide

the best possible care to his or her patients.

Scientific journals are the most important source of
current information about clinical care. The judicious
reader will select peer-reviewed journals, recognizing that
the manuscripts selected for publication in such journals
have been reviewed by several experts in the subject area.
Although reports of controlled randomized clinical trials
provide the most clinically relevant information, such
studies are not always available on a topic of interest and
less-global reports must be used. Once the desired
literature is obtained, it is up to the clinician to critically
evaluate the report. It is not always easy to distinguish
good from poor research, but given time and experience,
practitioners will gain skill in evaluating the evidence.

For the dentist in clinical practice, the most efficient
method for finding articles on a specific topic is through
PubMed, a free database produced by the National Library
of Medicine (NLM).® PubMed draws on the resources of the
MEDLINE database, an online index to the world’s health
sciences journal literature since 1966. Many dental journals,
in additional to traditional paper versions, are now also
available as online subscriptions. Two relatively new
English-language journals focus specifically on evidence-
based dentistrty—Euvidence-Based Dentistry, published in
Britain,” and the Journal of Evidence-Based Dental Practice,
published in the U.S.® In the future, such journals may
prove to be the most efficient method for the busy
practitioner to obtain evidence-based information in
dentistry.

Throughout this text you will find What's the Evidence?
threads. For each question posed, a selected body of
literature is listed and discussed briefly. At the time of
publication of this text, no systematic reviews had yet been
published for most of these topics. Therefore we have
critically evaluated the current research to identify the most
recent perspectives in response to the What'’s The Evidence?
questions. Conclusions drawn from these segments should
be regarded as suggestive rather than definitive. Because
health care options evolve rapidly, the responsible clinician
will recognize the importance of staying informed and will
learn how to efficiently access new research information,
including systematic reviews, as he or she gains skill in
critically evaluating the literature of dental research.
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The importance of evidence-based decision making is
a recurring theme throughout this chapter. Evidence-
based dentistry (EBD) has application to treatment plan-
ning on several levels. At the most basic level, research
can sometimes provide compelling guidance to the
patient and practitioner on the treat versus not to treat
question. In other situations, for example, when several
different viable alternatives are being weighed, it can
provide the basis for moving to a specific decision. The
application of EBD must be also be tempered by an
understanding of its limitations, however. The strength
of the evidence needs to be considered as it is factored
into the decision making. The stronger the evidence, the
more seriously it should be weighed and conversely, the
weaker the evidence, the more other factors should drive
the decision making.’

The growing importance of EBD in contemporary
dental treatment planning cannot be overemphasized.
Indeed, it can be anticipated that, in the future, all
treatment planning will be based on such sound
scientific principles and the body of knowledge that
emerges to affirm or disavow the efficacy of various dental
treatments.

RISK ASSESSMENT

Not all patients are equally likely to develop a particular
disease. Some patients, because of heredity, environment,
diet, personal habits, systemic health, medications, and
other factors, are more likely than others to develop and
continue to suffer from certain conditions. Those patients
who have that innate predisposition or who engage in
behaviors known to promote a particular disease or con-
dition are described as at risk. This differs from the
epidemiologic definition of “at risk.” In epidemiology,
anyone who could potentially get the condition is “at
risk.” Individuals who could not get the condition are

“not at risk.” Edentulous patients, for example, would
not be at risk for caries development; but everyone who
has at least one natural tooth is at risk for caries devel-
opment. This distinction is important in determining the
denominator for incidence and prevalence estimates. But
in both realms, clinical and epidemiologic, someone who
is more likely to get the condition is “at high risk.”

Identifiable conditions that, if present, are known to
be associated with a higher probability of the occurrence
of the disease are designated as risk indicators. Risk
factors are a subset of risk indicators for which there is
a demonstrable causal biologic link between the factor
and the disease. Risk factors are best confirmed by
longitudinal studies during which patients with the
hypothesized risk factor are evaluated over sufficient time
to determine whether they (the patients) do or do not
develop the specific disease or problem in question. Risk
indicators may be identified by taking a cross section, or
sample, of individuals and looking for instances of the
risk indicator and the disease occurring together.'” Many
risk indicators, although not yet confirmed by longitu-
dinal study as risk factors, are useful in dental treatment
planning.

Although risk and causality may be linked, they are
not the same. Some risk indicators do have a causal rela-
tionship with the disease. For example, a diet that is
heavily weighted with refined sugars constitutes a risk
factor and is also a direct cause of dental caries. Other risk
indicators can help identify individuals at risk, but do
not themselves cause the disease process. For example,
adolescents and the elderly are known to be at greater risk
than other age groups for developing dental caries, but
age per se is not a direct cause of the decay in an individ-
ual. Similarly, although growing up in an area that does
not have fluoridated water represents a risk indicator for
dental caries, the lack of fluoridation is not itself a cause
of caries. Instead, the lack of exposure to systemic fluo-
rides makes the individual more vulnerable to the com-



Chapter 2 Evidence-Based Treatment Planning 37

bination of multifactorial issues that lead to the caries
infection and subsequent demineralization process.

Another categorization that is particularly useful in a
dental setting is the differentiation between mutable and
immutable risk factors or risk indicators. Mutable risk
indicators (such as diet, oral self care, smoking, poorly
contoured restorations) are those that can be changed, and
immutable risk indicators (such as age, socioeconomic
status, and fluoride history) are those that cannot. The
dental team can and should employ any and all reason-
able interventions that have the potential to mitigate
or eliminate mutable risk indicators. In the case of
immutable risk indicators, however, the value of their
identification may be limited to risk assessment and pre-
scribing preventive therapy—which can in themselves
be useful tools in health promotion and oral disease
prevention.

Assessing risk helps the dentist identify which
patients are more likely to develop a particular disease or
condition or to have recurrence of the disease. Once that
identification has been made, the patient can be informed
about these risks and, when possible, efforts can be made
to eliminate the specific cause or causes of the disease.
When successful, such efforts may prevent the disease
from occurring or recurring. Elimination of a specific
cause or causes of an oral disease early in the progression
of the condition can, in some cases, reduce the severity
and the duration of the disease. Once the disease is ini-
tiated, however, removal of a risk indicator or indicators
that are not known causes of the disease may not have
any effect on the duration or course of the disease.

To describe the strength of the relationship between
risk and disease occurrence, it is often helpful to specify
the degree of risk with terms like “high,” “moderate,” or
“low.” Defining the degree of risk varies with the clini-
cal context or with the parameters of the individual study
or protocol. In any setting, it can be assumed that the
higher the risk, the more likely the occurrence or recur-
rence of the disease. It is also noteworthy that the more
risk indicators that are present and/or the more serious
the risk indicator, the higher the likelihood both that the
disease will occur and that it will be severe. For example,
in general, the patient who has multiple risk indicators
for dental caries (e.g., lack of current fluoride exposure
and a cariogenic diet) is more likely to be afflicted by
dental caries than a patient with only one or no known
risk indicators. Also, as is discussed later in this text, the
patient with severe xerostomia (dry mouth) is more
likely to develop serious dental caries than a patient with
a less strong risk indicator, such as a lack of fluoride expo-
sure as a child.

Fully accurate risk assessment in dentistry is still at
an elementary stage. To date, some risk indicators have

been identified for caries, periodontal disease, TMDs,
tooth loss, oral cancer, and a few other conditions (see
Suggested Readings). Even for these conditions, however,
agreement on the relative importance of the risk indica-
tors and the impact they should have on dental treatment
and dental treatment planning is still limited. More
research is needed in this area.

A related topic that also needs more investigation is a
better understanding of the natural history of specific oral
diseases. The term natural history refers to the pre-
dictable progression of the disease from its inception;
through its maturation, including periods of exacerbation
and remission; and culminating in various possible out-
comes in the absence of treatment. Such an understand-
ing would help us to go beyond our ability to assess
whether a condition is likely to occur and (to a lesser
extent) predict the severity of occurrence, and help us to
better understand the risk, or probability and magnitude
of negative sequelae if the disease is left #ntreated. This
information can be useful not only in determining the
relative value of various treatment interventions to an
individual patient (compared with no treatment), but
also in developing public health policy when there are
limited resources and those resources need to be used
where the interventions will be most useful and effective.

Risk Assessment and Dental
Treatment Planning

Five categories of conditions or behaviors that may be risk
indicators for oral disease can be described and are dis-
cussed in the following sections. It must be noted that,
although the categories and their relevance to treatment
planning are presented here as distinct entities, many
potential risk indicators do not fit neatly into only one
category, but may appropriately be placed in two or more.

Heritable Conditions Heritable conditions include
the genetic predisposition for specific tooth abnormali-
ties, such as amelogenesis imperfecta;, dentinogenesis
imperfecta; dentinal dysplasia; or extradental abnormali-
ties, such as epidermolysis bullosum, a palatal cleft, or a
skeletal malocclusion (Figure 2-1). The presence of a
genetic marker for any hereditary or developmental oral
abnormality would certainly be an indicator of risk.
Knowledge of such risk indicators can be useful to the
dentist and patient in the following ways:

e Genetic counseling: The dentist plays a role in
identifying oral conditions and anomalies that may
be heritable. When such conditions are recognized,
the patient as a potential parent can be encouraged
to seek genetic counseling. Also, parents who have
had one child with a genetic disorder will be very
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Figure 2-1

interested in the probability that other progeny will
be similarly affected.

Patient education: With awareness that a patient is
at risk for developing an oral disease, it becomes part
of the dentist’s role to educate the patient about the
true cause of that process. Some patients may
mistakenly think that the heritable condition is
caused by factors that are in their control, and they
will go to unusual lengths in a misguided and
sometimes harmful effort to control the disease.
Taking antibiotics to control the “infection”
associated with a normally erupting tooth is one
such example. Conversely, some patients assume that
some conditions like “soft teeth” are totally
controlled by “genes” and that they can do nothing
to prevent caries. Educating patients about the true
causes of caries infection can be helpful in leading to
effective means of controlling the disease and in
giving the patient a clear sense that his or her
condition is not hopeless.

A-C, Cleft palate: An example of an oral developmental abnormality. (Courtesy Dr. R. Strauss.)

e Disease prevention: If a family history of a heritable
oral condition is known, it may be possible for
measures to be taken to prevent or at least mitigate
the occurrence of the disease in susceptible
individuals. Eliminating other risk factors and/or
known causes of the disease would be one such
strategy.

e Early recognition: With awareness that a patient is at
risk for a heritable oral condition, the dentist and
patient can carefully monitor for any early signs or
symptoms of change. Through such efforts,
laboratory tests or other confirmatory information
can be obtained at an early point and a timely
diagnosis made.

e Early intervention: Early intervention by the dentist
may be effective in preventing full manifestation of
the inherited condition and in reducing morbidity.
Intensity and/or the longevity of the outbreak may
be decreased and recurrence prevented. Aggressive
(early onset) periodontitis is an example of a
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sometimes heritable oral disease that, if treated early,
has a much improved prognosis.

Systemic Disease as a Risk Indicator for Oral
or General Health Problems Systemic diseases
such as diabetes can be risk factors, predisposing the
patient to significant oral problems—such as oral ulcer-
ation, stomatitis, infection, and poor wound healing.
Certainly the poorly controlled diabetic patient is
more likely to have periodontitis. Patients with gastro-
esophageal reflux disease (GERD) or those who are
afflicted with bulimia are much more likely to have
dental erosion. There is significant evidence that suggests
that periodontal disease and atherosclerotic vascular
disease are interrelated."’ The medications or treatments
used to control systemic disease (e.g., radiation therapy
for head and neck cancer) can have a devastating impact
on the oral cavity. In addition, the systemic disease or its
treatment may leave the patient at increased risk for a
medical emergency while undergoing dental treatment.
If the patient has a systemic disease, the dentist needs to
be aware of any related risks for oral disorders, the pos-
sible need for antibiotic premedication, the advisability
of modifying or postponing dental treatment, and the
need to be prepared for an emergency in the dental office.

Dietary and Other Behavioral Risk Indicators
If the patient’s diet, behavior, or habits contribute to an
increased risk for the development of oral disease, then
it is appropriate for the dentist to educate the patient
and to encourage modification or elimination of that
behavior. Use of tobacco products, excessive alcohol
consumption, oral use of cocaine or methamphetamines,
or frequent ingestion of cariogenic foods and bever-
ages are examples. On occasion, seemingly beneficial
habits, such as frequent use of mouthrinses, can be
detrimental—especially if the mouthrinse has a low pH
and/or contains a high percentage of alcohol. As a health
care professional, the dentist has the responsibility to
inform the patient of the possible negative consequences
of continuance and to remain vigilant for the occurrence
of signs suggestive of pathologic developments, such as
oral cancer or dental erosion. An example of a behavioral
problem that is linked to an oral pathologic condition is
the patient with obsessive compulsive disorder who is
prone to develop severe dental abrasion and other trau-
matic or factitious injuries.

Risk Indicators Related to Stress, Anxiety, and
the Environment Patients can be at risk for many
forms of oral pathologic conditions because of severe life
stresses or other environmental influences. Erosive lichen
planus is an example of an oral condition for which stress

is a strong risk factor. Food service workers, who have
constant and unlimited access to sweetened and carbon-
ated beverages, are at increased risk for dental caries and
dental erosion. Frequent swimming in pools with poorly
regulated chlorine levels can cause significant dental
erosion in susceptible individuals.'”* An all too common
problem is the patient whose anxiety about going to the
dentist leads to avoidance of needed treatment. As dis-
cussed in Chapter 13, the implications for the anxious
patient of the development of oral problems and the
potential impact on the way dental treatment will be
planned and carried out can be enormous. The dentist has
the obligation to identify these risk indicators, to inform
the patient of their deleterious potential, and to mitigate
them whenever possible.

Functional or Trauma-Related Conditions
Functional or trauma-related conditions also incur risk.
For example, the patient who bruxes and who has frac-
tured teeth in the past should be assessed for current and
future risk of the problem’s recurrence. If the patient
continues to be at risk, then appropriate reconstructive
and/or preventive measures should be considered. For the
patient with severe attrition, large existing amalgam
restorations, and a history of fractured teeth, sound rec-
ommendations may be crowns and an occlusal guard. If
new restorations are warranted, but the patient cannot
afford crowns, using a protective cusp design rather than
a conventional preparation design for direct fill restora-
tions may be a reasonable alternative.

Previous Disease Experience Previous disease
experience can be a strong predictor of future disease.
For many oral conditions—including dental caries, peri-
odontal disease, oral cancer, and tooth fracture—if the
patient has experienced the problem in the past, the
probability is greater that the same problem will arise
again in the future."

To summarize, risk assessment can be a useful adjunct
to the dental treatment planning process in the follow-
ing ways:

e By identifying the need for counseling the patient,
spouse, or offspring about heritable oral conditions
and diseases

e By eliminating recognized causes of oral disease
when the patient is known to be at risk

¢ By initiating preventive measures to forestall the
occurrence of oral disease when potential causes of
oral disease cannot be eliminated

e By providing prophylactic behavioral, chemo-
therapeutic, and restorative intervention to prevent
an undesirable outcome



40 The Treatment Planning Process

e By providing early restorative intervention in
situations in which delayed treatment would put the
patient at risk for requiring more comprehensive
treatment in the future
In theory, with a complete understanding of the patient’s

risk for oral disease, any oral abnormality for any patient
could be prevented or managed more effectively. In clinical
practice, this is not feasible or practical. Time would not
permit so exhaustive a review for each patient, and our
present scientific base is insufficient to support such an
undertaking. Nevertheless, assessing risk provides a valuable
resource in treatment planning. Table 2-1 lists risk indica-
tors for selected oral conditions in which risk assessment
should be critically linked to shaping the patient’s plan of
care. Although the list is not comprehensive, it is represen-
tative and can serve as a model for analyzing other issues.

Caries Risk Assessment

Dental caries is one oral health problem for which there has
been a significant attempt to assess risk and identify risk
indicators and risk factors. Progress has been made, but
even so, caries risk assessment instruments have yet to be
validated and generally accepted. Risk indicators have been
identified and confirmed for populations, but conclusive
confirmation of an individual patient’s caries risk status
remains problematic. Previous and current caries experi-
ence is the single most powerful indicator of caries risk."
Other less powerful predictors of future caries include

Table 2-1

quality of oral self care and plaque control, cariogenic diet,
diminished salivary flow, and high concentrations of cari-
ogenic microflora.’® Even though the scientific basis for
caries risk assessment has not been firmly established,
dental colleges, public health organizations, insurance car-
riers, and more recently private corporations (see PreVisor
Health Information Suite) have attempted to develop risk
assessment instruments. The University of Connecticut
instrument (Figure 2-2) is one such example.

Occurrence of root caries has some similar features and
some dissimilar characteristics when compared with pit
and fissure, and smooth surface dental caries. Aside from
obvious location differences, the recognition and diagno-
sis, the causative microbes, the natural history, and the
treatment strategies may differ from those of coronal
caries. Not surprisingly, the list of possible risk factors
for root caries and coronal caries includes some common
and some independent items. Generally accepted risk
indicators for root caries include the following'":

e Exposed root surfaces

e Past caries/restorative experience

e Eight or more missing teeth

e Cariogenic diet

e Symptomatic diminished salivary flow

e Removable prosthesis

¢ Inadequate oral self care/high plaque scores

e Smoking

e Lack of access to dental services (low socioeconomic
status/low education level)

Risk Indicators for Selected Oral Conditions—Treatment Planning Implications

Conditions Associated With

Risk for Oral Disorder

Oral Disorder

Possible Sequelae Without
Correction

Recommendation/Intervention

Excessive alcohol
consumption, tobacco
use, compromised
immune system

Acute trauma, bruxism,
clenching, para-
functional habits

Large existing
intracoronal
restoration(s)

Frequent exposure to
refined carbohydrates,
frequent exposure to
dietary acids, poor oral
hygiene

Poor oral hygiene,
presence of specific
oral microorganisms
(periodontal pathogens)

Oral cancer, periodontal
disease

Temporomandibular
disorders, tooth
wear

Tooth or restoration
fracture

Dental caries

Periodontal disease

Pain, tooth loss, disfigurement,
death

Protracted pain, reduced ability
to chew, compromised
nutrition

Esthetic problems, soft tissue
trauma, pathologic pulpal or
periapical condition, tooth
loss, need for tooth
restoration or replacement

Loss of tooth structure, pain,
pulpal or periapical disease,
tooth loss, dysfunction,
compromised esthetics, loss
of self-esteem

Loss of function, pain,
compromised esthetics,
tooth loss, advanced
cardiovascular disease

Limit alcohol intake to under two drinks/day,
encourage tobacco cessation, pharmacologic
management of immune deficiencies

Athletic mouth guard, occlusal appliance,
behavior modification

Adhesive restorations or cusp protective
restorations

Caries control protocol (see Chapter 7)

Improved diet and oral hygiene,
pharmacotherapy, remove local factors,
antibiotic treatment (local, topical, or
systemic) (see Chapter 7)
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CARIES RISK ASSESSMENT

RISK FACTOR INDEX RISK
DMFT SCORE CURRENT <17yrs=5 20-29yrs =8 40 +yrs =12
18yrs =7 30-39yrs =10
DMFT Today
DMFT INCREASE - DMFT 3 Years
Ago

I:I DMFT Change

Yes, if 3 or more.

White Spot Lesions 3 or More
# of Active 1° Lesions 1 or More
Carious Lesions 2° Lesions 1 or More
Root Caries 1 or More
ROOT SURFACE Any root surface exposure
SUSCEPTIBILITY
ORAL APPLIANCE Removable Prosthetic(s) or
Orthodontic Appliance
FREQUENCY OF REFINED >5 exposures/day
CARBOHYDRATE
EXPOSURE

FLUORIDE EXPOSURE -
ADA
approved dentifrice/oral rinse <2 exposures/day

(occasions/day)

SUBJECTIVE SALIVA FLOW 1 positive response

CARIES RISK SCORE

FORM OVERRIDE INTO Reason:

HIGH

RISK CATEGORY

NUMERICAL RISK SCORE RISK LEVEL ASSESSMENT
>6 = High Risk a HIGH
<5 = Low Risk aLow

Figure 2-2  Caries risk assessment form. (Modified from “Caries risk assessment,” a system proposed by Alexan-
der DC, Meiers JC, 1991. Courtesy Drs. J. Meiers and T. Ziemiecki of the University of Connecticut Health
Science Center School of Dental Medicine.)

Continued
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CARIES RISK ASSESSMENT:

On the reverse of this form is the area where the patient’s 4. Determine if any root surfaces are exposed, especially
risk of future dental caries is determined. This is a within the last 12 months, either from recession,
necessary component of the overall restorative treatment surgery, root planing, or prosthetic procedures.
planning procedure as it helps to assess the patient’s future 5. Determine if there are any removable appliances

risk of dental caries as a dynamic component to the currently being used, such as bite plane splints,

immediate treatment plan. Being able to identify a orthodontic appliances, or removable partial dentures.

patient’s risk of dental caries has clear impact on 6. In consultation with the patient, establish the typical
subsequent treatment planning decisions such as the timing daily frequency of refined carbohydrate exposure

of when to consider cast gold restorations, crowns, or (including beverages).

esthetic veneers. In conditions of uncontrolled disease, these 7. In consultation with the patient, establish the dentifrice

treatment options may not only be inappropriate, they are and/or fluoride mouthrinses most commonly used, and

potentially injurious to the patient. The instructions for the the daily frequency of use. If it is a fluoride dentifrice, 7#

completion for the Caries Risk Assessment section are as must carry the ADA Seal of Acceptance to be counted.

follows: 8. For the Patient Perception of Salivary Flow the

1. Determine the present DMFT (decayed, missing, following questions are to be asked of the patient:
and filled teeth). a) Does your mouth feel dry when eating a meal?
(DMFT = # of decayed teeth + # of missing teeth + # of b) Do you have dificulty swallowing food?
filled teeth) ¢) Do you sip liquids to aid in swallowing foods?

a. Only count an individual rooth once, i.e., if it is decayed d) Is the amount of saliva in your mouth, most of the
and filled, or has two restorations, only score 1. time, too little, or don’t you notice it?

b. Missing teeth—only count teeth that you believe are e) Are you taking any medications, either prescribed or
missing due to caries, i.e., do not count those that over the counter, that are drying your mouth?
are missing for orthodontic reasons, third molars f) Any diseases that may affect salivary flow, i.e.
removed for prophylactic reasons, and those lost due Sjogren’s syndrome.
to trauma. g) Have you had any medical procedures that may

c. Crowns & bridges—only count when you believe caries affect salivary flow such as surgery to salivary glands
was the cause. or irradiation to your head and neck?

2. Determine any DMFT INCREASE by subtracting To determine the caries risk score, sum all check marks
the score from three years ago from the present score in the CARIES RISK SCORE box. If six or more, check
(note—if no record of past DMFT exists, ignore this the appropriate High Risk box, or if five or less, check
section). the Low Risk box.

3. Determine the patient’s current CARIES ACTIVITY 9. Finally, there may be times that a single factor is so
by examining for any white spot lesions, active primary significant that it is the feeling of the examining
carious lesions (not arrested), caries around the margins provider that the patient needs to be placed into a High
of restorations, and root surface caries. This information Risk category. In this case, a short description of the
is obtained from the Oral Finding section of the reason is necessary and is to be entered in the adjacent
Treatment Planning Worksheet. box.

Figure 2-2—cont'd

Once a determination has been made that a patient is PROGNOSIS

at increased risk for future coronal or root caries, the

patient needs to be informed of that fact, risk indicators The term prognosis refers to an estimation of the like-
need to be unveiled, and appropriate intervention put lihood of a favorable outcome for a disease and is usually
in place. The basic caries control protocol and optional expressed in such general terms as “excellent,” “good,”
interventions to manage the active caries patient are “favorable,” “unfavorable,” or “poor.” A prognosis can be
described in Chapter 7. It is also essential to continue to estimated for recovery from the condition and also, in
monitor the patient’s caries activity and to reassess the some cases, the likelihood of success of a particular treat-
patient’s caries risk at periodic intervals. Caries risk may ment. The two may be related, but are not necessarily the
diminish, increase, or remain static over time. The dental same. For example, a patient with a moderate periodon-
team must be vigilant so as to recognize any increase in titis may have a good prognosis for control of the disease,
the caries risk status and be ready and able to intervene but a poor or guarded prognosis for a long-span, fixed

aggressively if it occurs. partial denture that is anchored on the involved teeth.



Chapter 2 Evidence-Based Treatment Planning 43

Conversely a patient with severe periodontitis may have
a poor prognosis for control of the disease, but an excel-
lent prognosis for a related treatment, an overlay denture.

Prognosis can be related to risk. For example, if a patient
is at high risk for caries, the prognosis for control of the
caries may be poor unless the risk factors or indicators are
modified or eliminated. Several issues that may influence
the prognosis may not themselves be risk indicators. Exam-
ples of such issues are seriousness of the disease at the onset
of treatment, the skill of the dentist, and the patient’s level
of motivation to achieve a state of oral health.

Impact of Prognosis on the Selection of
Treatment Options and on the Plan of Care

It is essential for the practitioner to carefully and accu-
rately assess the prognosis for both the disease and the
treatment before a plan of care is suggested to the patient.
Understanding the prognosis affords the dentist an
important, if imprecise, approach to evaluating treatment
alternatives. With such an assessment, the dentist is
better able to discuss with the patient which plan will
have the greatest likelihood of success. Less promising
treatment options can be ruled out, and alternatives with
a better likelihood of success can be included in the
choices presented to the patient.

A thorough and accurate understanding of the progno-
sis can be an important tool to assist the patient in making
an educated, rational choice from among several treatment
alternatives. This is not to say that prognosis alone deter-
mines which alternative to choose, but along with other
issues (e.g., time, degree of discomfort, financial cost,
outcome relative to self-image) the concept can be very
important in helping the patient decide which treatment
is best. In short, this evaluation process is indispensable to
both practitioner and patient to help frame the treatment
choices, to help make the best treatment selection, and as
part of the overall effort to establish informed consent.

Multiple variables individually or collectively may
have an impact on the prognosis for an oral condition or
for the treatment to be rendered. These variables may be
beneficial, detrimental, or both. Table 2-2 summarizes
selected oral problems and related treatments, suggest-
ing some of the factors that may influence the prognosis
in each case. This information is representative of the
kind of evaluation that the practitioner should make for
a treatment option before recommending it to a patient.

Establishing a prognosis can be critical to treatment
planning. In developing plans for a fixed or removable
partial denture, for example, the prognosis for abutment
teeth is directly linked to the success or failure of the
prosthodontic treatment. Determination of the progno-
sis for each abutment tooth will be crucial to the success

11 W5 W Factors Influencing Prognosis

Oral Condition or Treatment Factors That May Influence Prognosis

Marginal periodontitis Patient age and general health,
nutrition, tobacco use, alcohol or
other substance abuse, ability to
tolerate/manage stress, oral self
care, bruxism, restorative
condition of the teeth, severity,
extent, and progression of
periodontal disease

Posterior resin restorations Size of the restoration required,
possibility for isolating the
preparation, occlusal forces, oral
self care, parafunctional habits,
material selection, operator skill,
caries risk

Crowns and fixed partial
dentures

Edentulous span length, preexisting
or need for root canal therapy,
crown/root ratio, adequacy of
tooth reduction, fracture resistance
of remaining tooth structure,
operator skill, potential for
recurrent caries, oral self care

Residual ridge form and extent,
undercuts, bruxism or other

Complete and partial
dentures
deleterious habits, occlusal
stability; retention, tongue
position, patient-perceived level of
function and esthetics; oral self
care, regularity of maintenance
visits, patient compliance, and
motivation
Root canal treatment Canal obturation (length, diameter,
and density), presence of or
potential for vertical fracture,
restorability of the tooth,
periodontal health, occlusal stress/
load, potential for additional trauma
Orthodontic treatment Accurate assessment/case diagnosis,
operator skill, caries risk, root
resorption, occlusal load and
function, perceived esthetic
outcome, patient cooperation, and
oral self care

of the overall plan in some situations. The challenge for
the treatment planner is to accurately assess the progno-
sis for each abutment tooth (and the related treatment
options) in the context of the overall oral condition and
the treatment plan as a whole. In this situation, progno-
sis determination is necessary to answer such questions as
the following:

e Is the tooth a suitable abutment as it is?

e Does the tooth require additional treatment to
prepare it for service as an abutment (e.g., root canal
therapy, periodontal therapy, surgical or orthodontic
crown lengthening, or a crown)?
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e If the tooth has a limited or guarded prognosis as an
abutment, does the patient have a realistic
understanding of the chances of losing the tooth?
Does the patient understand the implications to the
overall oral condition if the tooth is lost?

e If the tooth is poorly suited to serve as an abutment,
what are the treatment alternatives? Do those
alternatives have a better or worse prognosis?
Following such an analysis, the prognosis for each of

the appropriate options (as framed by the dentist) will
need to be communicated to the patient. Usually this is
accomplished seamlessly as a part of the larger informed
consent discussion. Along with other issues, including
financial cost; time and number of visits required for
the treatment; and expected discomfort, inconvenience,
or esthetic limitations during treatment; an understand-
ing of the prognosis for each treatment option can be
extremely helpful in assisting the patient to make a defin-
itive treatment selection.

OUTCOMES AND OUTCOMES MEASURES

Outcomes are the specific tangible results of treatment.
The results that a patient and practitioner anticipate
receiving as a result of a course of treatment are outcomes
expectations. An outcome expectation is closely linked
to both risk assessment and prognosis determination. For
example, if the patient remains at risk for new caries and
the prognosis for control of the caries is poor, then it
follows that the outcomes of treatment can be expected to
be unfavorable. Based on sound clinical research, expected
outcomes are usually expressed in quantifiable terms, such
as the 5-year survival rate for the tooth or the average life
expectancy of a restoration. Comprehensive outcome
measures for the complete range of dental treatment pro-
cedures are not yet available, but some meaningful work
has been published and examples of selected findings are
discussed later in this chapter.

The Role of Outcomes Measures

Many treatment decisions are facilitated by knowledge of
the likely outcome for each of the proposed treatment
alternatives. Such predictions can help the dentist select
the best options, refine the list of realistic choices, and
serve as an important adjunct to the presentation of the
treatment plan to the patient. This information could
be even more important to the patient who attempts to
weigh the pros and cons of the various treatment options.
The most valuable outcomes information for the patient
would be the success rate for a specific procedure when
performed by the practitioner who is proposing to do
the treatment. Unfortunately, these data are usually not
formally tracked and therefore are not available.

Some common clinical situations for which sufficient
outcomes information does exist can help shape the treat-
ment planning discussion. The following clinical prob-
lems illustrate the ways in which the dentist can use
outcomes information in the treatment planning process
and how the patient can use the information to make a
treatment decision.

Using Outcomes Information in the Treatment
Planning Process

When Should a Defective Restoration Be
Replaced?'®"
cedure. Research demonstrates that when old restorations
are replaced with new ones, the new restorations tend to
be larger and more expensive than their predecessors.”

Rerestoration is not an innocuous pro-

As intracoronal restorations become successively larger, it

is increasingly likely that a protective cusp restoration

(usually a crown) will be recommended and that, in a pre-

dictable percentage of the cases, undesirable sequelae will

occur, such as an irreversible pulpitis and the necessity

for root canal therapy. Outcomes studies provide some

guidance™":

e Teeth with obvious recurrent caries should be
restored.

e Restorations with small marginal discrepancies

(ditching) and no overt caries need not be replaced.

e Teeth with isolated recurrent caries may be
successfully repaired or patched.

When faced with the decision as to whether a restora-
tion should be replaced, a review of the relevant outcomes
literature provides the practitioner with additional context
for the decision, an understanding of the consequences of
the available options, and some broad treatment parame-
ters. Such a review will not provide, however, answers to
such diagnostic questions as whether active caries exists
under an old restoration with open or stained margins. If
all the information revealed by careful evaluation and
inspection of the tooth fails to resolve that question, then
an exploratory repair preparation may be in order.

When Should a Heavily Restored Tooth Be
Crowned? This is a common clinical scenario and it
takes on particular importance in the present context
because it is also, unfortunately, one of the most common
opportunities for overtreatment in dentistry. To be sure,
there are compelling reasons for doing a crown on an oth-
erwise heavily restored tooth. A tooth with an obvious
fracture line and pain on biting—the classic “cracked
tooth syndrome” (see Chapter 6)—is one such example.
But in the absence of symptoms, new or recurrent caries,
restoration defect, or fracture line in the tooth, zs the mere
presence of a large divect fill vestoration sufficient indication to
recommend a crown to a patient?
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To answer this question, the dentist will need to eval-

uate several parameters:

What is the stability and viability of the current
restoration? Past history of the tooth and restoration
in question is most often a good predictor of
longevity and future success. In other words, if the
current restoration has been in the mouth for many
years and there have been no negative outcomes,
then it is more likely that there will be a continuing
track record of success if the restoration is retained.
Are there excessive occlusal forces on the tooth?
Severe attrition, loss of vertical dimension, and heavy
lateral or incline forces on the tooth all increase the
probability of tooth fracture and therefore increase
the probable benefit of crowning the tooth.

What has been the patient’s past experience with
tooth fracture? Has it happened frequently, seldom,
or not at all? Certainly a patient with a recent
history of multiple tooth fractures is at greater risk
for future fractures.

If there is a high risk for fracture on the tooth in
question, can the risk be mitigated by other means,
such as eliminating all incline contacts on the tooth
or fabricating an occlusal guard? Is placement of a
crown the only or the best way to prevent future
fracture?

What is the probability that the process of
fabricating the crown will necessitate additional
procedures, such as a prophylactic or prosthetically
required root canal therapy, forced eruption, crown
lengthening procedure, or placement of a new
foundation or a post and core?

What is the probability of future negative
sequelae—with either treatment option—including
pulpal necrosis, recurrent caries, coronal amputation,
crown debonding—and what would be the
consequences of these sequelae?

e What is the prognosis for the tooth with or without
the crown?

Ultimately the treat versus no treat decision must be
made by the patient following the consent discussion. In
most situations, when the patient presents with a disease-
free and asymptomatic tooth that has a large direct fill
restoration, there will not be a compelling argument for
placing a crown, but the patient should nevertheless be
made aware of the treatment options and the benefits and
deficits of the options—including any negative sequelae
that may arise with either choice—and the probability of
those negative sequelae. Here is an instance in which good
outcomes data—especially those data that reflect what
occurs under similar clinical conditions—can be very
helpful to the patient trying to weigh the options and
decide whether or not to proceed with a crown at this time.

When Should a Missing Posterior Tooth Be
Replaced? Conventional wisdom has encouraged the
replacement of missing teeth when posterior tooth loss
has created a space surrounded by remaining teeth. The
time-honored assumption has been that unless the space
is filled, tipping or extrusion of remaining teeth leading
to arch collapse will likely occur, and there will be a
significantly increased potential for localized marginal
bone loss and periodontal disease, pathologic temporo-
mandibular condition, and occlusal trauma (Figure 2-3).
It has been held that delaying reconstruction may neces-
sitate more complex procedures, such as crown length-
ening, root canal therapy, and/or crown placement on an
opposing hypererupted tooth.*

Studies suggest that these concerns may be inflated”
and that the traditional alternative, the fixed partial
denture, has limitations.”* Replacement with an implant-
retained crown has a predictably favorable outcome, but
will often incur significant cost to the patient. It has been
shown that although some teeth bounding an edentulous

"‘.

A B
Figure 2-3 A, A stable bounded edentulous space (BES). B, A collapsed BES.
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space may drift or tip, many do not. Of those that do
move, most do so most dramatically within the first 2
years after the extraction. Given this information (and in
the absence of a compelling esthetic or psychological
concern), it is reasonable to suggest the option of closely
monitoring the space with intervention only if notable
change (e.g., >2 mm) begins to occur. Even if interven-
tion becomes necessary, limited treatment, such as a fixed
or removable orthodontic device or an occlusal guard,
may be all that is necessary to prevent tipping and extru-
sion of the opposing tooth.

For this situation, outcomes studies have been instru-
mental in challenging the profession to reconsider con-
ventional wisdom. Outcomes information allows patient
and practitioner to define a wider and more practical
range of treatment options and provides research-based
information on which to evaluate treatment options. It
may still be prudent for the patient to proceed with tooth
replacement, but the choice can be made with more
knowledge and a clearer understanding of the risks and
benefits of the various options.

Should a Tooth With a Failed Root Canal
Treatment Be Re-Treated?”
from several studies suggest that the overall success rate
for initial root canal therapy is 80% to 85% for nonvital
teeth and 90% to 92% for vital teeth.”**" The presence
of a periapical lesion before treatment, obturation beyond
the radiographic apex, or obturation with silver points all
tend to diminish success. Failure can occur, however, and

Cumulative statistics

is usually the result of root fracture, incomplete obtura-
tion, or the presence of lateral canals or other anatomic
anomalies. If the root canal therapy does fail, many
patients are reluctant to invest additional time, financial
resources, and the potential for discomfort and prefer to
consider extraction.

Nevertheless, many studies support the benefits of re-
treatment. As long as the root is not overtly fractured,
the success rate averages 60%. Subsequent re-treatments
show diminished success, however. If re-treatment by
conventional means is not feasible or has a poor progno-
sis, or if time constraints weigh in favor of a surgical
approach, apicoectomy with retrograde fill may be
another alternative. The average success rate for surgical
therapy is also 60%.

In this situation, information obtained from outcomes
research provides patient and provider with resources
required to make a rational and informed treatment deci-
sion. Based on this information, the patient can make a
reasoned choice about whether the benefit (likelihood of
retaining the tooth) is worth the cost of conventional
or surgical endodontic retreatment. Knowledge about
the expected outcome of the common alternative
treatment—extraction and placement of a single
implant-retained crown—has further aided this process
(see In Clinical Practice box). Now the patient is in the
ideal position of being able to weigh options: the
endodontic surgical or re-treatment at a lesser fee, but
with a poorer success rate, versus the extraction, implant,
and crown at a higher fee, but a higher success rate.

In Clinical Practice

A Common Dilemma—Deciding Between
Extracting and Placing an Implant-Retained
Crown Versus Restoration With a Root Canal
Treatment, Foundation, and Crown

Before the development of the osseointegrated implant-
retained crown, it was not unusual to go to extraordinary
lengths to save a badly broken-down tooth. If the tooth was
lost, the common replacement alternative had been a fixed or
removable partial denture (see Chapter 8 for details). Dentists
and patients alike generally sought to avoid those alternatives
if reasonably possible. In recent years, replacement of a badly
compromised tooth with an implant-retained crown has
become a predictable and financially viable alternative, but
there are still many situations in which it is preferable to
retain a compromised tooth rather than extract it. The treat-
ment dilemma of when to restore and when to extract a
severely decayed or fractured tooth continues to be a common
and relevant treatment planning question in the contempo-
rary practice of general dentistry. It is also a good example of
how the evolving body of evidence in dentistry can help both

O —

the dentist and the patient to make sound rational treatment
decisions.

For the dentist, the starting point in this analysis is to
determine the prognosis if the tooth were to be restored.
What treatment will be required? What is the expected sur-
vival rate? If failure occurs, what are the other possible neg-
ative outcomes? How can each of those negative outcomes be
dealt with? What additional treatments could be required at
that time? The patient, interestingly enough, will typically
be interested in the same questions. He or she may also
seek information on the prognosis, expected outcomes, and
possible discomfort and inconvenience attendant on the
alternative treatment of implant placement and restoration.
Obviously, the patient will need to be informed about the
financial costs, the time required, and the expected number
of visits necessary to accomplish either alternative.

The following information summarizes many of the tooth-
specific and patient-specific factors that may have a bearing
on this decision making process:
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In Clinical Practice

A Common Dilemma—Deciding Between
Extracting and Placing an Implant-Retained
Crown Versus Restoration With a Root
Canal Treatment, Foundation, and
Crown—cont'd
Factors that favor retention and restoration:
e Poor general health contraindicates implant surgery
e Patient aversion to oral surgical procedures
® Root canal treatment has favorable long-term prognosis
e Tooth and restoration have favorable long-term prognosis
e Sufficient biologic width exists (crown lengthening proce-
dure or forced eruption not needed)
e Low caries risk/low risk for tooth fracture
Factors that favor extraction and implant and crown
placement:
e No general health contraindications to extraction and
implant placement
e Patient has no aversion to oral surgical procedures
¢ Adequate bone for implant fixture retention
¢ Inadequate biologic width (crown lengthening procedure
or forced eruption needed if the tooth is to be retained)
e High caries risk/high risk for tooth fracture
e Patient exhibits significant occlusal trauma
Ultimately the treatment decision must be made as part
of an extended conversation with the patient in which these

O —

issues are covered in depth. Typically the immediate situa-
tion will have some factors that may weigh in favor of tooth
retention and others that will weigh in favor of extraction
and implant placement. Many other intangibles, such as a
patient’s previous personal experience with root canal therapy,
often weigh heavily in the patient’s mind and will influence
the decision. Whenever possible, the dentist should share
relevant information from the dental literature and
should, whenever possible, augment that information with
specific outcomes measures from his or her own practice.
When the decision remains in the balance even after an
extended options and consent discussion, the scale is usually
tipped in the patient’s mind as to whether additional surgi-
cal intervention (a crown lengthening procedure in the case
of saving the tooth, or augmentation or sinus lift in the case
of implant placement) is anticipated. If the prognosis is
deemed to be favorable in both cases, the ultimate cost of the
two alternatives may be the determining factor in the
decision. At the present time, in most cases, it is still less
expensive to restore the tooth with a root canal treatment,
foundation (or post and core), and crown than to extract,
place, and restore an implant. Certainly, if a crown length-
ening procedure or orthodontic forced eruption is necessary
to save the tooth, the total costs for the two options become

more equitable.

These examples suggest the ways in which outcomes
research can support clinical treatment decisions. As
further research reveals quantified outcomes for addi-
tional treatments under various conditions, the practi-
tioner has the responsibility to remain current with the
scientific literature and to relate that information to
the individual patient’s situation. The additional missing
link will be provided when dentists develop individual
or practice-based treatment outcomes data for a full range
of procedures in their own setting. Certainly this infor-
mation will be helpful to patients as they make treatment
choices, and the process should help the individual
dentist to better assess his or her own practice techniques.
An additional potential benefit of this process is provid-
ing the impetus for constant quality improvement in the
procedures, materials, and techniques in the practice.

CHANGING THE TREATMENT
PLANNING PARADIGM

Fifty years ago, the U.S. dentist was in a more authori-
tarian position concerning planning care for his or her
patients. The limited number of treatment options avail-
able to address patient problems facilitated this stance.

In addition, many patients sought care in an episodic
fashion and the chances of retaining teeth and maintain-
ing a healthy dentition for a lifetime were believed to
be far from certain. Patients often relegated treatment
decisions to the dentist, expressing sentiments such as,
“What would you do if I were your brother or sister?” or
“Just do what you think best.” The situation today is dif-
ferent for several reasons. A greater number of procedures
are available to address common dental problems, such
as tooth decay, tooth loss, and periodontal disease, and it
can be difficult for the dentist to recommend one proce-
dure over another. A larger and more diverse patient
population is presenting for treatment, a population that
includes the elderly and other individuals with serious
systemic health problems. Not all treatment options may
be appropriate for some of these patients, and the manner
in which care is delivered may require the assistance of a
physician or caregivers. Patients in general are asking
more questions, have higher expectations about their oral
appearance and function, and are often seeking answers
in the popular media and on the Internet in addition to
consulting with the dentist.

Today’s patient is more likely to seek and accept some
degree of ownership in making treatment planning deci-
sions. With these changes, a new paradigm is emerging.
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As patients become increasingly interested in becoming
full participants in treatment planning, the process
becomes a collegial discussion, rather than a plan devised,
directed, and dispensed by the dentist to the patient. As
discussed earlier in this chapter, the further development
of an evidence-based body of knowledge about risk
assessment, prognosis, and outcomes will support both
patient and dentist as they work through the process and
ultimately reach consensus regarding the optimal plan of
care.

For this new paradigm to flourish and grow, it must
be supported by advances at both the professional level
and by the individual dentist. Significant improvement
can be expected in our diagnostic methods and tech-
niques. Technology in the form of risk calculators and
new diagnostic instruments and modalities is expected to
improve the accuracy of our diagnoses and reliability
of and predictability of our treatment planning. The
expanded use of intraoral cameras and microscopes—all
integrated with the electronic patient record—can be
expected to improve the quality of the information pre-
sented to the patient and significantly enrich both the
treatment planning discussion and the consent process.
There is, and will continue to be, the need for reliable
and comprehensive research to substantiate which treat-
ment methods are most effective in varying clinical
circumstances. From the individual dentist’s perspective,
there will be the need to question everything—most
especially conventional wisdom that lacks any evidence-
based support. Only through a constant, thorough, and
dedicated reassessment of procedures, techniques, and
materials—with a foundation in the emerging body of
evidence—can the dentist hope to guide the patient
through the range of treatment options with clarity,
candor, and accuracy.

Decision Pathways and Decision Trees

Several developments have already had an impact on
treatment planning patterns and can help guide individ-
ual patient treatment planning. One approach has been
the development of decision pathways. These provide
direction in identifying the range of treatment options,
indicating some of the key decision nodes leading to an
appropriate treatment decision. Decision pathways have
been developed to cover a wide array of dental situations
and procedures. Hall and coauthors have written an excel-
lent comprehensive treatment planning text using this
format.”' By providing a template for decision making
and patient presentation, decision pathways can be par-
ticularly helpful to the novice. They can be useful to the
experienced practitioner as well by providing a restate-
ment of the range of options that should be considered.

Their most significant limitation is that they tend to be
somewhat cumbersome for routine daily use, especially
for the experienced practitioner who has learned to
intuitively sort out which issues are important for a
specific patient, dismissing decision nodes that are not
applicable.

Decision trees represent a more sophisticated expan-
sion on this theme. Decision trees not only specify
key decision nodes and treatment options, but also
include research-based success rates for each of these
options. The rates can be based on outcomes of clinical
conditions (e.g., effect of tooth loss) or on outcomes of
treatment (e.g., success of various therapies for tooth
replacement). In theory, comprehensive decision trees
would be useful for the patient treatment planning dis-
cussion, but unfortunately, to date, they do not exist for
most clinical situations. Decision analysis has already
been applied to several areas, including radiographic

2% the management of apical lesions after
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selection,
endodontic treatment, restorative dentistry,
TMDs.**"

Expert (Computer-Based) Systems for
Decision Making

As use of electronic patient records becomes more ubiq-
uitous, the development of algorithms to create risk pro-
files for a complete range of medical and dental diseases
is a natural extension. Computer-based artificial intelli-
gence can be developed to guide the process of selecting
appropriate treatment options and to provide a frame-
work that the dentist and patient can use to compare
treatment choices and outcomes. Clinical decision
support systems are computer programs designed to
organize patient data into helpful information that the
clinician can use to make evidence-based treatment plan-
ning decisions. There are three main types of systems.”®
The event monitor system gathers its data information
from an institution and then alerts clinicians to updated
material. An example of a system that uses the event
monitor is WebCIS, used by the New York-Presbyterian
Healthcare Information Systems. The application of this
system occurs when a clinician orders a medication for a
patient; the computer indicates any contraindications or
drug to drug interaction for that particular patient.”” The
second type of expert system for use in treatment plan-
ning is the consultation system. A good example of
this is the Oral Health Information Suite marketed by
PreVisor. The dentist performs a complete oral and ra-
diographic exam and enters the data into the computer.
Based on the computer knowledge, the computer assesses
the information, compares it to published literature, then
recommends best treatment options.” The third type of
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application is a clinical guidelines system. A team of
experts reviews relevant data on a particular health con-
dition and develops a set of guidelines for best treatment
practices. These recommendations are then promulgated
by professional organizations. An example of this is
InterMed, a group effort of Harvard, Stanford, Columbia,
and McGill university laboratories. This collaboration
formats the guidelines into user friendly information for
clinicians to apply in best evidence treatment planning.
Other examples include the Cochrane Collaboration and
the Forsyth Institute.”’ There is evidence that the quality
of the decision-making process is improved when these
systems are used.”” Currently these expert systems are
being used in a variety of dental disciplines.” Although
in the beginning stages of development, the neural net
has the potential to drastically redefine the treatment-
planning process. Although artificial intelligence will
never substitute for the provider-patient discussion, it
should help to make that discussion more focused and
precise.

Practice Guidelines and Parameters

Notable attempts have been made to develop dental
practice guidelines and parameters. The American
Dental Association’s Practice Parameters represent one
fledgling effort.*** Many colleges of dentistry and many
military, public health, hospital, and managed care dental
programs have developed formal clinical protocols for
their settings. Unfortunately, many aspects of these pro-
tocols are not applicable to general dental practice and to
date no concerted attempt has been made to consolidate
this information although some sentinel work has been
developed by specialty groups, such as the American
Academy of Periodontology.*®"’

Dentists have traditionally resisted any intrusion into
the one-on-one doctor-patient discussion of the treatment
plan. Even though managed care plans, and to a lesser
extent insurance carriers, have had an impact on the
decision-making process, dentists can be expected to
maintain autonomy in relationship to these third party
agencies in assessing, diagnosing, and treatment plan-
ning for the needs of individual patients. As more
research provides a knowledge base in this area, however,
it will become possible to determine a controlled range
of therapies that can be expected to succeed for a given
clinical situation. This should be viewed as a positive
development. If dentists individually and collectively
accept responsibility in this area and foster the develop-
ment of expert systems, the benefits will be great.
Treatment planning will be performed on a more solid
scientific foundation, and the patient will ultimately be
able to more reliably, appropriately, and convincingly

select the treatment that is in his or her personal best
interests.

As the science of decision making in dentistry
improves, it will be easier for those inside and outside the
profession to determine what, under some circumstances,
may constitute inappropriate or unprofessional treat-
ment. It is possible that state boards of dentistry or other
oversight or governing agencies may at some point use
the tools and information inherent in expert systems to
identify marked deviations from the standard of care.
Even in a climate in which treatment plans are carefully
scrutinized and held to a more formal standard, the
dentist can and should maintain the central and leading
role, continuing to plan treatment with the goal of
bettering the patient’s oral and general health—as the
dentist and the patient deem appropriate. If treatment
plans that fall outside the perceived norm are fully justi-
fied and thoroughly documented (as all treatment plans
should be), the dentist need not worry that less conven-
tional approaches to a particular patient’s problems
will become somehow “unlawful” or “inappropriate.” The
importance of treatment plan documentation is a contin-
uing theme of this book.

Dental treatment planning is already moving from a
tradition in which the norm was a limited discussion
with the patient of a few treatment possibilities to today’s
more open format, characterized by discussion of an array
of increasingly sophisticated options. What then is the
goal for the future? In the best case situation, the patient
will have a full and rich understanding of all the issues
and will be prepared by the dentist to make an optimal
treatment choice that will be in his or her short-term and
long-term best interest. In the future, fully informed
consent will include more than an understanding by the
patient of the diagnosis, relative advantages of the various
treatment options, and the costs (monetary and other-
wise) of the treatment to be rendered. Consent will also
include a more complete patient understanding of the
prognosis for the treatment and the disease, the expected
outcomes for the therapy, and the current and future risk
for disease. The ultimate goal and anticipated result of
these changes will be improved treatment planning and
increased quality of care.

CONCLUSION

Using risk analysis, prognosis determination, and out-
comes assessment in the treatment plan presentation and
discussion, the profession has begun to move from empir-
ically based to evidenced-based treatment planning. As
both diagnosis and treatment planning become more
evidence based, the profession can be expected to move
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closer to consensus with recommendations to patients
that are more thoughtful, logical, predictable, and con-
sistent. Similarly, patients can expect to have more appro-
priate and accurate information, to be better able to
compare and weigh treatment alternatives, and to be pre-
pared to make more informed judgments about what is
in their individual best interests. They will also be better
prepared for the possibility of adverse outcomes, should
they occur.

As this paradigm shift takes place, the dentist’s role is
changing. On one hand, some control in the decision-
making process is being passed from practitioner to
patient. At the same time, the dentist’s role is expanding
as the need to collect, filter, focus, and transmit infor-
mation to the patient increases. In short, the role of the
dentist in presenting the treatment plan is changing from
that of final authority in all decisions to that of a content
expert, educator, and advisor to the patient. This altered
role will ultimately be to the betterment of patients, den-
tists, and the profession.

REVIEW QUESTIONS

Describe some of the problems with the way that
dental treatment plans have traditionally been
formulated and presented to patients.

How can risk assessment be a useful adjunct to the
dental treatment planning process?

How does the prognosis for a disease differ from the
prognosis for treatment?

Give examples of how the prognosis for a treatment can
alter the treatment plan presentation to a patient.
How does outcomes research support clinical treatment

decision making?

Why do dentists disagree in their treatment planning?
How can these sources of disagreement be reduced?
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aving established the patient’s diagnoses and prob-

lems, the dentist is prepared to begin developing a
treatment plan. This process can be rather simple for
patients with few problems and relatively good oral
health. Treatment can commence quickly, especially
when the patient is knowledgeable about dentistry,
harbors little anxiety toward dental treatment, and has
the necessary financial resources available. More com-
monly though, the patient has many diagnoses and prob-
lems, often interrelated and complex, that require
analysis before treatment can begin. The dentist may
wonder whether an individual problem can or should be
addressed, and what treatment options are available.
Would a crown, for instance, be better than a large direct
restoration to restore a carious lesion? Would an implant
be a more satisfactory option than a fixed partial denture
to replace a missing tooth? Which treatment should be
provided first, and which procedures can be postponed
until later? What role should the patient have in any of
these decisions? Is he or she even fully aware of the indi-
vidual dental problems? How successful, overall, will the
planned treatment be?

Although all dentists struggle with these questions,
experienced practitioners know when to address each
issue individually and when to step back and look at all
aspects of the case as a whole. They are also aware that
treatment planning cannot occur in a vacuum and must
involve the patient. This means educating patients about
their problems and making them partners in determin-
ing the general direction and the specific elements of a
proposed treatment plan.

The purpose of this chapter is to provide the reader
with the fundamental skills necessary to begin creating
treatment plans for patients. This includes developing
treatment objectives, separating treatment into phases,
presenting treatment plans to patients, sequencing pro-
cedures, consulting with other practitioners, obtaining
informed consent, and documenting the treatment plan.
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Much of the material is presented as guidelines, which
must be modified by the circumstances of each patient.
Few, if any, rules are ironclad when treatment planning,
and like many other aspects of dentistry, clinical decisions
improve with experience.

DEVELOPING TREATMENT OBJECTIVES

As we discussed in Chapter 1, the practitioner first
determines what patient findings are significant and
then creates a list of diagnoses and problems that formally
document why treatment is necessary. After assessing
the patient’s risk for ongoing and future disease (dis-
cussed in Chapter 2), the next step towards devising a
treatment plan is to articulate, with the patient’s assis-
tance, several treatment objectives (Figure 3-1). These
objectives represent the intent, or rationale, for the
final treatment plan. Treatment objectives are usually
expressed as short statements and can incorporate
several activities aimed at solving the patient’s problems.
Good treatment objectives articulate clear goals, from
both the dentist’s and the patient’s perspective. Objec-
tives evolve from an understanding of the current diag-
noses and problems and provide the link to actual
treatment (Table 3-1).

Patient Goals and Desires

Before creating any treatment plan, the dentist must first
determine the patient’s own treatment desires and moti-
vation to receive care. Patients usually have several expec-
tations, or goals, that can be both short and long term
in nature. The most common short-term goal is the res-
olution of the chief complaint or concern, for instance,
relieving pain or repairing broken teeth. Long-term goals
are usually more global and can be more difficult to
identify, especially if the dentist only considers his or her
own preconceived ideas of what the patient desires.
For example, an understandable long-term goal would
be maintaining oral health and keeping the teeth for a
lifetime. Most dentists would extol this expectation,
as would many patients, especially those who come to
the dentist with good oral health. But for patients
with a history of sporadic dental care, poor systemic
health, or extensive (and potentially expensive) dental
needs, individual goals can be quite different. A patient
with terminal cancer may only wish to stay free of
pain or to replace missing teeth to be able to eat more
comfortably. On the other hand, a physically healthy
patient with recurrent caries around many large restora-
tions may be frustrated with past dental treatment and
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Figure 3-1 The treatment planning process in dentistry.

want any remaining teeth extracted and full dentures
constructed.

Determining patient goals begins during the initial
interview and can continue throughout the examination
process. Careful probing of the patient’s past dental
history provides an indication of past and future treat-
ment goals. The practitioner should avoid asking leading
questions about treatment expectations. Such questions
may instead convey the dentist’s own personal goals,
opinions, and biases and inhibit the patient from express-
ing his or her own goals and views. Some examples
follow:

“Do you want to keep your teeth for a lifetime?”
“Isn’t it worth the time and money to chew better?”
“Wouldn’t you like whiter teeth and a prettier smile?”



Chapter 3 Developing the Treatment Plan 55

Table 3-1

The Relationship Between Diagnoses, Problems, Treatment Objectives, and Treatment

Signs and Symptoms: Ms. Smith, a 45-year-old patient, requests an examination. She has been diagnosed with Sjigren’s syndrome. Her last visit to a

dentist was 2 years ago for teeth cleaning. She reports symproms of sore hands and wrist joints and a dry mouth. Her gingiva is red, and extensive plaque covers
the necks of the teeth. Several teeth have small, dark areas on the facial enamel near the gingival margin, which are soft when evaluated with an explorer. The

patient works in a convenience store and consumes an average of 1 liter of naturally sweetened carbonated beverage per day.

Diagnoses Problems At Risk for

Treatment Objectives Treatment

Sjogren’s syndrome Reduced salivary flow,
symptoms of

xerostomia (dry

mouth)

Rheumatoid Unable to use a Poor oral hygiene, gingival
arthritis affecting manual toothbrush and periodontal disease
the hands

Gingivitis Poor plaque control Periodontal disease

Caries on seven Increased caries Pain, tooth loss
teeth susceptibility
resulting from a
high-sucrose diet;
poor oral hygiene;
and reduced salivary
flow
Acute apical

Constant pain #3 Infection, swelling

abscess

Caries, poor prosthesis
retention, discomfort

Investigate ways to Consider prescribing medication to

increase salivary promote saliva production; saliva

flow and/or substitute products
reduce symptoms
of xerostomia

Look for aids to Suggest an electric toothbrush
improve oral
hygiene

Restore gingival
health

Reduce refined

carbohydrates in

Prophylaxis and oral hygiene
instruction

Diet analysis and counseling;
begin a caries control program;

the patient’s diet; prescribe topical fluoride; glass

restore cavitated ionomer restorations

lesions

Relieve pain Emergency endodontic therapy #3

It is better to use open questions that elicit the
patient’s thoughts and feelings and encourage the sharing
of genuine concerns, especially regarding the chief
complaint:

“Are you having any problems in your mouth right
now?”

“Tell me about how important you feel your teeth are.”

“How well are you able to eat with the teeth you
have?”

“How do you feel about the appearance of your teeth?”

The dentist can influence a patient’s treatment goals.
This often occurs when the patient has expectations that
are difficult or even impossible to achieve, considering
the condition of the mouth. For instance, the patient may
want to retain his or her natural teeth, but is unaware
of severe periodontal attachment loss. Ultimately the
dentist needs to educate the patient about the dental
problems and begin to suggest possible treatment
outcomes.

Patient Modifiers

Treatment goals are frequently influenced by patient
attributes, often referred to as patient modifiers. Posi-

tive modifiers include an interest in oral health, the
ability to afford treatment, and a history of regular dental
care. Commonly encountered negative modifiers include
time and financial constraints, a fear of dental treatment,
lack of motivation, poor oral health, destructive oral
habits, and poor general health. Many patients are under-
standably concerned about the potential cost of care,
especially when they know they have many dental prob-
lems. Whether the fees for services will function as a
barrier to treatment depends on several variables, includ-
ing the patient’s financial resources, the level of immedi-
ate care necessary, the types of procedures proposed (i.e.,
amalgams versus crowns or partial dentures), the feasi-
bility of postponing care, and the availability of third-
party assistance.

Poor motivation, a lack of good oral hygiene, or a
diet high in refined carbohydrates can significantly
affect the prognosis of any treatment plan. Nevertheless,
occasionally such patients may still want treatment
involving complex restorations, implants, and fixed
or removable partial dentures. Before treatment is
provided, the dentist must inform the patient of the high
risk for failure and record this discussion in the patient
record.
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Dental Team Focus

The Treatment Plan and the Oral Health Team
After the dentist has developed a treatment plan, other
members of the dental health team may have some
responsibility for helping the patient understand the plan
for treatment, confirming treatment objectives, and
reiterating the goals of the planned treatment. The
administrative staff will schedule a series of appointments,
answer questions about treatment sequence, develop a
financial payment plan if extensive work is to be
scheduled, and submit claims to dental insurance
companies for reimbursement.

Patients often feel comfortable bringing concerns and
questions to clinical staff members. By incorporating
supportive communication and attentive listening skills in
interactions with the patient, the clinical staff may help
explain procedures, provide literature about relevant
dental treatment options, and facilitate further
communication between dentist and patient.

Dentist Goals and Desires

is the patient with several periodontally involved teeth
that should be removed even though they are not exces-
sively mobile or symptomatic at the present time. An
appropriate treatment objective might be for the dentist
to observe the teeth for the present, but be prepared to
extract them if mobility increases or if the patient reports
symptoms.

Incorporating the patient’s wishes into a treatment
plan can be difficult to implement at times. A classic
example is the patient with rampant dental caries involv-
ing both the anterior and posterior teeth. For esthetic
reasons, the patient may be interested in restoring the
anterior teeth first, but the dentist, after interpreting
the radiographs, may detect more serious problems with
the posterior teeth, such as caries nearing the pulp, and
wish to treat these teeth first. Another example is the
patient with poor oral hygiene and severe periodontal
disease who wishes extensive fixed prosthodontic treat-
ment begun immediately.

Dentist Modifiers

Dentists also aspire to certain goals when creating
treatment plans for patients. Several are obvious, such
as removing or arresting dental disease and eliminating
pain. Other goals may be less apparent, especially to
the patient, but are just as important nonetheless.
Examples include providing the correct treatment for
each problem, ensuring that the most severe problems are
treated first, and choosing the best material for a partic-
ular restoration.

In gathering these altruistic goals together, the dentist
would likely want to create an ideal treatment plan.
Simply put, such a plan would provide the best, or most
preferred, type of treatment for each of the patient’s prob-
lems. Thus, if a tooth has a large composite restoration
that requires replacement, placing a crown might be con-
sidered the ideal treatment. If the patient has missing
teeth, then the dentist might consider replacing them.
The goal of ideal treatment planning provides a useful
starting point for planning care. Unfortunately, such a
plan may not take into account important patient mod-
ifiers or may fail to meet the patient’s own treatment
objectives. In addition, one dentist’s ideal treatment plan
can differ significantly from another’s, depending on per-
sonal preference, experience, and knowledge.

Creating a modified treatment plan balances the
patient’s treatment objectives with those of the dentist’s.
For instance, a patient with financial limitations may not
be able to replace missing posterior teeth. The dentist
needs to explain (and document) what may happen
without ideal treatment (i.e., in some instances, tipping
and extrusion of the remaining teeth). Another example

Every dentist brings factors to the treatment planning
task that can influence goals for patient care and ulti-
mately the sort of treatment plans that he or she creates.
The astute dentist is aware of these modifiers, especially
when they limit his or her ability to devise the most
appropriate treatment plan to satisfy the patient’s dental
needs and personal desires.

Knowledge The dentist’s level of knowledge and
experience can influence the selection of goals and objec-
tives for patient care. At one extreme is the beginning
dental student, with a limited knowledge base and little
experience in treating patients. Such early practitioners
may not recognize the patient’s treatment desires and
modifying factors. As a result, they may create only ideal
treatment plans, ignoring more appropriate solutions. At
the other extreme is the complacent dentist who has been
in practice for many years and has substantial clinical
experience, but a knowledge base that has changed little
since graduation. Such dentists may lack knowledge of
new treatment modalities that could be offered to
patients, preferring instead to limit what they do. For
these clinicians the adage, “If all you have is a hammer,
then everything is a nail,” unfortunately may be true. The
conscientious practitioner is a lifelong student who is
never complacent and who learns not only from his or her
own experiences, but also from those of others. This
dentist keeps up with current developments in the pro-
fession by attending continuing education courses, inter-
acting with peers, and critically reading the professional
literature.
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Technical Skills
base, the dentist must also have the technical ability to
provide treatment. Many dentists choose not to provide
certain procedures, such as implant placement, extraction
of impacted third molars, or endodontic treatment for
multirooted teeth. This is not necessarily a limiting

In addition to a sound knowledge

factor per se when treatment planning, but it can be if the
dentist does not consider referring the patient to another
dentist who has the expertise to provide the treatment.

Treatment Planning Philosophy Finally, each
dentist develops an individual treatment planning phi-
losophy that continues to evolve over years of treating
patients. The dentist’s philosophy regarding treatment
planning may vary considerably because of differences in
his or her knowledge base, technical skills, clinical expe-
rience, and judgment. Treatment planning in a dental
school environment is often different from treatment
planning in a private practice. Students are often frus-
trated when instructors differ in treatment philosophies
because of different educational backgrounds. Dental
schools and dental practices may also control or recom-
mend which treatment options practitioners can provide
to patients. The recent graduate, starting out in practice,
is often motivated to incorporate new techniques and
materials different from those used in dental school. Den-
tists who have been in practice several years also try to
keep up with new developments in the profession, which
in theory can influence how they develop treatment plans
for patients. For the most part, patients benefit from new
materials and techniques. But patient care suffers when
experienced or inexperienced practitioners adopt treat-
ment philosophies that are unproven or empirical in
nature. A good example is the unwarranted removal of
sound amalgam restorations and replacement with gold
or composite resin under the premise that the amalgam
affects the patient’s systemic health. Such treatment can
be unethical and may be a disservice to the patient by
exposing teeth to the risk of pulpal damage or removal
of additional tooth structure.

ESTABLISHING THE NATURE AND SCOPE
OF THE TREATMENT PLAN

With the examination finished and the dentist confident
that he or she has gained an awareness of the patient’s
treatment desires, it is time to develop the treatment
plan. The dentist has the responsibility to determine
what treatment is possible, realistic, and practical for the
patient. In many instances, this is a relatively straight-
forward process, especially for those patients with few
problems and the resources and interest in preserving oral

health. At the other end of the spectrum, the process is
more complex for patients with many interrelated oral
problems and a high degree of unpredictability regard-
ing the final treatment outcome. For such cases, the
dentist has at his or her disposal several useful techniques
for developing treatment plans: visioning, identifying
key teeth, and phasing procedures.

Visioning

Dentists naturally contemplate treatment options while
examining patients. The experienced practitioner will
also develop a vision of what the patient’s mouth will
look like when treatment is completed. The concept of
having a vision of the final result could be described as
analogous to deciding on the destination before starting
a journey. Imagining one or more end points for the com-
pleted case is beneficial when evaluating different treat-
ment approaches. For the patient with many severely
decayed teeth in both arches, the dentist might see the
patient ultimately wearing complete dentures or, alter-
natively, consider retaining some teeth and placing a
removable partial denture, or even restoring more teeth
and using implants to support fixed prostheses (Figure
3-2, A and B).

Further exploration of each option requires the
dentist to identify what steps are necessary to reach the
treatment goals. Experienced dentists commonly use this
technique of “deconstructive” thinking to explore each
option. In the first example, the dentures can only be
made after the remaining teeth have been extracted. Will
all the teeth be extracted at the same time? The patient
will need time to heal and might be without teeth for
several weeks. On the other hand, possibly only the pos-
terior teeth should be removed first and the anterior teeth
retained to maintain a good appearance. After healing,
dentures could be constructed for immediate placement
after the remaining anterior teeth have been extracted.
Thinking ahead again, the dentist considers the fact that
immediate dentures often require relining 6 to 12
months after placement. Is the patient prepared to accept
the additional cost?

Considering the second option, the dentist might
envision the patient with removable partial dentures and
again begin the process of deconstructing the final result.
Which teeth will serve as abutments for the removable
partial denture? A surveyed crown may be necessary on
some or all of the teeth to achieve adequate retention of
the prosthesis. For the teeth needing such crowns, insuf-
ficient tooth structure may remain and a foundation
restoration or post and core will have to be provided.
Endodontic therapy must be performed first before a post
and core can be placed. The dentist may determine that
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Figure 3-2 Visioning skills are useful when trying to arrive at treatment options for a patient with many prob-
lems. A, This 20-year-old woman had extensive dental caries, nonrestorable teeth, and limited financial
resources. B, Of the several options presented, the patient chose to have the maxillary teeth removed and
mandibular teeth restored.

the periodontal condition of several abutment teeth is
poor, calling for a new treatment plan designed around
different abutment teeth. Can a suitable partial denture
be made using these alternative abutment teeth?

Experienced dentists perform this mental dance of
forward and backward thinking almost automatically,
constructing and deconstructing various treatment plans.
Such practitioners can simultaneously vision proposed
changes in the treatment plan at three levels: the indi-
vidual tooth, the arch, and the overall patient. Dental
students and recent graduates who lack experience and
visioning skills need to work harder at coming up with
various options and testing their clinical validity. Even
for straightforward cases, it may be advantageous to con-
struct mounted study casts and make diagnostic waxings
to help evaluate possible options. Having a network of
experienced dentists with whom casts and radiographs
can be shared and cases discussed can be helpful. The
dentist who practices alone may need to join a study club
or develop relationships with experienced general and
specialist dentists.

Key Teeth

When developing a treatment plan for the patient with
a variety of tooth-related problems, such as periodontal
disease, caries, and failing large restorations, a first step
may be to identify the important or key teeth that can
be salvaged. Such teeth often serve as abutments for fixed
and removable partial dentures, and their position in an
arch may add stability to a dental prosthesis. Retaining
key teeth often improves the prognosis for other teeth or
the case as a whole. Conversely the loss of a key tooth can
limit the number of treatment options available to the
patient.

Key teeth can be characterized as having several qual-
ities. If enough of these qualities are present, the teeth
may be important enough to make an extra effort to
retain them.

e Key teeth should be periodontally stable. Although
some loss of bone or periodontal attachment may be
evident from radiographs and during periodontal
probing, the tooth usually should have little
mobility. Of the anterior teeth, the canines have the
most favorable crown-to-root ratios and are especially
valuable as abutments. Similarly, posterior key teeth,
such as multirooted first molars, have a better
prognosis as abutments—especially if the roots are
divergent—than do single-rooted teeth or those with
tapered and fused roots.

e Key teeth are usually favorably positioned in the
arch. For example, imagine the patient who has
many missing or nonrestorable maxillary teeth. The
dentist would like to identify several key teeth,
ideally spread throughout the arch, to secure a
fixed or removable prosthesis, or to be used as
overdenture abutments. Hopefully the maxillary
canines and at least one posterior molar can be
retained for stability of the prosthesis. In addition
to being favorably located in the arch, key teeth
should not be excessively extruded from the
occlusal plane (supraerupted), tipped into edentulous
spaces, rotated, or located in an extreme buccal or
lingual position. Third molars and often some second
molars are not suitable to serve as key teeth because
of their position in the arch and the difficulties
involved in restoring them. The dentist can evaluate
the position of individual teeth directly during the
examination, with mounted casts and by surveying
study casts.
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e Key teeth that are decayed or broken should be
restorable. Teeth that have caries extending below
the level of the alveolar crest may be poor candidates
for restorative treatment and subsequent use as an
abutment (see Figure 3-2). In situations with less
tooth destruction, but with the margin of the final
restoration approaching the alveolar crest, the
periodontal health of the tooth may be compromised.
Orthodontic extrusion of the tooth or clinical crown
lengthening surgery can improve the situation,
although the loss of periodontal attachment may lead
to increased mobility and decreased suitability as a
key tooth.

Phasing

When preparing to treat a patient with complex needs,
the dentist may find it advantageous to break the treat-
ment plan into segments or phases. Sorting treatment
into phases helps the clinician organize the plan and
improve overall prognosis of the case. In addition,
patients often comprehend a complicated treatment plan
more easily when it is separated into segments. The five
general categories of phasing are: systemic phase, acute
phase, disease control phase, definitive treatment phase,
and maintenance care phase.

Systemic Phase The systemic phase of treatment
involves a thorough evaluation of the patient’s health
history and any procedures necessary to manage the
patient’s general and psychological health before or
during dental treatment. This may include consultation
with other health providers, antibiotic prophylaxis, stress
and fear management, avoidance of certain medications
and products (e.g., latex), and any other precautions nec-
essary to deliver treatment safely to patients with serious
general health problems.

Acute Phase The purpose of an acute phase of treat-
ment is to resolve any symptomatic problems that a
patient may present with. Any number of patient prob-
lems may require attention during this phase. Common
complaints include pain, swelling, infection, broken
teeth, and missing restorations. Possible acute phase
treatments include extractions, endodontic therapy,
initial periodontal therapy, placement of provisional
(temporary) or permanent restorations, and repair of pros-
theses. The dentist may also choose to prescribe medica-
tions to control pain and infection. Acute phase
procedures may be provided before a comprehensive
written treatment plan is created.

Disease Control Phase The goal of the disease
control phase is to control active oral disease and infec-

tion, stop occlusal and esthetic deterioration, and manage
any risk factors that cause oral problems. For many
patients this means controlling dental caries and arrest-
ing periodontal disease before deciding how to rebuild or
replace teeth. Common procedures during the disease
control phase include oral hygiene instruction, scaling
and root planing, caries risk assessment and prevention,
endodontic therapy, extraction of hopeless teeth, and
operative treatment to eradicate dental caries.

A disease control phase can be valuable when the
dentist is uncertain about disease severity, available treat-
ment options, or patient commitment to treatment
(Figure 3-3). The success or failure of a disease control
phase is evaluated with a posttreatment assessment
examination before proceeding with definitive treat-
ment procedures. If a patient’s dental disease is not con-
trolled or if the patient wishes to limit treatment, he or
she may enter a holding period and not proceed to defin-
itive treatment.

Definitive Treatment Phase Definitive treatment

aims to rehabilitate the patient’s oral condition and

includes procedures that improve appearance and func-

tion. Depending on the patient, several procedures in the

various disciplines of dentistry, such as prosthodontics,

periodontics, and endodontics, may be required. Exam-

ples of definitive treatment procedures include the

following:

e Additional periodontal treatment, including
periodontal surgery

e Orthodontic treatment and occlusal therapy

e Oral surgery (elective extractions, preprosthetic
surgery, and orthognathic surgery)

e Elective (nonacute) endodontic procedures
e Single tooth restorations

Figure 3-3 This patient had ignored his teeth for many years and has
rampant caries and periodontal disease. A disease control phase of
care is indicated before any definitive care, such as crowns, can be
planned.
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e Replacement of missing teeth with fixed or
removable prosthodontics, including implants

e Cosmetic or esthetic procedures (composite bonding,
veneers, bleaching)
The accompanying [n Clinical Practice box examines

how comprehensive a treatment plan should be.

d

How Comprehensive Should a Patient’s
Treatment Plan Be?
When a patient has extensive dental problems it may be dif-

In Clinical Practice

ficult, if not impossible, to develop a comprehensive treat-
ment plan incorporating both disease control and definitive
phases. This is especially true when the patient has signifi-
cant periodontal disease or many carious, missing, or
broken-down teeth.

Patients often want to know as soon as possible all that
will be involved in rehabilitating their oral condition, and
the dentist may feel pressured at an early stage to create a
comprehensive treatment plan. Unfortunately, with the
level of unpredictability that extensive problems involve,
this may be impossible. In this situation, the clinician has
two treatment planning options available, depending the
complexity of the case.

Designing a disease-control-only plan. Such a plan improves
predictability by controlling variables, such as rampant dental
caries or active periodontal disease, and simplifies the situation
by removing hopeless teeth. During this time, it may be nec-
essary to fabricate provisional replacements for missing teeth
to satisfy the patient’s esthetic and functional needs.

At the conclusion of the disease control phase, the dentist
performs a posttreatment assessment. Depending on the
level of disease resolution, patient compliance, and desire
for further care, the dentist may decide to simply maintain
the patient or alternatively may begin designing a defini-
tive phase treatment plan.

Designing a disease control and tentative definitive treatment
plan. For patients with greater predictability, it may be pos-
sible to control disease while developing a vision for the
definitive treatment to follow. For example, by identifying
key teeth and planning for a removable partial denture, the
dentist might opt to perform endodontic therapy when a
carious exposure occurs, instead of simply temporizing the
tooth. It may be necessary to prepare mounted study casts
and perform some preliminary surveying or diagnostic wax-
ups to arrive at a tentative plan. The dentist may also need
to consult with specialists, such as orthodontists or prostho-
dontists, on treatment options.

Having a tentative treatment plan in mind enables the
dentist to discuss a possible end point with the patient, while
still retaining the flexibility to change directions if necessary.
As with the disease-control-only plan alternative, however,
it is imperative to have a posttreatment assessment exami-
nation before actually beginning further definitive care.

Maintenance Care Phase Unfortunately, many
dentists fail to specify a maintenance phase of care to
follow after completion of other treatment. Without a
plan to periodically reevaluate the patient and provide
supportive care, the patient’s oral condition may relapse
and disease may recur. The maintenance phase is more
than a “check-up every 6 months”; rather, it constitutes
a highly personalized plan that strives to maintain the
patient in optimum oral health. Maintenance phase pro-
cedures may include periodic examinations, periodontal
maintenance treatment, application of fluoride, and oral
hygiene instruction.

PRESENTING TREATMENT PLANS
AND REACHING CONSENSUS WITH
THE PATIENT

During the examination process, the dentist has had a
chance to listen to the patient’s concerns, evaluate his or
her oral and systemic condition, assess the risk for pro-
gressive or future disease, and begin mentally envision-
ing ways to achieve sustainable oral health and function.
As discussed earlier, effective treacment plans attempt to
address all patient problems and still accommodate the
treatment goals of both dentist and patient. Once the
dentist has begun to build a relationship of trust and
rapport with the patient, he or she must now use com-
munication skills to reach consensus on the final treat-
ment plan. If handled properly, the practitioner will be
viewed in a respected, professional manner. If handled
poorly, the patient may perceive the dentist as uncertain,
lacking confidence, self-serving, arrogant, or even incom-
petent. The dentist must be prepared to discuss all
aspects of the case and remain open to any questions or
concerns the patient may have.

The presentation begins by educating the patient
about his or her problems and diagnoses. Careful atten-
tion should be paid to the chief complaint and other
symptoms so that the patient understands why treatment
is necessary. The clinician should also emphasize the
importance of eliminating disease and achieving and
maintaining oral health. It is important to use terminol-
ogy that the patient can understand and to present infor-
mation in a simple and organized manner. For example,
the patient may better understand the intricacies of a
three-wall infrabony pocket if described as “a loss of bone
around the teeth.” Rather than pointing out each carious
lesion in the mouth, the condition might be summarized
as “decay on six teeth.” Extraoral and intraoral photo-
graphs, mounted casts, radiographs, diagnostic wax-ups,
drawings, and informational pamphlets may be used
to educate patients and help them visualize their own
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problems. Throughout this discussion, the dentist should
encourage questions and periodically verify that the
patient understands what is being said.

Next the dentist can begin discussing treatment
options. Before presenting this information, the dentist
will have evaluated all possible treatment alternatives
available to meet the patient’s needs. Thinking in general
terms facilitates this approach (i.e., large fillings versus
crowns, fixed versus removable prosthetics, replacing or
not replacing teeth). Once the patient has decided on a
general direction for care, the advantages and disadvan-
tages of the individual options should be discussed. The
dentist should clearly describe the short- and long-term
prognosis for each type of treatment, for the plan as a
whole, and what can be expected if no treatment is pro-
vided at all. The importance of the patient’s cooperation
in plaque control, smoking cessation, reducing parafunc-

tional habits, and returning for maintenance therapy
should be emphasized, including the impact of that coop-
eration (or lack of it) on the overall prognosis for treat-
ment. Again, the patient should be prompted for
questions.

About this time many patients are beginning to think
about the cost for services, the number of appointments,
and the length of time involved for treatment. The
What's the Evidence? and In Clinical Practice (p. 62) boxes
offer additional information about presenting treatment
plans. The dentist should be prepared to discuss some
general time and fee ranges, letting the patient know that
a more precise estimate will be available before begin-
ning treatment. Many practitioners have chosen to dele-
gate much of this discussion to a business manager or
other office staff. If so, the dentist should be available to
answer questions if the plan changes.

What's the Evidence?

Improving Patient Acceptance of Treatment Plans

Confronting the patient’s health beliefs is a useful
technique for gaining acceptance of your treatment plan.
Developed to investigate the widespread failure of patients
to accept preventive treatment for diseases, the health
belief model argues that patients must hold four beliefs
before they will accept treatment for a particular disease.
According to the model, patients must believe:

1. That they are susceptible to the specific disease to be
treated.

2. That contracting the disease has serious consequences for
them.

3. That the disease can be prevented or limited if the
patient engages in certain activities or receives
treatment.

4. That engaging in these preventive or disease-limiting
activities is preferable to suffering from the disease.
Medical and dental researchers have used the health

belief model to better understand why patients accept or

reject treatment. Although its ability to predict health

behaviors has not been proven, the model does provide a

useful framework for explaining why people do or do not

engage in health-related activities. Practitioners can
improve case acceptance by addressing each aspect of the
model during the treatment plan presentation.

o Perceived suscepribility. This comes from a thorough
discussion of the list of the patient’s problems. The
patient must understand and believe in the dentist’s
diagnoses before treatment will be accepted. This is
usually not an obstacle if the patient believes the dentist
is competent and if a complete and thorough examination
has been performed. The practitioner may wish to use
educational aids, models, photos, and radiographs to help
instruct the patient about his or her problems.

o Perceived severity. The patient must recognize that there is
some level of severity to his or her oral condition before
treatment will be considered. This is especially
important if the patient does not have symptoms and has
been unaware of a particular dental problem. For
instance, the dentist may interpret a large,
asymptomatic, periapical radiolucency as very serious,
but the patient may not share that perception until the
dentist characterizes its significance. Again, patient
education is the key, especially discussion of what may
happen if the patient chooses 7oz to have the problem
treated.

o Perceived benefits. A patient must believe that the
treatment plan will help solve his or her problems. This
usually is achieved by spending time discussing the
prognosis with the patient. Photographs of completed
cases can be a helpful adjunct to this discussion.

o Perceived barriers. Surprisingly, it may be necessary to
convince the patient that accepting the treatment plan is
better than living with his or her dental problems.
Patients often have—or perceive that they have—barriers
to receiving treatment. The most common barriers are
pain, cost, and time. The dentist should make it a point
to always address these three issues when presenting a
treatment plan.

In addition to the patient’s health beliefs and lack of
oral health education, patients may not follow professional
recommendations because of poor dentist-patient
communication. Communication is an interaction that
involves the patient and the dentist. Good patient-provider
communication in dentistry includes: creating a pleasant
interpersonal relationship, exchanging information, and
making cooperative treatment-related decisions. A pleasant
interpersonal relationship is created when the dentist
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What's the Evidence?

Improving Patient Acceptance of Treatment
Plans—cont'd

empathetically explains procedures with a calm demeanor
and encourages the patient to ask questions. Most patients
prefer to receive information in an interaction in which
they do not feel that the dentist is attempting to dominate
them and in which they can comfortably provide
information about themselves. When the patient is calm,
trustful, and free of anxiety he or she is more likely to
comply with the dentist’s recommendations.

Exchanging information allows the dentist to make the
diagnosis and create the treatment plan with an
understanding of the patient’s preferences and expectations.
During this time, the dentist not only educates the patient
about what good oral health practices involve, but also
motivates the patient to incorporate good oral health
practices into his or her daily life. When treatment-related
decision making is shared with the patient, the patient is
more likely to perceive that he or she has a vested interest
in the process and will comply with the proposed

treatment. Although the dentist is the professional in the
relationship and may perform services of the highest
quality, if the patient has a negative perception of the
relationship, the treatment outcome may be compromised.
Because patient-provider communication requires mutual
participation, the interpersonal skills of the dentist are as
important as the personality and motivation of the patient.
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Tips for Presenting Treatment Plans
to Patients
e Sit facing the patient at eye level while presenting the

In Clinical Practice

plan.

e Have the patient sitting upright; never present a treat-
ment plan with the patient in a reclining position.

e Use language that the patient can understand.

e Avoid using threatening or anxiety-producing terms.

e Talk to the patient, don’t preach. Be aware of your body
language.

e Do not overwhelm the patient with the minute details.

e Ask the patient to repeat information back to you to
confirm understanding of the treatment plan.

e Use casts, wax-ups, photographs, and radiographs to
emphasize key points.

GUIDELINES FOR SEQUENCING
DENTAL TREATMENT

Once a patient’s problems have been identified and a
general course of therapy proposed, the dentist’s next
major responsibility is sequencing the individual treat-
ment procedures. This process can be particularly chal-

lenging when the patient has many interrelated problems
and treatment needs. Modifiers, such as patient finances,
insurance coverage, time availability, and the need to
resolve the chief complaint, can also influence the
sequence of treatment.

Although the order in which treatment should proceed
may vary, some general guidelines can be followed ini-
tially to sequence procedures (Box 3-1). In general, these
guidelines parallel the recommendations for phasing
treatment. The practitioner begins by assigning proce-
dures to each phase, and then sequences the procedures
within each phase according to the level of problem sever-
ity. The resulting list of procedures addresses the patient’s
most severe problems first and concludes with those of
less consequence.

Because it may be difficult to create a linear, step-by-
step prescription for addressing all of the patient’s
problems, the dentist must remain flexible throughout
this process. In some situations, it may be helpful to
group treatments together, or to create a cluster within a
phase and not specify a specific order. For instance,
a patient may need a number of teeth restored to
control caries. By clustering the planned restorations into
groups such as “treat early” and “treat later,” sequencing
is achieved, but the practitioner retains some flexibility
to decide later which restoration to do first, second, etc.
As discussed earlier, although the dentist can follow
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BOX 3-1 Guidelines for Sequencing Dental Treatment

1. Systemic Treatment

Consultation with patient’s physician
Premedication

Stress/fear management

oSoOZ>

. Any necessary treatment considerations for systemic
disease
II. Acute Treatment
A. Emergency treatment for pain or infection
B. Treatment of the urgent chief complaint when
possible
III. Disease Control
A. Caries removal to determine restorability of
questionable teeth
B. Extraction of hopeless or problematic teeth
1. Possible provisional replacement of teeth
C. Periodontal disease control
1. Oral hygiene instruction
2. Initial therapy
a. Scaling and root planing, prophylaxis
b. Controlling other contributing factors
(1) Replace defective restorations, remove
caries
(2) Reduce or eliminate parafunctional
habits, smoking
D. Caries control
1. Caries risk assessment
2. Provisional (temporary) restorations
3. Definitive restorations (i.e., amalgam,

composite, glass ionomers)

E. Replace defective restorations

E. Endodontic therapy for pathologic pulpal or
periapical conditions

G. Stabilization of teeth with provisional or foundation
restorations

H. Posttreatment assessment

IV. Definitive Treatment

A. Advanced periodontal therapy

B. Stabilize occlusion (vertical dimension of
occlusion, anterior guidance, and plane of
occlusion)

C. Orthodontic, orthognathic surgical treatment

D. Occlusal adjustment

E. Definitive restoration of individual teeth
1. For endodontically treated teeth
2. For key teeth
3. Other teeth

F. Esthetic dentistry (i.e., esthetic restorations,
bleaching)

G. Elective extraction of asymptomatic
teeth

H. Prosthodontic replacement of missing
teeth
1. Fixed partial dentures, implants
2. Removable partial dentures
3. Complete dentures

I. Posttreatment Assessment

V. Maintenance Therapy
A. Periodic visits

certain guidelines when sequencing treatment, excep-
tions can and will arise. Many of the challenges in
sequencing are associated with the issues described in the
following sections.

Resolution of the Chief Complaint

New patients usually have specific concerns or com-
plaints. To help build rapport, the dentist should
sequence the treatment for these complaints early in the
treatment plan when feasible. Obviously, it makes sense
to provide treatment immediately when the patient has
pain or swelling, but occasionally the solution to the
patient’s problems is complicated, and from the dentist’s
point of view, should be addressed later in the plan. For
example, a patient may request that missing teeth be
replaced so that he or she can function better. However,

it would be inappropriate to fabricate a fixed partial
denture if the patient has active periodontal disease or
more immediate restorative needs. When this situation
occurs, the dentist must carefully explain the significance
of the disease control phase and its relationship to the
success of future treatment. One solution may be to
provide a provisional removable partial denture. Another
example is the patient with rampant caries who, for
esthetic reasons, wants the anterior teeth restored first
before treating the often more severely decayed posterior
teeth. Again the dentist will need to discuss the situa-
tion with the patient and reach some consensus. Perhaps
treating the most severe posterior tooth and one or two
anterior teeth at the next appointment will be an accept-
able compromise. Occasionally, as discussed in the In
Clinical Practice box on p. 64, a dentist will refer a patient
to a specialist to resolve certain problems.
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In Clinical Practice

Referring Patients to Dental Specialists
General dentists refer patients to specialists for several
reasons. Most commonly, the practitioner wants the special-
ist’s assistance in diagnosing or treating a patient’s problem.
Many general dentists choose not to provide certain types of
treatment procedures or do not possess the skills necessary to
perform them. Treatment complexity may also be a concern.
Occasionally the generalist’s treatment of the patient’s
problem is not progressing well or has resulted in an unfa-
vorable outcome. Examples of the second situation might
include the inability to extract an impacted third molar or
complaints of pain by a patient 6 months after completion of
root canal therapy.

The patient’s well-being should be first and foremost when
deciding whether to refer for treatment. Most patients look
favorably on the dentist who seeks assistance for their prob-
lems. The referral process flows more smoothly if the dentist
observes the following guidelines:
¢ Inform the patient of the reason for the referral, including

any pertinent diagnoses or problems from prior treatment

rendered. Make sure the patient understands the conse-
quences of nor seeking specialty treatment.

e Familiarize the patient with the specialist’s area of expertise
and in general what types of treatment will be provided.

o Assist the patient in making contact with appropriate spe-
cialists by providing names and telephone numbers. Some
practices choose to make the first appointment for the
patient.

O —

e Provide the specialist with copies of any radiographs,
casts, or other diagnostic aids before the patient’s first
appointment.

e Communicate the particulars of the case to the specialist,
especially the reason for referral, a summary of the overall
treatment plan, and any special concerns regarding patient
management. Many specialists provide dentists with refer-
ral pads for conveying this information, but often a short
letter is better. In the event of an emergency referral, the
dentist should speak first with the specialist on the tele-
phone before arranging the patient’s visit.

® Maintain a referral log to assist with follow-up of
referred patients. Specialists often send an acknowledg-
ment after their examination or completion of treatment.
If the general dentist recommends and makes a referral,
but the patient does not follow up by contacting the rec-
ommended clinician, this should be documented in the
patient record.

The general dentist is responsible for coordinating overall
patient care between specialists and the general dental prac-
tice. On occasion, the dentist may need to consult with the
patient when specialty opinions or changes to the treatment
plan conflict. The general dentist must also confirm with the
specialist any need for future treatment or reevaluation. A
classic example is the orchestration of periodontal mainte-
nance treatment between the periodontist and the general
dentist. Other examples include periodic evaluation of
implant therapy and treatment for pathologic oral conditions.

Periodontal Therapy

In a dental school environment, initial periodontal
therapy often is sequenced first in a treatment
plan. Although this may be appropriate for the individ-
ual with few additional treatment needs, it may not
be appropriate for others, especially those who are
having some discomfort. To ensure appropriate care,
periodontal therapy should occur as early as possible in
the plan, but it can be delayed for several reasons. One
frequently encountered justification is the decision to
first resolve a simple complaint, such as replacing a
lost restoration or extracting symptomatic impacted
third molars. Another example is the patient with large
carious lesions, especially those located subgingivally.
Restoring such teeth with a permanent or provisional
filling should make periodontal treatment more com-
fortable for the patient, and begin to resolve the gin-
givitis that accompanies subgingival lesions. Lastly, teeth
that are nonrestorable or are periodontally hopeless are
often extracted before beginning scaling and root planing
procedures.

Occasionally, it may be appropriate to begin peri-
odontal treatment before completing the patient’s dental
examination. This typically occurs when the patient has
not seen a dentist for many years, and the dentition is
covered with plaque and calculus. The dentist may decide
to begin gross scaling of the teeth to permit visualization
and exploration of tooth surfaces during the examination.

Caries Control

For the patient with many carious lesions, treatment
consists of restoring lost or decayed tooth structure and
preventing caries from occurring in the future. Preven-
tive strategies, such as reducing refined carbohydrates,
improving the patient’s plaque removal technique, and
the application of fluorides, should commence im-
mediately and be regularly reinforced, ideally at every
appointment.
The following guidelines should be followed when
triaging treatment for caries:
e Address any symptomatic teeth first. Extract those
that should not be retained for obvious periodontal
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or restorative reasons. For other symptomatic teeth,
remove all caries, begin endodontic therapy if
necessary, and place a permanent or provisional
restoration.

e Treat any asymptomatic carious lesions that may be
nearing the pulp as determined clinically or
interpreted on radiographs. The goal is to prevent
symptoms for the patient and avoid irreversible
injury to the pulp.

e Remove caries to determine restorability. For teeth
with caries at or below the alveolar crest
radiographically, remove the caries and decide
whether the tooth can be restored (Figure 3-4).
Endodontic therapy should not be provided until the
tooth is deemed restorable and periodontally sound.

e Finally, remove caries from asymptomatic teeth and
when possible restore with a definitive restoration,
such as composite resin or amalgam. For efficiency,
sequence first by severity and then by quadrant.

Endodontic Therapy

Endodontic therapy consists of a series of treatments,
including removing pulpal tissue, filing and shaping root
canals, obturation of the root canal space, and placement
of a permanent restoration for the tooth. For some
patients, it may be appropriate to do each step in suc-
cession, especially when no other problems have been
identified. For patients with many deep carious lesions or
pulpal pain, simply removing the caries and pulpal tissue
followed by rudimentary filing and shaping and place-
ment of a provisional, sedative restoration is preferred.
After establishing some level of disease control, endodon-
tic therapy can then be completed. To prevent fracture,

Figure 3-4 Bite-wing radiographs are especially useful for evaluating
the extent of caries in relation to the alveolar crest. In this patient, the
maxillary and mandibular molars are probably not restorable.

permanent restorations for endodontically treated teeth
should be sequenced before those for vital teeth if at all
possible.

Extraction

When possible, tooth extractions should be sequenced
early in the treatment plan to permit healing to take
place, especially before tooth replacements are fabricated.
The dentist should attempt to limit the number of sur-
gical appointments and extract all hopeless or nonrestor-
able teeth at the same time. It may be necessary to delay
the extraction of asymptomatic teeth so that provisional
replacements can be fabricated to preserve appearance, to
maintain the position of opposing and adjacent teeth for
short periods of time. The classic example of this concept
involves planning to place immediate dentures. The
process begins by removing the posterior teeth, leaving
the anterior teeth for esthetic reasons. Impressions for the
dentures are taken 6 to 8 weeks later, after some healing
of the posterior segments has occurred. Dentures can be
fabricated using altered casts and delivered when the
anterior teeth are extracted.

Sequencing removal of third molars in a treatment
plan may vary. When symptomatic, they should be
removed immediately. Asymptomatic or impacted teeth
may be removed at the end of the disease control phase
or during the definitive treatment. If the treatment plan
includes extracting and fabricating a complex restoration,
such as a crown, for the second molar anterior to it, the
third molar should be removed first because of the poten-
tial to damage adjacent teeth during the oral surgery.

Occlusion

Achieving a stable occlusal relationship represents an
important goal when developing a comprehensive treat-
ment plan. During the examination, the dentist will have
identified any occlusal problems, such as malocclusion,
tooth mobility, loss of vertical dimension, malposed
teeth, or signs of parafunctional habits, such as bruxism.
Study casts mounted in centric relation are essential for
evaluating and planning occlusal relationships, especially
if multiple crown and bridge restorations are planned.
The practitioner should have a clear vision for what
the final occlusion will be like before beginning defini-
tive care, especially when the plan involves prosthodon-
tic treatment. Treatment for occlusal problems would
normally begin after the disease control phase and may
involve orthodontic treatment, comprehensive occlusal
adjustment, or altering the vertical dimension. In some
instances occlusal therapy, such as a limited occlusal
adjustment, may be part of the initial therapy. When
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restoring or replacing teeth with crowns or fixed or
removable prosthodontic appliances, procedures should
be sequenced to develop the anterior occlusion first, fol-
lowed by the posterior occlusion.

Removable Partial Dentures

Patients who eventually will need to have teeth replaced
with removable partial dentures typically have several
dental problems. Controlling caries and periodontal
disease should begin immediately. It may also be neces-
sary to fabricate provisional partial dentures to satisfy the
esthetic and functional needs of the patient during
this interval. The practitioner should also begin identi-
tying key teeth during the disease control phase, partic-
ularly those that will serve as abutments for the
removable partial denture. It may be necessary to do a
preliminary removable partial denture design on study
casts with the help of a dental surveyor. At the same time,
the dentist should be evaluating the need for prepros-
thetic surgery, especially torus removal and maxillary
tuberosity reduction.

Key teeth should receive special attention during the
posttreatment assessment, especially their response to
disease control procedures and their suitability as abut-
ments. The partial denture design should be finalized
before beginning definitive care. This is particularly
important so that the dentist can incorporate occlusal
rests, guide planes, and retentive areas into the restora-
tion design. Preprosthetic surgery, endodontic therapy,
post and cores, survey crowns, and fixed partial dentures
will precede fabrication of the removable partial denture.

Third Parties

The most fundamental dental relationship involves just
two parties, the dentist and the patient. Ideally, in such
a relationship, outside interference with treatment plan-
ning decisions is minimal because all aspects of the plan
will be decided upon between the dentist and the patient.
Frequently, however, third parties participate in treat-
ment planning decisions and affect how we practice den-
tistry. Although dental insurance companies are generally
thought of as the major third-party influence on dental
care, it is important to remember that other individuals,
such as a patient’s parent or guardian, may modify the
dentist-patient relationship and function as a third party
(Figure 3-5).

Public Assistance Plans This type of insurance
plan is often restrictive and is commonly associated with
such programs as Medicaid in the United States. Here,
the third party limits both the zype of treatment covered

Dentist
Other
Family/Friends <——> Patient < Professionals
(dentists,
physicians, etc.)
Third-party
Coverage

Figure 3-5 A number of relationships may need to be considered
when treating a patient.

and the level of payment for particular dental procedures.
If the dentist’s fee is higher than what the program pays,
the dentist cannot charge the patient the difference. Med-
icaid programs are controlled at the state level, with cov-
erage varying from state to state. Although the programs
provide many individuals with some access to dental care,
they often do not pay for the ideal or most appropriate
type of treatment. For example, if the patient has an ill-
fitting maxillary partial denture, the program may only
pay for extractions in preparation for a complete denture
regardless of the condition of the abutment teeth.

When the program dictates an extremely limited
treatment plan that constitutes irrational or poor dental
care, the dentist is faced with an ethical dilemma. To
render the optimal treatment at no charge is usually not
economically feasible; yet to perform the “approved”
treatment may constitute substandard care. The dentist
and patient must decide on a course of treatment that
represents the best available option under the circum-
stances. In some cases, the dentist may decide not to
accept the patient for treatment under the third-party
restrictions. More often, however, at least minimal disease
control can be carried out within the limitations of the
program. Patients may later choose to pay for further
treatment on their own. Providing informed consent
regarding what public assistance will and will not cover
is critical before beginning treatment.

Private Fee-for-Service Dental
Insurance Policies

With private fee-for-service insurance, the third party is

more generous with treatment covered and the levels of

payment, as compared with public assistance programs.

The insurance companies control reimbursement for serv-

ices by:

1. Limiting the types of treatment covered

2. Paying only a fixed amount or a percentage of the
dentist’s fee for each service, with patients often
expected to pay the difference

3. Setting yearly or lifetime maximum benefit limits
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For the patient with limited treatment needs, this type
of third party may cover all of the proposed treatment at
a high level of payment. When a patient has extensive
oral health needs, he or she may ask the dentist to provide
treatment in stages to coincide with annual benefit lim-
itations. Sometimes treatment can be begun at the end
of one policy year and concluded into the next, thus
taking advantage of two benefit years. The dentist will
often want, and may be required, to ask for authorization
from the third party before beginning treatment to deter-
mine the patient’s benefit levels, particularly for prostho-
dontic treatments.

Occasionally an extensive treatment plan may be
extended for 3, 4, or even 5 years to take maximum
advantage of the insurance benefits. Such long-term treat-
ment planning is challenging and assumes a stable
dentist—patient—third-party relationship. For such a plan
to work, the current insurance coverage must remain in
effect during the entire treatment period, the patient
must remain employed to be eligible for benefits, and the
patient must not move or change dentists during the
course of treatment. If any of these conditions are likely
to change, this type of extended treatment planning is
contraindicated.

The dentist must also consider whether the treatment
can be safely spread out over several years without jeop-
ardizing the final result. Typically, with an extended
treatment plan, the dentist performs disease control
therapy first, placing interim restorations and building
up teeth while postponing more costly rehabilitation of
the dentition. In some cases, for example when restoring
several endodontically treated teeth that should have full
crowns placed for protection, this may be impossible.
Although patching large, defective amalgams or com-
posites instead of providing full coverage restorations,
such as crowns or onlays, may save the patient money,
such a strategy may only postpone the inevitable. When
teeth need to be replaced, transitional removable appli-
ances may be attempted to preserve appearance in lieu of
definitive removable or fixed partial dentures. Unfortu-
nately, many patients cannot or will not tolerate these
interim prostheses for very long.

OBTAINING INFORMED CONSENT AND
DOCUMENTING THE TREATMENT PLAN

Informed Consent

The treatment plan presentation appointment is the
appropriate time to discuss the risks of the planned
procedures, a discussion that can serve as the basis for
obtaining informed consent from the patient to begin

treatment. This type of discussion not only helps reduce
the threat of malpractice claims, but also serves to better
educate patients and prepare them for treatment. The
topic of informed consent is discussed in greater detail in
Chapter 4, but a brief review is presented here.

In general, for the patient to make an informed deci-
sion regarding treatment, the dentist must describe and
discuss any diagnoses and problems, treatment alterna-
tives, and the advantages and disadvantages of each alter-
native. The consenting individual must be mentally
competent and of majority age (usually 18 years of age or
older). The consent must not have been obtained by
fraudulent means or under a situation of duress.

Specifically, the dentist must disclose:

1. The nature of the condition being treated (i.e., the
diagnosis and problem list)

2. The proposed treatment

3. Any risks involved in undergoing the proposed
treatment

4. Any potential complications or side effects

5. Any consequences or risks of 7oz undergoing the
proposed treatment

6. Any alternative procedures that might be employed

7. The prognosis for the treatment

When obtaining informed consent, the dentist
should use lay terms as much as possible. In addition, the
patient must have the opportunity to ask, and have
answered to his or her satisfaction, any questions regard-
ing the intended treatment. It may be helpful to draw
sketches or use casts and radiographs to assist in the
explanation and to add these to the patient record.
Patients will also want to gain some idea about the cost
for treatment.

Treatment Plan Documentation

In addition to examination findings and problem lists,
the dentist must also document the proposed treatment
plan and any alternatives presented to the patient.
Besides the obvious risk management benefits, a clear
treatment plan is a useful practice management tool.
With a clearly written plan, the dentist, staff, and patient
are all aware of what procedures will be performed, the
sequence of care, and the fees to be charged.

Depending on the nature of the case, treatment plans
can be simple or extremely complex documents. For
patients requiring only one or two procedures, a short
entry in the record, often in the progress notes, can
provide sufficient information. When more documenta-
tion is necessary, various forms are commercially available
for the dentist to use in listing procedures and fees. Many
office computer systems include software functions for
entering treatment plans that integrate into the appoint-
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ing and billing systems. Some clinicians have used word

processing and spreadsheet software on personal comput-

ers to create their own professional-appearing documents.

Regardless of how the plan is documented, the following

issues should be addressed:

e Good treatment plans have procedures sequenced in
the order they will be provided.

e Although the listing of fees is optional from a legal
standpoint, they are often included to provide the
patient with a fee estimate.

e It is a good idea to write treatment objectives on the
plan, especially for disease control and limited
treatment patients.

e Consider adding diagnoses and problem lists to the
treatment plan and use the document for informed
consent.

e A disease-control-only treatment plan should clearly
state the need for reevaluation and further definitive
care.

CONCLUSION

The well-constructed treatment plan provides a founda-
tion for the long-term relationship between dentist and
patient. A functional treatment plan is dynamic, not
static, evolving in response to changes in the patient’s oral
or general health. A sound and flexible treatment plan
facilitates communication and strengthens the doctor-
patient relationship. Its contribution to good patient care
and effective practice building makes it well worth the
time and thought required to develop it.

REVIEW QUESTIONS

How are treatment objectives developed with and for a
patient?

What role does “visioning” play in establishing the
nature and scope of the treatment plan?

What are the five treatment plan phases? What is the
purpose of each?

Identify “do’s” and “don’ts” when presenting treatment
plan options to a patient.

What is the importance of sequencing in dental
treatment planning? Create a list of sequencing
guidelines.

What constitutes informed consent, and how is it
achieved?
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he successful practice of dentistry involves more

than the skills required to perform technically excel-
lent dental treatment. It also requires skills that go be-
yond those necessary to plan and sequence treatment
as described in other chapters of this book. A hallmark
of a profession is that its members are accorded the
privilege of self-governance, primarily because the
profession is expected to put the needs of those it
serves above the needs of its members. This chapter
explores that concept in the light of the laws and other
considerations that influence the modern dental practice.
Core issues covered are the ethical and legal importance
of the treatment plan, the extent of documentation
required for the plan and for the treatment rendered, and
what constitutes the informed consent required to carry
out that plan.

Dental Team Focus
Ethical and Legal Issues and the Oral

Health Team
The actions and decisions of the oral health team must be
guided by ethical and legal principles. This requires that
every member of the team take responsibility for his or
her own actions, maintaining confidentiality, doing no
harm, and treating each patient fairly.

The administrative assistant begins this chain of basic
principles by maintaining confidentiality as the medical-
dental health history is obtained and updated at each
appointment and by obtaining informed consent from the
patient before treatment begins. The clinical staff must
follow the standard of care for every patient by
performing clinical functions that are legal in the state or
country they are practicing in and by maintaining a high
level of knowledge. These responsibilities require constant
attention to updating skills and maintaining the necessary

credentials for certification or licensure.
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To be truly skilled in the art and science of dentistry,
a dentist must be able to assess the patient’s needs, help
the patient understand and recognize the need for appro-
priate treatment, and then perform clinically acceptable
dentistry. In addition, the dentist must be able to master
the record keeping, legal, and communication skills
required by the modern dental office. It is important to
recognize at the outset that although the law forms the
foundation upon which this aspect of dental practice lies,
mastery of the law only is insufficient. Successful profes-
sionals exceed the requirements imposed by the law, and
furthermore, they appreciate and favorably resolve con-
flicts that can arise between mere laws or rules and the
ethical or moral underpinnings of those laws.

HIPPOCRATIC OATH

The selflessness that grounds the healing professions
springs from the Hippocratic oath, first articulated more
than 2000 years ago by the physicians of Greece. In that
famous oath, the issues of ability and judgment, confi-
dentiality, ethical limits on the boundary of medical prac-
tice, and acting only for the benefit of the patient are
espoused. Physicians and some dentists continue to swear
to that or similar oaths upon their graduation and entry
into the healing professions (Box 4-1).

The “golden rule” also supplies an ethical guidepost—
treating others as one would wish to be treated. The
useful extension of this guiding principle is putting one’s
self into the patient’s shoes when making a treatment
choice. If age, gender, or other issues make that transfer-
ence awkward for patient or practitioner, then the dentist
can put the decision in the perspective of what level of
care would be provided if the patient were his or her own
grandparent, parent, sibling, or child, all the while
remembering to put the needs of the patient uppermost
in the decision-making process. The clinician should
avoid preconceived ideas as to what a particular class of
individuals, such as the elderly, desire, need, or are due.

ETHICAL CODES

In the modern practice of dentistry, these historical guides
to good practice have been distilled into the “Principles
of Ethics and Code of Professional Responsibility” prom-
ulgated by the American Dental Association (ADA). In
addressing the very concerns first voiced in ancient times,
the Code articulates acceptable professional behavior in
upholding patient autonomy, minimizing harm through
nonmaleficence, maximizing patient welfare through
beneficence, promoting the fair and equal treatment of
patients or justice, and maintaining honesty through the

BOX 4-1 Examples of Oaths Taken by Health

Care Professionals

A Generalized Medical Oath (Taken by Some Dental
Graduates)

I solemnly pledge myself before God and in the presence
of this assembly, to pass my life in purity and to practice
my profession faithfully. I will abstain from whatever is
deleterious and mischievous, and will not take or
knowingly administer any harmful drug. I will do all in
my power to maintain and elevate the standard of my
profession, and will hold in confidence all personal
matters committed to my keeping and all family affairs
coming to my knowledge in the practice of my calling.
With loyalty will I endeavor to aid the physician in his
work and devote myself to the welfare of those committed
to my care.

Another Oath Taken by Some Dental Graduates

I, as a member of the dental profession, shall keep this
pledge and these stipulations. I understand and accept
that my primary responsibility is to my patients, and 1
shall dedicate myself to render, to the best of my ability,
the highest standard of oral health care and to maintain a
relationship of respect and confidence. Therefore, let all
come to me safe in the knowledge that their total health
and well-being are my first considerations. I shall accept
the responsibility that, as a professional, my competence
rests on continuing the attainment of knowledge and skill
in the arts and sciences of dentistry. I acknowledge my
obligation to support and sustain the honor and integrity
of the profession and to conduct myself in all endeavors
such that I merit the respect of patients, colleagues, and
my community. I further commit myself to the
betterment of my community for the benefit of all society.
I shall faithfully observe the Principles of Echics and Code
of Professional Conduct set forth by the profession. All
this I pledge with pride in my commitment to the
profession and the public it serves.

principle of veracity. Although the Code states that vio-
lations of its provisions may result in disciplinary action,
its practical effect is generally limited to standing or
membership in the organization itself. Whereas in the
not-so-distant past, expulsion from a professional organ-
ization, such as the ADA, might have had an effect as dev-
astating as license revocation, the same cannot be said for
today’s practice arena. Fortunately, in many cases the law
has become a substitute for what may otherwise have been
lost. Each of the five ethical areas covered by the Code is
addressed by the legal system. As will be shown, law,
ethics, and morals require a dentist to do what the patient
desires, subject to the limitations imposed by law, morals,
and ethics. This chapter focuses on the interplay between
these often competing themes.
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DIAGNOSIS AND
TREATMENT PLANNING

The dentist should operate from a patient-centered
biologic database that is as complete and well
documented as the office’s financial database. Patient
records that contain diagnoses and tests, a well thought
out and clearly recorded treatment plan, written
informed consent forms signed by the patient, and
coherent progress notes can be seen as excellent evidence
of professional competency. Clinicians may also experi-
ence ethical dilemmas as seen in the accompanying
In Clinical Practice box. Preparedness can help the
dentist avoid having a suit filed, effectively defend
against any suit brought, and minimize compensatory
damages in those rare instances when the patient-
plaintiff prevails.

LEGAL GUIDELINES

Types of Law

The U.S. legal system can be divided into two major divi-
sions—civil law and criminal law. Because our legal
system is adversarial in both divisions, attorneys repre-
sent clients, acting as advocates who enter facts into
evidence and argue the law on behalf of their clients.
Commonly, a jury of citizens is impaneled to be the trier
of fact, that is, to rule on which party has proved its case.
Judges rule on all matters concerning the applicable law
and also on the facts in cases not heard by a jury. Civil
law governs the private legal relationships between two
or more parties, such as in cases of negligent actions or

What's the Evidence?

The Most Common Types of Disciplinary
Actions Initiated by State Dental Boards in the
United States

In 2002, 1928 disciplinary actions against dentists were
reported by U.S. state boards.' The most frequent action,
occurring in 25% of cases, was to assess a monetary
penalty or restitution (compensating for loss or damage).
Approximately 17% of the cases resulted in probation,
whereas 16% resulted in reprimand or censure. Remedial
education and suspension each accounted for 10% of the
disciplinary actions taken. About 4% of the cases resulted
in voluntary resignation or retirement, and another 4%
resulted in the dentist receiving treatment for substance
abuse. The remaining disciplinary actions included:
license revocation, practice restriction, controlled license
sanctions, and medical or psychological evaluation or
treatment.
1. COMPOSITE, ed 15, Chicago, 2004, Publication of
the American Association of Dental Examiners.

tort law, in other words, malpractice. Criminal law oper-
ates when a person commits a wrongful act against
society or the public, such as driving while under the
influence of alcohol. A nonsanctioned act directed toward
an individual, such as an assault or battery, may also be
a crime. A dental practice may interact with criminal or
civil law or even, in unusual cases, both—a dentist could
be charged criminally for battery and could be held liable
for damages in the same incident. Administrative law, a
smaller third division of law, governs the state and federal
regulatory areas, such as professional licensing and rules
for U.S. Medicare and Medicaid programs.

In Clinical Practice

An Ethical Dilemma

Upon graduation from dental school more than 20 years ago,
some classmates kept in close touch as our practices were
beginning. One classmate called during the first winter to
discuss a new patient. When the patient had presented for his
first examination, my friend noticed a lesion on the upper lip
that he suspected might be cancerous. He called the lesion to
the attention of the patient and suggested a biopsy. The
patient declined; he only wanted his teeth restored. When the
patient returned 2 weeks later, the lesion had increased in size
and my friend’s clinical diagnosis was melanoma—a fright-
ening prospect. He again pointed out the extreme urgency of
seeking prompt and thorough intervention. He even consid-
ered removing the lesion without the patient’s consent while
the area was anesthetized for a neatby restoration. What a
dilemma. He felt strongly that he should intervene, but the

patient was adamant in refusing the recommended treatment,

—

even though it might be lifesaving. After the second
visit, my friend concluded that he could no longer
ethically treat this individual. One could argue that refusing
to provide further care could only make matters worse
because by the time the patient had found a new dentist, the
melanoma might be too advanced for effective treatment
should the patient change his mind. The outcome?
Unknown. The patient never returned for that third visit. He
was, as is so often noted in our professional journals, “lost to
follow-up.”

When you have completed your study of this chapter, ask
yourself what this dentist might have done to better com-
municate the urgent nature of the diagnosis to gain the
patient’s acceptance of the recommended treatment. What
will you do if faced with a similar circumstance? Although
no answer is correct per se, this example does not seem to offer

many easy choices.
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DOCTOR-PATIENT RELATIONSHIP AND
PROFESSIONAL LIABILITY

Malpractice claims for damages are civil suits based in
tort law. To be successful, claims must satisfy four ele-
ments. First, the defendant must owe a duty to the plain-
tiff and second, the defendant must breach that duty.
Third, the breach of the owed duty must result in damage
to the plaintiff, and finally, the breach of duty must be
shown to be the proximate cause of the damages. Mal-
practice claims usually allege negligence or fault by the
dentist as the breach. The negligent act may arise from
either the commission of or the omission of an act during
treatment. The plaintiff must provide a preponderance of
credible evidence that the alleged wrong occurred,
thereby meeting the burden of proof. Each of the four ele-
ments must be addressed through evidence; failure to
address and to prove each element can result in the case
being dismissed in the defendant’s favor.

Duty

The dentist owes his or her patient that degree of skill,
care, and judgment possessed by a “reasonable” dentist.

This is the benchmark against which an alleged negli-
gent act is judged—in other words, the standard of
care that must be established by expert testimony. Courts
have cited the greatly increased opportunities for
communication and education in the dental field as the
foundation for a national or prevailing standard of care.
In many jurisdictions, a plaintiff cannot use the testi-
mony of a specialist to establish the standard of care for a
general dentist. On the other hand, specialists have long
been held to a national standard of care. In addition,
general dentists who hold themselves out as specialists
(and in some jurisdictions, even those who do not) are
held to the national standard when performing treatment
that clearly falls into the realm of the specialist. In
essence, the courts require all dentists to properly diag-
nose disease.

The duty to treat arises from the doctor-patient rela-
tionship. This relationship may be either an expressed or
a tacit agreement. The patient may unilaterally sever it
or it may be terminated by mutual consent. The doctor-
patient relationship may not be severed arbitrarily by the
unilateral action of the dentist, however, without follow-
ing certain guidelines. An improper termination of the
dentist-patient relationship may constitute negligent
abandonment of the patient with subsequent liability for
damages. In most instances, a patient enters the dental
office expecting treatment and does not distinguish
between the examination, the treatment plan, and the

actual treatment. If the treatment plan is not agreed to
for any reason, both the dentist and the patient must
clearly understand the next steps to be taken. It is impor-
tant to realize that even if the relationship is properly
severed, the dentist may still owe a duty to arrange for
the opportunity of continuing treatment, including pro-
viding referrals and a referral source, and making copies
of records available.

Breach of Duty

The breach of the duty owed is a negligent
action defined as failing to do something that the ordi-
nary, prudent person would do or conversely doing some-
thing that the reasonable and prudent individual would
not do in the same or similar circumstances. A mere bad
result or an unforeseen result does not constitute negli-
gence per se. Negligence is established by one of two
general methods. The first and perhaps the easiest is
through a doctrine known as res ipsa loquitur in which
the deviation from the standard of care is so obvious that
expert testimony does not need to be offered to prove the
departure. For example, a patient who sustained injury
because of a radiographic unit toppling over or because a
dental instrument was dropped in the patient’s eye need
only show that the injury occurred. It is commonly
understood that such injuries are not the normal expected
results of a dental visit. The extraction of the wrong tooth
would also fall into this category of claims, although the
services of a dental expert may be required to comment
upon the extent of the injury suffered. It is important to
note that in this type of case the burden of proof shifts
to the defendant dentist to show by a preponderance of
the evidence that negligence did not occur. The accom-
panying In Clinical Practice box discusses one such
example.

The great majority of cases, however, require a demon-
stration of the standard of care from which the defendant
is alleged to have deviated negligently. The degree of
skill, care, or judgment required of the defendant dentist
is that of the reasonable and prudent practitioner.
As pointed out above, another qualified dentist must
testify as to exactly what that means in each case. The
standard of care testified to by the expert should not be
“what in my opinion I would have done,” but rather
whether or not the treatment (or lack thereof) at issue is
one that the reasonable (average) dentist might have pro-
vided under the circumstances. Because errors at the
outset have the potential to deprive a patient of the future
opportunity for proper treatment, courts have often held
that the highest standard of care applies in the area of
diagnosis.
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In Clinical Practice

Breach of Duty

Some years ago the author was asked to review, before trial,
a case of alleged dental negligence from a neighboring state.
A woman in her early 20s faced the imminent loss of several
molar teeth because of severe periodontal bone loss. Upon
her request, her dentist had furnished his complete dental
record documenting the treatment that she had received
from age 10 through the prior year. The record consisted of
a single page form combining an odontogram and progress
notes. Numerous bite-wing and periapical radiographs were
included in the chart folder. According to the notes, she had
been seen every 6 to 8 months throughout the period in
question. The notes mentioned that approximately 7 teeth
had been restored with Class IT amalgams during this time.
Additionally, she had received “prophy, BWX, P.A. x 2”7 at
nearly every visit. The record included no charting of or
mention of periodontal probing or any other diagnostic
testing, nor was there a treatment plan or any updated
health history beyond the one completed by her mother at
her first visit.

The bite-wing radiographs revealed no calculus, but when
viewed sequentially, showed a clear progression over time of
generalized periodontal destruction. Bone loss was greatest
in the areas between the teeth that had been restored, appat-
ently because nearly every interproximal box restored by this
dentist had resulted in overfills with large overhangs. Corre-
sponding maxillary and mandibular periapical views of the
incisor teeth were included for each of the bite-wing sets.
When questioned at deposition, the dentist maintained that
his abbreviation “P.A.” actually stood for “periodontal assess-
ment” rather than “periapical.” Of course, this case settled
before trial. This patient may have had a systemic condition
that accelerated her response to the local irritants, or she may
have been the victim of an aggressive form of juvenile peri-
odontitis. Nevertheless, this dentist’s failure to recognize the
progress of the disease, or if he had recognized it, to inform
her of her deteriorating oral condition, cost her several teeth
and his insurer tens of thousands of dollars. This case illus-
trates the need to assess and record the findings from current
diagnostic aids in the light of previous tests and aids and to
regularly update the patient’s health history. I suspect that
this dentist viewed each session’s radiographs in a vacuum as
it were, never comparing them with any others beyond the
most recent and thereby missing the insidious, but relent-
less, progress of her disease.

Damages

Next, negligence must be shown to have resulted in
damage to the patient plaintiff. This undesired result
must be shown to have been foreseeable in the course of
events. Although the exact type or extent of damage need

not be foreseen, at a minimum, the facts must show that
injury could be anticipated under the circumstances.
Interestingly, the defendant dentist is said to “take the
plaintiff as he finds him”; therefore different plaintiffs
will suffer different degrees of damage from the same
negligent act. For example, depending on the tooth in
question or the number of remaining teeth, the extrac-
tion of a single wrong tooth could have vastly different
consequences. Similarly the esthetic consequences and
method of repair of that mistaken extraction will vary
from patient to patient.

The final consideration for damages is that they must
be quantifiable, not merely speculative. Commonly, a
monetary amount is established that the court may
award to a successful plaintiff as compensatory damages,
designed to make the plaintiff whole or to restore him
to the condition he was in before the negligent act.
Compensatory damages include amounts for actual
damages, such as past and future medical (or dental)
expenses, loss of earnings, loss of consortium (e.g., love
and affection), and other damages proved at trial, and
noneconomic damages, such as pain and suffering. In
certain jurisdictions, an additional damage award, known
as punitive damages, may be assessed to punish the
wrongdoer or to hold him or her up as an example to
others to deter future occurrences. A showing of wanton
and willful misconduct by the defendant is required to
justify a punitive award. Some jurisdictions limit the
total amount recoverable in a malpractice action or may
place other limitations on various components of the
damage award.

Many years ago, the case law in some jurisdictions pre-
vented recovery by patients who had received treatment
without charge—a charity exemption. Similar exemp-
tions also once protected nonprofit and government-
operated health care organizations from liability. This is
no longer the law in most (if not all) U.S. jurisdictions.
In today’s litigious society, even the dentist who provides
treatment at no cost—whether for charity or even as a
gift to friends or family—remains at risk should negli-
gence be proved. Regardless of the funding source, the
dentist owes every patient the same level of skill, care,
and judgment.

Proximate Cause

Establishing proximate cause is a factual matter. The
evidence must demonstrate that the damages complained
of flow directly from the negligent action of the defen-
dant to the plaintiff without any other intervening cause
and that, but for that negligent act, the damages would
not have occurred. Some cases will fail the proximate
cause test because even though the defendant dentist
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deviated below the standard of care, the patient did not
suffer any injury. Similarly, even if the plaintiff suffers an
injury, the results may not be any different from those
that would have been likely to occur in the absence of
negligence. For example, the negligent extraction of a
hopelessly periodontally involved tooth may not result in
actual damages. One line of cases has held that failure to
refer a patient to a specialist after a negligent injury has
occurred, or referring that injured patient to a specialist
shown to be incompetent, may constitute proximate
cause. In a similar vein, failure to secure informed consent
may be shown to be the proximate cause of damages suf-
fered by a patient.

Some jurisdictions substitute a risk-benefit analysis to
determine which party should bear the costs of a negli-
gent action. Such an analysis may include an assessment
of public policy or may apportion the fault among various
entities based on which can best compensate the injured
party and modify operating procedure to prevent future
occurrences.

Other Factors

In certain situations, even if the plaintiff can meet the
four requirements previously described, other factors may
preclude the case from being judged. One of these is
known as the statute of limitations—the case is just
too old and would therefore be complicated by such
factors as the possible loss of evidence and witnesses. The
judicial system has a valid interest in limiting the time
in which a case may be brought to the bar. Many juris-
dictions place a 1-, 2-, or 3-year limit on the opportu-
nity to bring suit, dating from when the plaintiff first
knew or should have known that a negligent action had
occurred. A similar bar to the courtroom is the statute of
repose that operates to deny relief after a certain defined
amount of time has passed, no matter whether the poten-
tial plaintiff has gained knowledge of the negligent act
or not.

Conversely, in some situations, the amount of time
available to the plaintiff may be increased. The act of
fraud, such as concealing a negligent act from a patient,
can in some jurisdictions overrule both the statutes of lim-
itation and of repose. The age of the potential plaintiff at
the time the negligent act occurs can also extend the
amount of time available. For a minor, the counting of
time under either statute may not begin until that minor
reaches the age of majority. For example, a patient who is
6 years old may have until he or she is 19 (or older) to
commence a suit for malpractice. In all states, the minor’s
guardian can commence a more timely suit if desired, and

in some states, the guardian may be required to sue expe-
ditiously or forfeit that right for his or her ward.

An additional consideration, which has been touched
upon previously, is the concept of the “reasonable”
person. The law uses this standard to judge the actions
of individuals considering the facts of the case. The
standard of care is established based on a reasonable
dentist. The actions (or failure to act) of a patient are also
subject to this test. The law does not expect perfect
action, merely the action that a prudent person possess-
ing the degree of knowledge, foresight, and discretion
attributed to the average individual would be expected
to perform.

ACCEPTING PATIENTS INTO
THE PRACTICE

Who Must Be Accepted?

Is a dentist obligated to accept all comers as patients?
The answer is a qualified 70 based on legal, ethical, moral,
and personal considerations. Additionally, a patient can
be accepted into the practice on a limited basis. Although
the dentist has no legal obligation to accept a patient into
the practice, caution must be exercised in this area. The
refusal to appoint, examine, or treat a patient cannot
be based on a legally impermissible foundation. For
example, in the United States, it is illegal for a dentist
to refuse to treat a patient if the refusal can be shown to
be based on the race, creed, or gender of the patient
because such status is constitutionally protected. Laws
such as the Americans with Disabilities Act (ADA) have
broadened the list of persons with legally protected status
to include, among others, persons with AIDS and those
who are HIV positive.

Who Must Be Treated?

The dentist has ethical and moral obligations to relieve
pain when possible. Therefore, a patient must be thor-
oughly examined to diagnose the cause of the pain; assess
the dentist’s ability to render the requisite level of treat-
ment, or at the very least, formulate a minimal treatment
plan; and discuss the proposed treatment relative to the
overall oral health prognosis. Through the proper use of
informed consent, it is possible to limit the care of the
patient to the examination only, to only the urgent care
necessary, or to a limited-scope treatment plan. Further-
more, at any stage in the treatment of a patient, should
personal issues interfere with the ability to care ade-
quately for the patient, treatment may be terminated.
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In such cases, the dentist must carefully record the cir-
cumstances in the chart. The entry should be factual and
nonjudgmental, noting the problem (e.g., failed appoint-
ments, the patient’s repeated noncompliance with
instructions, or failure to honor financial commitments)
and any attempts to rectify it. Finally, in those cases in
which ongoing treatment is interrupted or suspended, a
letter should be mailed to the patient outlining the facts
and the options for continuity of care. The patient’s oral
status must be such that any reasonable delay in access-
ing continued care would not cause any harm.

When Does Treatment Begin?

Does the examination of a patient imply a duty to treat
the disease uncovered or merely a duty to inform the
patient of its presence? At what point is treatment con-
sidered to begin? Although not always subject to a
precise definition, treatment certainly has begun when
the dentist moves beyond the examination stage and
renders treatment. Although in certain cases as previously
alluded to, a dentist may limit the doctor-patient
relationship to consultative services only (such as an
examination and second opinion, or referral to a specialist
for a particular phase of treatment), any other limited
care arrangement should be expressly discussed, agreed
to, and documented in the record before its performance.
One situation in which misunderstanding can arise
occurs when the dentist refers a patient for periodontal
surgery. Who then has responsibility for the immediate
and long-term follow-up care? Another example is
when the general dentist has made the diagnosis of an
acute problem (e.g., dental abscess) and referred the
patient to an endodontist for treatment. In the absence
of a comprehensive evaluation and treatment plan by the
generalist, who is responsible for the patient if an addi-
tional problem (e.g., oral cancer) arises? Similar difficul-
ties may arise in cases in which treatment must be
interrupted: how, when, and at whose direction is treat-
ment to be restarted? As noted above, proper documen-
tation in the record is essential in any and all of these
situations.

Referring Patients

When referring a patient to another dentist (whether spe-
cialist or general dentist) or to a physician for necessary
care, it is particularly important that the referral and the
reasons for it are noted in the patient record. In cases for
which the retention of teeth or potentially life-threaten-
ing systemic disease (unchecked diabetes or hypertension,

for example) is the focus of the referral, the referral should
be made by letter to the agreed-upon entity (Figure 4-1).
A copy of the letter should be retained in the record
and follow-up phone calls to both the entity and the
patient are advisable. Some U.S. clinicians are concerned
about the implications of the Health Insurance
Portability and Accountability Act (HIPAA) for
exchanging patient information with other professionals.
HIPAA was not designed to thwart the delivery of
appropriate clinical care. The Act makes important
exceptions for the exchange of protected health informa-
tion; the most important of these are referred to as “TPO”
or treatment, payment, and operations exceptions. A
practice (covered entity) may exchange data that further
the treatment of a patient; referral and consultation
clearly fall within this exception. It is prudent to advise
the patient before making the referral. Should the patient
object, the referral should not be made to that particular
specialist and other options should be explored with the
patient.

The dentist must also consider issues surrounding
appropriate referral to specialists. Cases in some jurisdic-
tions have attributed negligence to a dentist for failure
to refer a patient if expert testimony can demonstrate that
a specialist would have likely had a better result, or even
that the patient would have had a better chance at a pos-
itive result. Negligence may also be found in cases in
which referral to another practitioner was appropriate,
but the referring dentist knew or should have known that
the dentist referred to was incapable of successfully treat-
ing the patient.

Confidentiality

Patients enjoy a reasonable expectation that the disclo-
sures made to health care professionals will not be made
public. U.S. federal law upholds the right to nondisclo-
sure of certain aspects of health care, such as mental
health records. HIPAA further specifies these rights.
State laws may also place a higher burden of privacy on
health care providers and on the records they maintain.
Employees of the dental practice are also required to
honor the confidential nature of both the dental record
and other health care information revealed concerning
patients. This information may include utterances by the
patient that are not recorded in the chart or information
gathered through the normal course of business in the
office. Under the legal theory of respondeat superior, the
dentist as employer and master under the law can be
found liable for damage to a patient resulting from
breach of confidence. Office policy, ideally expressed in
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August 30, 2006

Dr. John Doe
Oral and Maxillofacial Surgeon
3344 A Avenue

Anytown, USA

RE: James Roe

Dear Doctor Doe:

bluish in color, its size never exceeding 4 mm.

in your consultation letter to me.

Sincerely yours,

Robert E. Barsley, D.D.S.

Please accept this referral of my dental patient, James Roe, to your practice. Mr. Roe has been a patient in my practice for some
10 years having been seen on regular recall for minor restorative treatment as well as for prophylaxis. Recently, he has complained of a
recurring swelling in his lower lip, sometimes lasting for several hours and at other times for mere minutes. The swelling is painless and

My clinical diagnosis is that the swelling is a mucocele. | have explained to Mr. Roe the cause and prognosis associated with a
mucocele as well as listing the differential diagnoses that | excluded in reaching that conclusion. In an abundance of caution, Mr. Roe
has requested that it be surgically removed and sent to pathology for biopsy/histopathology.

Please discuss the biopsy procedure with Mr. Roe. Should he elect to continue with the surgery, please send me a copy of your
operative note as well as a copy of the oral pathologist’s report. In the event he elects not to have the surgery, please indicate that fact

Thanking you in advance for your prompt attention to this matter, | remain

Figure 4-1

an office manual, should address this issue. Not only
should knowledge of private health care information
not be shared among staff who have no need to know
the information, but other private nonhealth related
information, such as financial data, should also be given
the same protections.

Certain health-related disclosures are mandated by
various states to be made to particular agencies. Most
states require notification of specific sexually transmitted
diseases to the health department. HIV/AIDS is a notable
exception because some states require disclosure and
others specifically forbid disclosure. In every state, the
disclosure of suspected physical abuse and neglect (both
child and elder) is required of any licensed health profes-
sional privy to information from which neglect or abuse
could be reasonably inferred. In some instances, difficult
questions arise, such as whether information should be
(or can be) shared with the parents, guardians, or other
family members. In many states, guidelines are permis-

Referral letter.

sive, rather than directive, and the dentist must deter-
mine whether disclosure is appropriate given the partic-
ular circumstances of the case.

DENTAL RECORD

Who Owns It?

Although the dental record is owned by and made for the
benefit of the dentist, the patient also enjoys certain priv-
ileges relative to these documents. The patient (or a legal
representative) may request copies of their own records
and these must be provided at a nominal (or no) fee.
Because financial records, accounting, and reconciliation
or forgiveness of debts serve different purposes, unrelated
to health care per se, such records should be maintained
apart from the clinical dental record. Similarly the
dentist has a legal right to maintain an “incident
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report” or separate file for litigious or potentially
litigious patients. Such a report or file can contain per-
sonal reflections or judgments that would not be
appropriate to include in the patient record. This infor-
mation, however, may be invaluable to the dentist’s
insurance carrier and/or attorney. As long as such a report
is not attached to the patient record or referenced in it,
it is “nondiscoverable” and is subject to dentist-client-
attorney privilege.

What Is Included?

The dental record includes documentation of the
general health and dental history questionnaires
and notes, all database information and radiographs,
diagnoses, treatment plans discussed, the course of
treatment, progress of treatment notes, consent forms,
patient complaints and their resolutions, information
about patient noncompliance and missed appointments,
and records of follow-up and periodic visits. Copies of
written postoperative instructions should also be
included either by reference or by the insertion of the
document(s).

Patient noncompliance with provider requests or
treatment requirements should be documented. Should a
patient continue to demonstrate failure to follow the
dentist’s recommendation, at some point the provider
must decide whether he or she can continue to treat the
patient. A copy of any letter of dismissal must be kept in
the record and the letter should enumerate the reasons for
dismissal and describe any arrangements for continuing
care that were provided (Box 4-2; Figure 4-2). Items such
as the appointment book and telephone log are also con-
sidered to be valid and legal documents and should be
preserved. Notes summarizing telephone conversations
with the patient and any consultations with referring or
referral dentists should also be appended to the patient
record.

One other area of record keeping deserves special
mention—the prescribing and dispensing of medica-
tions. Specific federal requirements for documentation
must be followed when controlled drugs are prescribed
for patients of record. State laws may also affect these re-
quirements. Finally, agreements with health or dental
insurance companies and/or with Medicare/Medicaid
agencies often impose additional record keeping require-
ments on the dental office in terms of documenting treat-
ment claimed for reimbursement.

The progress (or treatment) note is generally consid-
ered to be among the most valuable of the many parts of
the record. The SOAP (subjective findings, objective
findings, assessment, and plan for treatment) note format

BOX 4-2 The Four Paragraph Dismissal Letter

First paragraph: Establish the facts—indicate the
diagnosis and the agreed upon treatment, stressing the
role the patient was to play. State that the patient’s
cooperation (active participation) was a vital part of
success.

Second paragraph: Document the patient’s failure to
uphold his or her end of the bargain. State that this
noncompliance has both affected the prognosis for care
and created a situation in which the dentist can no longer
continue treatment.

Third paragraph: Sever the relationship. Suggest
realistic alternatives for care. Point out the need for action
on the patient’s part, such as scheduling an appointment.

Fourth paragraph: Discuss the availability of records
and record forwarding (duplicates only). You may wish to

offer emergency care on an interim basis. Close politely.

described in Chapter 6 represents the preferred method
of writing progress notes for the acute care patient. Doc-
umenting treatment for the patient undergoing active
care is described in Chapter 1. Progress notes for the peri-
odic visit are described in Chapter 9.

How Should the Information
Be Recorded?

In the written record, all entries must be legible and
should be in ink (in the past black was preferred; today
many prefer blue ink because it allows copies to be readily
distinguished from the original), and should follow in
chronologic order. Explanations for any out-of-sequence
entries should be included. Any incorrect entries should
be struck through with a single line so that they remain
decipherable and should be initialed by the person
making the change. The correct entry, including the
reason for the change, should be made in the next avail-
able space. These notes do not need to be handwritten by
the dentist; however, if written by office personnel, the
note should be initialed by the writer, and the office
should have some method of later identifying the initials
should the need arise. If notes are dictated and tran-
scribed, the date of dictation and of transcription should
be made a part of the record, and the dentist should have
the opportunity to review, correct, and sign the chart
copy. Electronic records are increasingly widely used in
health care. Although there is no relevant dental case law
as yet, it is clear from business and criminal cases that
forgeries and alterations to electronic documents remain
detectable.
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John Doe
123 A Street

Hometown, USA

July 7, 2005

Dear Mr. Doe:

longer be responsible for your treatment.

Wishing you success in your future oral health, | remain

Sincerely yours,

Robert E. Barsley, D.D.S.

Upon reviewing your case with Nancy Smith, our office hygienist, after your last appointment failure on June 30, 20086, it became
obvious to us that our philosophy of dental care and yours differ significantly. As you and | discussed in our first few visits together, the
success of the treatment plan | outlined to you and that you accepted was dependent upon keeping your teeth and their supporting
structures clean and healthy. Due to the aggressive nature of the periodontitis in several areas of your mouth, there was an
understanding that you would follow a schedule of frequent recall and cleaning appointments.

You have repeatedly failed to keep scheduled appointments and, when contacted after the failures, you have avoided our efforts

to reschedule these missed appointments. Your noncompliance with the agreed upon treatment has created a situation in which | can no

Therefore, as of today, July 7, 2006, | am severing our professional relationship. | am confident that you can find a dental office in
which you can place your confidence and through which you can receive treatment. The local dental association, which can be reached
at (555) 555-5555, can supply you with a list of local dental offices that you can contact.

Please have your new dentist contact our office to facilitate the transfer of your duplicated records should they be needed.

Figure 4-2 Dismissal letter.

How Long Should Dental Records Be Kept?

What Is the Value of the Dental Record?

Retaining records as long as practical is advisable,
perhaps using off-site storage and/or imaging for
later retrieval. Many jurisdictions specify a minimum
number of years for which records must be retained.
Additional requirements concerning record retention
may be imposed by contracts with payer entities or by
employment or affiliation contracts. For example, Med-
icaid regulations require that records be kept a minimum
of 3 years from the date the claim is filed for reimburse-
ment. In a practical sense, because federal income tax
issues can arise up to 6 years after taxes are paid, many
experts advise keeping records a minimum of 7 years.
Finally, as noted earlier, because many jurisdictions toll
(suspend) the statute of limitations during a child’s
minority, a case of alleged negligence involving a very
young patient may arise as much as 16 to 18 years after
treatment.

One can readily appreciate that this confidential dental
record is potentially valuable in several ways and must be
safeguarded. Dentists can be liable for damages in the
event that a patient’s record is left in a public place or its
contents are made visible to other patients or noncare
providers. As noted earlier, unauthorized disclosure, even
by a member of the staff, would constitute a negligent
breach of a duty owed the patient.

The successful defense of a malpractice claim often
hinges on the clinician’s ability to produce all of the orig-
inal radiographs or other test results for the case in ques-
tion. The original copies of these irreplaceable items
should never be separated from the patient chart. Juries
tend to rule against dentists who cannot produce records,
whose record keeping is sloppy or lax, or who have been
shown to have altered the patient record. For an illustra-
tion of these issues, see the In Clinical Practice box.
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In Clinical Practice

The Importance of Good Records

Louisiana law requires that before most cases alleging negli-
gence against a health care provider can proceed to trial, the
allegations must be submitted to a panel of three practition-
ers for review. Several years ago, the author was asked to be
the third member of such a panel by two other dentists—one
chosen by the plaintiff and one by the defendant. A nonvot-
ing attorney serves as chairperson and coordinates the proce-
dure. The defendant dentist had removed a lower third molar,
and the patient now complained of temporomandibular joint
(TMJ) dysfunction secondary to the extraction. The extrac-
tion had been done on an emergency basis on a Saturday
morning. The fact that the patient had called the dentist at
his home and that he had made a special trip to meet her at
his office was undisputed. Unfortunately the dentist’s record
was incomplete, to say the least, and doubt entered into every
other aspect of the treatment. The record contained no SOAP
note, only the notation that the patient had a toothache (in
her handwriting and only on the dental/medical question-
naire—patient registration sheet) and no dental charting. An
abbreviated progress note referred to the tooth number, the
charge, and the amount and brand of local anesthetic injected
along with the abbreviation “EXT.” The only diagnostic
material, a single preoperative radiograph, was unreadable
because of silver deposition resulting from incomplete fixa-
tion. A postextraction radiograph was available, but it was
unclear whether it had been taken during or at the conclu-
sion of the extraction, or at a follow-up visit. Reference to a
follow-up visit and to a telephone prescription completed the
record. No telephone log or notation in the appointment
book had been made for any of the visits.

The patient alleged that the tooth was only chipped and
that she merely wanted it filed smooth. She also alleged that
this molar had been her sole remaining occluding posterior
tooth on that side of the mandible, and that its extraction had
led to loss of vertical dimension and TM]J dysfunction. She
maintained that the extraction had taken an extraordinary

amount of time; that the tooth had fractured during the pro-

O —

cedure; and that the dentist had failed to remove all
tooth fragments from her jaw, resulting in an infection.
The dentist had a differing recollection: the fracture had
extended into the pulp; the patient had been in extreme
pain; he had performed several tests, including percussion,
which demonstrated that the tooth was not salvageable
without root canal therapy and that it was not the sole
remaining occluding tooth. Finally, he maintained that
because of the difficult extraction, he had telephoned the
patient that evening and that he had willingly seen her for
several follow-up appointments until she missed two sched-
uled ones. His lax record failed to substantiate this version of
events.

Because the sole preoperative radiograph was unreadable,
the three-dentist panel concluded that a material question
of fact existed, therefore the case went to trial—twice.
The first trial resulted in a hung jury. Before the second trial,
the defense team made an exhaustive effort, employing
an expert in dental radiography who rendered the
preoperative radiograph readable. Defendant’s deposition tes-
timony revealed her past dental history, and the records from
other treating dentists were then used to show that only a
single other tooth had been extracted from the affected side
before the visit in question. This combination allowed
the defense experts at the second trial to conclude that the
plaintiff’s recounting of the experience was more likely than
not untrue.

Although the dentist can be said to have “won” this case,
in reality he lost. The verdict came some 6 years after the
incident, and there was extensive local publicity about the
case and the trials. Although the dentist’s liability insurance
paid the direct costs of his defense, indirect costs such as the
stress involved and the costs of the many days he was out of
the office were not covered.

Had there been an adequate record, such as a SOAP note,
or had the radiograph been properly stored, this case would
never have gone to trial. This dentist learned an expensive

lesson.

Dental records also have economic value as part of the
“good will” upon the sale of a practice. In the event that
the practice and the records are sold, the seller should
arrange a mechanism that will ensure his or her contin-
ued access to the records of prior treatment if necessary,
for example, to assist in the defense of a malpractice claim
filed after the sale is final. The sale of a practice also
requires that patients be permitted to object to the trans-
fer of the records to the new owner. In such an instance,
those patients may request that their records be trans-

ferred to a dentist of their own choosing rather than to
the new owner.

CONSENT TO TREATMENT

What Is Consent?

Courts have long recognized the right of a competent
adult to decide what may happen to his or her own body.
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It follows that the dentist has an affirmative duty to dis-
close to the patient the risks attendant on any contem-
plated procedure. Most jurisdictions have adopted a
“reasonable patient” approach to this disclosure. In other
words, the patient must be given sufficient information
about the condition and the recommended treatment to
allow a reasonable person to make a voluntary and
informed decision. This has become known as informed
consent. Some commentators call this process informed
decision making, the purpose being to make certain that
the patient has enough information at hand before he or
she commits to what may be an irreversible course of
treatment.

How to Gain Informed Consent

Although the dentist ultimately is responsible for recom-
mending a course of treatment, the patient would not be
expected to know and understand all of the factors to be
taken into account in that process. To fulfill this duty, the
dentist must disclose all risks and benefits of the proposed
treatment, including any complications that might rea-
sonably be expected to occur, any alternatives (including
the alternative of no treatment) to the proposed course of
treatment, and the risks and benefits (if any) of nontreat-
ment. Some jurisdictions address consent in such detail
that the statutes specify the required disclosures. Under
certain circumstances, information that could be harmful
to the patient need not be mentioned. A few jurisdictions
use a “reasonable dentist” approach, that is, the dentist
need only disclose the information that a reasonable
dentist would reveal to secure the consent of the patient.

To ensure that the patient meets the criteria for
informed consent detailed above, the dentist should
explain the treatment plan, potential complications,
alternatives, and any implications of nontreatment. The
patient must be allowed to ask questions and receive
comprehensible answers. A written consent form should
be viewed as supplemental to the discussion and should
not replace the conversation between dentist and patient.
Meaningful informed consent cannot be obtained under
less than ideal circumstances, for example, after the
patient has been sedated before surgery or for other
reasons cannot ask questions or understand the responses
(See Ethics in Dentistry Box). Usually the provider cannot
delegate this duty to a less qualified employee because
the provider alone has the full intimate knowledge of the
case and the treatment objectives.

Documenting Informed Consent

Because proof that informed consent was obtained can be
a crucial factor in a malpractice allegation, preprinted

Ethics in Dentistry

Informed Consent

The patient’s formal written consent for treatment is
based on the information the practitioner gives to the
patient about the diagnosis, prognosis, and treatment
options. In practice, the practitioner is sometimes
uncertain about the diagnosis or the risks of treatment.
For example, during a planned restoration the dentist
may discover that caries is more extensive than had
appeared during the assessment phase. Now, faced with a
carious exposure, the dentist changes the treatment plan
from a surface restoration to root canal therapy with a
probable crown.

If the treatment plan changes during active treatment,
the dentist has several options for obtaining the patient’s
consent to proceed. Although it may be tempting to
simply explain the problem to the patient and continue
with little or no discussion, most patients cannot give
truly informed consent while reclined in the dental chair
with a rubber dam in place. The patient should be given
the opportunity to ask questions and to consider
additional options, such as extraction. This can best be
achieved by removing the rubber dam and allowing the
patient to sit up for a face-to-face discussion with the
dentist. The revised treatment plan should be
documented.

When the dentist enters into a treatment plan with
uncertainty, questions about informed consent may be
avoided by a thorough discussion of the possibilities
before initiating treatment. If the dentist obtains consent
for a straightforward restoration, but explains that the
decay might be more extensive, the patient’s preferences
for further discussion or proceeding immediately with
more extensive treatment can be established before

treatment is begun.

consent forms have been developed that outline the ele-
ments of consent and provide blanks for the clinician to
complete as each item is discussed (Box 4-3). The patient
(or the patient’s representative) is asked to sign the form
indicating that each element has been discussed and
understood, and that all questions have been satisfacto-
rily answered. It is important to recognize, however, that
a signed consent form does not automatically prove that
valid and voluntary informed consent was obtained. The
patient may still allege that insufficient information was
provided and that if the facts at issue had been known,
then consent for the treatment would not have been
given. It is often advisable to supplement the consent
form with entries in the progress notes, detailing the
treatment alternatives discussed, the questions asked and
answered, and even the reason (if given) that a particular
treatment recommendation was accepted or declined
(Figure 4-3).
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BOX 4-3 Designing a Consent Form

Although the elements of consent remain generally the
same across all disciplines of dentistry, certain procedures
(perhaps entire disciplines) are better served with more
detailed consent forms. To demonstrate that the consent is
a freely given informed consent, every consent form must
include the following:

Patient name, date, dentist’s name, and the office
location or location of proposed treatment.

The diagnosis (or the disease/deformity) that led to the
procedure being undertaken; the procedure itself
explained in simple terms (i.e., “cutting” rather than
“incision” and “stitches” rather than “sutures”).

The risks and possible complications associated with
the treatment (including the risks associated with
nontreatment); the alternatives to the treatment (again,
including nontreatment); and the types of medications,
materials, and anesthetics that may be used during the
treatment along with their associated risks.

Supplemental areas include listing the possibility that
the dentist will be assisted by staff or students and that it
may be necessary to consult other health care providers;
that the disease or deformity may be greater or lesser in
scope than originally thought, requiring more or less
treatment; postoperative instructions and duties for the
patient; and a release to use photographic images.

The final section should state that the patient
acknowledges that all of the foregoing has been explained
to his or her satisfaction, that he or she has read the
consent form, all questions have been answered, he or she
understands that dentistry/medicine is not an exact
science and that results cannot be guaranteed, and that
authorization for the treatment to be provided by the
named dentist is willingly given. The patient or legal
guardian must sign the document. Although much of the
form can be preprinted, the areas for listing the disease,
treatment/procedures, risks, and alternatives should
consist of blank lines to be filled in as necessary before the
patient reads and signs the consent.

In addition to using a consent form, informed consent
can be documented in the progress notes by making a
PARQ note, an acronym taken from the first initial in
each of its four components. The components are as
follows:

Procedure: This is a summary of the proposed
treatment plan or procedures and why the plan or
procedures are necessary.

Alternatives: This includes a list of possible alternative
treatments.

Risks: What adverse outcomes are possible as a result
of the treatment plan or procedures? What are the
risks of zot having treatment?

Questions: This section documents any patient
questions (or that the patient had no questions).
Although written evidence of consent is preferred, the

court can attribute consent in certain cases. For example,
a patient who has had his or her teeth cleaned at earlier
dental appointments gives consent by action when he or
she returns to the practice, sits in the dental chair, and
opens his or her mouth for the current prophylaxis pro-
cedure to begin. This lowest level of agreement or assent
is used when patients are established in a practice and
undergo a routine procedure, such as examination and
cleaning. This informal agreement is acceptable if the
dentist ensures that the patient has an ongoing under-
standing of the purpose of the procedure, the benefits,
risks, and alternatives, although these may not be made
explicit at each visit. Changes in the patient’s oral or
general health status necessitate a return to verbal and/or
written consent. When the dentist chooses not to use a
signed consent form—as with a “simple” restorative
treatment plan with no notable alternatives to the
treatment proposed—it is still advantageous to have doc-
umented in the dental record that the procedure was dis-
cussed, the elements of consent were covered, and the
patient gave verbal consent to the treatment.

Competence and Capacity to Consent

In the United States, legal competence is granted to adults
over the age of 18 who have not been declared incompe-
tent through a legal hearing. An informal evaluation of
decision-making capacity is more often used to determine
whether a patient is capable of giving informed consent
for a particular procedure. Through the process of obtain-
ing informed consent, the dentist should assess whether
the patient shows evidence of understanding the proposed
treatment, the risks and benefits of the treatment, the
options available, the consequences of nontreatment, and
whether the patient shows evidence of rationality in
weighing the options (Appelbaum & Grisso, 1987).
Capacity is assessed for each treatment proposed because
patients may have capacity for some decisions, yet lack
sufficient decision-making skills for more significant or
irreversible decisions, such as orthognathic surgery.

When a Patient Lacks Decision-
Making Capacity

Adults with developmental, acute, or chronic cognitive
disorders may lack the capacity to make their own dental
and other health care decisions, while still retaining lega/
competence. In cases in which a judge has found a patient
to be incompetent for all decisions, a legal guardian is
usually appointed by the court. In the United States,
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CONSENT TO DENTAL TREATMENT
Office of Dr. Robert E. Barsley
Anytown, USA

Patient Name: Date:

| hereby authorize Dr. to perform the dental procedures discussed below in order to correct the
following conditions in my mouth:

Bone loss associated with advanced gum disease

| understand that this treatment will consist of the following procedures including:

Cutting through my gum tissue around the teeth in the upper right sides of my mouth on both the tongue side and cheek side: peeling
the cut gum tissue back to expose the bone, roots and other supporting structures; scraping and cutting some of the bony areas
between and around these teeth; scraping and cleaning the exposed roots of these teeth; the possibility that some bone tissue may
need to be replaced with an artificial bone material; and, repositioning the gum tissue back around the teeth with stitches.

| further affirm that the following benefits of these procedures have been explained to me as follows:

The procedure may arrest the progress of my gum disease and allow me to retain the use of the affected teeth for an additional period
of time than might otherwise be available should | not elect to undergo this procedure.

The risks commonly associated with this procedure include the following, each of which has been satisfactorily explained to me:

The treatment may not achieve the desired results: one or more of the target teeth may need to be extracted during the course of the
procedure or shortly thereafter; the repositioning of the gum tissue may cause the teeth to appear longer; and one or more teeth may be
sensitive to hot or cold temperatures.

| understand that the doctor will be using a local anesthetic solution that may contain a vasoconstricting drug that will be injected into my
gums and around the jawbone and that other types of anesthetic including may be used. | further
understand that various personnel may assist the doctor in parts of the treatment. | understand that the practice of dentistry is not an
exact science and realize that no guarantee of specific results can be or is hereby made by the doctor or by any member of his/her staff.
| also realize that unforeseen conditions may arise during this treatment thereby altering the situation and calling for an exercise of the
doctor’s best professional judgment in selecting procedures in addition to or different from those presently contemplated; in such a case
| request that the doctor do whatever is determined to be in my best interest. | acknowledge that the long-term success of this treatment
is dependent upon actions | undertake during the healing phase of this treatment and hereby agree to refrain as much as possible from
detrimental activity such as smoking, drinking alcohol, failing to receive adequate nutrition, and other activities such as:

| further acknowledge that long-term success is dependent upon effective oral hygiene habits practiced at home and by professional
follow-up visits scheduled with the doctor.

| consent to the photographic, videographic, and/or radiographic recording of these procedures by the doctor or his/her associates for
scientific and educational purposes and agree to the use or publication of those materials with the following limitations:

By my signature below, | agree that | have read this form, that | understand its contents or have had them explained to me, that | agree
with each of the statements made, that | have been given an opportunity to ask questions about the treatment, and that my questions
have been answered to my satisfaction.

| am signing this consent document in New Orleans, LA, on this the day of , 2006.
(signature)

Patient’s printed name

If signing for a minor, the minor’s name is
(signature)

Printed name of legal guardian: relationship:

Figure 4-3 Consent form.
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when a patient clearly lacks decision-making capacity,
the dentist should check to see whether the patient has
named a surrogate decision-maker through a Durable
Power of Attorney for Health Care document. Otherwise,
decisions are usually obtained from a proxy or surrogate
decision-maker, most often using a “next of kin” hierar-
chy. Although a patient who lacks capacity cannot give
fully informed consent, the essential elements of the
treatment plan should be explained and the patient
should have a chance to ask questions, much like the
model for obtaining assent that is promoted in pediatric
and adolescent care. Most dental care requires coopera-
tion from the patient, and including a patient with
dementia or developmental delay in the discussion may
improve cooperation. When the patient’s mental capac-
ity is unclear, the dentist should seek further guidance
from the patient’s physician or other health professionals
involved in the patient’s care, such as a social worker or
nurse, before initiating treatment.

Is Informed Consent Always Necessary?

The only exception to the necessity to obtain consent is
the existence of a life-threatening emergency, an event
that is relatively rare in dental practice. Cases in which
the provider’s actions exceed the consent obtained or in
which consent is found to have been given without full
information are considered negligence. Failure to obtain
any consent at all is considered a battery, a form of
unprivileged touching, and may be actionable under law
as an intentional tort.

Although patient consent does not provide a defense
in the case of treatment that does not meet the standard
of care, a patient can give informed refusal in rejecting
a recommended course of treatment. Like informed
consent, a dentist should clarify that the patient is fully
informed, the refusal is voluntary, and the patient demon-
strates the components of decision-making capacity.
Blanket consent to an unspecified course of dental treat-
ment is not considered valid. Patients must be advised of
changes in the status of their disease and of any modifi-
cations that might be advisable or undertaken. A long,
continuing course of treatment may require periodic
renewal of consent.

NEGLIGENCE AND THE DENTAL
PRACTICE

Liability Insurance

the payment of any judgment of liability, in fact, by far
the most important benefit of such coverage is the pro-
vision of a legal defense should a claim be brought. Why?
Very few claims ever reach trial and of those, in only a
small percentage is the dentist ruled liable. The failure
to file a timely answer to a legal claim of negligence,
however, represents an admission of liability, and an
attorney is vital to crafting the answer to the claim. In
that light, the costs of even the “simplest” defense of a
claim continue to escalate annually and may exceed the
“value” of many claims. These costs include monetary
items such as attorneys’ fees and expert witness costs
along with nonmonetary costs such as the necessity to be
absent from the practice to attend to matters associated
with the case. Enormous personal and professional costs
can also accrue, including the potential for negative pub-
licity that may surround the case if tried in court (or in
the local press). Psychological costs may also accrue—no
professional enjoys having a patient, or more realistically
the patient’s lawyer, call into question the quality of his
or her services.

The professional liability insurer serves as a valuable
resource in the prevention of liability claims. A forthright
discussion with the agent about actual, potential, and
hypothetical cases can help point out shortcomings in the
office setting, which may then be corrected. Many profes-
sional liability insurers offer courses and materials on risk
reduction, with some even offering a reduction in the cost
of policies for successful completion. Finally, in difficult
situations, the agent and/or the defense attorney can serve
as an additional ear, perhaps even recommending a third
party to serve as a resource. It is important to recognize
that the insurance carrier should be contacted at the slight-
est hint of the possibility of a suit or even the suspicion
that an unusual office occurrence may lead to a suit. Advice
concerning documentation of the incident, communica-
tion with the patient, and instructions to staff could have
a substantial impact on the final resolution of the matter.

Malpractice reform has resulted in a wide variance
among the states concerning professional liability. For
example, some states (Louisiana, for one) require that a
dentist participate in a professional liability insurance
coverage plan (or else provide a bond) to enjoy statuto-
rily imposed limits on liability. Other states impose
limits on the amount of damages that can be awarded and
some require that before a lawsuit claiming negligence
against a health care provider can be filed, the potential
plaintiff must meet certain procedural standards.

Suit-Prone Patients

Although a dentist may believe that the primary reason
for purchasing professional liability insurance is to cover

What are the chances that a particular dentist will be
involved in a lawsuit alleging professional misconduct?
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Commentators cite an approximate annual risk of 5% to
15% and this risk has increased substantially over the
past 2 decades. Patients have become more consumer ori-
ented in their approach to health care at the same time
that the practice of dentistry may have become less per-
sonal for many patients. Dentistry seems to be slowly
evolving from the solo practitioner, relatively inexpen-
sive, patient-centered practice of the past to an office
setting in which more than one professional may be
involved in the diagnosis and treatment of oral problems.
These changes move toward what must seem to many
patients to be a more expensive, third-party—dependent
series of financial transactions. As some practice manage-
ment advisors stress administrative “improvements,”
such as multipatient scheduling to reduce the impact of
cost centers (i.e., operatories) on the bottom line, the per-
sonal aspect of dentistry continues to diminish.
Although the overall risk of suit has increased, it
remains probable that the increase has not affected all
practitioners. Primarily at risk are those who are techni-
cally competent in dentistry, but who lack competence
in interpersonal skills—sometimes called a “bedside” or
“chairside” manner. Mastery of the ability to interact well
with patients includes the ability to recognize quickly
those individuals with whom the dentist may develop a
notable personality conflict. Certain individuals tele-
graph their propensity for becoming dissatisfied patients.
Many practice management guidelines identify various
types, such as the “shopper,” the “complainer,” and
others. One cardinal warning sign is the patient who
immediately complains about the care, price, attitude,
office condition, and so on of the last dentist “fortunate”
enough to have treated the patient and/or who encour-
ages the dentist to find fault with previous treatment.
If the dentist feels stressed, anxious, and tense while
treating a patient, the likelihood of saying or doing some-
thing inappropriate, or of being left with a less positive
outcome, is increased. Recognizing these potential pit-
falls, the wise practitioner will, at the outset, either refer
the patient elsewhere, or develop a thoughtful and pro-
fessional coping strategy in which the entire office staff
plays an informed role. But even in the presence of a rea-
soned and orchestrated coping strategy, many dentists
seem to have a knack for getting themselves in the
middle of these issues by virtue of their own, unsolicited
comments. A dentist clearly has a duty to disclose failed
or failing dentistry performed by another dentist, but
should do so in a nonjudgmental fashion. Often the full
story is not known at the point of initial discovery—the
patient may have been noncompliant or may have refused
a recommended “better” treatment. At the very least, a
telephone call should be made to the previous dentist to

understand more fully the situation before making a
hasty proclamation alleging substandard care. Many law-
suits have commenced and many dentists have found
themselves unwilling witnesses because of a hastily
uttered comment made while examining or treating the
patient. The accompanying In Clinical Practice box takes
a closer look at the three situations that may lead to a cli-
nician ending up in a courtroom.

Common Causes for Litigation

Textbooks and legal casebooks are filled with malpractice
cases decided against dentists or in favor of dentists (see,

—

In Clinical Practice

Courtroom Issues

The three situations that may lead to a dentist testifying in

court or being deposed by counsel in a malpractice suit

include: appearing as a defendant, appearing as an expert
witness for either the plaintiff or defendant, or appearing as

a treating (either previous or subsequent) dentist. The first

and last situations are most often not of the dentist’s own

choosing. Only the expert witness, has in effect, volunteered
to testify (although for a fee).

Whatever the reason for an appearance in court or at a
deposition, the dentist would be well advised to heed
certain maxims.

e First, be aware that the law is unfamiliar territory, oper-
ating subject to rules that the dentist may not fully com-
prehend. Legal procedures move at their own pace, with
the final outcome often not readily apparent.

e Second, the dentist must be able to fully trust his or her
attorney. This implies full and complete communication
in both directions. As a defendant, it is difficult for a
dentist to present a strong case if communication is
lacking in either direction.

e Third, the dentist should accept the advice of counsel
who will be responsible for providing guidance through
the labyrinth of the law. Often counsel will advise the
client to avoid answering hastily, sometimes to not
answer at all, and to never volunteer information—advice
that may prove difficult to comply with.

e Fourth, remember that, as a witness, the dentist seeks to
educate the trier of fact (judge or jury). To do so suc-
cessfully, the dentist should strive to be certain that
distracting behaviors do not cloud the presentation of tes-
timony (e.g., casting answers in unnecessarily confusing
technical terms or dressing inappropriately).

e Finally, resist the temptation to engage in arguments or
word games with the attorneys, particularly with oppos-
ing counsel. Remember, words are their stock in trade.
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for example, Morris, 1995). Data from one large national
liability insurer point to the “failure to diagnose, treat,
or refer” as a frequent source for litigation. Some of the
largest monetary recoveries have been for failure to diag-
nose conditions, such as abscesses and other infections,
which in several cases led to death. Recently an increas-
ing number of claims have alleged the dentist’s failure to
diagnose head and neck cancer. Because modern treat-
ment modalities offer an increasingly excellent prognosis
when coupled with early detection, the question then
becomes at what point should the reasonable dentist have
included cancer in a differential diagnosis and referred the
patient for a biopsy or other definitive treatment.

Failure to diagnose periodontal disease remains a
common claim by patients who have lost teeth or who have
undergone extensive periodontal therapy. Recent advances
in periodontal therapy treatment modalities have
increased the likelihood that what once may have been
only a weak claim could be judged meritorious today.

A second class of lawsuits involves the dentist’s failure
to interpret (or sometimes even to solicit) the relevant
health history of the patient. The In Clinical Practice box
discusses a rare but serious consequence of failing to
patient’s  health
history. Prescribing practices that disregard possible

obtain information about the
medication interactions or involve the improper pre-
scribing of medications invite risk. The systemic effects
of such errors can include long-term disability for the
patient or even death.

Areas of dentistry that most often generate litigation
include treatment for temporomandibular joint prob-
lems, difficult extractions, and treatment involving
implants. An increasing number of cases have involved
orthodontic treatment, including orthodontic relapse,
root resorption, and a lack of informed consent on the
part of the adolescent patient.

What's the Evidence?

The Most Common Types of Dental Malpractice
Cases/Suits and How Complaints Are
Distributed Among the Various Categories of
Dental Care

There is little information in the public domain
concerning dental malpractice cases. The available
information is reported either by dentists through
voluntary surveys, or by governmental complaint
boards. A survey of U.S. dentists found that 55% of
malpractice claims resulted from treatment errors, 17%
from errors in diagnosis, 8% were a result of failure to
consult, and 6% were a result of a lack of informed
consent.' Information from the Medical Responsibility
Board in Sweden identified faulty treatment performance
(32%) and unsatisfactory technical or esthetic quality
(30%) as the most common complaints in malpractice
cases.”

The most common categories of dental care reported in
malpractice cases varies by country. In England and the
United States, the majority of reported malpractice cases
relate to oral surgery or restorative dentistry (mainly fixed
prosthodontics).!** A review of legal claims in England
found that 28% of the cases related to oral surgery
procedures and 24% to restorative procedures.” A survey
of oral surgery and fixed prosthodontic procedures
performed by English dentists accounted for 20% each of
patient complaints.” A survey of U.S. dentists found
similar results, with 22% of the cases relating to oral
surgery procedures and 20% to prosthodontic procedures.
Endodontic procedures were also quite high, however, and
were cited in 18% of the cases.' Complaint boards in
Sweden and Denmark reported different results, with only
9% and 6% of the claims, respectively, associated with
oral surgery procedures. >’ Instead, prosthodontic
procedures generated the most common malpractice

Continued

In Clinical Practice

Health Questionnaires

A briefly described but truly frightening case involves a
dentist who commonly made the “one-stop painless”
denture—inviting the prospective patient to come in with
natural teeth and leave with dentures. The dentist made an
unbelievable blunder. He failed to take a health history on a
patient who in fact had myriad systemic complications,
including untreated hypertension. As was the dentist’s prac-
tice, he sedated the patient for the many extractions needed.
Before the extractions could be begun, the patient had to be
rushed to the hospital with a suspected heart attack. He was

C —

released the next day. Unbelievably, the patient returned to
the dentist the following week and, even more unbelievably,
the dentist again did not ask him to complete a health ques-
tionnaire or query him orally about his general health. Once
again the dentist began to sedate the patient for the requisite
extractions. Again the patient coded, but this time he did not
survive. The civil law implications of failing to take an ade-
quate history, apparently failing to secure an informed
consent, and performing admittedly risky procedures in an
office setting paled next to the criminal implications—this
dentist was charged with negligent homicide.
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What's the Evidence?

The Most Common Types of Dental Malpractice
Cases/Suits and How Complaints Are
Distributed Among the Various Categories of
Dental Care—cont'd

complaints in Sweden (60% of the claims) * and

Denmark (58%).
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The dentist has the affirmative obligation to disclose
to the patient any misadventures that occur during treat-
ment, for example, a broken endodontic file or reamer.
Failure to disclose leads to several undesirable results.
First, when the patient discovers that the misadventure
occurred, he or she will naturally think that the dentist
was less than honest and if less than honest about that,
then what else was the dentist dishonest about? The
patient may feel betrayed and will be more likely to
ascribe any bad result to the misadventure and may
potentially seek litigation. The law in many states views
the purposeful nondisclosure of such acts as a form of
fraud. Alleging fraud in litigation may lessen the
patient’s burden of proof (i.e., no need to prove violation
of the standard of care) and lengthen the time in which
to file a claim (statute of limitations and/or repose). Mis-
adventures should be fully documented in the chart, and
the patient should be informed as soon as practicable. If
proper informed consent was obtained, the discussion of
risks will have envisioned many of the misadventures that
may occur in dental treatment. In any case, the dentist
should be forthright, should explain what can be done to
mitigate the situation, and should never refer to the event
as an accident, error, or mistake. The office staff should
be equally cognizant of the importance of avoiding use
of the terms accident, error, or mistake.

The dentist and all of the office staff should practice
preventive ethics to lessen the risk of both misadventure

and litigation. Policy and procedure manuals should be
updated and followed by all staff, including the dentist.
Documentation in the patient record should parallel the
events that are chronicled. Chart notations should be con-
temporaneous and complete. In addition to including the
SOAP elements discussed earlier in this chapter, nota-
tions concerning oral instructions to the patient and
questions from the patient along with answers in response
should be noted. Never include derogatory information
about the patient in his or her own chart, or in another
patient’s chart. It may be useful to prepare an “incident”
form that is kept separate from the dental record. Such a
form is not discoverable by a plaintiff’s attorney and can
contain information that would not be included in the
patient record.

CONCLUSION

The authors hope that those reading this book will rec-
ognize the importance of proper diagnosis and treatment
planning. These skills form the cornerstone of excellence
in dental practice and constitute an integral factor in
quality assurance. A foundation of the trust patients place
in their health care professionals is the belief that each
professional accepts the responsibility to monitor the out-
comes of treatment and to use that feedback to improve
areas noted to be deficient. This too is a part of the self-
governance granted to professionals. Outcomes evidence,
especially long-term outcomes, should be the bedrock
upon which treatment recommendations are anchored.
Too often, dentists in practice, dental educators, and
dental patients are most interested in the short-term
results. In this era of changing patient expectations for
dentistry, and rapid advances in dental technology and
materials, one must not lose sight of the primary goal—
long-term oral health.

It is also important to recognize that once a problem
(or a potential problem) has been identified, correction
should begin immediately. Recognition and mitigation
do not imply legal responsibility. In fact, just the oppo-
site is true. Failure to recognize and to take adequate
measures to lessen the chances that the same unwanted
results will recur can be seen as negligence. In the end,
the successful dentist is the one who communicates his
or her findings to the patient and documents those find-
ings and the resulting dental treatment in the patient
record. The dentist owes every patient a thorough and
careful diagnosis and a well-founded treatment plan.
Unfocused treatment planning, accomplished in a piece-
meal fashion at each subsequent visit, has the potential
to compromise the patient’s oral and general health. The
dentist who grounds patient care in the ethical principles
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and practices cited at the beginning of this chapter is
more likely to provide better care and develop a stable
practice and less likely to encounter legal problems.

Because of the changing nature of the law, no case cita-
tions are included in the text. Any case referenced may
be overruled or amended, or a new case may supplant it
at anytime. A citation to valid case law in one jurisdic-
tion may have no validity in another jurisdiction. Readers
are cautioned to contact legal counsel in the event a claim
is made against them or in the event they are concerned
about the possibility that a claim may be brought in the
future.

This chapter is not intended as legal advice by the
author, the editors, or the publisher. Readers are strongly
cautioned to discuss such matters with their own legal
counsel.

REVIEW QUESTIONS

How do ethical codes and the law help shape the
treatment planning process? What are their
limitations?

To be successful, malpractice claims must satisfy what
four elements?

Must the dentist accept every patient into the practice?
What are the patient’s rights? What are the dentist’s
rights?

What are the uses of the dental record? Whose
property is it? How should information be recorded
in it?

What are the legal and ethical standards for informed
consent?

List some of the “do’s” and “don’ts” in dealing with a
potentially litigious patient.

What are common causes of dental malpractice
litigation?
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Before engaging in active therapy, the dentist must
consider what impact the patient’s overall general
health may have on the delivery of dental care and how
it may affect the outcome of treatment. The systemic
phase of treatment provides an opportunity for the
dentist to establish and maintain the best possible state
of physical health for the patient before, during, and after
treatment. The dentist must be aware of the pathophys-
iology of all the patient’s health problems and the impli-
cations that each alone, and in combination, will have for
the delivery of dental care. The best and safest method to
resolve any acure dental problems must be determined in
light of the patient’s overall condition. In addition, the
dentist must devise a strategy for managing comprehen-
sive dental treatment in the context of the patient’s
general health.

Each patient has his or her own unique set of health
issues and dental needs. A core function of the systemic
phase is to evaluate the severity and complexity of this
set of health issues and to assess how those issues may
affect dental treatment. Through this analysis, the dentist
determines whether altering, limiting, or even postpon-
ing dental treatment will be necessary. At one end of the
spectrum is the patient with few, if any, health problems,
who takes no medications, and who requires only pre-
ventive services and no invasive dental treatment. For
such a patient, the systemic phase may consist simply of
evaluating vital signs followed by an update of the health
history at regular intervals. At the opposite end of the
spectrum is the person with multiple health problems for
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whom many medications have been prescribed and who
presents with both urgent and complex dental needs.
This patient may require a multifaceted systemic phase
of care that includes consultation with the patient’s
physician and pharmacist, laboratory testing, possible
modification of dental treatment, and careful monitoring
of the patient’s health before, during, and after each
dental visit. In addition, and of at least equal importance,
the dentist also needs to discover, investigate, and docu-
ment any previously #ndiagnosed health problems.

Systemic issues are highly variable in their relevance
to and impact on the dental treatment plan. Some con-
ditions, such as mitral valve prolapse with regurgitation,
will trigger certain automatic modifications—antibiotic
prophylaxis to prevent bacterial endocarditis—to the way
dental care is delivered. Conditions such as arthritis or
asthma, on the other hand, may or may not have a sig-
nificant impact on dental treatment, depending on the
nature and severity of the disease or condition.

A comprehensive survey of the relationship to dental
treatment planning of all major systemic disorders is
beyond the scope of this book. Instead the purpose of this
chapter is to give the reader an overview of the impact
that systemic disease may have on treatment planning
and to suggest guidelines for evaluating the patient’s sys-
temic health and for adapting the provision of treatment
to the patient with significant health problems. An
assessment of the patient’s general health and capacity to
withstand the rigors of dental treatment physically and
psychologically should be performed at every appointment.

INCREASING IMPORTANCE OF THE
SYSTEMIC PHASE OF TREATMENT

Systemic health has increasing relevance for dental treat-
ment planning because (1) the population of elderly
persons, many of them retaining their teeth into old age,
continues to increase; and (2) as a result of recent advances
in health care, people of all ages who suffer from serious
illnesses are more likely to remain active and ambulatory
and to have increased life expectancies. Until relatively
recently, individuals with such severe systemic illnesses
as liver, kidney, or cardiac failure did not seek dental serv-
ices unless they had an acute dental problem. Nor did the
medical profession always appreciate the interrelation-
ships between oral health and overall physical health.
Unfortunately the poor prognosis for many systemic con-
ditions provided a rational excuse for patients, physicians,
and dentists to place a low priority on achieving and
maintaining optimal oral health.

Today, because the outlook for patients with serious
systemic problems has improved immensely, greater
numbers of persons with serious health problems have
favorable long-term prognoses and can be expected to
present to dentists’ offices requesting all types of treat-
ment. As a result, dentists must be proficient in obtain-
ing and evaluating each patient’s health history and in
determining how to provide dental care in a safe and effi-
cacious manner.

Many more physicians, especially those involved with
treating patients with cancer or acquired immunodefi-

Awareness of the patient’s health status should be the first
priority for every health care provider. By taking the
current health status into account, the oral health team
can ensure that provision of treatment is in the best
interests of maintaining the patient’s well-being.

The administrative assistant should be alert to the
health status of every patient entering the office. Specific
items to focus on include:

e Observing his or her behavior from the moment the
patient enters the office and identifying the individual
who exhibits evidence of unusual emotional or physical
problems.

® Reviewing and updating the health history and
identifying medical alerts, for example, allergies to
latex or antibiotics.

The clinical assistant should begin observing patients
as they are escorted to the treatment area. Specific
responsibilities to focus on include:

Dental Team Focus
The Systemic Phase and the Oral Health Team

e Maintaining current credentials in basic
lifesaving skills, such as cardiopulmonary resuscitation
(CPR).

e Maintaining an inventory of medications used in the
office for regular procedures and for emergency
situations.

e Obtaining and recording vital signs at every
appointment and comparing with initial or baseline
recordings.

e Inquiring about any premedication taken before the
appointment, such as antibiotics or antianxiety and
sedative drugs.

e Being familiar with specialized techniques and
equipment used in treating medically and physically
compromised patients.

e Providing written and verbal instructions to the patient
and family following an appointment.
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ciency syndrome (AIDS), now appreciate the impact that
preventing dental problems can have on the overall prog-
nosis for their patients. For those patients who are
immunocompromised because of systemic disease or
because of immunosuppressive drugs, untreated peri-
odontal disease, deep carious lesions, and pathologic peri-
apical conditions represent potential sources for serious,
even life-threatening, infections. Standard medical pro-
tocols now usually require patients who will be receiving
organ transplants, radiation treatment, chemotherapy, or
heart valve replacements to receive a dental evaluation
and have any oral disease controlled before undergoing
treatment.

The patient’s systemic health is a critical issue for the
increasing numbers of dentists practicing in hospital set-
tings. Current trends in U.S. health care reflect increas-
ing use of outpatient care for chronic conditions and
increased use of ambulatory surgical care facilities when
necessary. As a result, those patients who are hospitalized
generally suffer from more serious conditions and have
more complex treatment requirements. For these
patients, dental pain and infection can be life threaten-
ing. Treatment of dental problems for this group can be
challenging because hospitalized patients are often sig-
nificantly debilitated, bedridden, and unable to be
treated in a traditional dental setting. Fortunately, prac-
titioners do have ready access to the patient’s medical
record and can more easily request and view laboratory
tests and consult with the patient’s physician and other
health providers.

RATIONALE FOR SYSTEMIC THERAPY

The need for systemic therapy must be evaluated
when the patient first presents for treatment and at
every appointment thereafter. Performing this service
is important for the well-being of the patient and for
overall risk management in the dental practice. The
service also discharges a professional responsibility that
is inherent in the practice of dentistry as a health care
profession.

The patient’s general health must be considered
when planning dental treatment for the following
reasons:

1. To recognize symptoms and signs of undiagnosed
systemic disease and refer the patient to a physician
for medical evaluation

2. To limit or modify dental treatment based on
systemic findings

3. To prevent emergencies in the dental office

4. To prevent serious postoperative complications in
conjunction with dental treatment

Recognition of Systemic Disease and Patient
Referral for Appropriate Treatment

Many patients visit the dental office for maintenance care
more frequently than they see a physician for evaluation.
All dentists, as health care providers, have the responsi-
bility to be alert for signs of undetected systemic diseases
in individual patients. Occasionally, findings from the
patient’s vital signs, general appearance, or oral examina-
tion are suggestive of a potentially serious physical
problem. If, for example, the patient has signs or symp-
toms suggestive of hypertension, diabetes, hyperthy-
roidism, or cancer, further investigation is warranted.
Once the symptoms or signs of systemic disease are rec-
ognized, the dentist is responsible for making a timely
referral to an appropriate medical colleague so that treat-
ment can be undertaken.

Modifying or Limiting Dental Treatment

A number of health problems require the dentist to
modify or limit dental treatment for patients. For
example, the patient with kidney failure presents several
concerns that must be appreciated when providing dental
treatment. Dialysis patients have an arteriovenous shunt
implanted in one arm to enable regular connection to a
dialysis machine. The dentist and staff will want to avoid
obtaining blood pressure measurements or placing IV
medications in this arm. Infection of the tissue sur-
rounding and connecting to the shunt can lead to sep-
ticemia, septic emboli, infective endarteritis, and even
infective endocarditis. Although the potential is low for
these problems occurring as a result of dental treatment,
the dentist will want to consult with the patient’s physi-
cian. Dialysis patients receive the drug heparin during
dialysis treatment to prevent coagulation of blood in the
dialysis machine. To prevent excessive bleeding during
dental treatment, the dentist will want to provide treat-
ment the day after dialysis therapy when the effects of the
heparin are diminished and the patient is less fatigued.
Many more examples of modifying or limiting treatment
can be found in the chapters discussing elderly patients
and patients with special needs (Chapters 10 and 16).

Prevention of Medical Emergencies During
Dental Treatment

Although uncommon, life-threatening emergencies can
occur in the dental office. Patients who appear to be in
relatively good health may have systemic problems that
can be aggravated by seemingly routine dental treatment.
Emergencies occur with greater frequency in patients
with multiple systemic illnesses. A careful review of the
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patient’s general and dental health history may suggest
ways to alter treatment delivery and prevent problems.
When adequate precautions are taken, most dental pro-
cedures can be provided safely in a general dentistry
setting.

The medical emergency dentists most commonly
encounter occurs when a patient faints or suffers vaso-
depressor syncope. This type of fainting may be caused
by stress and fear associated with receiving dental treat-
ment or simply by rapid positional changes, such as
sitting or standing up quickly. Careful questioning of all
new patients regarding their level of dental anxiety and
any prior history of syncope may indicate that the prac-
titioner needs to manage the patient’s anxiety or pay close
attention to positioning in the dental chair. Other types
of medical emergencies seen in dentistry include allergic
reactions to drugs and dental materials, chest pain,
seizures, and difficulty breathing. In most instances,
the dentist can prevent these problems from occurring
by carefully reviewing the patient’s health history and
modifying dental treatment appropriately.

Prevention of Postoperative Complications

Most patients expect some minor discomfort after receiv-
ing dental treatment. Some procedures, especially those
involving oral surgery, routinely have such postoperative
sequelae as bleeding, pain, and swelling. Following
restorative or endodontic treatment, individual teeth may
be sensitive to heat, cold, or chewing pressure. For
healthy patients, most of these symptoms are relieved
with nonnarcotic analgesics and resolve in a short time.

When the patient’s health is seriously compromised,
however, more severe problems can follow dental treat-
ment. Patients with immune system deficiencies, poorly
controlled diabetes, or kidney failure may be more sus-
ceptible to postoperative infection, and consequently,
will experience more severe pain and swelling. Blood loss
can be significant when the patient does not have normal
clotting mechanisms because of the use of anticoagulant
medications or because of failing liver function associated
with long-term alcohol use. Mild levels of pain discom-
fort, normally not a problem in a healthy individual, can
create increased stress in an individual who has poor
health, exacerbating the consequences of other diseases
and conditions.

The practitioner can prevent such severe complications
by being knowledgeable about the patient’s general
health and the potential for more significant postopera-
tive problems to occur. The patient should be given
instructions describing the kinds of discomfort that may
occur after treatment and in what kinds of situations the
office should be contacted. The dentist may also wish to

call the patient at home in the early evening. The use
of stress reduction procedures, including prescribing
medications to alleviate anxiety, may have additional
preventive value. Several of these systemic therapies are
discussed in the next section.

EVALUATING THE PATIENT'S CURRENT
HEALTH STATUS

To ensure the safe delivery of dental treatment and to
minimize postoperative problems, the dentist must be
able to recognize when a patient needs or will benefit
from systemic phase treatment. The practitioner has two
tools available to assist in this endeavor: (1) a thorough
review of the general health history and (2) an examina-
tion of the patient for signs of systemic disease. Several
elements in the general health history can point to con-
cerns that may affect the delivery of dental care. Other
significant findings can be drawn from the practitioner’s
review of the health questionnaire, including information
about any medications that the patient uses regularly.
The dentist may detect signs of disease by a systematic
evaluation of the patient’s vital signs and overall appear-
ance, including a careful examination of the orofacial
structures. This evaluation will always occur at the initial
oral examination and at the periodic examination. The
competent practitioner will be attentive to changes in the
patient’s appearance or general health at each dental visit.

Reviewing the General Health History

Planning for the systemic phase of treatment begins with
a thorough analysis of the patient’s health history. As dis-
cussed in Chapter 1, patients usually complete a health
questionnaire when they first visit a dental office and at
regular intervals thereafter. The dentist, dental hygien-
ist, or dental assistant then interviews the patient regard-
ing any positive responses. Reviewing the health history
with the patient is an important rapport-building exer-
cise. The practitioner must be skillful in asking the
patient both open and closed questions, must remain
objective, and must be a good listener. Failure to discover
important health information can occur for two reasons.
First, the patient may accidentally or intentionally fail
to report a significant health problem when completing
the health questionnaire. The In Clinical Practice box
addresses how to improve the accuracy of health ques-
tionnaires. Some problems, such as AIDS or sexually
transmitted diseases, carry with them a social stigma,
making patients reluctant to reveal them to the dentist.
Some patients may believe that information about their
general health has no relevance to receiving dental treat-
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ment or that the questionnaire takes too much time to
complete. Still others may not fully understand a health
question, answering it incorrectly. Finally, the patient
who completely refuses to complete the form may
actually be functionally illiterate and unable to read the
questionnaire.

d

Improving the Accuracy and Reliability of the
Health Questionnaire
Dentists use positive findings from the health questionnaire

In Clinical Practice

to indicate whether special precautions may be necessary

when providing dental treatment for a particular patient.

Several actions can be taken to ensure gathering good infor-

mation about the patient’s health.

1. Include a short statement at the beginning of the health
questionnaire, stressing the importance of providing
accurate information.

2. Written and oral instructions to the patient should indi-
cate that any information provided about general health
is necessary and important for treatment purposes and
will remain confidential.

3. Ensure that all members of the dental team understand
that all patient information is personal and confidential.

4. Make sure new patients arrive early enough to have time
to complete the health questionnaire and other forms.

5. Consider mailing the health questionnaire and forms to
the patient before the first appointment. A day or two
before the appointment, the office staff should call and

remind the patient to bring in the forms.

Past Health History The past health history will
reveal diseases and conditions that may or may not be sig-
nificant to the dentist when providing treatment. The cli-
nician must evaluate both the severity of the problem and
how recently it occurred. The patient who reports a heart
attack less than 1 month ago is at greater risk for having
a second attack or a significant episode of arrhythmia
during a stressful dental visit than an individual who had
an attack 3 years ago. The dentist also will be concerned
when the patient reports a history of systemic disease that
has now reappeared or is worsening.

Any past problems that have led to damage to a major
organ system are highly significant. For instance, the
patient who contracted rheumatic fever as a child may
have residual heart damage, predisposing the individual
to an infection of the heart, infective endocarditis, after
certain types of dental treatment. On the other hand, a
healthy patient who had syphilis 30 years ago and was
treated promptly with antibiotics is probably not at risk
for systemic complications during dental treatment.

The practitioner should pay particular attention to
any past hospitalizations, including outpatient surgery.
Important examples include treatment for cancer, car-
diovascular surgery, and placement of prosthetic joints or
other artificial body parts. When medical or surgical pro-
cedures are part of a patient’s history, the dentist will
want to know whether such complications as excessive
bleeding and pain, poor healing, or adverse reactions to
drugs occurred during treatment. A history of such
events should suggest the possibility of similar occur-
rences associated with dental treatment.

When a potentially life-limiting disease, such as
cancer or severe congestive heart failure, has been
diagnosed, the long-term prognosis for the patient should
be determined because that information may influence
decisions regarding which treatment options are most
appropriate. For instance, the patient who is being
treated for pancreatic cancer may wish to have missing
teeth replaced to better chew food or to improve
esthetics. Although dental implants may be an ideal
long-term solution, a less expensive and immediate
solution, such as a provisional removable partial denture,
may be more appropriate. It is important to note,
however, that the dentist has a professional responsibil-
ity to share all reasonable treatment options with any
patient, regardless of age, physical condition, or financial
status.

Current Health Information In addicion to dis-
covering past health problems, the dentist needs to inves-
tigate findings related to conditions that are currently
present. The systemic health problems of most ambula-
tory patients relate directly or indirectly to chronic con-
ditions, such as heart and lung disease, diabetes,
hypertension, endocrine disorders, anemia, arthritis, or
psychological illness. Other problems, more episodic in
nature, may not be associated with a chronic disease.
Examples include seizure disorders, fainting, and seasonal
allergies. Certain habits, such as tobacco use, alcohol con-
sumption, and substance abuse, can influence both sys-
temic and oral health.

An important source of information about the patient’s
current health is an evaluation of the drugs he or she is
taking on a regular basis. All drugs should be carefully
documented and monitored, including prescription
drugs, over-the-counter products, health and nutritional
supplements, and herbal medicines. Once all the med-
ications have been identified, the dentist should deter-
mine the indications for each, consulting a drug reference
book or online resource, if necessary. This information
should corroborate findings from the health questionnaire
and provide some insight into the severity of a particu-
lar disease. Occasionally the patient may be taking drugs
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for conditions not originally identified on the health
questionnaire. For example, an elderly patient may report
taking furosemide (Lasix) and digoxin (Lanoxin) for a
blood pressure problem. The astute dentist will recognize
that these drugs also are commonly used to treat conges-
tive heart failure, a much more serious condition.

In addition to recognizing or determining the indica-
tions for each of the patient’s medications, the dentist
must be aware of their possible side effects. Of particu-
lar interest are those side effects that adversely affect oral
health or that could cause problems for the patient when
receiving dental treatment. For example, aspirin or anti-
coagulant drugs may promote excessive bleeding during
periodontal or oral surgical procedures. Many medica-
tions reduce the volume of saliva produced and predis-
pose the patient to increased risk of caries, periodontal
disease, and mucosal diseases.

After examining the health questionnaire and med-
ication list, the dentist needs to interview the patient.
How severe are the reported health problems? Does the
patient see a physician or other heath professional regu-
larly? Are the medications effective in treating the con-
ditions they were prescribed for? Once this information
has been gathered, the dentist needs to evaluate whether
the patent’s systemic problems present a risk to provid-
ing dental care or will adversely affect the prognosis for
the proposed dental treatment. The American Society of
Anesthesiologists (ASA) has adopted a widely used clas-
sification system for estimating patient risk status (Table
5-1). The dentist may require an ASA category III or IV
patient to seek medical consultation before treatment.
For example, a patient who cannot climb a flight of stairs
without resting and complains of occasional chest pain
on exertion may be referred to a physician to evaluate for
ischemic heart disease.

Patients should be asked if they have allergies or reac-
tions to drugs or other substances. The dentist is most
interested in avoiding reactions to materials commonly
used in dentistry. These include allergies or reactions
to drugs such as penicillin, erythromycin, aspirin,
NSAIDS, codeine, and other narcotics. Some patients are
sensitive to latex products and others to certain metals in
dental restorations. Patients may report problems with
local and topical anesthetics or flavorings used in den-
tistry. The dentist needs to discern whether the
patient has a true allergy, has experienced a side effect or
toxic reaction, or just does not care for the product. Once
this is determined, a medical alert label or warning
message should be prominently displayed in the record.
Common medical alert warnings in dentistry include
allergies to certain antibiotics and latex products, and the
need for antibiotic premedication to prevent bacterial
endocarditis.

Table 5-1

American Society of

Anesthesiologists (ASA)

Physical Status Classification With
Examples

Definition

Examples

A normal healthy patient
with no evidence of
systemic disease

A patient with mild
systemic disease or a
significant health risk
factor. The patient is
able to walk up a flight
of stairs or two level
city blocks without
difficulty.

A patient with moderate
to severe systemic
disease that limits
activity but is not
incapacitating; the
patient can walk up
one flight of stairs or
two level city blocks,
but stops at times
because of distress

A patient with severe
systemic disease that is
life threatening;
the patient is unable to
walk up a flight of

Well-controlled
diabetes, controlled
hypertension, history
of asthma, mild
obesity, pregnancy,
smoker, extreme
anxiety or fear towards
dentistry

Stable angina,
postmyocardial
infarction, poorly
controlled
hypertension,
symptomatic
respiratory disease,
massive obesity

Unstable angina, liver
failure, severe
congestive heart
failure, or end-stage
renal disease

stairs or two level city
blocks; patient is in
distress at rest

Findings from the Physical Evaluation

The dentist has several tools available that can be used to
evaluate the patient’s overall physical condition. Obtain-
ing vital signs, the most common of which are blood
pressure and pulse rate, represents one objective method.
A more subjective but equally valuable approach involves
simply evaluating the patient’s appearance, looking at
both general physical attributes and, more specifically, at
the head and neck area. During this process, the clinician
is searching for variations from normal that are not being
managed by a physician and that may have significance
in a dental setting.

Vital Signs Blood pressure and pulse rate measure-
ments should be obtained at every new patient examina-
tion, and subsequently at regular intervals. Many experts
recommend routinely taking the blood pressure at every
visit in which a local anesthetic or other medicament will
be administered. The classification of blood pressure in
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adults is listed in Table 5-2. The dentist is primarily con-
cerned when the patient has high blood pressure. Low
blood pressure measurements (<60 mm Hg, diastolic)
may be seen in some individuals, but such measurements
usually are not significant unless the patient has other
health problems or reports symptoms of light-headedness
and fainting. Repeated high blood pressure readings may
signify hypertension, a disease that can lead to such
serious health problems as heart failure, stroke, and
kidney failure. Major risk factors for hypertension include
smoking, diabetes, increasing age, gender (higher risk in
men and in postmenopausal women), ethnicity, family
history of hypertension, and high levels of certain lipids
in the blood. With the advent of accurate electronic blood
pressure measuring devices, measuring blood pressure
and pulse rate has become a relatively easy procedure
(Figure 5-1). The interpretation of a high blood pressure
measurement can be more difficult. A single high reading
may not mean the patient has hypertension. In fact, some
patients with normal blood pressure may exhibit high
readings because of stress associated with anticipating
dental treatment. The dentist will want to confirm the
blood pressure reading after 5 to 10 minutes, or at the
conclusion of the appointment. It may be appropriate for

1 (X% 8 Blood Pressure Classification for

Adults’

Classification Systolic mm Hg Diastolic mm Hg
Normal <120 <80
Prehypertension 120-139 or 80-89
Stage 1 hypertension 140-159 or 90-99
Stage 2 hypertension 2160 or 2100

Figure 5-1 An automated blood pressure cuff is convenient to use
and provides accurate measurements that can be used to evaluate
patients for hypertension.

the dentist to suggest that the patient see a physician
regarding Stage 1 and 2 hypertension (see Table 5-2). The
dentist may consider postponing elective dental treat-
ment when the patient has Stage 2 hypertension. Patients
exhibiting a systolic blood pressure >180 mm Hg or a
diastolic pressure >110 mm Hg should be referred to a
physician for immediate follow-up.?

The pulse rate can be measured either manually or
automatically with an electronic blood pressure cuff. An
advantage of manual measurement, typically obtained by
palpating the radial artery, is that the character of the
pulse in terms of regularity and strength can also be
detected. The normal heart rate is 60 to 80 beats per
minute and is strong in character. High pulse rates, typ-
ically in the 80 to 100 beats per minute range, may reflect
an anxious patient or one who is under stress, has been
smoking, or has just engaged in moderate exercise, such
as rushing to the dentist’s office. Individuals who are very
physically fit or those who have severe heart problems
may demonstrate a pulse rate below 60.

Abnormal pulse measurements that cannot be
explained by findings from the health history or from
such circumstances as those previously listed may be sig-
nificant. The primary concern for the dentist is the pos-
sibility of uncontrolled cardiac, pulmonary, or thyroid
disease. For example, a rapid but weak pulse can be a sign
of a failing circulatory system. A weak, thready, and
irregular pulse may signal a health crisis or emergency.
Other conditions that may cause an irregular pulse rate
include atrial fibrillation, dehydration, and medication
side effects.

Although not regularly measured, the dentist occa-
sionally will be interested in checking the patient’s oral
temperature and respiration rate. Normal oral tempera-
ture is 98.6° F (37° C) and may vary as much as *1° F
during the day. Patients who have severe oral infections
may feel feverish and have an elevated temperature. The
respiration rate in adults is normally in the range of 12
to 20 breaths per minute. Shallow, irregular, or rapid
breathing may be a sign of severe heart or lung disease,
whereas breathing at a very rapid rate may indicate that
the patient is apprehensive.

Visual Inspection and Oral Examination Eval-
uation of the patient’s general appearance may suggest
the presence of one or more systemic diseases. Abnor-
malities in appearance alone are usually not enough to
make a definitive diagnosis, but they may corroborate
other findings from the health history. Because the dental
profession encourages regular maintenance visits, and
many patients comply with this standard, the dentist is
in a position to evaluate the patient at regular intervals
and, as a result, may sometimes be the first health
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Figure 5-2 When viewed alone, this patient’s full lips and thick nose do not suggest a systemic problem. The
patient came to the dentist complaining of the growing spaces between her teeth and an inability to wear her
removable partial dentures. She also reported that her hands seemed larger and her rings and gloves no longer
fit. The dentist suspected a systemic problem and referred the patient to a physician. The patient was diagnosed
with acromegaly, a condition in adults in which excessive growth hormone is produced. A benign tumor on her
pituitary gland was discovered and removed.

care provider to identify a systemic problem (Figure
5-2). Signs of such problems might be increased weight
caused by water retention resulting from cardiopul-
monary problems, or changes in skin color and fingernail
beds. Changes in gait and posture may indicate neuro-
logic or musculoskeletal problems, such as stroke or
osteoarthritis.

Examination of the head and neck region may reveal
other findings indicative of systemic disease. Skin color
can vary from red and ruddy, suggestive of alcohol abuse,
to a pale yellow seen with liver damage associated with
hepatitis. Malodors from the mouth may be a sign of
excessive alcohol consumption or, when a fruity smell is
detected, poorly controlled diabetes. The clinician should
pay close attention to the condition of the eyes and other
facial structures. For example, thinning hair and eye-
brows accompanied by dry skin may be a sign of a thyroid
disorder. The dentist should also rule out systemic disease
as a cause for abnormalities detected during palpation and
examination of the head, neck, and oral cavity (Table
5-3). The dentist may choose to refer the patient for
medical consult or laboratory test when abnormal find-
ings are detected during the physical examination.

S Examples of Oral Signs of Systemic
Conditions

Possible Problem

Finding

Erosion of the teeth, especially Gastroesophageal reflux disease
(GERD), bulimia

Decreased immunity associated
with poorly controlled
diabetes, AIDS, chemotherapy,

or severely debilitated patients

anteriors
Oral yeast infection

Blue lesion on the palate Kaposi sarcoma associated with
human immunodeficiency
virus (HIV)-AIDS infection

Reduced saliva production, Medication side effect,
caries autoimmune disease such as

Sjogren’s syndrome,
dehydration, bulimia

Gingival hyperplasia Local reaction to cancer
chemotherapy, seizure control
drugs, or some cardiac

medications
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EVALUATING THE RELATIONSHIP
BETWEEN SYSTEMIC HEALTH AND
DENTAL TREATMENT

When the need for systemic treatment has been identi-

fied, the dentist must weigh the risk of aggravating

health problems by providing treatment for diagnosed
dental disease against the risk of delaying treatment.

For example, the patient with frequent chest pain, sug-

gestive of unstable angina, may best be referred to the

physician for evaluation and treatment before a

potentially stressful experience, such as the extraction of

several teeth. On the other hand, a new patient who has

a blood pressure measurement of 150/95 mm Hg may

also need to be referred to a physician to evaluate for

hypertension, but the dentist will probably feel comfort-

able providing such services as an examination or even a

simple restoration.

For the patient with serious health problems, the
dentist needs to consider several questions. How critical
would a particular treatment be to the overall oral health
of the patient? For example, removing an asymptomatic,
impacted third molar in even a healthy 60-year-old
woman may not be indicated. Additional questions to
consider when evaluating a patient with serious health
problems include the following:

e Does the patient want comprehensive care, or is he
or she interested only in having a specific procedure
done?

e [s the patient in pain?

e Are there other dental problems that need immediate
attention?

e Does the patient have a physician? Is he or she
willing to seek medical evaluation if it is warranted?
How severe are the individual’s health problems?

e What are the ramifications of providing no care at
this time?

The clinician is most cautious about providing
services that would be particularly stressful for the
patient. To be sure, much of the stress may be due to the
patient’s level of anxiety, but some procedures, such as
extractions and periodontal surgery, are invasive and
more challenging for patients to tolerate. Any outpatient
treatment requiring long appointment times or
during which excessive bleeding might occur should be
provided only to relatively healthy patients, those in ASA
categories I and II. Patients in ASA category III or IV
who are in pain as a result of dental or periodontal
conditions may best be managed with analgesics and pos-
sibly antibiotic medication and consultation with or
referral to a physician. Table 5-4 lists the risk of systemic
complications associated with some common dental
procedures.

1L 3 Risk Categories for Selected Dental
Procedures

Risk of Systemic
Complications

Dental Procedures

Oral examination, radiographs, study models Little to none

Local anesthesthia, simple restorative treatment, Low
prophylaxis, asymptomatic endodontic
therapy, simple extractions, orthodontic
treatment

Symptomatic endodontic therapy, multiple Medium
extractions, single implant placement, deep
scaling, and root planing

Extensive surgical procedures, multiple High

implant placement, general anesthesia

SYSTEMIC PROCEDURES

Most of the therapies discussed throughout this book
pertain to treating the teeth and surrounding structures.
Systemic therapy, in contrast, focuses on the entire
patient with the goal of delivering dentistry safely and
comfortably. Some systemic procedures address the
patient’s physical concerns directly, such as postponing
care and consulting a physician, prescribing drugs for
pain and infection, and making the patient comfortable
in the dental chair. Other techniques are instituted to
effect behavioral changes, for example, smoking cessation
instruction or instruction in diet modification. Some
techniques serve to reduce patient stress and anxiety. In
addition, the dentist provides an important service by
reviewing and updating the patient’s health history on a
regular basis. Although none of these therapies are tech-
nically difficult to provide, the challenge for dental prac-
titioners is recognizing when, why, and how to provide
them in support of the patient’s systemic health and
overall well-being. The dentist must assess the patient
before, during, and after treatment to determine if any of
these therapies is indicated.

Postponing or Limiting Treatment

Deciding whether it is in the best interest of the patient
to limit or postpone dental care is always a difficult deci-
sion. The determination is usually made after evaluating
a patient’s physical and psychological condition with
respect to the dental treatment to be provided. Some-
times the decision is straightforward. Consider, for
example, the patient scheduled for periodontal surgery
whose blood pressure registers at 170/110 mm Hg. Such
a finding would be a clear indication for postponing the
procedure so that the patient can seek medical consulta-
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tion. Other situations in which it may be advisable to
delay treatment include the patient who is not feeling
well, is extremely anxious, or has a health condition that
requires immediate medical attention.

Managing the patient with significant systemic prob-
lems or abnormal vital signs and an acute dental problem,
such as severe pain associated with an irreversible pulpi-
tis, presents particular difficulties. It may be necessary to
provide limited therapy, such as initiating root canal
therapy or prescribing an antibiotic, and analgesic drugs
for pain control. The dentist can also use a long-acting
local anesthetic, such as bupivacaine HCl (Marcaine), to
provide immediate relief while conducting a more
detailed examination, contacting a physician by phone,
or reevaluating the patient’s vital signs.

Consultation With a Physician

All dentists should feel comfortable contacting another
health professional to discuss a patient’s condition. Three
common reasons for contacting a patient’s physician
can be described. First, a physician may be contacted
to request physical evaluation and treatment for the
patient when signs of systemic disease are first discovered
in the dental office. In this situation, a written consult is
most useful, particularly if the patient currently does not
have a regular physician (see [# Clinical Practice). For
example, a patient might be referred for treatment of
hypertension, with a letter that contains the most recent
blood pressure measurements and a request to evaluate
and treat.

In Clinical Practice

Writing a Referral Letter

The referral letter to a physician must contain the following

three items:

1. The proposed dental treatment, including some
indication of how physically stressful the treatment may
be; a listing of drugs (anesthetics/analgesics) proposed to
be used during and after the treatment also may be
included

2. The patient’s history and/or the findings that led to the
referral; the patient’s medication history with dosages also
may be included

3. A request for a disclosure of contraindications, precau-
tions, and/or medication changes that the physician rec-
ommends
Remember that the dental treatment of the patient is your

responsibility. You should not expect the physician to accept

that responsibility or dictate treatment. You are asking the
physician, in light of his or her knowledge and understand-
ing of the patient’s condition, to assist you in making an
appropriate decision about what level of treatment the patient
can tolerate. The following is an example of a such a letter to

a physician:

Robert E. Barsley, D.D.S.

123 A Street

Anytown, USA

June 10, 2006

Dr. John Smith

Internal Medicine Group

100 Hospital Way, Ste B

Anytown, USA

RE: Rebecca Roe (D.O.B 12-22-44)
Dear Doctor Smith:

—

Rebecca Roe, a patient in my dental practice, disclosed
at a recent visit that she has been diagnosed with type II
diabetes mellitus and is under your care for this disease.
She reports that she has recently begun to take a
prescribed oral hypoglycemic drug daily, but was uncertain
of the medication name and dosage. Her blood pressure was
138/88.

Ms. Roe will require in-office periodontal surgery in
both the upper and lower arches of her mouth. The
surgery is tentatively scheduled for 10 days hence, June
20, 2006. The surgery will entail local anesthetic (2%
lidocaine with a vasoconstrictor) and a narcotic analgesic
for postoperative pain. The surgery will involve the reflection
of both buccal and palatal or lingual gum tissue and
mechanical bone remodeling. Although numerous intraoral
sutures will be required, most patients do not experience
postoperative discomfort at a level that would preclude a
regular diet.

In your opinion, are there any precautions or contraindi-
cations to the proposed dental treatment? Additionally, please
let me know if you would recommend any change in Ms.
Roe’s medication schedule and dietary habits in view of the
surgery. Finally, are there any other medical considerations of
which I should be aware that Ms. Roe might not have fully
disclosed to me?

Should you require any additional information, please
do not hesitate to contact me. Awaiting your reply, I
remain

Sincerely yours,

Robert E. Barsley, D.D.S.
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Second, the dentist may wish to request additional
information about or clarification of the patient’s current
physical condition. This might include confirming sys-
temic diagnoses, such as the patient’s cardiac condition
after a heart attack, obtaining laboratory values (blood
tests), or reviewing current medication regimens. As dis-
cussed in the In Clinical Practice box, contact by phone is
typical. Any new information should be documented in
the patient’s record.

Finally a dentist may need input from the physician
to help determine whether providing dental treatment

d

Consulting a Physician by Telephone

Often the most expeditious method for consulting with a

In Clinical Practice

physician, especially when the patient has both significant
health problems and urgent dental needs, is a telephone call.
Because patients may receive care from a number of physi-
cians, the dentist must first confirm who is the best physi-
cian to call. Is it the primary care physician or a specialist?
It may be necessary to fax ahead a form signed by the patient
permitting the physician to discuss his or her health
information.

Although some practitioners delegate some straightfor-
ward consultations to the dental hygienist, ideally the
dentist should place the call. During the call, the patient’s
record should be available for reference, including identify-
ing information, such as date of birth and home address.
Weriting specific questions out beforehand helps ensure that
all necessary information is obtained.

When the receptionist in the physician’s office answers
the phone, the dentist should clearly state the patient’s name
and the general purpose of the call, and request to speak with
the physician. In situations involving simple requests, lab-
oratory values, or test results, it may be appropriate to speak
only with a nurse or the physician’s assistant.

When the physician is on the line, the dentist should
again confirm the patient’s name and state the reason for the
telephone call. All significant systemic diagnoses and any
medications the patient may be taking should be verified.
Although unnecessary detail concerning the proposed
dental treatment should be avoided, the physician should
be informed about anticipated levels of stress, blood loss,
and possible postoperative problems. Any drugs that will
be used before, during, and after treatment should be listed.
With questions to the physician that are clear and to the
point, the dentist should gain sufficient information to
reshape plans for treatment appropriately. Copies of any lab-
oratory results in the physician’s record for the patient may
be requested and can be sent by mail or facsimile for incor-
poration into the patient’s dental record. All other new
information should be documented in the patient record
immediately after the telephone call.

for the patient would be a prudent course of action.
For example, consider the patient with many health con-
cerns, who is under treatment by several medical speci-
alists. Unless one physician is coordinating care, the
dentist may need to discuss the situation with several
physicians, gathering information and opinions to help
determine what course should be taken. This does not
involve asking permission to provide dental care, but
rather is a collegial discussion of the proposed treatment
plan and the risks and benefits it brings to the patient.
The desired outcome of the conversations is a mutual
decision regarding what treatment can and should be pro-
vided, and how the care can be delivered to minimize
patient health risks.

Several problems can occur when consulting a physi-
cian. If there is no answer to a written consultation
request, the dentist will want to confirm, usually by tele-
phone, that the physician did indeed receive it. The
dentist may first wish to determine whether a correct
mailing address was used or, if the request was to be
hand-carried by the patient, confirm that the patient
actually visited the physician. Occasionally the physician
will return a written request with an unclear response or
one that the dentist may not agree with. When this
occurs, the dentist will want to contact the physician by
phone for additional clarification or for further discussion
of the patient’s health problems.

Stress Management

Many patients find visiting the dentist an anxiety-pro-
voking experience. A detailed discussion of the manifes-
tations and implications of anxiety is presented in
Chapter 13. Anxiety frequently manifests itself as stress,
a disturbance in the individual’s normal homeostasis
resulting from events that may be physical, mental, or
emotional in nature. Helping the patient cope with stress
represents one of the most beneficial systemic treatments
a dentist can provide. This is particularly true for patients
with such systemic problems as cardiac disease, diabetes,
and adrenocortical insufficiency.

Stressful events have a physiologic effect on the body,
primarily because of the release of a class of substances
called catecholamines, which include epinephrine and nor-
epinephrine. These chemicals tend to speed up the body’s
metabolism, in particular making the heart work harder
by increasing heart rate and creating an increased need
for more oxygen in the cardiac muscle. Imagine, for a
moment, how an anxious but physically healthy patient
is affected by stress. The stressful experience often begins
with a loss of sleep for one or more days before the dental
appointment. The stress builds during the day as the
patient worries about seeing the dentist and continues as
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he or she sits in the reception area, anticipating the
dreaded appointment. Once in the dental chair, the
patient may demonstrate an increase in blood pressure
and heart rate and may breathe rapidly, or even exces-
sively, a condition referred to as hyperventilation. Such
a patient will have a heightened awareness to pain that
may persist even with sufficient amounts of local anes-
thetic. Under these circumstances, the appointment will
be an unpleasant experience for both the patient and the
dentist.

Patients whose health is severely compromised may
experience even more severe reactions to stress than those
described for a healthy patient. Patients with poor blood
flow to the heart muscle may have chest pain or angina.
Those with congestive heart failure can retain water in
the lungs, developing acute pulmonary edema.
Patients with asthma may have problems breathing.
During a stressful event, the insulin-dependent diabetic
patient may have altered glucose metabolism and develop
symptoms from low blood sugar levels. Patients who have
taken corticosteroid medication for extended periods may
be unable to tolerate high levels of stress, suffering an
adrenocortical crisis.

Managing stress for the patient with severe systemic
conditions involves several procedures, summarized in
Box 5-1. As always, the clinician begins with a careful
review of the health history, followed by a sympathetic
discussion of the patient’s level of anxiety. The patient
should be encouraged to freely express any fears, includ-
ing describing any unpleasant experiences with dentists
in the past. The dentist can discuss the details of the
treatment plan so that the patient is familiar with the
planned procedures and can ask questions about them.
For some patients, it may be advantageous to prescribe
preappointment sedative medication to improve sleep
and help reduce anxiety.

For patients whose health is severely compromised,
additional measures to control stress may be necessary.
Shorter appointments are indicated when the patient is
feeling his or her physical and psychological best. The
patient should not have to wait long to be seen after arriv-
ing for the appointment. The dentist may wish to con-
sider using relaxation techniques or drugs to reduce
anxiety and stress. These include hypnosis, guided
imagery, nitrous oxide analgesia, oral antianxiety drugs,
and intravenous sedation (see Chapter 13). It is critical
that the patient’s pain be controlled with adequate
amounts of local anesthetic. At the conclusion of treat-
ment, possible postoperative problems, especially the
potential for pain and infection, should be explained to
the patient. For some compromised patients, it may be
appropriate to prescribe analgesic medications and
antibiotics to prevent infection. Finally the dentist

BOX 5-1

Managing Stress for the Patient With

Serious Health Problems

1. Review the health history and interview the patient
regarding the individual’s level of stress.

2. Discuss the treatment plan, options for pain
management, and possible postoperative
complications.

3. Consider prescribing drugs to reduce anxiety and
improve sleep before appointments.

4. Schedule short appointments.

5. If longer appointments are required, give the patient
time for breaks.

6. Minimize the time the patient spends waiting for the
appointment to begin.

7. Consider using nitrous oxide or conscious sedation.

]

Obtain good local anesthesia.

9. Plan for postoperative pain and complications;
prescribe analgesics and antibiotic medication if
necessary.

10. Contact the patient at home after treatment; be
available should complications or questions arise after
hours.

should assure the patient that he or she can be contacted
by phone after the appointment if the patient has ques-
tions or postoperative complications. Some dentists reg-
ularly make early evening phone calls to patients who
have had stressful procedures performed earlier in the day.

Prescribing or Altering Patient Medication

Dentists have at their disposal several medication options
that can be used to treat both systemic and dental prob-
lems. The drugs most commonly prescribed by general
dentists are antibiotics and medications used to control
pain and anxiety. (Less frequently, some dentists may rec-
ommend corticosteroid drugs to control inflammation or
may need to administer oxygen and epinephrine in the
event of a patient emergency.)

Antibiotics Dentists may prescribe antibiotic drugs
to treat or to prevent infection. The usual sources of
oral infection stem from problems with the teeth and
periodontal tissues, for example, apical or periodontal
abscesses. These conditions are best treated by eliminat-
ing the cause of the problem by performing endodontic
therapy, extracting the offending tooth, or debriding an
area with periodontal inflammation. When the infection
has spread beyond the original source of irritation,
causing extensive swelling or lymphadenitis, or when
signs of systemic infection appear, such as an elevated
temperature, fever, and malaise, antibiotic drugs may be
indicated. Specific indications for and uses of antibiotics
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in the treatment of periodontal disease are discussed in
Chapters 7 and 8.

A particular concern for the dentist is to prevent the
occurrence of heart infection. Some patients have cardiac
conditions that put them at risk for developing infective
endocarditis several weeks after receiving dental treat-
ment. To prevent this infection, the dentist prescribes
a single oral dose of antibiotic medication to be taken
by the patient an hour before the procedure. Boxes
5-2 and 5-3 list the dental procedures and cardiac abnor-
malities for which the American Heart Association has
recommended antibiotic prophylaxis. Table 5-5 lists the
various oral antibiotic regimens currently available. A
discussion of the issues associated with administering
antibiotics to prevent prosthetic joint infection is pre-
sented in Chapter 16.

Pain Medications A wide variety of medications can
be used to help control pain. As discussed earlier, control-
ling pain is a crucial objective when managing stress. Such
nonprescription analgesic drugs as aspirin, ibuprofen, and
acetaminophen can be effective. Prescription medications
include narcotic and nonnarcotic pain relievers, many with
both analgesic and antiinflammatory properties. Some
patients with serious health problems cannot tolerate or
should not be given certain types of analgesic medications,
often because they will interact with other drugs the
patient is taking. For example, the patient taking the
blood thinning (anticoagulant) medication warfarin
sodium (Coumadin) must avoid aspirin and some other
medications. Some narcotics depress respiratory function,
and therefore should not be used in patients with pul-

Dental Procedures for Which
Antibiotic Prophylaxis Is

Recommended in Individuals at
Moderate to High Risk for
Developing Endocarditis

1. Dental extractions

2. Periodontal procedures, including surgery, scaling, root
planing, probing, and supportive or maintenance
therapy

3. Dental implant placement; reimplantation of avulsed
teeth

4. Endodontic instrumentation or surgery beyond the
apex

5. Subgingival placement of antibiotic fibers or strips

6. Initial placement of orthodontic bands (but not
brackets)

7. Intraligamentary local anesthetic injections

8. Prophylactic cleaning of teeth or implants when

bleeding is anticipated

monary diseases, such as emphysema. Antianxiety and
sedative drugs are frequently used to manage stress in the
patient with compromised health and are discussed in
more detail in Chapter 13. Consultation with the patient’s
physician may be necessary to resolve these questions and,
in some instances, may facilitate a temporary alteration in
the patient’s medication regimen to accommodate dental
treatment requirements. For example, the diabetic patient
may adjust the insulin dose taken before a lengthy
appointment, or the dose of an anticoagulant drug may be
reduced before a surgical procedure.

Positioning the Patient in the Dental Chair

Some patients may be unable to tolerate being placed in
certain positions in the dental chair. Conditions such as

BOX 5-3 Cardiac Conditions Predisposing to

Endocarditis

Endocarditis Prophylaxis Recommended

High-risk category

Prosthetic cardiac valves, including bioprosthetic and
homograft valves

Previous episode of bacterial endocarditis

Complex cyanotic congenital heart disease (e.g., single
ventricle states, transposition of the great arteries,
tetralogy of Fallot)

Surgically constructed systemic pulmonary shunts or
conduits

Moderate-risk category

Most other congenital cardiac malformations (other than
those listed above and below)

Acquired valvar dysfunction (e.g., rheumatic heart
disease)

Hypertrophic cardiomyopathy

Mitral valve prolapse with valvar regurgitation and/or
thickened leaflets

Endocarditis Prophylaxis Not Recommended

Negligible-risk category (no greater risk than the general
population)

Isolated secundum atrial septal defect

Surgical repair of atrial septal defect, ventricular septal
defect, or patent ductus arteriosus (without residual
defects beyond 6 months)

Previous coronary artery bypass graft surgery

Mitral valve prolapse without valvar regurgitation
Physiologic, functional, or innocent heart murmurs
Previous Kawasaki disease without valvar dysfunction
Previous rheumatic fever without valvar dysfunction
Cardiac pacemakers (intravascular or epicardial),

implanted defibrillators




104 Phases of the Treatment Plan

1L Oral Antibiotic Regimens for
the Prevention of Bacterial

Endocarditis
Situation Agent Regimen*
Standard general Amoxicillin Adults: 2 g by mouth
prophylaxis 1 hour before procedure
Children: 50 mg/kg by
mouth 1 hour before
procedure
Clindamycin Adults: 600 mg by mouth
1 hour before procedure
Children: 20 mg/kg by
mouth 1 hour before
procedure
Allergic to Cephalexin or Adults: 2 g by mouth
penicillin cefadroxil 1 hour before procedure

Children: 50 mg/kg by
mouth 1 hour before
procedure

Adults: 500 mg by mouth
1 hour before procedure

Children: 15 mg/kg by
mouth 1 hour before

Azithromycin or
clarithromycin

procedure

Note: Cephalosporins should not be used in individuals with immediate-
type hypersensitivity reaction to penicillins (urticaria, angioedema, or
anaphylaxis).

*Total children’s dose should not exceed adult dose.

congestive heart failure or emphysema can be aggravated
when the patient is reclined for even a short period.
Before beginning treatment, the practitioner should
query the patient about what reclining angle is comfort-
able. Patients with arthritis or back problems appreciate
being offered a pillow or folded towel to use for extra neck
and back support. Women in the last trimester of preg-
nancy often feel more comfortable turning slightly to the
side in the chair. During treatment, patients with serious
health problems should be asked how they are doing at
regular intervals and should be allowed to take a break
occasionally and sit up. The patient who feels cold in the
dental chair will appreciate being offered a blanket for
warmth.

To prevent inducing faintness by a rapid change in
position, raise the chair slowly after an extended dental
procedure. Faintness following a change from a reclining
to a sitting position or from sitting to standing, caused
by orthostatic hypotension, may happen with any
patient, but is more frequently seen in those with poor
circulatory reflexes from heart problems or as an effect of
certain medications prescribed to treat high blood pres-
sure. To prevent this problem, the chair should be raised

in two to three increments, pausing for 10 to 20 seconds
at each stop.

Regularly Reviewing and Updating the
General Health History

The practitioner should review every patient’s health
history before beginning dental treatment. In busy dental
offices, this routine can easily be overlooked, leading to
common mistakes, such as using latex gloves with a
latex-sensitive patient or prescribing the wrong type of
antibiotic or other medication. Placing the health ques-
tionnaire in a conspicuous location at the start of each
appointment (possibly paper-clipped to the outside of the
patient’s record) will serve as a reminder of this impor-
tant task.

Every practitioner should have procedures in place for
regular review and updating of the health questionnaire,
recording any changes in the patient’s health. This pro-
cedure may need to be implemented at every appoint-
ment for patients with serious systemic conditions,
whereas the dental hygienist can interview other patients
during regular maintenance visits.

Questions that may rouse the patient’s memory
regarding changes in health status include:

e Are you being treated by a physician for any new
disease or condition?

e Has there been any change in the medications you
are taking?

e Have you developed any new allergies or sensitivities
to drugs?

For a more thorough review of changes, the patient
should complete a new health questionnaire every 3 to 5
years or after a specified number of updates.

HOW SYSTEMIC CONDITIONS CAN
AFFECT TREATMENT PLANNING

Although it is beyond the scope of this textbook to
provide a comprehensive discussion of all systemic health
conditions that could impact the delivery of dental care,
the following three examples describe situations that
occur with some frequency in a dental office. The exam-
ples illustrate the fact that simple rules alone cannot
always provide guidance on how to treat such patients.
Every dentist has a professional duty to be aware of treat-
ment modifications that may be required when manag-
ing patients with significant systemic conditions. The
core of this knowledge is first learned in dental school
and comes subsequently from journal articles, textbooks,
continuing education programs, and consultation with
other health professionals.
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Both dentistry and medicine have entered an era
of rapid change in the ways in which diseases are
diagnosed and treated. Recently, some investigators have
proposed that certain oral diseases may be predictive of

or cause systemic disease (see the What’s the Evidence?
box). Only by keeping abreast of new developments
will the dentist be prepared to provide optimal care to
patients.

What's the Evidence?

Evidence of a Link Between Periodontitis and
Cardiovascular Disease

Many studies have shown a link between periodontal
disease and coronary heart disease."" Periodontitis is a
disease of chronic infection and inflammation and may have
an effect on the atherosclerotic process.'* Three mechanisms
have been proposed as ways in which periodontitis may be
linked to cardiovascular diseases: (1) transient bacteremia
from periodontitis, which spreads the infection, (2)
circulating oral microbial toxins, which cause distant
injury, and (3) inflammation resulting from injury caused
by oral microorganisms.” Regardless of the mechanism,
periodontitis may increase an individual’s susceptibility to
systemic diseases. The biofilm present in patients with
periodontitis contains gram-negative bacteria that can lead
to a transient bacteremia from the release of microbial
toxins and inflammatory mediators. Kinane states that all
these processes can cause vascular changes or disorders."
Atherosclerosis results in a decreased capacity of blood
vessels to carry blood. Atherosclerotic lesions may crack or
rupture, clogging one or more coronary arteries and
resulting in a myocardial infarction or stroke.'® Current
studies have now found an association between periodontal
attachment loss and the intima-media wall thickness of the
carotid artery'’ and electrocardiographic abnormalities,"®
which are subclinical signs of atherosclerosis and
cardiovascular disease.
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Patients Taking Oral Anticoagulants

Although many general health problems can impact the
delivery of dental care, the risk for excessive bleeding rep-
resents one of the more serious concerns. Such a risk is
especially important to detect before procedures that
could result in significant blood loss, such as oral, peri-
odontal, or endodontic surgery; implant placement; or
periodontal procedures, such as scaling and root planing.
Several different conditions may predispose the patient to
excessive bleeding. For example, because the liver pro-
duces many clotting factors, the dentist should be con-
cerned when the patient has a history of chronic liver
disease or has impaired liver function.

Anticoagulants, a more commonly encountered risk
factor for excessive bleeding, include such drugs as
aspirin, some NSAIDS, and oral anticoagulants. Warfarin
sodium, a vitamin K antagonist, more commonly known
by its trade name, Coumadin, is the most frequently pre-
scribed oral anticoagulant. Warfarin interferes with the
formation of several factors necessary for proper coagula-
tion. Patients taking the drug often report that they are
on a “blood thinner.” When a patient reports anticoagu-
lant therapy, the dentist should always inquire about the
reasons for the therapy. The list of indications for antico-
agulant therapy has expanded over the past 10 years (Box
5-4).

Treatment Implications  Alchough it is possible to
measure the patient’s bleeding time in the dental office,
a more accurate appraisal can be obtained by contacting
the patient’s physician for recent laboratory measure-
ments or, if necessary, by ordering new blood studies.
Patients taking anticoagulants should have their pro-
thrombin time measured on a regular basis. This is
usually reported in units referred to as the International
Normalized Ratio (INR). The INR for a patient with
normal coagulation is 1. Most patients taking anticoag-
ulants are maintained in the INR range of 2 to 3, except
for high-risk situations (e.g., patients with mechanical
prosthetic heart valves whose INR values may range from
2.5 to 3.5).

When contacting the patient’s physician, the dentist
should also confirm the systemic diagnoses and discuss,
in a general way, the proposed plan of treatment. It is the
dentist’s responsibility to evaluate and communicate suc-
cinctly to the physician any potential that may exist for
excessive bleeding. Some dentists, physicians, and even
patients believe it necessary to temporarily halt the
patient’s anticoagulant medication several days before
treatment, but this is controversial and may not be nec-
essary.”* Many procedures, such as simple restorative
treatment, do not normally lead to bleeding. Simple

BOX 5-4 Indications for the Use of

Anticoagulant Drugs

Prevention of:
Deep vein thrombosis
Pulmonary embolism
Vascular thromboembolism
Transient cerebral ischemic attacks
Stroke
Clotting disorders
Accompanies treatment for:
Myocardial infarction
Dilated cardiomyopathy
Atrial fibrillation
Paroxysmal supraventricular tachycardia
Rheumatic heart disease
Valvular disorders
Prosthetic heart valves
Coronary artery bypass surgery

extractions and periodontal scaling and root planing can
usually be performed safely when the INR is below 3.
The risk for postoperative bleeding after extraction can
be reduced by incorporating local measures, such as a
hemostatic dressing and careful suturing of the extraction
site. Scaling and root planing should be performed in an
organized fashion, one tooth at a time, to evaluate the
bleeding response. Applying pressure at the site for
several minutes may reduce bleeding.

Pregnant Patients

With more than 4.5 million births each year in the
United States, the chances are strong that a general
dentist will be evaluating a pregnant patient with regu-
larity. When planning treatment for the pregnant
patient, the dentist is, in essence, planning care for two
patients—the expectant mother and the developing
fetus. A dilemma arises when appropriate care for one
may not be in the best interest of the other. Although the
decision to defer treatment until after the baby is born
may sometimes seem most prudent, deferral may not be
realistic in the presence of severe dental problems. The
challenge to the dentist is to weigh the benefit of pro-
viding dental treatment against the potential for harm to
the fetus.

The history-taking stage is particularly important
with this patient both for developing rapport and for
gathering information that will help decide how care
should be delivered. Especially before exposing radio-
graphs or prescribing medication, women of childbear-
ing age should be asked regularly if they could be
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pregnant. For new patients who are pregnant, the health
history must be reviewed for evidence of systemic dis-
eases, such as diabetes or hypertension, that could com-
plicate the pregnancy. Several physiologic changes may
accompany pregnancy, and certain systemic diseases may
develop or be aggravated by these changes (Box 5-5). The
patient’s blood pressure and pulse rate should be taken
and recorded along with the expected date of delivery.
The decision to contact the patient’s physician or obste-
trician can be made after a preliminary treatment plan is
developed.

The decision to treat, partially treat, or postpone treat-
ing a pregnant patient is based on findings from the
dental history, the extent of dental disease present, and
the stage of fetal development. For the patient with no
complaints, a history of regular dental visits, few
dental restorations, and no positive findings upon clini-
cal examination, treatment would be appropriately
limited to supportive care, including oral prophylaxis and
oral hygiene instruction. If the patient prefers, elective
diagnostic radiographs can be postponed. In contrast, the
patient with a history of sporadic dental care who pre-
sents with active carious lesions should be encouraged to
have treatment during pregnancy. Such patients often
come to a dental office with complaints of pain or bleed-
ing gingiva. In this instance, it is appropriate to make
radiographs and develop a treatment plan to provide
some level of disease control during pregnancy. This
strategy provides significant dental and health benefits to
the pregnant patient and should reduce the chance of oral

infection arising in the mother during and after delivery
of the baby.

Practical Considerations

Timing of Care The 9 months of pregnancy can be
divided into 3 periods, or trimesters. Fetal organogene-

BOX 5-5 Changes and Conditions Associated

With Pregnancy

Physiologic Changes
Weight gain
Increased need to urinate

Restricted breathing
Increase in clotting factors

Conditions That Occur With Increased Frequency

Anemia

Postural hypotension
Hypoglycemia
Hyperglycemia

Systolic ejection murmurs

sis and differentiation of tissue occur during the first
trimester. During this time period, the developing child
is most sensitive to the effects of drugs and ionizing radi-
ation. It is also the most common period for miscarriages.
Although the correlation between routine dental care and
fetal injury during this time is unknown, it is prudent to
limit care to preventive measures (plaque control, oral
hygiene instruction, and prophylaxis) only. The ideal
time to provide most routine dental care is during the
second trimester. Although dental procedures can be
safely performed during the last months of pregnancy,
concern for the mother’s comfort may limit the extent of
treatment. When the patient is in the third trimester,
short appointments, allowing the patient to periodically
adjust her position, and avoiding putting her in an
extreme supine position will help make the patient more
comfortable during treatment.

Radiographs Although the use of ionizing radiation
during pregnancy is somewhat controversial, current
scientific evidence suggests that when using high-speed
film and a lead apron covering the patient’s abdomen,
little risk of damage to the fetus occurs. It should
be remembered that a charge of providing substandard
care could be made if the dentist extracts teeth or pro-
vides endodontic therapy without making appropriate
radiographs. As a result, when signs of active disease are
detected during clinical examination and treatment is
planned, diagnostic radiographs should be selected using
standard selection criteria (see Chapter 1). As with all
treatment decisions, the need for radiographs should be
communicated clearly to the patient for her informed
consent.

Medications The prudent dentist minimizes the use
of drugs when treating the pregnant patient. At the same
time, however, local anesthetics may be necessary to make
treatment comfortable and reduce the patient’s stress. No
drug has been proven absolutely safe for the patient who
is pregnant, but research suggests that when necessary,
most local anesthetic agents can be used safely. A good
choice is 2% lidocaine with 1:100,000 epinephrine.

If an antibiotic is indicated, as in the presence of
swelling or an elevated temperature accompanying an
oral infection, the penicillins are the drugs of choice. An
erythromycin or cephalosporin may be prescribed if the
patient is allergic to penicillin. The tetracyclines should
be avoided because of the potential for causing intrinsic
staining of the child’s developing teeth.

If medication for pain control is necessary following
treatment, acetaminophen is usually the drug of choice.
Ideally, the patient’s obstetrician should be consulted
before the use of any medication and especially before
prescribing sedative agents, including nitrous oxide, and
any analgesics.
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Managing Dental Emergencies During
Pregnancy The pregnant patient with dental pain
should receive the necessary radiographs to permit a diag-
nosis. The decision to treat depends on the source of the
problem, its severity, the patient’s symptoms, and the
stage of pregnancy. For example, the patient in the late
third trimester with an occasional mild intermittent pain
from four impacted third molars should be treated with
conservative, nonsurgical measures. On the other hand, if
the patient reports the inability to sleep because of an
irreversible pulpitis, root canal therapy or an extraction
would be indicated even during the first trimester. In
either situation, the patient should be informed about the
consequences of treatment or no treatment.

Disease Control and Definitive Care The most
common oral problem experienced during pregnancy
is gingival inflammation and hypertrophy, often referred
to as pregnancy gingivitis (Figure 5-3). The condition
may arise from hormonal changes leading to an increased
blood flow to the gingival tissues coupled with the
presence of local irritants, such as plaque and calculus.
The bleeding typically increases as the pregnancy
progresses, usually beginning to subside in the
eighth month. Many patients who do not seek regular
dental care will seek treatment when the condition
becomes painful or if they are concerned about “bleeding
gums.” Often these patients entered pregnancy with poor
oral hygiene and marginal gingivitis. The dentist or
hygienist should debride affected areas to remove
plaque and calculus. If necessary, local anesthetic can be
used to make the patient more comfortable during this
process. All pregnant patients should receive oral hygiene
instruction.

Figure 5-3 This 20-year-old woman complained of sore gums, was
3 months pregnant, and had pregnancy gingivitis. The patient had poor
oral hygiene and the gingiva was inflamed, especially in the mandibu-
lar arch. With improved oral hygiene and periodontal treatment, the
condition improved and eventually disappeared.

Other disease control procedures, such as simple
restorations to control caries and endodontic therapy, can
be provided during pregnancy, ideally during the second
trimester. Extractions should be limited to symptomatic
teeth. Elective definitive care, such as crowns, fixed
partial dentures, implants, and preprosthetic surgery,
should be postponed until after the baby is born.

Diabetes

Diabetes is a relatively common disease affecting approx-
imately 14 million people in the United States.” Each
day, approximately 2,200 people are diagnosed with dia-
betes.® The majority, 90% to 95%, have type 2 or
non—insulin-dependent diabetes mellitus, a condition
that typically develops in adulthood. The number of
patients with type 2 diabetes has tripled in the last 30
years and is believed to be associated with an increase in
obesity for American adults.’

Identification of the diabetic patient in the dental
practice usually occurs through responses on the
health questionnaire. The dentist should make note of
any medications the patient is taking and be aware of
any side effects because several oral hypoglycemics
can have an effect on the oral cavity. The level of
metabolic control attained by the patient should be
assessed from both an overall and a same-day perspective.
Most diabetics can accurately assess their level of
control on a long-term and short-term basis. At the
beginning of each appointment, the dentist should ask
the diabetic patient how he or she is feeling, whether food
has been eaten that day, and whether insulin or oral hypo-
glycemic medications have been taken according to
instructions.

All diabetic patients should make regular visits to the
physician and have periodic monitoring of blood sugar
levels. The insulin-dependent patient should be ques-
tioned about the usual levels of blood glucose maintained
and the frequency of blood testing for glucose. Any
reported emergency visits for hyperglycemia or hypo-
glycemia should be documented in the record. Lastly,
when reviewing the health questionnaire with the
patient, the practitioner should learn whether the patient
suffers from any of the other conditions frequently seen
in the diabetic patient, such as kidney, cardiovascular, or
peripheral vascular diseases.

Treatment Implications If the diabetic patient is
poorly controlled or has many of the complications seen
with diabetes, such as severe cardiovascular disease, it may
be necessary to consult the patient’s physician. Well-
controlled diabetics should be advised to eat normal
meals before appointments and should be scheduled mid-
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morning for treatment. The dentist should be alert for
signs that the patient is becoming hypoglycemic. Early
signs and symptoms of hypoglycemia include hunger,
weakness, trembling, pallor, and a rapid heart rate (tachy-
cardia). Because eating regular meals is an important part
of glycemic control, especially for the insulin-dependent
diabetic, the patient may need to adjust the insulin dosage
if he or she will be unable to return to a regular eating
schedule immediately after a dental procedure.

Several oral problems may be more common in the
diabetic patient and should be taken into consideration

when planning the disease control phase as discussed in
the What's the Evidence? box. Some diabetic patients may
have a greater incidence of periodontal disease, dental
caries, missing teeth, xerostomia, and fungal infections.
In addition, they may be more likely to suffer such
adverse outcomes after treatment as delayed healing or
infection. Diabetic patients may need more frequent
periodontal maintenance visits and should be encouraged
to maintain a noncariogenic diet and a high level of oral
hygiene.

What's the Evidence?

Oral Health and the Diabetic Patient

Based on the clinical observations of dentists, diabetic
patients have traditionally been thought to be more
susceptible to oral diseases, such as periodontal disease and
dental caries. Most dentists have been taught that diabetic
patients may heal poorly and are at increased risk for
bacterial and fungal infections. Diabetic patients have been
characterized as having a higher incidence of xerostomia
and such orofacial pain complaints as burning mouth.

In addition, the assumption has been made that
physiologic changes associated with diabetes may
predispose the diabetic patient to certain dental diseases.
For example, a hyperglycemic patient could be expected to
have high levels of glucose in gingival crevicular fluid,
perhaps leading to a greater incidence of dental caries.
These views seem plausible and appear to have been
supported by clinical observations. But are they valid?

In the past decade, several controlled studies have
compared the incidence of certain oral diseases and
problems in diabetic patients with incidence in persons
who do not have diabetes. In addition, samples of type 1
and type 2 patients with diabetes have been compared with
each other, as have samples of diabetics with varying levels
of glycemic control. The results support some but not all of
the empirical beliefs that dentists have held. Conclusions
from these studies include the following:

e Type 1 diabetic patients experience a greater incidence of
periodontal disease, as measured by the loss of
attachment levels, than do nondiabetic individuals.

® The severity of periodontal disease in type 1 diabetics
increases with age and the number of years since the
diabetes was diagnosed.

e Compared with nondiabetic controls, type 2 diabetics
have greater attachment loss, gingival inflammation, and
numbers of missing teeth. The duration of the disease
does not seem to have a significant effect on the level of
periodontal disease among this group of patients.

e For both type 1 and 2 diabetes, current evidence

suggests that poorer glycemic control contributes to
poorer periodontal health. The relationship between
diabetes and periodontal disease has been found to be
bidirectional: as glycemic control worsens, there is a
greater negative effect on periodontal health and as
severe periodontitis worsens, there is a greater risk of
poorer glycemic control.

* Denture stomatitis occurs with greater frequency in
type 2 diabetics when compared with matched
controls.

¢ Conditions such as xerostomia and burning mouth have
not as yet been demonstrated to be more common in the
diabetic population.

e The incidence of caries in well-controlled type 2 diabetic
patients is not significantly greater than that found in
nondiabetic individuals.
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DOCUMENTATION
OF SYSTEMIC CONCERNS

Like findings from other parts of the patient’s examina-
tion, information regarding the systemic health of the
patient must be documented clearly in the patient record.
Significant medical diagnoses and other health concerns
should be gathered and summarized in one area of the
record so that the dentist can easily review this informa-
tion before each appointment. A running list of all med-
ications taken by the patient should be updated regularly.
Colored stickers and ink stamps can be applied to a
prominent place on the record to flag those patients with
potentially life-threatening conditions, such as allergies
to latex or penicillin or the need for antibiotic premed-
ication before treatment.

Although for most patients, attention to systemic con-
cerns continues throughout the entire treatment, for
some it may be useful to document a discrete systemic
phase plan at the start of therapy. For example, if the
patient has severe health problems (ASA III or IV), and
the dentist must consider limiting the nature and scope
of the treatment plan, a written systemic phase of care is
warranted. Consider the following example of a plan for
a lymphatic cancer patient, who is preparing for radia-
tion and chemotherapy to treat tumors in the head and
neck region.

Systemic phase:

1. Consult with physician:

a. to determine patient’s upcoming radiation and

chemotherapy schedule.

b. to discuss plans to remove all remaining teeth
now, and fabricate dentures at the conclusion of
chemotherapy.

2. Obtain a complete blood count before removing
remaining teeth.

3. Provide palliative treatment for xerostomia and
radiation mucositis during radiation therapy.

When a patient has significant dental and periodontal
disease, it is often best to remove all the teeth before head
and neck radiation, even when a few teeth may be sal-
vageable. The systemic treatment plan above supports
this decision and clearly states what the dentist must do
to deliver care safely and help the patient during radia-
tion therapy. Many dentists and dental schools find it
useful to document all types of systemic therapy at the
beginning of the patient’s treatment plan.

CONCLUSION

Dentistry, as a profession, evolved significantly in the
twentieth century, as a result of significant research into
the causes of oral diseases, the development of new

research-based therapies, and a stronger emphasis on pre-
venting oral problems. The relationship between oral
health and general health is now more widely recognized
by both the dental and medical professions. It has become
increasingly important for dentists to be knowledgeable
about human physiology, pathology, and pharmacology,
and about the impact of dental treatment on the general
health of each patient. This broad knowledge base
becomes even more significant as more patients who are
elderly or who have serious systemic illness seek our serv-
ices. Only through careful inquiry and attention to each
patient’s general and oral health do dentists earn the priv-
ilege of the title doctor.

REVIEW QUESTIONS

What are the objectives of the systemic phase?

Why has systemic phase treatment become increasingly
important in the practice of dentistry?

What is the ASA classification for a patient with severe
congestive heart failure who is incapable of walking
one block without rest?

Describe common problems, usually identified in the
patient history, that suggest the need for a systemic
phase of care.

Describe common problems, usually identified in the
physical evaluation of the patient, that suggest the
need for a systemic phase of care.

Under what circumstances would it be advisable to
postpone treatment or limit treatment for a dental
patient?

Describe some situations in which it would
be appropriate to prescribe medications for a
patient.
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he acute phase of care incorporates diagnostic and

treatment procedures aimed at solving urgent oral
problems. Acute care can involve a myriad of services
from controlling pain and swelling to simply replacing a
broken tooth on a denture. All types of patients may need
acute care, including those under active treatment, on
maintenance recall, new to a dental practice, or return-
ing to a practice after being away for some length of time.
Most people expect a dentist to be available to treat their
immediate problems and are drawn to offices that provide
such services. Good practice management and profes-
sional responsibility require that every dentist effectively
and efficiently manage patients who have immediate
treatment needs without unnecessary disruption to the
flow of the practice. The dentist is also responsible for
managing his or her patients when they have acute prob-
lems outside of normal office hours.

The purpose of this chapter is to provide information
about how to design, record, and execute the acute phase
of a dental treatment plan. In the course of this discus-
sion, the reader will become acquainted with the unique
challenges of providing acute dental care. The profile of
the acute patient’s typical problems is described. Guid-
ance is provided for evaluating, diagnosing, treating, and
providing follow-up care for this patient. In addition,
suggestions for documenting all aspects of acute care are
presented.

Two related terms are used throughout this chapter.
An emergency problem incapacitates the patient and
has the potential to become a life-threatening condition.
In such a case, immediate attention is required for health
reasons. Examples include severe dental pain, swelling,
systemic infection, or trauma to the face or jaws. The
dentist usually sees patients with emergency needs on the
same day that contact is made. In contrast, an urgent
problem does not require immediate attention for health
reasons, but is a problem that the dentist—or, more
commonly, the patient—thinks should be attended to
“now” or “soon” (Figure 6-1). Examples include mild to
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Figure 6-1 Although not painful, the fracture of the right central
incisor is an urgent problem that needs prompt attention.

moderate pain without active infection, asymptomatic
broken teeth, lost restorations, and other purely esthetic
problems. Treatment of urgent problems can, theoreti-
cally, be postponed without causing the patient unneces-
sary pain or the risk of systemic illness. Often these
problems can be managed with palliative care, for
example, treating the pain, but not the underlying
problem, until the patient can be conveniently worked
into the office schedule.

Making the distinction between an emergency and an
urgent problem is important to the dentist and to the
patient to ensure that no true patient health problem goes
unattended. On another level, the experienced dental
practitioner recognizes that the distinction may become
irrelevant in the mind of a distraught, anxious patient.
From a practice management perspective, it is important
that the office be able to accommodate patients with
acute needs in a timely and attentive manner, regardless
of whether a potentially serious health issue exists. Not
infrequently, patients have questions about “new” find-
ings in the oral cavity that they fear may be cancer, or
they may develop esthetic problems that for reasons relat-
ing to personal appearance and self-esteem need imme-
diate attention. These concerns, although not true
emergencies, do require the dentist’s recognition, if only
to reassure the patient and to reschedule for definitive
care.

CHALLENGES

Treating patients with acute care needs can be challeng-
ing to the dentist in many ways. Initially the practitioner
must determine whether the patient’s complaint is a true
emergency requiring immediate attention or an urgent
problem that can be treated at a more convenient time.
Usually this discussion occurs over the telephone and may

be resolved by an office staff member without the
dentist’s direct involvement. On the other hand, the
dentist usually manages after-hours emergencies. Once
the decision has been made to see the patient, enough
time must be available in the dentist’s schedule to ade-
quately diagnose and treat the patient’s problem. This
can be difficult when the practitioner’s day is tightly
scheduled. Some busy practices reserve time in the
dentist’s schedule, or book the schedule lightly, to accom-
modate occasional add-on appointments.

Arriving at a diagnosis and an acute care treatment
plan can be time consuming. This problem is com-
pounded significantly when the acute needs patient is
new to the practice. In the absence of an existing health
and dental history and an established relationship with
the patient, the dentist must work without many of the
usual clues or cues that would otherwise guide
the process. The dentist needs to assess for the first time
the patient’s health history, perform a limited oral exam-
ination and diagnostic tests, obtain radiographs if neces-
sary, decide on the appropriate treatment, and execute
some level of care to alleviate symptoms. Difficult enough
for a patient of record, this task can be extremely chal-
lenging when it involves an anxious and emotionally
labile patient whom the dentist has not met before.

During the initial appointment, the amount of time
available to develop rapport is limited. If the patient is
in significant pain or has been awake all night, he or she
may not be thinking rationally. As a result, the dentist
may have difficulty communicating the nature of the
problem and the treatment options to the patient. The
patient may have difficulty making a treatment decision
or providing informed consent, especially for irreversible
procedures, such as extractions or endodontic therapy.

Furthermore, it is common for some patients, espe-
cially those who have never been seen in the practice
before, to expect to have an acute need managed imme-
diately and simply. These individuals may have experi-
enced a lifetime of episodic dental care, may not
understand the nature of the problem, and may be unre-
alistic about the scope or complexity of the needed treat-
ment. This can be frustrating for some practitioners, who
see such patients as demanding and intrusive, and at the
same time unappreciative of the value of comprehensive
dental care. Nevertheless the dentist has the obligation,
insofar as is possible, to educate the patient about his or
her overall oral condition and to describe a vision for the
way in which the emergency or urgent care treatment fits
into the context of the person’s overall oral health. To help
the patient understand and accept this vision, the dentist
must be a good listener, take the time to explore all rea-
sonable treatment options with the patient, and thor-
oughly discuss any barriers to treatment that the patient
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might perceive, especially with regard to time, finances,
and pain. To accomplish this quickly, efficiently, and pro-
fessionally—and to do so with a personalized and caring
delivery—can be difficult for even the most experienced
practitioner.

REWARDS

Efficiently managing the patient with acute problems is
essential to attracting new patients and to serving the
needs of patients already in the practice. Dentists who can
treat emergency and urgent problems in a timely manner
will retain patient loyalty and see their practices grow.
Relieving pain or restoring a broken tooth can also provide
great personal satisfaction to the dentist. Often, patients
with such problems arrive fearful and unsure of what treat-
ment will be required. A kind, empathetic approach to
care and prompt resolution of the dental problem may per-
suade some patients who present only for episodic treat-
ment to become comprehensive care patients.

PROFILE OF THE PATIENT REQUESTING
IMMEDIATE TREATMENT

Comprehensive Care Patient

Patients expect that their family dentist will see them
promptly if they are in pain, break a tooth or prosthesis,
or lose a temporary restoration. Such problems can some-
times be anticipated, or they may come as a surprise to
both patient and provider. Even when the problem is
anticipated, the timing for the event cannot be predicted
with certainty.

Patients who are new to the practice and request com-
prehensive care for many dental problems may require
immediate treatment, often to control or prevent dental
pain. When planning treatment, it is possible to identify
those urgent problems that are likely to become dental
emergencies and to sequence them early in the treatment
plan. For example, the patient whose tooth has signifi-
cant decay and is experiencing prolonged sensitivity to
heat may require immediate caries removal and a pulpec-
tomy to avoid the possibility of increased pain and the
development of an apical infection. Other common
urgent care procedures include repairing prostheses or
replacing restorations, especially in esthetic locations or
when a tooth is sensitive.

Acute care may also become necessary when a patient
is undergoing active treatment. Many procedures in den-
tistry have associated postoperative complications, such as
pain, bleeding, or swelling. Experienced dentists are aware

of the complications associated with the procedures they
perform and discuss the chances for postoperative prob-
lems with the patient when treatment is rendered. If a
problem arises, the dentist may only need to speak with
the patient on the telephone; however, if the problem is
more serious, the person may need to return for evaluation.

Patients on periodic recall may also develop urgent
treatment needs. The problem may be related to prior
treatment (e.g., pain from a tooth that received a restora-
tion near the pulp) or to a chronic condition, such as a
deep periodontal pocket that has become a periodontal
abscess. Common complaints include sensitive or chipped
teeth, lost or fractured restorations, broken prostheses,
oral infections, and traumatic injuries. These issues
require prompt attention to satisfy patient expectations.

Past patients of record who have not been seen for
some time require special consideration during an exami-
nation for acute care problems. The dentist should deter-
mine if other dentists have provided treatment since the
patient left the practice and if the patient has been receiv-
ing maintenance care on regular basis. The patient’s
health questionnaire will need to be updated or redone.

Limited Care Patient

About 50% of the U.S. population uses dental services
on a regular basis. Included in this group are those who
receive at least an annual oral evaluation and maintenance
procedures for the teeth and prostheses. For the remain-
der of the population, dental care is usually both episodic
in nature and limited in scope. There are several reasons
for this. Many individuals are afraid of receiving dental
services, often because of unpleasant past experiences
with a dentist and fears that treatment will be painful.
Understanding the reasons for this anxiety and treating
the fearful patient are discussed further in Chapter 13.
For many, a real or perceived lack of financial resources
to pay for dental treatment represents a significant
barrier. For the elderly person or the individual with
severe health problems, dental treatment may not be
accessible or may be considered a low priority when com-
pared with more life-threatening concerns. For some
persons, dental care and good oral health simply are low
priorities (see Chapter 17). These patients may appear
apathetic, be reluctant to commit to a comprehensive
treatment approach, may miss appointments, and ulti-
mately may disappear from the practice all together (see
the What'’s the Evidence? box on p. 116). Lastly, some
young persons may have had regular care in their youth,
but have not yet taken responsibility for maintaining oral
health as an adult. Often, for these individuals, making
the time or even remembering to see a dentist regularly
constitutes the biggest barrier to care.
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What's the Evidence?

Why Do “Limited Care” Patients Fail to Become
Routine Users of Dental Care Even When
Dentists Educate Them About Their Oral Health
Needs?

Studies in many countries (United States," United
Kingdom,‘i'5 Norway,("7 Sweden,® Finland,’ and China'’)
have looked for the characteristics of individuals who seek
limited dental care. Limited care patients have been
described as irregular users,’ casual attenders,” an individual
without a dental home,' or without a usual source of dental
care.” In general, these studies show that limited care

3,4,8-10

patients tend to be men, single,4‘9 and nonwhite,"”’

1,3,4,6,9,10

with lower incomes, and lower levels of

education. 4%

1% Studies have also reported that limited
care patients are likely to smoke,* work more hours,” live in
rural areas,'® lack dental insurance,’ have lower dental
knowledge,'” have a low opinion of their health, have a
lower sense of coherence,’ and lack the confidence to
adequately deal with life experiences.""

Some of the barriers/obstacles to dental care these
patients report include: fear or dislike of dental
treatment,”>’ lack of time,* lack of access to care,’ the

3410 or important,’

belief that dental care is not necessary
lack of trust in dentists,"* and the high cost of treatment.’*
If a limited care patient visits the dentist and is educated
about the status of his or her oral health, the individual is
still unlikely to become a routine user of dental care unless
the reported barriers are addressed.*'*"?

The Federation Dentaire Internationale has outlined the
issues that must be addressed to transform these individuals
into routine care patients."> The first category relates to
patients who may exhibit “lack of perceived need, anxiety
and fear, financial considerations, and lack of access.” The
second category relates to characteristics of the dental
profession in a particular area, including “inappropriate
manpower resources, uneven geographical distribution,
training inappropriate to changing needs and demands, and
insufficient sensitivity to patients’ attitudes and needs.” The
third category identifies conditions relating to society,
including “insufficient public support of attitudes that are
conducive to health, inadequate oral health care facilities,
inadequate oral health manpower planning, and insufficient
support for research.” In addition, Freeman'” states that to
effectively encourage an individual to become a routine user
of dental services, his or her life experiences and personal
histories must be taken into account, for example, the
individual may have grown up in a family that did not

value dental health because of other competing lifestyle

priorities.
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Although the persons just described may not be regular
visitors to a dental office, they will need treatment some-
time in their lives. Most often, a particular event has pro-
voked the patient to action. For example, a molar tooth,
sensitive to hot and cold for several months, has now
become a constant throbbing problem. For others,

especially those who believe they are in reasonable
dental health, the symptoms may be less acute but dis-
turbing all the same. Common complaints include loose
teeth, bleeding gums, hot or cold sensitivity, fractured
teeth or restorations, or broken prosthodontic work. Fear
of worsening pain or the anticipation of additional dental
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problems may also motivate these persons to seek dental
treatment.

Culturally the U.S. population places a high value on
personal appearance. For many, self-esteem can be greatly
affected—positively or negatively—by the appearance of
the teeth and smile. As a result, many limited care
patients seek dental services because of esthetic concerns.
Often, encouraged by friends and family to see a dentist,
the patient may believe that he or she needs to look better
to improve social and business opportunities. For such
patients, a dark or missing anterior tooth may be per-
ceived as a more severe problem than the broken down
or chronically infected posterior teeth also discovered
during examination (Figure 6-2).

PATIENT EVALUATION

The evaluation of the acute care patient requires the same
components as for the patient seeking comprehensive
care: the patient history, the physical and clinical exam-
ination, radiographs, and any necessary special diagnos-
tic tests. However, each component is handled differently
with the acute care patient. Of necessity, the acute care
evaluation often is more abbreviated, although in some
cases additional diagnostic procedures are performed.
With any acute care patient, the findings, both positive
and negative, take on a different and often increased level
of importance because of the urgency of the situation.

Patient History

Methods and techniques for obtaining a comprehensive
patient history are described in Chapter 1. The content
of the acute care patient’s history focuses on issues that
affect the diagnosis and management of the immediate
problem or problems for which the patient has sought
treatment. As a result, the health history questionnaire

Figure 6-2 Dark tooth as a result of pulpal necrosis. (Courtesy Dr.
Gerald Scott.)

used for the acute patient history may be shorter than
that used for the comprehensive care patient. (See
Chapter 1 for a discussion of the inquiry process used to
review the health history information with the patient.)
The clinician realizes that many new patients who are in
pain at the first visit also are anxious and may not be
communicating or thinking clearly. Many of the issues
discussed in Chapter 13 relating to the evaluation and
treatment planning for the anxious patient also apply to
the patient with acute care needs.

Dental Team Focus
Acute Treatment and the Oral Health Team
The patient who is in pain or experiencing other

emergency dental problems is in a very different situation
from the patient who enters the office to receive routine
dental care. The role of the oral health staff must be
professional and compassionate to meet the needs of the
emergency patient.

The administrative assistant manages identification of a
time when the dentist can see the patient with acute care
needs. Specific responsibilities relating to this type of
patient include:

e Screening phone calls to establish severity of emergency
* Depending on the emergency, instructing the patient to
come in immediately, or scheduling an appointment in

a buffer time in the daily schedule
e Reviewing financial policies if the patient is new to the

practice
o Scheduling the patient for follow-up care

The clinical staff must respond to the nature of an
emergency and be prepared to adapt to whatever is
required by each situation. A course of action will
include:

e The taking and recording of vital signs

* Being attentive to the patient’s questions concerning
prognosis or treatment

e Readying tray setup for assisting in diagnostic tests and
techniques (percussion, palpation, thermal sensitivity,
pulp vitality testing, periodontal probing, and tooth
mobility tests)

e Taking and processing radiographs

® Readying tray setup and assisting the dentist during
the provision of emergency treatment

e Providing written and verbal instructions to the patient

Often several staff members will manage a patient
with an acute care problem before the dentist performs
the examination. The patient may question staff as to the
cause of his or her problems and want to discuss what
treatment may be necessary, for example, to relieve pain
or repair a broken tooth. The staff should acknowledge
such important patient concerns, but defer to the dentist
for answers to questions regarding diagnoses and
treatment options.
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Chief Concern and History of the Concern
The chief concern, also referred to as the chief com-
plaint, is the immediate reason for which the patient
seeks treatment. It is usually best to record the concern
in the patient’s own words, thereby capturing not only
the issue that needs attention, but also the patient’s per-
ception of the problem. The way in which the patient
phrases the concern can provide important insight into
the patient’s dental knowledge and awareness. As illus-
trated in the In Clinical Practice box, the patient’s words

may also give the dentist a glimpse into the patient’s
covert fears. As the starting point for investigating the
patient’s problem, articulation of the chief concern is crit-
ical to making an accurate diagnosis of the acute
problem. A clear, concisely stated chief concern helps the
patient and dentist focus on the important issues and
saves considerable time in the evaluation process.
However, even a vague or poorly focused chief concern
can trigger questions that enable the dentist to begin the
process of establishing possible diagnoses.

In Clinical Practice

The Value of Listening to Patients’ Concerns
The following encounter provided one dentist with a
valuable lesson about the need for open communication and
complete informed consent while managing the acute care
patient.

A middle-aged white man in apparent good health pre-
sented to the emergency service at a college of dentistry. He
was well dressed, articulate, and well educated. He was also
very apprehensive. His chief concern was the “swelling in my
jaw” adjacent to an upper molar. The history of the chief
concern revealed that the man recently had seen his private
dentist in his hometown an hour’s drive away. His dentist had
referred him to a local endodontist for a root canal treatment.
The root canal had been initiated, and the patient reported
no postoperative discomfort. From the conversation and the
patient’s reported outcome, it appeared that the diagnosis had
been correct and that all treatment had been performed
according to the standard of care.

O —

Further discussion revealed the patient’s real concern. The
swelling that had begun as a diffuse, poorly localized tender-
ness had now localized and was indurated with smooth, well-
defined borders. From the clinician’s perspective, this was
attributable to a normal progression in the natural history of
a dental abscess. But the patient was convinced he had oral
cancer.

Apparently the general dentist and the endodontist
had not taken the time to fully inform the patient of the
diagnosis, the nature of the treatment, the expected outcome,
and possible sequelaec. Had that been done, the patient
could have been spared considerable time and unnecessary
worry. A few minutes of open and candid conversation
at an earlier stage could have given this patient some
desperately needed information, allayed his unwarranted
fears, and given him a more positive experience with the
profession.

The history of the chief concern enriches the dentist’s
understanding of the primary problem and the way in
which it arose (Box 6-1). More importantly, the history
helps the dentist develop a short list of possible diagnoses
and to discern what should be examined, what radio-
graphic images should be taken, and what clinical tests
should be performed to identify the source of the
problem.

With about 90% of acute care problems, the careful
and astute practitioner can make a tentative diagnosis
from the chief concern as expressed by the patient and
the related history. However, a dilemma arises if the
patient is allowed to ramble, raising multiple complaints
and symptoms. The dentist may become distracted and
have difficulty arriving at the essential working diagno-
sis and, more importantly, treatment for the primary
problem may be delayed as a result. On occasion,
however, the patient’s seemingly unrelated concerns may

BOX 6-1 Typical Questions to Ask Acute Care

Patients

e What brings you in today?

e How long have you had the pain or problem (days,
weeks, months)?

e Is it getting better, worse, or staying the same?

e What makes the pain worse (hot, cold, sweets,
pressure)?

e How long does the pain last (seconds, minutes, hours)?

¢ Does the pain follow some pattern, such as worse at
night or when lying flat?

e Have you been taking a pain medication? Does the
medication help?

e Do you have swelling or drainage?

e Have you been seen or treated elsewhere for this
problem?
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provide important clues to the diagnosis, helping the
dentist to make a treatment recommendation more
quickly and accurately. Discerning when these other
issues are important and when they are a distraction takes
considerable experience, sensitivity, and skill.

Health and Medication Histories Although the
health history for the acute care patient is typically abbre-
viated, it cannot be overlooked. A prime cause for dental
malpractice litigation has been the failure of dentists to
gather and document an adequate health history for acute
care patients (Box 6-2). As with the health history for the
nonacute comprehensive care patient, the health history
for the acute patient may be gathered through an oral
interview, a health questionnaire, or a combination of
both questionnaire and interview. For the patient of
record who presents with an acute problem, an update
of the existing health history usually is sufficient.

The dentist must investigate any positive patient
responses and document significant additional findings in
the patient’s record. Some patients who do not visit the
dentist regularly may not see a physician either. The
dentist is responsible for determining that there are no
systemic health limitations or contraindications to dental
treatment before performing any invasive examination
procedures or before performing treatment on the
patient. If the dentist cannot make that determination,
it may be necessary to consult with the patient’s physi-
cian before proceeding.

Past Dental History

a comprehensive dental history for the acute care patient.

It is not necessary to complete

On occasion, however, pertinent findings from a brief

BOX 6-2 Minimal Questions Necessary for

Inclusion in an Acute Care Health
History Questionnaire

e Have you had any recent hospitalizations, surgeries, or
major medical problems?

e Are you being treated currently by your physician?

e Do you have a heart murmur or “heart click”?

¢ Do you have any heart or lung problems?

¢ Do you have any known allergies to drugs, foods, or
other substances such as latex?

¢ Do you have any bleeding problems?

e Have you had a joint replacement?

e What medications (including herbal and over-the-
counter remedies) are you taking?

o (If female) Are you pregnant or taking birth control
pills?

e Do you have any other health problems that you're
aware of ?

dental history may augment the information derived
from the chief concern and its history and assist in
making a diagnosis. More commonly, a few questions
related to the patient’s past dental treatment can provide
the dentist with sufficient insight into which previous
treatments have been successful or unsuccessful and what
treatment options will be most appropriate in the present
situation. For example, the patient who has had root canal
therapy initiated on one or more teeth, but has never
returned to have the treatment completed or the tooth
restored, is unlikely to be a good candidate for heroic
efforts to save a newly fractured or severely decayed tooth
(Figure 6-3).

Psychosocial History
psychosocial history is not recorded for an acute care
patient. Some issues, however, particularly the patient’s
ability to pay for a particular procedure, may have a
bearing on the treatment selection. For instance, a patient
whose only income is from a government pension

In most instances, a formal

program, such as Social Security in the United States, and
who uses all discretionary monies to cover the cost of pre-
scription medications, would probably not be a candidate
for extensive endodontic, periodontal, and restorative
therapy to save a tooth.

Clinical Examination

Examination of the acute care patient must, of necessity,
include a detailed assessment of the area of chief concern.
This is not the only important part of the clinical evalu-
ation, however, and the dentist should consider includ-
ing at least the five components in the acute care
examination (Box 6-3).

Figure 6-3 It has been more than 3 years since this patient had
endodontic treatment of the first molar, and the tooth still has not
received a final restoration. It may now be nonrestorable.



120 Phases of the Treatment Plan

BOX 6-3 Components of the Clinical Examination of the Acute Care Patient

1. Overall Physical Health Status and Constitutional Signs

As the dentist first approaches the patient, there should be
a rapid overall assessment of the patient’s general health. Is
the patient ambulatory? Is the breathing labored? Are there
signs of congestive heart failure? What is the American
Society of Anesthesiologists (ASA) classification? Are there
discernible signs of anxiety or stress? Does the patient
appear healthy enough to withstand the rigors of treatment
at this time?

2. Oral Cancer Screening

It is part of the dentist’s professional responsibility to
perform an oral cancer screening for all new patients
entering the practice, whether they are seeking
comprehensive care or only limited care.

3. Vital Signs

Any patient who is to receive acute care should have a
preoperative blood pressure and pulse rate taken. The acute
care patient is more likely than most to be anxious about
receiving dental treatment, to be poorly compliant with
prescribed antihypertensive medications, and to have a diet
and/or lifestyle not conducive to maintaining the blood
pressure within an ideal range. As a result, this patient is
more likely to have an elevated blood pressure at the dental
visit. Such a finding raises questions: Can the patient be
safely treated? Should a referral to a physician or the
emergency room be made? These concerns cannot be
allayed completely without taking preoperative vital signs.
Should a medical emergency arise during treatment, it is
essential to have recorded baseline vital signs to ensure
proper treatment by emergency medical personnel. If the
patient appears febrile or has signs of generalized infection,
the temperature should be taken.

4. Area of Chief Concern

This portion of the examination may demand the most
skill and attention of the dentist. It may or may not
require a significant amount of time. As noted earlier, a
thorough review of the chief concern and its history

often leads the dentist to a particular tooth or site, and one
or two simple strategic tests lead immediately to a
tentative or working diagnosis. In some cases, however,
multiple examination techniques applied to several
locations are required, and the diagnosis may be elusive to
even the most experienced practitioner. The section on
Common Problems and Diagnoses, later in this chapter,
includes some general suggestions about how some of the
more common patient concerns can be evaluated and
managed.

5. Contiguous Tissues

Tissues adjacent to, or physiologically connected to, the
area of the chief concern may also become involved. These
contiguous tissues may be examined as part of the oral
cancer screening, but subtle change may be overlooked
unless a thorough examination is performed on sites that
are commonly secondarily involved. Examples include
inflamed lymph nodes (lymphadenitis), secondary to
dental or periodontal infection, trismus of the jaw muscles
secondary to a pericoronitis, or a dental abscess or cellulitis
arising from necrotic pulp tissue. With trauma or dental
infection, the opposing tooth may be symptomatic, and in
rare cases, the pain may be referred to an adjacent or
opposing tooth. When a periodontal origin is suspected for
the patient’s pain, it is often instructive to examine the
periodontal health of the other teeth to help confirm or rule
out the diagnosis.

Diagnostic Tests and Techniques

The rationale for and the use of diagnostic tests and tech-
niques are discussed in Chapter 1. Some of these tech-
niques are used frequently with the acute care patient and
have particular importance in that setting. Although
with some exceptions the dentist may carry out these
tests and techniques at the same time as the examination
process previously described, they are discussed sepa-
rately here for purposes of clarity.

The following list includes some of the evaluation
methods most commonly used with the acute care patient,
along with a brief description of how each might be used:
e Inspection is the first and most commonly used

technique in the dentist’s arsenal. In many cases,

carious lesions, fractures of teeth, defective
restorations, periodontal disease, or soft tissue

infections may be detected by visual inspection alone
(Figure 6-4). When the problem is not readily
apparent, exploration, transillumination, and the use
of various dyes in conjunction with visual inspection
may detect more subtle carious lesions, tooth defects,
or fractures.

e Palpation is particularly useful for identifying
subperiosteal swelling that may have arisen in
conjunction with periapical inflammation or in
delineating the borders and relative firmness of an
abscess. It is often the sole means of detecting
lymphadenopathy or lymphadenitis. With
noninflammatory swelling, palpation can be a critical
tool for ruling in or ruling out cancer from the
differential diagnosis. Palpation can also be used to
evaluate the muscles of mastication for pain and
tenderness.
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Figure 6-4 Patient with herpetic gingivitis of the palate, diagnosed by
recent onset and the characteristic appearance.

® Percussion is the primary technique used to
determine the presence of periapical inflammation.
This issue is crucial to patient and provider because
it often determines whether irreversible treatment is
necessary, such as an extraction or root canal therapy.
In the absence of pulpal involvement, it is important
to rule out a periodontal source of pain to
percussion.

o Periodontal probing is indispensable as a means of
detecting periodontal disease and measuring
attachment loss. In the presence of bleeding on
probing, active infection can usually be assumed.
Marked sensitivity on probing often confirms that
the patient’s concern is periodontal in origin and
that the problem is not simply an incidental finding.
An isolated narrow pocket that traverses to the apex
of the tooth may indicate a primary endodontic
lesion, a combined periodontal/endodontic lesion, or
a sign of a vertical root fracture. In a patient with an
otherwise healthy periodontal condition, an isolated
deep pocket may indicate a vertical tooth fracture,
which has a poor prognosis.

o Tooth mobility by itself not a clear diagnostic
indicator, and may in conjunction with other tests
and findings confirm the presence and severity of
occlusal trauma, periodontal disease, or a dental or
periodontal abscess. The degree of mobility,
especially as compared with the other teeth, can be
an important determinant in estimating the tooth’s
prognosis and usability as a future abutment for a
prosthesis.

o Pulp vitality testing is essential to determine the
state of health of the pulp in an offending tooth.
Along with evaluating the patient’s symptoms,
vitality testing is an important diagnostic indicator

Figure 6-5 An electric pulp tester used to evaluate pulp vitality.
(Courtesy Dr. Gerald Scott.)

regarding whether root canal treatment is definitely
indicated, may be indicated in the future, or is not
indicated at this time. Methods for testing pulp
vitality include an electric pulp tester (Figure 6-5)
and application of cold and heat. In the absence of
vitality tests, dentists cannot make sound treatment
recommendations, and patients cannot make
informed choices about which treatment option is in
their best interests.

Radiographic Examination

To meet the standard of care, a radiograph (or equivalent
digital image) should be made of any tooth before extrac-
tion or root canal treatment. Table 6-1 includes guide-
lines that can be used to select images for some of the
more common acute dental conditions. In managing the
acute care patient, a single projection of the tooth or area
in question often is sufficient. Some isolated exceptions
are noted in Table 6-1.

COMMON ACUTE PROBLEMS
AND DIAGNOSES

Following the evaluation of the chief concern, the dentist
needs to define the problem or problems—usually in
terms of a diagnosis. In some cases, the diagnosis is defin-
itive, but in many others it is a working or tentative diag-
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Table 6-1

Radiographic Image Selection for

Common Acute Dental Problems

Presenting Condition

Recommended Images

Isolated periodontal problem,
pockets <5 mm

Isolated periodontal problem,
pockets >5 mm

Symptomatic tooth,
restorability in question

Symptomatic tooth,
restorability zot in question

Nonrestorable tooth

Eruption pain or pericoronitis
Possible jaw fracture

Blunt trauma to tooth or
teeth

Periapical and conventional
bite-wing radiographs

Periapical and vertical bite-wing
radiographs

Periapical and bite-wing
radiographs

Periapical radiograph

Panoramic or periapical radiograph
that images the entire root and
nearby anatomic structures
including the sinus floor and the
mandibular canal

Panoramic or periapical radiograph

Panoramic radiograph (plus other
views as indicated)

Periapical radiographs of
traumatized tooth or teeth and
any opposing teeth

nosis, to be confirmed later by additional testing or by
observing how the problem responds to therapy.

The following section reviews selected problems that
are likely to require acute care. Common conditions for
which a patient may seek immediate attention are
described, noting key features that assist the dentist in
making a diagnosis (also see the What's the Evidence? box).
In instances when the differential diagnosis is particularly
problematic, advice on how to make those distinctions is
provided. The issues discussed here are intentionally
selective and exclude chronic complaints and milder
concerns that usually do not require immediate attention.
The reader should also be aware that the classification of
acute problems by their origin and primary characteris-
tic, although convenient, is artificial. Frequently, these
problems do not exist in isolation. Patients may have mul-
tiple related or unrelated complaints. Over time, the com-
plaint may change and what has been primarily a concern
of pain may become a concern of swelling. Furthermore,
at any given time, several clinical features for the same
problem may be present. These reservations aside, the fol-
lowing What’s the Evidence? box should provide the prac-
ticing clinician with useful structure and guidance for the
differential diagnosis of acute conditions.

What's the Evidence?

What Are the Most Common Emergency
Complaints and Procedures?

Information about dental emergency patients was collected
over a 3-month period at the University Hospital dental
clinic in Vancouver, B.C." About 88% of the patients
reported pain as their chief complaint, with tooth pain
accounting for 80% of complaints, and about 15% reported
pain associated with periodontal episodes. These results are
similar to the results of a study conducted in a Boston
teaching hospital where 79% of the patients reported that
they were in pain.” The type of emergency treatment is
dependent on the type of clinical setting. In a study
conducted at a dental school in Pennsylvania, only 66% of
emergency patients reported pain as their chief complaint,’
and only 19% of the emergency patients attending dental
public health clinics in Sweden reported pain.* Conversely,
in a dental emergency assistance program for the
underserved, 92% of the individuals reported pain as the
chief complaint.’

In the Vancouver study, of patients in pain, teeth were
the source of pain for 80%, and about 15% had pain
associated with periodontal episodes.' Sixty-six percent of
the patients had been in pain for 1 week or longer. The
most common diagnosis (28%) was irreversible pulpitis.
About 24% of patients had a periapical abscess, and an
additional 24% had reversible pulpitits. These findings are

similar to the Boston study, in which approximately 83%
of the patients in pain had an infection.” In the Vancouver
study, approximately 16% of the patients were found to
have a periodontal condition including acute necrotizing
gingivitis, pericoronitis, periodontal abscess, or mobility. *
Periodontal abscesses account for 14% of the dental
emergencies in the United States.®

In the Vancouver study, the most common treatment
reported was pulpectomy (45%), followed by palliative
filling (22%), extraction (12%), and analgesics/antibiotics
(10%)." A study by Berger and Mock’ found that nearly
94% of patients with irreversible pulpitis and periapical
abscess chose to have a pulpectomy instead of an extraction,
whereas extractions were the most frequent emergency
procedure reported in a hospital in England.® Most of the
Vancouver patients (69%) reported that they did not visit
the dentist on a regular basis." Powers et al reported that
individuals who have had a preventive dental visit in the
last year are significantly less likely to seek emergency
dental treatment.’

For children, many dental emergencies are due to
trauma. In Seattle’s Children’s Hospital, 60% of children’s
emergency visits were due to trauma.'® Less trauma was
found in a Belfast children’s hospital where 49% of the
visits were the result of tooth pain, and 39% caused by
trauma.'' In a Montreal children’s hospital, 53% of the
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What's the Evidence?

What Are the Most Common Emergency
Complaints and Procedures?—cont’d

children reported with pain and 29% had traumatic
injuries.'” Similarly, in a study at a dental teaching hospital
in Jordan, 31% of all dental emergencies in children were
because of trauma."> Most traumatic injuries in children
occur in the maxillary anterior teeth (70%) and the upper
lip and gingiva (12%)."
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Complaint of Pain

Oral pain, the most common concern that leads persons
to seek immediate care from the dentist, has many pos-
sible sources. Here they are classified as pulpal or peri-
apical pain, periodontal pain, pain associated with tooth
eruption, pain associated with previous dental treatment,
and other types of oral pain.

Pain of Pulpal or Periapical Origin An acute or
symptomatic reversible pulpitis is characterized by
intermittent, brief (few seconds) discomfort initiated by
cold or air, without lingering or spontaneous pain.
Usually, the discomfort does not result in loss of sleep and
no analgesics have been tried or are necessary. Pulp vital-
ity tests are positive (vital), with no prolonged response
on removal of the stimulus. Percussion and palpation
tests are negative. No apical change is evident on the
radiograph.

An acute or symptomatic irreversible pulpitis is char-
acterized by prolonged pain (minutes or hours in dura-
tion) that may arise spontaneously. The tooth may be
sensitive to cold, air, or heat. Analgesics often will have

been tried and may or may not have been effective. The
patient may report that the pain interfered with sleep.
Pulp vitality tests often reveal no response or a height-
ened response and a lingering pain on stimulus removal.
There may be a delayed response to cold. Palpation is neg-
ative and percussion generally is negative as well. (In mul-
tirooted teeth, some pulpal tissue may remain vital and
responsive to vitality tests, whereas other areas demon-
strate pulpal necrosis, develop apical periodontitis, and
show a corresponding positive response to percussion.)
An acute or symptomatic apical periodontitis results
from necrotic or partially necrotic pulp tissue. The symp-
toms are usually localized to the area of the tooth apex
rather than the tooth itself, with the pain often described
as a prolonged dull or throbbing ache. Analgesic med-
ication usually will have been tried with moderate
success, depending on the dose taken and whether a ther-
apeutic blood level has been maintained, the patient’s
pain threshold, and other factors. Often the patient
reports loss of sleep. The radiograph may reveal a widen-
ing of the periodontal ligament space at the apex of the
tooth (Figure 6-6). Vitality tests are generally negative.
Percussion is positive as the inflammatory process pro-
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Figure 6-6 Characteristic widening of the periodontal ligament
seen with apical periodontitis on the mesial root of the first molar.
(Courtesy Dr. Gerald Scott.)

gresses from root canal to periapical tissue. Palpation is
usually negative at this stage.

An apical periodontitis with abscess formation has a
profile similar to apical periodontitis, but subperiosteal
or intraoral swelling is now present, and palpation is pos-
itive. The radiograph demonstrates the same radiolucent
periapical changes seen with an apical periodontitis or
apical rarefying osteitis. A diffuse swelling with poorly
defined borders, occurring along with fever, malaise, or
other constitutional symptoms, suggests cellulitis. A
localized, pointing abscess or “gum boil” that can be
clearly seen on the surface is referred to as a parulis. A
tooth with a chronic or persistent abscess that drains
purulent exudate is said to have a sinus tract. The latcter
is less apt to be as painful. If the source of infection cannot
be identified, inserting a gutta-percha cone into the tract
and then taking a radiograph may identify the tooth.

Cracked tooth syndrome is a specific set of clinical
findings associated with a nondisplaced fracture in a
tooth. A classic offender is the posterior tooth with a large
existing restoration. The patient reports a sharp, some-
times lingering pain on biting specific foods. The pain
may be aggravated by cold or air, and less commonly, by
heat. Percussion and palpation are negative, as are radio-
graphic findings. Careful clinical inspection of the dry
tooth (which can be aided by dye solution) often reveals
a hairline fracture through a marginal ridge or adjacent
to an existing restoration. In some cases, a horizontal frac-
ture line may be visible surrounding one or more cusps
on the tooth. A good clinical test is to put lateral pres-
sure in each individual cusp, one at a time. This may be
done with a mirror handle, a Burlew wheel, or a specific
device designed for this purpose (Toothsleuth) (Figure
6-7). If the test recreates the symptoms, either when
biting down or on release, a fracture is suspected. If the
pain lingers, this is an additional indication that the

Figure 6-7 Toothsleuth instrument used to evaluate for cracked tooth
syndrome. The apex of the instrument tip is placed sequentially on
each cusp of the tooth and the patient instructed to bite down. If biting
down is painful, the tooth may be fractured. (Courtesy Dr. Gerald
Scott.)

patient has cracked tooth syndrome. Cracked tooth syn-
drome can mimic an irreversible pulpitis, especially when
the patient clenches or bruxes. The fracture can also
involve the pulp of the tooth.

Occasionally a patient can have periodontal attach-
ment loss to the extent that bacteria can enter the pulp
space through lateral accessory canals. Conversely, a peri-
apical lesion from a pulpal infection can drain by forming
a pathway along the root to the gingival margin. In both
of these situations, the condition is referred to as a peri-
odontal/endodontic lesion. The patient often experi-
ences the acute symptoms of an irreversible pulpitis and
needs to be managed with both periodontal and endodon-
tic therapies.

Pain Associated With Periodontal Tissues
Most periodontal problems are chronic in nature and
rarely undergo acute exacerbation. Some are acute,
however, and could cause the patient to seek immediate
care.

Patients with gingivitis may have tender gingival
tissues in the absence of detectable periodontal pockets.
The patient complains of “sore gums.” Typically, this
problem is characterized by notable inflammation with
edema and hemorrhage on manipulation of the tissues,
although these features may be absent in an immuno-
compromised host. Local factors, most notably calculus,
are present and are the primary cause of the patient’s
discomfort.

Patients with chronic periodontitis also can become
symptomatic. The patient typically describes itching or
burning soft tissue with persistent pain. Mild temporary
relief may be achieved using various rinses or by mas-
saging the soft tissue. Although annoying and disruptive
to activities of daily living, the pain is usually not intense
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and typically does not disrupt sleep. Common clinical
findings include periodontal pockets with bleeding on
probing. Subgingival deposits are almost invariably
present. Probing the pockets recreates the primary com-
plaint. Although the patient may have difficulty differ-
entiating between pain of pulpal origin and periodontal
pain, probing pockets will usually be discriminatory.
Confirmation of pulp vitality also helps make the
distinction.

A periodontal abscess has symptoms and features
similar to the apical periodontitis with abscess formation
previously described (Figure 6-8). In this case, however,
the exudate more commonly drains through the peri-
odontal pocket rather than through the facial or lingual
bone and soft tissue. Exceptions occur, however, because
calculus or other foreign debris may sometimes block
egress of the pus from the pocket. Almost invariably, a
significant foreign body will have been retained in the
pocket, but now has been expelled. A classic example is
the patient who experiences acute symptoms within a day
of eating popcorn, with an entrapped popcorn hull as the
culprit. A particularly large calculus deposit is another
common source of irritation. Usually, bleeding and/or
suppuration will occur on probing of the pocket where
the periodontal abscess resides.

HIV-related gingivitis or HIV-related periodontitis
can be dramatic, exuberant, and acute forms of disease
that arise as a result of the patient’s compromised immune
status. Patients with gingivitis may exhibit a distinctive
red band of free gingiva referred to as linear gingival ery-
thema (LGE). The condition is the result of a fungal
infection. HIV-positive patients with acute periodontitis
can additionally have extensive soft tissue necrosis and
rapid severe loss of periodontal attachment referred to as
necrotizing ulcerative periodontitis (NUP). The con-
dition presents as a painful, dramatic loss of attachment
that occurs in the absence of pocket formation.

Figure 6-8 Periodontal abscess between the first and second molars.

Necrotizing ulcerative gingivitis (NUG) is readily
apparent to the patient because of significantly sore gums
and halitosis. “Trench mouth,” as it used to be called,
typically occurs in a patient who is experiencing stress;
has a poor diet; suffers from sleep deprivation; smokes;
and, for the time at least, has not maintained good oral
hygiene. Distinctive clinical features include significant
gingival inflammation, bleeding, and “punched-out”
papillae with a pseudomembrane (Figure 6-9). Suppura-
tion may occur and the gingiva is exquisitely tender.

Pain Associated With Tooth Eruption or Peri-
coronitis  Asa normally erupting tooth makes its way
into the oral cavity, some discomfort is not unusual. If
the tissue over the erupting crown (the operculum)
becomes traumatized by mastication or contact with the
opposing tooth, the patient may experience considerable
discomfort. Inflammation and swelling may occur,
further aggravating the situation and making it even
more likely that the operculum will be traumatized.
Pericoronitis arises when the operculum becomes
infected. At this point, the tenderness may extend to
surrounding tissues (Figure 6-10). Particularly in the case
of a third molar, trismus may develop. Suppuration may
be present. A lymphadenitis on the affected side is not
uncommon. If left untreated, constitutional symptoms,
such as fever and malaise, may develop. Diagnosis is
based on history and clinical findings. Presence and posi-
tion of the erupting or impacted tooth should be con-
firmed by radiographic imaging.

Pain Associated With Previous Dental Treat-
ment Patients may experience acute symptoms fol-
lowing dental treatment. After treatment such as deep
caries excavation or an extraction or surgical procedure,
acute sequelae may be expected and are predictable occur-

Figure 6-9 Patient with necrotizing ulcerative gingivitis (NUG). Note
the loss of interdental papillae, especially around the mandibular inci-
sors. (Courtesy Ms. Nancy Slach.)
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Figure 6-10 Inflamed tissue covering an impacted third molar. The
operculum extends onto the second molar. (Courtesy Ms. Nancy
Slach.)

rences. In some cases, the discomfort may occur because
the treatment was incompletely or improperly done. For
example, when an initial and limited debridement is per-
formed on a patient with significant pockets and sub-
gingival deposits, the gingiva may shrink and become
firm after the procedure, eliminating the existing
pathway for exudate to egress from the periodontal
pocket, resulting in a periodontal abscess.

Some acute problems may occur months or years after
initial treatment. The demise of the pulp and develop-
ment of an apical infection years after placement of a deep
restoration is a case in point. Another example is the
development of a symptomatic lesion (such as a denture
sore or ulcer or a denture stomatitis) in response to
changes in the tissues under a prosthesis. In most of these
situations, a thorough history and a careful clinical exam-
ination usually reveal the problem and its source.

When a patient fractures a restoration or prosthesis, he
or she may express concern that the problem will cause
pain in the future. Immediate treatment is usually not war-
ranted, but the patient deserves an evaluation and a diag-
nosis that includes a professional opinion regarding the
prognosis for the tooth, restoration, or prosthesis, and the
likelihood of additional problems. Rendering such an
opinion reassures the patient and has important risk man-
agement and practice management benefits as well.

Other Sources of Oral Pain A small percentage of
the patients whose chief complaint is pain have symp-

Figure 6-11 Herpes simplex virus (HSV) lesion of the lower lip.
(Courtesy Dr. Michael Finkelstein.)

toms that are not related to the teeth or periodontium.
This diverse group of problems may present diagnostic
difficulties, especially if the patient has trouble localizing
the pain. In many situations, the dentist develops a list
of possibilities, which by a process of elimination leads
to a differential diagnosis. This process can be challeng-
ing for the dentist, frustrating for the patient, and time
consuming for both. The following paragraphs describe
instances of such conditions along with others that are
easier to detect.

Three common types of ulcers may cause problems for
patients: herpetic ulcers, traumatic ulcers, and aph-
thous ulcers. These are relatively easy to recognize clin-
ically. Herpetic (HSV) ulcers are diagnosed on the basis
of their characteristic history (prodromal symptoms),
their initiation in vesicular form, and their predictable
recurrence (Figure 6-11). Patients with herpes zoster
may experience acute pain and prodromal itching before
the outbreak of characteristic vesiculation and ulceration.
Zoster also is expected to present as a unilateral process
distributed in a specific dermatome. Traumatic ulcers are
diagnosed by their history and location, usually in prox-
imity to a recognizable source of trauma. Aphthous ulcers
are usually found on movable tissue in the oral cavity and
are typically diagnosed by their characteristic appearance
(Figure 6-12). Oral ulcers are often seen in patients with
immunocompromising conditions or as a reaction to
some medications.

The patient in debilitated health or suffering from an
autoimmune disorder may be prone to multiple and
recurrent vesicles, bullae, erosions, or ulcers. When these
lesions are generalized, they constitute a stomatitis. It
may be appropriate to refer such patients to an oral med-
icine specialist, an oral and maxillofacial surgeon, or an
internal medicine specialist to confirm the specific cause
and recommend treatment.
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Figure 6-12 Aphthous ulcer on the buccal mucosa. (Courtesy Dr.
Michael Finkelstein.)

Acute temporomandibular disorders (TMDs)
appear in many forms. Acute arthritis usually manifests
with pain on opening accompanied by marked crepita-
tion in the temporomandibular joint (TM]J). A patient
may have an acute open lock—the patient cannot close
the jaw and occlude the teeth—or a closed lock, which
prevents normal opening of the mouth. Other common
manifestations of acute TMD include painful pops or
clicks, limited opening, deviation on opening, or painful
spasm of one or more of the muscles of mastication.

Neurologic facial pain also can take different forms.
Trigeminal neuralgia is an exquisitely severe, electric-
like, lancinating pain that is related to the distribution
of the trigeminal nerve. A neuritis can be a deep, con-
stant burning pain that runs the course of a nerve trunk.
Trauma to a nerve can produce various symptoms from
increased sensation (hyperesthesia); to altered sensation
(paresthesia) with burning, itching, or tingling; to com-
plete loss of sensation. Patients with this kind of pain
usually benefit from referral to a neurologist, an orofacial
pain specialist, or an oral and maxillofacial surgeon who
has particular expertise in dealing with neurologic
problems.

Acute sinusitis may involve one or both of the max-
illary sinuses. It is characterized by a constant “heavy”
debilitating pain that changes intensity with changes in
head position and may be accompanied by a foul odor and
heavy discharge of mucus or pus from the affected sinus.
The maxillary posterior teeth may be painful to chewing,
and the occlusion may feel high to the patient. Palpation
of the sinus wall is positive and the involved sinus will
not transilluminate light. Radiographic imaging may
confirm congestion in the sinus.

Complaint of Swelling

Swelling of dental origin is almost always caused by
infection (Figure 6-13). The infection may arise in the

Figure 6-13 Facial swelling from a dental infection.

periapical area as a result of a necrotic pulp tissue, it may
be initiated in the periodontal pocket as a result of peri-
odontal disease, or it may develop in the pericoronal
tissues concurrent with an erupting or impacted tooth.
In some situations, several sites may be involved, as with
a periodontal infection that causes swelling and lym-
phadenitis of a cervical lymph node or a periapical abscess
that drains into the maxillary sinus. Any of these situa-
tions are likely to bring the patient to the dental office
seeking immediate care. A thorough history, clinical
examination, pulp vitality testing, and selected imaging
usually lead to a definitive diagnosis. Specific diagnoses
for acute dental conditions in this group are the same as
those listed under pain complaints above.

Possible sources for oral swelling not associated with
the teeth or periodontium are many. These include cysts,
benign and malignant tumors, infections, granulomatous
diseases, and hyperplastic conditions secondary to med-
ication use. In addition to the health and medication
history, clues to diagnosing these lesions include their
duration, the presence or absence of other symptoms, the
shape, the texture, the integrity of the surface epithelium,
the presence or absence of invasion into surrounding
structures, and the presence or absence of lym-
phadenopathy. With lymphadenopathy, the shape,
texture, borders, movability, and sensitivity of the
affected lymph nodes can be useful in differentiating
preexisting fibrosis or calcification from inflammation,
lymphoma, or malignancy. Radiographic images may be
helpful in the differential diagnosis of lesions that are in
bone or in close proximity to bone (Figure 6-14). Com-
puted tomography scans, magnetic resonance imaging,
and a biopsy may be required to make a definitive diag-
nosis. The major salivary glands may swell from infection
or blockage of duct.
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Ethics in Dentistry

Dentists strive for excellence in patient care, but errors
will occur in the practice of dentistry. Mistakes can occur,
such as extracting the wrong tooth or having a
mechanical pulp exposure from overpreparation of a
tooth, and must be conveyed to the patient. Dentists
often receive conflicting advice about how to discuss
errors with patients and are sometimes instructed to
avoid apologizing because of the risk of future claims of
liability.!

The patient’s right to know about his or her treatment
is highlighted by the American Dental Association
(ADA) Code of Ethics with the principle of veracity or
truth telling. Underlying veracity is the principle of
patient autonomy. To be autonomous, patients need to be
informed about both clinical status and the available
options. Despite understanding the core ethical
principles, dentists, like physicians and other health
professionals, worry about litigation related to reporting
errors in practice. Although possibility of litigation
cannot be eliminated, the law also upholds the patient’s
right to know. When professionals attempt to cover up
mistakes or mislead patients, the legal consequences can
be more severe than those caused by error alone (see
Chiodo et al, 1999 for a review related to dentistry).”

Most patients understand that clinical care is
imperfect and that errors occur. They report a desire to be
informed about errors with a preference that clinicians
tell them the truth about everything that occurred. Most
patients indicate a preference for compassion and apology,
which is clearly different from physicians’ beliefs that
they should avoid apologizing because of concern about
liability.” Gallagher and colleagues conclude “Failure to
provide patients with desired information about errors
could impair clinical decision making, diminish patient
trust, and increase the likelihood of a lawsuit.”

When a dentist has a long-standing relationship with
a patient, the discussion of error, although still difficult,
may be aided by mutual respect and history. In some
cases, disclosure of error may have the paradoxical effect
of increasing trust between patient and dentist. In acute
care settings, such as patients seen on a walk-in basis, the
outcome of disclosure of error may be more uncertain,
but is nonetheless required.

1. Schwartz B: The need for apology in dentistry, J Can
Dent Assoc 70(7):448-450, 2004.

2. Chiodo GT, Tolle SW, Chritchlow C: Disclosure of
mistakes, Gen Dent Jan-Feb:24-28, 1999.

3. Gallagher TH, Waterman AD, Ebers AG and others:
Patients’ and physicians’ attitudes regarding the
disclosure of medical error, JAMA 289(8):1001-
1007, 2003.

Figure 6-14 A lateral jaw radiograph of a patient with an ameloblas-
toma, which caused swelling of the jaw. (Courtesy Dr. Axel Ruprecht.)

Esthetic Complaints

Esthetic complaints are generally easy to diagnose
because they are usually apparent to both dentist and
patient. Such complaints often arise as a result of the frac-
ture of a tooth, or fracture or loss of a restoration in an
esthetic area. Other common causes include fractured
porcelain on a crown or fixed partial denture and fracture
or loss of a tooth from a removable prosthesis. Although
these occurrences would not constitute an emergency
(unless accompanied by an abscess or overt infection),
they can constitute an urgent need if the patient’s appear-
ance or ability to speak is affected adversely.

The underlying cause of esthetic problems not due to
overt trauma may be less apparent than the complaint
itself. Was the tooth or restoration in hyperocclusion?
Were lateral forces on the tooth excessive? Has there been
loss of vertical dimension of occlusion? Was reduction in
a crown preparation insufficient? Did the patient abuse
the prosthesis in some way? If the underlying cause can
be determined and mitigated, then the prognosis for a
successful repair or replacement will be greatly improved.

Traumatic Injury

When a significant traumatic event occurs, as associated
with a fall, playing sports, or when the patient sustains
a blow from a blunt object, or is in a motor vehicle acci-
dent involving facial injuries, the dentist is likely to be
consulted. Because such an event may simultaneously
affect teeth, soft tissues, and bone, all three areas must be
assessed. The dentist can help prevent sport-related
orofacial trauma by fabricating mouthguards for patients
engaged in contact sports and sponsoring mouthguard
programs in the community.

Tooth injuries may range from a slight loosening of a
single tooth (partial luxation) to fractures of enamel,
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dentin, and even into the pulp chamber. One or more
teeth may be completely avulsed from the socket. Dental
fractures may be complete (displaced) or incomplete
(nondisplaced). Root fractures can occur independent of
coronal fractures and are described by location (apical,
middle, or coronal third), and angulation (vertical or hor-
izontal). As a result of the trauma, teeth may have been
moved from their normal position—intruded or extruded
or displaced facially, lingually, mesially, or distally. These
distinctions are helpful descriptively as health care pro-
fessionals communicate with each other concerning the
nature and severity of the injury.

Classification of a dental injury can also be important
in the determination of the prognosis for a tooth and in
shaping both short- and long-term treatment planning.
The assessment of a traumatized tooth includes careful
inspection for fractures, mobility testing (for traumatized
teeth and opposing and surrounding teeth), pulp vitality
testing (should be delayed in the case of a displaced
or avulsed tooth), and selected radiographic or other
imaging. Careful evaluation of the occlusion is critical in
helping the dentist discover the presence of a displaced
or extruded tooth that requires immediate treatment.

Soft tissue injuries typically include lacerations and
contusions as the lips or cheeks are compressed between
the teeth and the foreign object. If the lip or tongue is
lacerated, significant bleeding may occur. Edema, indura-
tion, and swelling may occur during the healing process.
If tissue becomes necrotic, it may slough and ulcerate.
The dentist may be called upon to diagnose and manage
any or all of these conditions. All traumatized tissue must
be carefully examined for the presence of foreign bodies
or debris. Carefully debriding the site of any foreign
material (gravel, glass, or even tooth fragments) is ther-
apeutic and facilitates diagnosis. Selected imaging at a
density appropriate for soft tissue can be helpful.

Jawbones may be crushed or fractured by the impact
of a blow. Fractures may be partial or complete, displaced
or nondisplaced. The diagnosis of a jaw fracture is ini-
tially based on the reported symptoms, findings from the
examination, and appropriate imaging (Figure 6-15). A
displaced fracture often results in the patient’s inability
to comfortably close the mouth and in an altered occlu-
sion of the teeth. Trauma or infection may cause lack of
sensation, or paresthesia, to oral and perioral structures.
Especially in the compromised host, an infection of the
bone, osteomyelitis, may occur at the site of fracture.
When a jaw fracture is diagnosed or suspected, it is
usually appropriate to refer the patient to an oral and
maxillofacial surgeon for definitive evaluation, diagnosis,
and treatment.

When evaluating a patient with a traumatic injury,
dental personnel should screen for signs of domestic vio-
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Figure 6-15 Panoramic radiograph of a mandibular jaw fracture.

lence or elder abuse. Such injuries might include fractures
of the jaws or other facial bones; fractured, avulsed, or
subluxated teeth; lacerations; facial abrasions; and contu-
sions. Careful questioning of the patient in the absence
of the domestic partner or caregiver may be necessary as
is referral to the appropriate agency to prevent further
injury.

Traumatic injuries may also arise at the time of, or as
a result of, dental treatment. Examples include luxation
or removal of the wrong tooth, loosening a crown or frac-
turing a restoration on another tooth during extraction,
lacerating the cheek or lip during a restorative or surgi-
cal procedure, and injuring a nerve during administra-
tion of a nerve block or during surgery. Most of these
problems are apparent to the patient and/or clinician at
the time, but occasionally are cause for the patient to
return to the office on an acute care basis. A careful
history, examination of the operative site, and a review of
the patient record should be sufficient to make a diagno-
sis of the problem. In some cases, for example, if pares-
thesia occurs, referral to an oral and maxillofacial surgeon
for consultation, definitive diagnosis, and management
may be warranted.

TREATMENT PLANNING FOR
ACUTE NEEDS

It would seem logical that treatment planning for a
patient’s acute needs would be simpler than dealing with
the complexities of a comprehensive plan of care. Unfor-
tunately, this is often not the case. Even though the
options are usually more limited and the elements in the
process are identical, acute phase decision making often
must be achieved under adverse circumstances and a
much more pressing time constraint.

When confronted with a patient with acute needs, the
practitioner must go through several steps before arriv-
ing at an appropriate acute phase plan. Typically these
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steps are collapsed into a single conversation with the
patient in which treatment options are discussed and
informed consent is acquired. For the purposes of this dis-
cussion and to articulate the elements in this process
more clearly, the steps are presented separately.

Defining the Range of Options

For the patient with an acute treatment need, a finite
range of options is considered. For purposes of illustra-
tion, Table 6-2 includes a list of the more typical acute
phase diagnoses and the most frequently used short-term
therapies associated with each. Also included are possible
long-term implications of those treatment options that
both dentist and patient should keep in mind. The reader
is encouraged to take advantage of the expanded scope
and depth of coverage to be found in the Suggested Read-
ings at the conclusion of this chapter.

Factors Influencing the Treatment Decision

Making a treatment planning decision for the acute needs
patient is not simply a matter of selecting the best treat-
ment from a standard menu. Numerous influences can
affect planning acute phase treatment. Some of these
(professional factors) must be determined and assessed by
the dentist; some are solely under the control of the
patient (patient factors); and some are issues that need the
perspectives of both patient and practitioner (combina-
tion factors).

Professional factors are those that define the limits
of what is feasible and possible. At the outset, the dentist
must establish parameters for what can be done under
current circumstances that is professionally reasonable
and possible. Important considerations include the
patient’s general health, the complexity of the dental
treatment to be undertaken, the dentist’s level of experi-
ence in and confidence with a proposed procedure, and
the availability of specialists to provide consultation
and/or treatment. Occasionally a patient desperately
seeks treatment that is not in his or her best interest, for
example, the patient who wants to save “at all cost” a
tooth that is not restorable. The dentist must define the
limits for treatment and in this case would have the obli-
gation to refuse the patient’s request. It is the dentist’s
responsibility to identify and present treatment options
that are reasonable and professionally appropriate.

Patient factors are those patient circumstances or
issues that have a direct bearing on the treatment choice
selection. These include the patient’s interests and prior-
ities, the time and financial resources the patient is
willing and able to expend on the treatment, the quality
of oral self care, and the patient’s ability to maintain the

dental work. Additional patient factors include whether
the patient has the available transportation and home
support to engage in the definitive therapy and follow-
up being considered.

It is important to keep in mind that the patient deter-
mines this set of issues. Some conversation between
patient and dentist is required to delineate which issues
are relevant and important for the situation. With the
need to expedite treatment, it is easy for the dentist to
hasten this conversation and to make assumptions about
the patient’s motivation and desire (or lack thereof) for
treatment. But these assumptions can be misleading and
can lead the dentist to recommend inappropriate treat-
ment options. For instance, a patient with a severely
decayed but restorable molar may seem a candidate for
extraction, especially if he or she has other oral problems
or appears unable to afford the cost of root canal treat-
ment and a definitive restoration. Removing the tooth
may indeed be the most appropriate therapy, but each
patient at least should be ¢ffered the ideal treatment if
there is a reasonable prospect of success. If the patient
rejects the ideal option, the dentist can then suggest other
possible alternatives.

Combination factors are those about which both the
dentist and the patient have legitimate, though some-
times differing, interests and perspectives. Both perspec-
tives can be critical to making the correct treatment
decision. An excellent example can be drawn from the
patient whose chief concern is an esthetic issue. A patient
may present with a serious esthetic problem involving
crowded and missing teeth, with the goal of improving
his or her appearance before an imminent job interview.
The dentist may mistakenly assume that replacing the
missing teeth or masking or straightening the malposed
teeth is the top priority, when in fact the patient is far
more concerned with the dark color of the maxillary ante-
rior teeth. This example illustrates the importance of
ensuring that the dentist and patient clearly understand
all options and goals before any acute or definitive treat-
ment is begun.

Choosing a Plan That Takes Long-Term
Implications into Account

Often overlooked when planning treatment for the
patient with acute needs are the requirements of long-
term follow-up. It is imperative that the patient be made
aware of both the consequences of the acute phase treat-
ment and any anticipated future treatment needs. This
understanding must be achieved before a plan of care for
acute treatment is finalized. All too often the patient
presents for an emergency tooth extraction without fully
realizing the consequences. The patient must be informed
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1N Treatment Options and Recommendations for Selected Acute Phase Problems

Problem

Therapy Options (Short Term)

Treatment Implications (Long Term)

Traumatic Injury
Avulsed tooth

Displaced tooth

Fractured jaw

Occlusal trauma

If <30 minutes, reinsert and stabilize (short term);
if >30 minutes, root canal therapy reinsert and
splint as necessary

Reposition tooth; radiograph and baseline pulp
tests (see above); splint as necessary

If displaced, set fracture and stabilize; if not
displaced, pulp test teeth and monitor

If resulting from clenching/bruxism, occlusal
adjustment; if resulting from external trauma,
radiograph, baseline pulp tests; consider short-
term splinting

Pain Associated With Individual Teeth

Cracked tooth syndrome
Fractured tooth or restoration

Irreversible pulpitis/acute apical
periodontitis/apical abscess
Pain after restoration placement

Pain following endodontic therapy
Postextraction pain

Reversible pulpitis secondary to
caries, fractured restoration or
fractured tooth

Adhesive restoration; circumferential banding;
provisional full-coverage restoration

Detailed analysis to determine underlying cause,
place restoration

Extraction or root canal therapy

Check the occlusion, integrity of restoration;
prescribe analgesics

Analgesics; antibiotics; reinstrument if necessary

Palliative therapy; antibiotics; antiinflammatory
medication; if dry socket, apply dressing

Palliative treatment; reinforced zinc oxide and
eugenol, glass ionomer, or other direct-fill
temporary restoration; adhesive or varnish
application

Periodontal and Other Soft Tissue Pain

Pain following periodontal therapy

Acute (marginal) periodontitis,
ANUG, and HIV-P

Acute gingivitis and HIV-G
Periodontal abscess

Periodontal/endodontic lesion

Soft tissue injury associated with

dental treatment
Third molar pericoronitis

Ulcers/stomatitis

Vincent’s stomatitis/noma

Analgesic; recheck for residue or debris

Scaling and root planing; irrigate with
chlorhexidine

Scaling, prophylaxis, oral hygiene instruction
Scaling and root planing; incision and drainage;
irrigate with chlorhexidine

If endodontic in origin, provide root canal therapy
and treat periodontal problems secondarily
(periodontal treatment may not be necessary); if
periodontal in origin, treat periodontal disease
and do root canal therapy simultaneously

Obtain primary closure; analgesics and antibiotics
as needed

Palliative treatment; antibiotics; local irrigation
with saline or chlorhexidine; consider extracton
of the opposing third molar

Palliative treatment with topical anesthetic and
compounds that provide a protective covering
of the lesions

Local therapy as appropriate; systemic antibiotics

Monitor for changes (resorption) and possible
need for root canal therapy, physiologic splint,
extraction

Monitor for changes (resorption) and possible
need for root canal therapy, physiologic splint,
extraction

Follow carefully for bleeding, infection, root
resorption, loss of vitality, malocclusion

Consider fabricating occlusal guard or definitive
splinting of the teeth

Often requires cusp-protective cast restoration;
may require endodontic therapy or extraction
Definitive restoration

Replacement of extracted tooth; definitive
restoration of endodontically treated tooth
May need endodontic therapy

If tooth is fractured, may require extraction
Follow patient, confirm resolution

Requires definitive restoration

Follow patient; confirm resolution; if pain
persists, look for other causes

Requires posttreatment evaluation and
definitive periodontal therapy; if prognosis is
hopeless, extract and discuss long-term
treatment options

Establish regular maintenance program

Definitive periodontal therapy or tooth
extraction; consider impact of retention vs.
extraction on the entire dentition

Definitive restoration after root canal therapy;
long-term periodontal maintenance

Follow patient; communicate and confirm
resolution of injury

Extraction of the offending tooth; consider
extraction of all third molars

Definitive therapy as needed to manage
underlying systemic or oral disease;
pharmacologic treatment

Manage any underlying systemic problems; may
require esthetic or reconstructive periodontal
surgery

Continued
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LIRS B Treatment Options and Recommendations for Selected Acute Phase Problems—cont'd

Problem

Therapy Options (Short Term)

Treatment Implications (Long Term)

Other
Broken prosthesis
Pain associated with debonded,

Repair prosthesis

fractured, or missing provisional
restoration
Pain associated with orthodontic
therapy or wires
Swelling without pain (neoplasms,
cysts, lymphadenopathy,
sialadenopathy, mucocele)
Temporomandibular disorder

pathologist as needed

antidepressants; splint therapy; decreased

function; thermal treatment

Recement, repair, remake provisional restoration

Analgesics; cover sharp edges of brackets, bands,

Biopsy, aspiration, or other diagnostic tests as
necessary; consult with radiologist, surgeon, or

P