
 

CASE STUDY 2: PATIENT - MR. B 
 
Mr. B was a 51 year old new patient. From reviewing his complete medical history, it was 
established that he is a retired firefighter. Mr. B revealed that he suffers from PTSD associated 
with a work-related injury that occurred in 2023. He reported neck and back pain due to this 
injury. Patient also reported that there was a period of time when he was depressed and neglected 
his oral health altogether. Adjustments made to the treatment plan included frequent breaks to 
ensure that the patient is comfortable. I made sure that the patient was not in a supine position for 
extended periods of time. Patient’s chief complaint is that he is coming in for a deep cleaning. 
His vitals corresponded to elevated every visit.  

 

 

 

 
 

 



 

 
 
Subjective Findings: 
 

Medical History: Patient reported no systemic conditions, allergies, or medications. Patient 
experiences neck pain due to a past work injury.  
 
Social History: No tobacco, alcohol, or drug use.  
 
Dental History: Mr. B reported that his last prophylaxis was in November 2024 where 1 pano 
was exposed. He saw a periodontist in the past and is aware of his localized area of bone loss in 
the upper left region. The patient mentioned that the periodontist informed him that the bone loss 
is arrested. Patient also reported strictly chewing with his left side for an extended period of time. 
During a time when Mr. B was dealing with depression, he neglected his oral health. Patient 
reported that he is now trying his best to change his oral homecare habits. Patient’s current 
homecare: brushing horizontally with a medium-bristle manual toothbrush and Toms charcoal 
toothpaste. Crest mouth rinse 1x/daily. Waterpik 2x/day. 
 
 

Objective Findings:  
 

● Gingival statement: Generalized pale pink and pigmented gingiva that is soft, smooth, 
flaccid, and enlarged. Papillae is blunted due to inflamed gingiva and GM is positioned 
more than 2 mm coronal to CEJ. Shape of magin: rolled.  

 



 

● Generalized 1-4 mm pocket depths, with pocket depths up to 8 mm localized to upper left 
molars. Localized areas of 3-4 mm recession and furcation involvement on #15. 
Generalized mild bleeding upon probing.  

● Case value: heavy 
● Patient reported that his most recent cleaning was about five months ago, but presented 

with significant supragingival calculus on the lingual surfaces of his anterior teeth and 
generalized subgingival calculus.  

● Light occlusal staining on pits and grooves of posterior teeth. 
● Super-eruption of #15 due to missing opposing tooth #18. 
● Implant screw placed for over 2 years without a crown (#18).  
● Perio status: Periodontitis - Stage 3 Grade B (localized to #15)  

 
Treatment plan: 
 

Due to the amount of calculus present, the patient’s treatment was divided into two visits. Visit 
one consisted of assessments and scaling two quadrants. Treatment was completed during the 
second visit which included exposing a FMS, scaling the remaining two quadrants, engine 
polishing, and 5% fluoride varnish application. Time was allotted each visit to educate the 
patient on oral health and the importance of proper care of the dentition.  
 
 

There were several dental concerns for this patient. Given the amount of calculus that the 
patient has accumulated in the five month interval from his last prophylaxis, a decent amount of 
time was dedicated to educating the patient on proper oral hygiene practice. When 
communicating with the patient, I made sure to use my words carefully, since I am dealing with a 
patient who is more sensitive and self conscious about his teeth. The patient is also currently 
dealing with PTSD related to a traumatic work incident that resulted in hospitalization. It was 
important to make sure that there were no triggers in the dental environment. To prevent 
unexpected surprises, the patient was talked through each procedure. I explained thoroughly to 
the patient what will be expected of each visit in terms of treatment. Patient reported that he 
appreciated the constant check-ups and updates. Patient management skills were employed to 
ensure that the patient is comfortable in the chair.  

At his initial visit, two quadrants were scaled and the patient was scheduled to return two 
weeks later to assess his gingiva’s response to the scaling and root planing, in addition to 
completing his treatment. At the second visit, a gingival re-assessment was completed. The 
patient’s gingiva responded well to treatment. Over the course of two weeks, the gingiva became 
less flaccid, less enlarged, and more firm. There was a slight improvement in color. Additionally, 
the papillae was slowly starting to fill in interproximal spaces and the GM was now at the level 
of the CEJ. The patient was compliant with homecare, and reported implementing his newly 
learned OHI into his daily oral hygiene routine.  

 



 

Another dental concern for Mr. B is the overeruption of #15 due to the missing opposing 
tooth #18. Patient currently has an implant screw placed. However, the implant was placed over 
two years ago, and the patient has not followed up with his dentist regarding the continuation of 
the treatment. The patient reported that after hearing the cost of the crown, he decided not to 
follow up. Mr. B was educated on the dangers of super-erupted teeth and was advised to follow 
up with his dentist regarding this issue. Radiographs were utilized to explain to the patient that 
there is a possibility of tooth loss if periodontal bone loss continues. A referral was given for 
periodontal evaluation. Overall, the patient was satisfied with the results of his treatment and 
expressed deep gratitude.  

Mr. B is placed on a three month recare interval based on his perio status. This will allow 
for adequate surveillance of his periodontal disease to ensure that the disease does not progress 
any further. 

 


