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Overview
The purpose of the course is to provide 
an overview and guidelines for treating 
medically compromised patients. Each section 
will provide a definition of the disease or 
disorder and pertinent information related 
to that condition including any necessary 
modifications to dental treatment (e.g., local 
anesthetic, nitrous oxide, pre-medication, and 
medical consults). The conditions reviewed 
in this course are not intended to be all 
inclusive, and are provided as a supplement 
to the diseases which were presented in, 
“Management of Patients with Chronic Diseases”. 
In addition, follow-up questions will be 
presented that should be asked when a 
positive response is indicated on the health 
history. This course is intended to be a helpful 
resource for oral healthcare students and 
professionals alike.

Learning Objectives
Upon completion of this course, the dental 
professional should be able to:
• Identify medically compromised patients 

who are seeking dental treatment.
• Identify the need to modify treatment due 

to disease or medication of a patient.
• Recognize drugs/medications commonly 

used by the medically compromised patient.
• Use critical thinking skills to identify 

questions to be asked to further establish 

the patient’s medical history/status.
• Seek medical and/or dental consultation 

based on patient information gathered from 
the health history and patient interview.

Glossary
Angular cheilitis: a common inflammatory 
condition affecting the corners of the mouth or 
oral commissures.

Bacteremia: the presence of bacteria in the 
blood.1 Bacteremia can result from ordinary 
activities like vigorous toothbrushing, dental/
medical procedures, or from infections.2

Cardiac dose of epinephrine: limiting the use 
of vasoconstrictor in local anesthetic to 0.04 mg 
or 2 cartridges of 1:100,000 epinephrine.

Co-morbidity: the simultaneous presence of 
two or more diseases or medical conditions in 
a patient.

Ecchymosis: a discoloration of the skin 
resulting from bleeding underneath, typically 
caused by bruising.

Evidence-based dentistry (EBD): the 
integration of the dentist’s clinical expertise, the 
needs and preferences of the patient, and the 
most current, clinically relevant evidence. The 
three components are all considered during the 
decision-making process for patient care.3

Fibrinolysis: the enzymatic breakdown of 
fibrin.4

Infective endocarditis: infection within tissues 
lining the heart or within valves of the heart, 
caused by bacteria within the circulating blood 
that infect these cardiac issues.1

International Normalizing Ratio (INR): 
a system established by the World Health 
Organization (WHO) and the International 
Committee on Thrombosis and Hemostasis 
for reporting the results of blood coagulation 
(clotting) tests.

Osteonecrosis of the jaw (ONJ): exposed, 
necrotic bone in the maxillofacial region 
for at least 8 weeks in patients receiving an 
antiresorptive medication.

https://www.dentalcare.com/en-us/ce-courses/ce567
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Osteoradionecrosis (ORNJ): similar to 
osteonecrosis of the jaw but caused by 
radiation to the head and neck.

Petechia: small, pinpoint collections of blood 
under the skin or mucous membrane.

Prosthetic joint infection (PJI): also known 
as periprosthetic infection, is an infection 
involving the joint prosthesis and surrounding 
tissue.5

Valvulopathy: a disorder of valve function 
causing a variety of cardiac disorders, such as 
arrhythmia, pulmonary hypertension, heart 
failure, and cardiogenic shock.1

Thrombocytopenia: medical term for a low 
blood platelet count.1

Introduction
Oral health care providers are very likely caring 
for dental patients who are also medically 
compromised. This is due to a variety of 
reasons, such as improved medical treatment 
for chronic conditions, increased access to 
care for patients who have not seen medical/
dental providers in the past, and medical 
advancements that have enabled patients with 
severe disease to experience a higher quality 
of life. For these reasons, it is imperative for 
clinicians to be knowledgeable about different 
medical conditions and to use guidelines 
developed by health professional associations 
when determining how to properly care for 
patients with medical conditions.

The goal of the course is to help oral health 
practitioners identify those patients who may 
be medically compromised and understand 
ways to modify dental treatment as necessary. 
In addition, course participants will be able to 
recognize drugs that are commonly used by 
medically compromised patients. Each section 
will have sample questions for the clinician 
to ask their patient to further establish the 
patient’s medical history and current status. 
Using that information, the oral health provider 
can determine whether to seek medical 
consultation based on the subjective and 
objective data that has been gathered from 
the heath history and patient interview. Proper 

recognition and management of patients who 
are medically compromised will be beneficial 
for both the patient and the practice.

Antibiotic Prophylaxis
Bacteremia is induced during any dental 
procedure that involves gingival manipulation, 
perforation of oral mucosa, or manipulation 
of the periapical regions of the teeth. This 
includes procedures such as probing, scaling 
and root planing, etc. For example, orthodontic 
bands are often placed subgingivally, which 
causes bacteremia and would require 
antibiotic premedication for certain medically 
compromised individuals. However, the 
placement of brackets alone would not require 
premedication due to the supragingival 
location of the brackets (Figure 1).

Bacteremia can cause infections (both orally 
and systemically) and antibiotics are needed 
to treat those infections. However, there is 
concern that when antibiotics are used too 
often, it can lead to adverse events, such 
as Type 1 allergic reactions to penicillin and 
antibiotic resistance. Antibiotic resistance does 
not discriminate and can occur in all ages and 
geographic locations. Misuse of antibiotics 
is accelerating the process of antibiotic 
resistance and is becoming a serious public 
health concern. As a result, more infections 
are becoming harder to treat, due to the 
reduced effectiveness of the antibiotics that 
are available. This leads to an increase in 
hospital stays, medical costs, and ultimately 
to increased mortality.6 According to the CDC, 

Figure 1. Subgingival orthodontic band and 
supragingival orthodontic bracket.
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antibiotic resistance is currently one of the 
greatest public health challenges that exists. 
In the U.S., approximately 2.8 million people 
acquire antibiotic-resistant infections each year 
and 35,000 die from them.7

According to the American Dental 
Association (ADA), current guidelines support 
premedication for a small subset of patients, 
because scientific evidence has confirmed 
that the risks of adverse reactions outweigh 
the benefits for patients who were eligible 
under the previous guidelines. There was 
also concern about the development of drug-
resistant bacteria, thus new guidelines were 
created and continue to be updated with 
the latest update in 2021.8 Table 1 provides 
examples of procedures that would require 
antibiotic premedication when indicated 
and those procedures that are acceptable to 
perform without antibiotic premed.

Cardiac Patients
Antibiotic pre-medication is required for 
cardiac conditions associated with high risk 
for developing infective endocarditis. There 
are five conditions associated with adverse 

outcomes for which prophylaxis for dental 
treatment is indicated:

1. Prosthetic heart valve, which includes 
transcatheter-implanted prostheses and 
homografts.

2. Prosthetic material used for cardiac valve 
repair, such as annuloplasty rings and 
chords.

3. Previous history of infective endocarditis.

4. Cardiac transplant with valve regurgitation 
due to a structurally abnormal valve.

5. Congenital heart disease (CHD), or conditions 
which have been present since. Specifically, 
the following two CHD’s are a concern:

a. Unrepaired cyanotic CHD, including 
palliative shunts and conduits

b. Repaired CHD defect with residual shunts 
or valvular regurgitation at the site of, or 
adjacent to the site of, a prosthetic patch 
or a prosthetic device (Figure 2).8,9
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Table 2 provides questions that are helpful for 
oral health practitioners to ask when reviewing 
the medical history of patients suspected of 
having high risk cardiac conditions.

In summary, premedication is most often 
indicated in situations involving severe valvular 
conditions. These premedication requirements 
are standard protocol per the ADA and 
American Heart Association (AHA) and do not 
require a medical consult. However, congenital 
heart conditions will often times require a 
consult with the medical provider to determine 
specific antibiotic prophylactic needs.

Antibiotic Prophylaxis Guidelines - High Risk 
Cardiac Patients
The AHA and ADA have conducted extensive 
research to determine appropriate antibiotic 
premedication guidelines for high-risk cardiac 
patients. Table 3 outlines the specific antibiotics 
that can be used in situations, such as patients 
who are unable to take oral medication or have 
an allergy to penicillin. The table also lists the 
recommended dosages for adults and children. 

The reason amoxicillin is the first-line 
drug for antibiotic prophylaxis, is because 
it can effectively kill the three types of 
microorganisms that most often cause 
infective endocarditis. These microorganisms 
are 1) staphylococcus aureus, which 
generally inhabits the skin, 2) viridans 
group streptococci (alpha-hemolytic), which 
include microorganisms from the mouth and 
the pharynx, and 3) enterococci from the 
G.I. tract. The dental health professionals’ 
primary concern involves the second group of 
streptococci.

When a patient takes antibiotic premedication, 
it must be taken 30-60 minutes before dental 
treatment in order to be effective. It takes at 
least 60 minutes for the elevated amounts of 
antibiotic to be present in the patient’s blood. If 
the antibiotic is inadvertently not administered 
prior to the procedure, it can be given up to 
2 hours after the procedure. However, that is 
not ideal. If follow-up treatment is needed in 
<10 days, a different antibiotic must be given. 
If the patient is on an antibiotic for another 
reason (e.g., sinus infection), it does NOT cover 
their prophylactic antibiotic requirement for 
dental treatment. They must be premedicated 
with a different antibiotic than the one they are 
currently using. Finally, if amoxicillin has been 
administered and the dental procedure will last 
longer than 6 hours, another full dose must be 
given.
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Cardiac Conditions No Longer Needing 
Antibiotic Prophylaxis
According to the AHA, there are conditions for 
which antibiotic premedication is no longer 
recommended due to the higher risk of antibiotic 
resistance and adverse events. The AHA states 
that patients with mitral valve prolapse (MVP) 
with or without regurgitation (i.e., murmur), 
rheumatic heart disease, bicuspid valve disease, 
calcified aortic stenosis and congenital heart 
conditions, such as ventricular or atrial septal 
defects and hypertrophic cardiomyopathy do not 
require antibiotic premedication (Table 4). Some 

dental patients may benefit from education 
on the current guidelines if they have been 
accustomed to taking premedication for these 
conditions in the past.

Total Joint Replacement Patients
In general, no premedication is required for 
total joint replacement (TJR) patients without 
additional risk factors that will be discussed 
in this section. However, it is recommended 
to send a medical consult for high-risk TJR 
patients for possible pre-medication prior 
to dental treatment if they present with the 
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following risk factors: 1) immunocompromised/
immunosuppressed, 2) patients with 
co-morbidities. For example, patients in the 
first group may have a condition such as 
rheumatoid arthritis or systemic lupus, or they 
may be experiencing drug- or radiation-induced 
immunosuppression. Patients in the second 
group would be those with the following 
co-morbidities: history of joint infection/
failure, insulin dependent diabetes, hemophilia, 
malnourishment, HIV, or malignancy (PME). The 
decision should always be based on a consult 
between the dentist, physician, and patient. In 
essence, there will be three options to move 
forward with a TJR patient: 1) no pre-med 
necessary if there are no risk factors present, 
2) medical consult required if one of the risk 
factors is present, or 3) current medical consult 
exists in the medical history that states pre-
med guidelines from the orthopedic surgeon.

For assistance with antibiotic recommendations, 
dental practitioners can refer to the American 
Academy of Orthopedic Surgeons Appropriate 
Use Criteria document. Table 5 outlines specific 
clinical circumstances that suggest the patient 
may be at increased risk of joint infection, while 
Table 6 lists recommendations for when to 
send a consultation for a dental patient with a 
prosthetic joint.

Once the dentist and patient with a prosthetic 
joint have discussed the current health status 
and any previous need for antibiotics, the 
dentist can ascertain whether there are any 
clinical circumstances that suggest increased 
risk for the patient and take the appropriate 
action (Figure 3). If the patient does not have 
clinical circumstances that suggest increased 
risk (green), the dentist must determine 
whether the orthopedic surgeon has or has 
not recommended antibiotic prophylaxis in the 
past. If they have not, then it is ok to proceed 
with dental treatment. However, if the surgeon 
has recommended antibiotics, then the dentist 
should send a consultation to the surgeon first. 
The dentist can follow the appropriate steps if 
the patient may have increased risk (yellow) or 
if they definitely do have clinical circumstances 
that suggest increased risk (red).

However, even with these guidelines, there 
are numerous conditions that either the 
patient, physician, or dentist may feel warrant 
providing antibiotic prophylaxis before dental 
treatment in order to prevent infections 
at remote locations due to oral bacteria.8 
Using the questions in Table 7, the dental 
practitioner can gather helpful information 
that will ensure dental treatment is completed 
at the proper time.

Figure 3. Decision Tree for Joint Replacement Patients.11
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Chronic Renal Failure
Chronic renal failure often leads to End Stage 
Renal Disease (ESRD), which is defined as 
progressive bilateral deterioration of renal 
function resulting in uremia and eventually 
death.12 Uremia is the toxic condition produced 
by the retention of urinary constituents in the 
blood. Some of the manifestations of ESRD are 
increased risk of infection, bleeding and bone 
fractures.

Dialysis
There are two forms of dialysis, hemodialysis 
and peritoneal dialysis. Hemodialysis uses a 
dialyzer, which is an artificial filter that removes 
toxins, and is performed every other day for 
approximately 4-6 hours. These patients are 
usually given heparin, an anticoagulant, to help 
prevent blood clotting during the hemodialysis 
process. Peritoneal dialysis can be done at 
home via a catheter that is surgically implanted 
into the abdomen. It is usually performed 
4 times a day and can cause acid reflux as 
a result, so these patients may prefer to be 
treated in a semi-supine position.

When considering how to modify dental 
treatment for patients with renal disease, a 
medical consult may be indicated to establish 
disease control and determine the possible 
need for antibiotic premedication due to a 
hemodialysis shunt. These patients can be 
treated safely with nitrous oxide and local 
anesthetic with vasoconstrictor. It is also 
helpful to schedule appointments on the 
day following dialysis, because the patient 
will be rested and the heparin effects are no 
longer in the body. When monitoring patient 
vitals make sure not to use the arm with the 
hemodialysis shunt. It is also important to 
check for excessive bleeding and review the lab 
results from the medical consult if available. 

Specifically, check the platelet count and 
platelet function analyzer (PFA-100) lab results. 
Given the potential for bleeding, aspirin and 
NSAIDs must be avoided; however, low doses 
of acetaminophen may be used. A frequent 
recall is helpful to prevent infections or identify 
them early.

In summary, if a patient presents to the dental 
office indicating they have chronic renal failure, 
there are several follow-up questions that are 
helpful to ask to determine the severity of the 
disease (Table 8).

Bleeding Disorders
Bleeding disorders can be divided into 
several categories, such as platelet disorders, 
anticoagulant disorders, anemia and drug-
induced clotting abnormalities. Patients 
with bleeding disorders may experience 
spontaneous gingival bleeding. Therefore, they 
need good oral hygiene instructions to prevent 
infections and reduce bleeding. If the patient 
presents for dental treatment with an infection, 
the infection should be treated first before the 
dental treatment is completed.

Platelet Disorders
Normal platelet count (140,000-400,000). 
Thrombocytopenia is the medical term for 
a low blood platelet count, which usually 
occurs at 50,000 and is a dangerously low 
level for dental providers to treat a patient. 
Dental considerations for patients with 
thrombocytopenia include watching for gingival 
bleeding, petechiae (i.e., small, pinpoint 
collections of blood under the skin or mucous 
membrane), ecchymosis (i.e., discoloration of 
the skin caused by blood within the tissue), 
jaundice, pallor and ulcers. Aspirin or other 
NSAIDS are contraindicated for patients with 
this disorder. If their platelet level falls below 
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50,000/mm3 a medical consult is required to 
determine if platelet infusion or a hemostatic 
agent is needed.

The next platelet disorder is called Von 
Willebrand Disease, which is an inherited 
bleeding disorder that is caused by deficiency 
and/or dysfunction in Von Willebrand factor 
and factor VIII. There are three types of the 
disorder (Type 1, 2, and 3). These patients may 
report increased bleeding (e.g., gums, nose 
bleeds, menstrual periods, cuts or surgeries, 
and blood in stool or urine). They may also 
experience large bruises. Patients with Type 
1, have a mild form of the disease and the 
provider can proceed with dental treatment 
with caution. However, patients with Type 
2 & 3 have a more severe deficiency and 
are at higher risk for uncontrolled bleeding. 
Therefore, a medical consult is beneficial 
before proceeding with treatment when 
a patient has Type 2 or 3 Von Willebrand 
Disease.

One of the treatments available for Von 
Willebrand’s Disease is desmopressin (DDAVP), 
which is a man-made hormone that is usually 
taken by injection or nasal spray. It helps the 
body release more Von Willebrand factor and 
factor VIII into the bloodstream. Desmopressin 
works for most people who have Type 1 and 
for some people who have Type 2 disease. 
Another treatment option is aminocaproic acid 
or tranexamic acid, which are antifibrinolytic 
medicines that help reduce bleeding by slowing 
the breakdown of blood clots.13

Anticoagulant Disorders
Hemophilia is a rare, inherited bleeding 
disorder where blood doesn’t clot normally. 
The symptoms include increased or prolonged 
bleeding (e.g., gums, nosebleeds, circumcision, 

menstrual periods, cuts or surgeries, and blood 
in stools or urine). Patients may also experience 
bleeding into the joints and subsequent pain 
and swelling, called arthropathy.

There are two main types of Hemophilia, which 
are A & B. Hemophilia A is the most common 
type and can be mild, moderate or severe. It 
is a result of a lack of blood clotting factor VIII 
and usually occurs in males. However, women 
can be carriers. Hemophilia B is due to the lack 
of blood clotting factor IX and is referred to as 
“Christmas disease”14, because the first person 
diagnosed with the disease was named Stephen 
Christmas in 1952. In addition, the first report 
of its identification was found in the Christmas 
edition of the British Medical Journal.

Patients with mild to moderate hemophilia 
are generally safe to treat. It is important to 
treat acute oral infection in these patients 
and to help them establish good oral hygiene 
practices. However, a medical consult is 
required for patients with severe hemophilia. 
Patients with severe hemophilia are usually 
treated in the hospital setting with platelet 
infusions or drugs to decrease bleeding. If 
a patient presents to the dental office with 
hemophilia, there are several follow-up 
questions to ask in order to understand the 
type and severity of disease (Table 9).

Anemia
Anemia is a condition characterized by a 
deficiency of hemoglobin. Basically, there are 
too few red blood cells (RBC) present, which 
is caused by blood loss, decreased production 
of RBC’s or increased destruction of RBC’s. 
Patients with this condition have an increased 
susceptibility to infections and poor wound 
healing. Clinically, they may present with the 
following oral manifestations: pallor in oral 
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mucosa, loss of papilla from tongue (sore and 
red), or angular cheilitis.

There are several types of anemia, such as 
iron deficiency anemia, pernicious anemia, and 
sickle-cell anemia. Patients with iron deficiency 
anemia experience low iron levels. Those with 
pernicious anemia have insufficient B12 levels 
due to lack of an intrinsic factor. A distinguishing 
factor of sickle cell anemia is that the RBC is 
sickle shaped and it occurs in approximately 1 
in 500 African Americans15. Patients who carry 
1 gene for the disorder have sickle cell trait and 
may have routine dental treatment. If patients 
carry a gene from each parent, they have sickle 
cell disease.

There are several modifications to dental 
treatment when a patient presents with sickle 
cell anemia. First, confirm with the medical 
doctor to determine the patient’s level of 
disease control. A medical consult is necessary 
when disease is poorly controlled or when oral 
infection is present. During dental treatment, 
it is helpful to limit local anesthetic with 
vasoconstrictor. Nitrous oxide sedation is ok to 
use during a short appointment with at least 
50% oxygen.1,16 Finally, these patients require 
premedication for major surgical procedures. 

The most critical emergency that can occur is 
sickle cell crisis, so it is important to treat during 
a non-crisis period.

Drug Induced Clotting Abnormalities
It is also imperative to ask what the patient’s 
International Normalizing Ratio (INR) is if they 
are taking blood thinners, such as Warfarin 
(Coumadin).17 Warfarin is the most commonly 
used anti-coagulant drug and is best monitored 
by INR or PT (prothrombin time). Table 11 
outlines normal and elevated INR values. It 
is acceptable to treat patients with an INR in 
the range of 2.0-3.0, but INR readings of > 3.5 
require a medical consult prior to treatment. 
Prothrombin time should be less than 20 
seconds.

When patients are on antiplatelet drugs, such as 
Clopidogrel (Plavix), they are best monitored by 
a platelet count and platelet function analyzer 
(PFA-100), rather than an INR reading. Aspirin, 
Ibuprofen and other NSAIDs are also considered 
antiplatelet drugs and are not monitored by 
the INR reading. Regardless of the type of 
drug being used, dental practitioners should 
never take a patient off their anticoagulant or 
antiplatelet medication without consulting the 
patient’s hematologist first.
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New therapies are being developed, which 
do not require blood labs prior to dental 
treatment. In addition, there is limited evidence 
that direct-acting oral anticoagulants, such 
as apixaban and rivaroxaban, do not require 
altering therapy before dental treatment.18

Immunocompromised Patients
Certain conditions, such as hepatitis, HIV and 
cancer, place patients at greater risk of being 
immunocompromised. Each of these diseases 
are discussed in further detail and necessary 
modifications to dental treatment are included.

Hepatitis
By definition, hepatitis is an inflammation of 
the liver caused by a viral infection. While there 
are five types of hepatitis (A-E), the three main 
types (A-C) are the focus of this section.

First, Hepatitis A is transmitted via the fecal-
oral route and a vaccine does exist. Due to the 
route of transmission, there is not a high risk 
of dental health care workers transmitting the 
disease. While Hepatitis A does not result in 
chronic infection, it can result in significant liver 
failure.

Second, Hepatitis B is transmitted through 
blood, saliva and semen/vaginal fluid (e.g., 
needle stick, IV drug use, sex). A three-part 
vaccine exists to prevent acquiring the disease. 
Hepatitis B can result in both acute and chronic 
infection that can eventually lead to liver 
cancer.

Third, Hepatitis C is most frequently transmitted 
from IV drug use and more than half of patients 
develop chronic infection, which may lead to 
liver failure and/or cancer. A vaccine is currently 
not available.19 Table 12 provides a summary 
of the various types of Hepatitis, the mode 
of transmission, prevention and the level of 
occupational risk associated with each type. 
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When providing dental care for patients 
with hepatitis, limit local anesthetic with 
vasoconstrictor to 2-3 cartridges.1 If they have 
a known history of infection, use standard 
precautions and be aware that they may have 
bleeding tendencies as well. One of the most 
important modifications for dental treatment 
in a patient with active hepatitis (acute 
infection) is that elective treatment should 
be postponed and that a medical consult is 
required before treatment.

Some helpful follow-up questions to ask 
patients with hepatitis are listed in Table 13.

HIV
The human immunodeficiency virus (HIV) is 
found in bodily fluids and is transmitted via 
blood, semen, vaginal secretions, and breast-
milk. HIV is the etiologic agent for the acquired 
immunodeficiency syndrome (AIDS). Currently, 
there are no reports of HIV zero-conversion 
in dental professionals in the U.S. after percu-
taneous exposure (PME). In HIV disease, the 
number of CD4+ T lymphocytes decrease as 
the viral load and the symptoms of disease 
and the incidence of oral infections/lesions 
related to the HIV infection increases. A patient 
is usually diagnosed if their viral load is > 3000 

copies/mL. A healthy individual has a CD4+ 
count of 800-1200 mm3, but if it falls below 200 
mm3, that is indicative of late-stage disease or 
AIDS infection. The count of the T-helper cells 
is most commonly used to track progression of 
the infection and helps to determine the extent 
of treatment.

When preparing for dental treatment, a 
medical consult is needed if current lab 
reports aren’t available to determine patient’s 
current CD4 and level of immunosuppression. 
Antibiotic premedication is necessary only if 
the patient is experiencing severe immune 
neutropenia (i.e., ANC less than 500 cell/
mm3).1 It is ok to use nitrous oxide sedation 
and local anesthetic with vasoconstrictor. 
Standard precautions and personal protective 
equipment should be worn and any oral 
lesions should be documented if observed. 
An oral pathology consult and medical consult 
may be indicated in that case. If the patient 
will be needing an extraction, request that they 
bring their latest lab results with them and 
review the platelet, white blood cell and red 
blood cell counts.

Table 14 includes helpful follow-up questions 
for dental patients with HIV.



15

Crest® + Oral-B®
 at dentalcare.com

Cancer Patients
Oral complications can be common after 
patients receive chemotherapy or radiation 
therapy for cancer treatment. Patients may 
present with oral mucositis, or inflammation 
and ulceration of the mouth. They may 
also experience fungal infections, such as 
candidiasis, or xerostomia (dry mouth) as a 
result of salivary gland dysfunction. If patients 
have taken bisphosphonate medication, they 
may also be at greater risk for osteonecrosis 
of the jaw (ONJ). Necrosis that is specifically 
related to head and neck radiation is referred 
to as osteoradionecrosis of the jaw (ORNJ).

As dental providers, it is possible to provide 
relief for several of the oral manifestations 
that can occur in cancer patients. Table 15 
lists possible treatments to ease symptoms of 
mucositis, xerostomia and radiation caries.

There are several modifications for dental treat-
ment when caring for cancer patients. First, if 
the patient is receiving chemo or has an indwell-
ing catheter/port present, consult their oncolo-
gist before any dental treatment is performed. 
The patient may need antibiotic premedication 
prior to treatment and this should be prescribed 
by the patient’s oncologist. Also, have the oncol-
ogy team conduct blood work 24 hours before 
invasive dental treatment to determine whether 
the patient’s platelet count, clotting factors, 
and neutrophil count are sufficient to treat. 
Treatment must be postponed if the platelet 
count <50,000 platelets/mm3, abnormal clotting 
factors are present, or the neutrophil count < 
1,000 cells/mm3.

Table 16 provides follow-up questions for cancer 
patients who are seeking dental care.
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Pregnant Patients
When caring for pregnant patients seeking 
dental care, elective treatment is best during 
the second trimester and emergency dental 
treatment can be performed whenever 
indicated. Nitrous oxide should be avoided 
if possible, but it can be used for short 
periods if needed at approximately 25 ppm 
during administration.20 Local anesthetic 
with vasoconstrictor may be used during 
pregnancy, but should be limited. Monitoring 
blood pressure and vitals helps to detect pre-
eclampsia, which is characterized by elevated 
BP. Radiographs should be taken only when the 
benefits outweigh the risks.1

Pregnant patients must have excellent oral 
hygiene during pregnancy. They can be 
educated regarding the increased risk for 
pregnancy gingivitis during the second month 
of pregnancy, as well as the possibility of 
getting pyogenic granulomas, or pregnancy 
tumors. If the patient is experiencing morning 

sickness, dental appointments should be 
scheduled in the afternoon and every effort 
can be made to prevent the gag reflex during 
treatment by seating them in a semi-supine 
position. In addition, pregnant patients can rinse 
with sodium bicarbonate after vomiting and 
then brush their teeth once the pH level has 
increased.

During pregnancy, unnecessary drugs should 
be avoided, but if they are needed refer to 
the new FDA labeling which replaces the old 
five-letter system (A, B, C, D and X). The new 
labeling system addresses risks to expectant 
mothers, developing fetuses and infants who 
are breastfeeding.21 If analgesic is needed, 
acetaminophen is recommended as NSAIDs and 
Aspirin are contraindicated during pregnancy. 
Dental appointments should be kept short 
and the patient placed in a supine position as 
hypotension is possible in the 3rd trimester.

Table 17 provides follow-up questions that are 
helpful when caring for pregnant patients.

Endocrine Disorders
Thyroid Disorders
The two main type of thyroid disorders 
hyperthyroid and hypothyroid. Hyperthyroid 
occurs when there are elevated levels of T4 
and T3 and low or undetectable TSH levels. The 
disease is often associated with an autoimmune 
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disorder, called Grave’s Disease. The most 
common medical emergency seen in patients 
with hyperthyroid is a thyroid storm, which 
includes rapid pulse, fever and even fainting.22 
Modifications to dental treatment depend 
on whether the patient’s hyperthyroidism is 
controlled or uncontrolled. If it is uncontrolled, 
no treatment should be performed. A 
medical consult is indicated for uncontrolled 
hyperthyroid patients and they must not 
be given any epinephrine. If the patient is 
controlled, nitrous oxide administration is ok 
and no premedication is necessary. Patients 
with controlled hyperthyroid can receive a 
cardiac dose of epinephrine.

Hypothyroid is characterized by decreased 
levels of T4 and T3 and increased TSH 
levels. Symptoms include cold intolerance, 
fatigue, weight gain, and diffuse goiter. It 
is often associated with the autoimmune 
disease Hashimoto’s Thyroiditis. The medical 
emergency that can occur in hypothyroid 
patients is called myxedema coma, which has 
hallmark symptoms of lethargy, confusion, 
weakness, and breathing difficulties.23 When 
planning dental treatment for patients with 
hypothyroidism, nitrous oxide and local 
anesthetic with vasoconstrictor are ok when 
a cardiac dose is used. No premedication is 
necessary and a medical consult is only needed 
if the condition is undiagnosed or uncontrolled.

Adrenal Gland Disorders
Patients may present with primary or 
secondary adrenal insufficiency. Addison’s 
disease is an example of primary adrenal 

insufficiency resulting in underproduction of 
cortisol. Symptoms include bronzing of the skin 
and melanotic macules. A medical emergency 
that can occur when receiving dental treatment 
is adrenal crisis, which is caused by a severe 
lack of cortisol. The necessary treatment 
involves activating the Emergency Medical 
System, giving the patient oxygen and IV 
glucocorticoids. Secondary adrenal insufficiency 
occurs when there is an insufficient amount 
of adrenocorticotropic hormone (ACTH), but 
the patient still secretes aldosterone. This 
condition is more common than primary 
insufficiency. Patients with Cushing’s syndrome, 
or hypercortisolism, experience symptoms of a 
moon shaped face and buffalo hump.

Synthetic glucocorticoids may be used 
for treating the following conditions: 
adrenal insufficiency, rheumatoid arthritis, 
systemic lupus, asthma, hepatitis, or as 
immunosuppressive therapy for organ 
transplantation or joint replacement. Dental 
providers should be familiar with the 
corticosteroid equivalent doses as shown in 
Table 18.

When planning dental care for patients with 
disorders of the adrenal gland, nitrous oxide 
can be used and is helpful for minimizing 
stress and reducing the cortisol demand. 
Local anesthesia with vasoconstrictor is ok as 
profound anesthesia is necessary for stress 
reduction for the patient. Premedication is not 
necessary unless there is an acute infection 
and a medical consult is required to determine 
that. A medical consult would be necessary if 
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the patient was poorly controlled, had an acute 
infection, and to inquire about supplemental 
steroid use for surgical procedures or infection.

The following questions are helpful to ask 
patients who present to the dental office with 
adrenal gland disorders (Table 19).

Summary
Providing dental care for medically 
compromised patients is something that can 
be done with care and caution. Oral health 
is imperative for medically compromised 
patients, especially given the relationship 
between oral and systemic health. In many 

cases, improving oral health can make it 
easier to control the disease or prevent it 
from getting worse. Dental providers can 
play a pivotal role in assessing patients for 
disease control when performing the health 
history and physical assessments. Knowing 
when dental care can be safely provided and 
when to consult with the patient’s primary 
physician or specialist can save valuable 
time for both the dental personnel and the 
patient. Using the information provided in this 
course, in addition to professional experience, 
dental practitioners can address the needs of 
medically compromised patients with more 
confidence.



19

Crest® + Oral-B®
 at dentalcare.com

Course Test Preview
To receive Continuing Education credit for this course, you must complete the online test.  Please  
go to: www.dentalcare.com/en-us/ce-courses/ce628/test

1. Which of the following statements about antibiotic resistance is correct?
A. Antibiotic resistance occurs most frequently in the elderly population.
B. Antibiotic resistance is seen most often in hot, humid climates.
C. Antibiotic resistance is causing antibiotics to become more effective at treating infections.
D. Antibiotic resistance leads to increased hospital stays and mortality rates.

2. According to the American Dental Association, the proper antibiotic regimen for a patient 
who is allergic to penicillin is:
A. Doxycycline (100 mg)
B. Amoxicillin (2 g)
C. Azithromycin (500 mg)
D. A & B
E. B & C
F. A & C

3. Which of the following cardiac conditions does NOT require antibiotic prophylaxis 
according to the American Heart Association?
A. Prosthetic heart valve.
B. Repaired congenital heart diseases with residual defects.
C. Mitral valve prolapse with regurgitation.
D. History of infective endocarditis.
E. Transplanted heart with damaged valves.

4. Each of the patients below has had a total joint replacement and has a corresponding 
medical condition. All of them may need a medical consult to determine the need for 
premedication, except one. Which patient does NOT need premedication?
A. John, who is an insulin-dependent diabetic.
B. Kirk, who has osteoarthritis.
C. Maria, who has systemic lupus.
D. Anne, who has HIV.

5. All of the following treatment modifications are necessary when caring for a patient with 
chronic renal failure, or ESRD, EXCEPT one. Which one is the exception?
A. Appointments should be scheduled on the same day as dialysis.
B. Patients with hemodialysis shunt may need a medical consult.
C. Do not use the arm with the hemodialysis shunt when taking vitals.
D. Check for excessive bleeding and review lab results from the medical consult.

6. If a patient presents with thrombocytopenia, which of the following platelet counts would 
require a medical consultation before treatment?
A. 45,000/mm3
B. 100,000/mm3
C. 150,000/mm3
D. 350,000/mm3

http://www.dentalcare.com/en-us/ce-courses/ce628/test
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7. Which of the following treatment modifications are necessary for patients with sickle cell 
anemia?
A. Nitrous oxide may be used with at least 25% oxygen.
B. Premedication is required for minor surgical procedures.
C. Patients may receive dental treatment during a sickle cell crisis.
D. Local anesthetic with vasoconstrictor should be limited.

8. Which of the following is an acceptable INR to perform dental treatment on patients with 
bleeding disorders?
A. 1.4
B. 2.5
C. 3.6
D. 3.8

9. Which type of hepatitis currently does NOT have a vaccine available?
A. Hepatitis A
B. Hepatitis B
C. Hepatitis C
D. Hepatitis D

10. Antibiotic premedication is necessary for an HIV patient if:
A. Current labs aren’t available to determine level of immunosuppression.
B. Local anesthetic will be used for the dental procedure.
C. Nitrous oxide will be used during the dental procedure.
D. The patient is experiencing severe immune neutropenia.

11. All of the following conditions are oral manifestations of cancer treatment or radiation 
to the head and neck EXCEPT one. Which is the exception?
A. Xerostomia
B. Oral mucositis
C. Salivary stones
D. Candidiasis
E. Osteonecrosis

12. It is imperative to monitor blood pressure and vitals for pregnant patients during dental 
treatment in order to?
A. Detect pre-eclampsia.
B. Prevent premature labor.
C. Detect signs of a stroke.
D. Monitor the effects of epinephrine.

13. If an analgesic is needed during pregnancy, the best medication to use would be:
A. Advil
B. Acetaminophen
C. Aspirin
D. NSAIDs
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14. Which of the following statements is TRUE regarding dental treatment for patients with 
hyperthyroidism?
A. The most common medical emergency for hyperthyroid patients is myxedema coma.
B. Nitrous oxide must not be given to a patient with controlled disease.
C. Patients with controlled hyperthyroidism must not be given epinephrine.
D. If the hyperthyroidism is uncontrolled no dental treatment should be performed.

15. Myxedema coma is a medical emergency associated with?
A. Hepatitis A
B. Hypothyroidism
C. Cushing’s syndrome
D. Addison’s Disease

16. What could cause a patient to experience adrenal crisis?
A. A severe lack of cortisol.
B. Low or undetectable TSH levels.
C. A CD4+ count that falls below 200 mm3.
D. A deficiency in factor VIII.

17. Which of the following is an equivalent dose of Cortisone (25 mg)
A. Cortisol (10 mg)
B. Hydrocortisone (25 mg)
C. Prednisone (5 mg)
D. Hydrocortisone (15 mg)

18. All of the following are reasons to send a medical consult for a patient with adrenal 
gland disorder, EXCEPT one. Which is the exception?
A. The patient is poorly controlled.
B. The patient requires local anesthesia for a restorative procedure.
C. The patient has an acute infection.
D. A surgical procedure is planned and the dental provider needs to inquire about 

supplemental steroid use.
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