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Patient Profile

■ Mr. D is a 55 Year-old Hispanic male. 

■ Middles-class, lives in Queens/NY  with his wife. 
He currently has dental insurance but does not 
take advantage of his benefits. 

■ His last dental examination was done on March 
2015 for a cleaning and adjustment of partial 
denture. 4 BW’s were taken at that time (as 
stated by the patient). 

■ Patient uses manual soft toothbrush with up & 
down motions twice a day, uses Colgate 
dentifrice, waxed flossed twice a day and 
Listerine every night.  



Chief Complaint(s)

■ Patient stated he feels “okay” about the appearance of his teeth and thinks they 
need improvement. 

■ Mr. D wanted to get a cleaning done since it has been a while since he seeks dental 
care. But for the most part, patient did not have complaints about his teeth.

■ Patient was self-conscious about his partial denture and was covering his mouth 
with a tissue paper when he removed it to be properly cleaned.  



Health History Overview

■ Blood Pressure: 143/73, pulse: 75. Second visit BP: 140/69, pulse: 74. ASA II

■ Medical conditions:
• Patient was diagnosed with high blood pressure about a year ago.

■ Current Medications: 
• Losartan Potassium 100mg/day for treatment of high blood pressure.



Explanation of Condition
■ Patient said that he never had any symptoms before he 

was diagnosed with high blood pressure. 

■ Patient went to the doctor for a general checkout after a 
while of not getting a physical done. That’s when the 
doctor told him he had high blood pressure and gave 
him diet recommendation and told him to exercise 
more. Since blood pressure was not getting better the 
doctor decided to prescribe him with medication. 

■ Patient said to have history of his mother having high 
blood pressure and his blood pressure can be a result 
of genetics. He also mentioned that he used to have a 
very disorganized and unbalanced diet and eat at 
different times during the day. As well as lack of 
exercise because he was always working and did not 
have enough time.



How Condition is 
Managed
■ Initially, the condition was treat with healthier diet 

and exercise but since not improvement was 
obtained the doctor prescribe medication to the 
patient (Losartan Potassium 100mg/day).

■ Patient take his medication every morning with his 
breakfast and tries to exercise at least 3 times a 
week. Patient also mentioned to be eating a lot 
healthier than years ago and to be more careful to 
not miss any meals during the day because he said 
he used to have a very disorganized diet and times 
of meals. 



Dental Hygiene Management

■ Contraindications to dental treatment could be the use of Epinephrine on a 
hypertensive patient, but special precautions are not available. However, the use of 
Epinephrine will constricted the blood vessels making the heart work more which 
can increase the blood pressure more, for that reason this type of anesthesia is not 
use on a high blood pressure patient. 

■ A hypertensive patient may experience orthostatic hypotension as they stand up 
after treatment; especially if lying in dental chair for extended periods of time. 
Therefore, a hypertensive patient has to be treated with caution after sudden 
changes in position during and after treatment. 



RADIOGRAPHS



Summary of Clinical Findings 

■ Extra oral findings, unilateral clicking of the TMJ on the left side (patient presents 
not symptoms), red macule on the occipital center of the neck (patient states that is 
a birth mark and all his children have it as well). Intra oral findings, scalloped 
tongue, coated tongue, leukoplakia lesion on the left check around the second 
molars, less than 1cm, flat with regular borders. 

■ Class of occlusion I, overjet and overbite was not recorded because patient is 
missing maxillary anterior teeth. 

■ Generalized subgingival calculus on the interproximal of posterior teeth with 
localized supragingival calculus on the mandibular anterior teeth. Patient presents 
no stains. 



Dental Charting 
■ Class I and II composite 

restorations on #1, #3, #5, 
#12, #13, #15, #16, #20, & 
#31. 

■ PFM and RCT on #4, & #19. 

■ Fractured teeth #6 & #16. 

■ Overhang restoration on 
#5/D. 

■ Partial removable denture 
from #7-11

■ Localized attrition on #21-27 
and abfraction on #6, #12, 
and #29.



Caries Risk Assessment 

■ Patient does not present active suspicious decay, 
clinically or radiographically. 

■ Patient presents generalized moderate recession 
which place the patient at a moderate risk for 
caries. Patient also presents more than 1 
interproximal restoration and removable partial 
denture on anterior maxillary teeth. 



Gingival Description & Periodontal 
Status
■ Patient is a perio type II due to generalized moderate recession with localized severe 

recession on lower mandibular teeth and generalized horizontal bone loss. 

■ Gingival Description:
• Pink color gingival with localized redness on maxillary premolars and 

mandibular anterior teeth, generalized spongy consistency, with generalized 
non–stippled present. 

■ Localized moderate bleeding upon probing on posterior teeth and localized 
moderate inflammation on maxillary premolar and mandibular anterior teeth.



Periodontal 
Charting
■ Mrs D. periodontal chart 

presents generalized 2-3mm 
probing depths with localized 
4-5mm on the posterior teeth. 

■ Generalized moderate 
recession. 

■ Localized grade I mobility on 
#23-26. 

■ Moderate bleeding upon 
probing and moderate 
inflammation. 



Dental Hygiene Diagnosis

■ Mr. D is a perio II with active periodontal disease 
due to generalized recession, localized 4-5mm 
probing depths on posterior teeth. Moderate 
bleeding upon probing and moderate 
inflammation. Patient presets generalized 
moderate horizontal bone loss. 

■ Pt presents slight dentures stomatitis on #6/ML 
and #12/ML. 

■ Pt is a moderate risk of caries due to generalized 
moderate exposed roots, more than 1 
interproximal restorations, and removable dental 
appliance. Localized moderate attrition on #21-
27 and slight abfraction on #6, #12, and #29.



Dental 
Hygiene Care 

Plan

■ Treatment plan: The DH care plan was to 
review and teach Mr. D a toothbrushing 
technique appropriate to his needs. 
Recommend a power toothbrush to his oral 
hygiene care rather than a manual toothbrush 
and instructions on the cleaning and 
maintenance of denture. A full mouth series of 
radiographs. Ultrasonic and hand scale of the 
whole mouth, engine polish with fine prophy 
paste, 5% varnish fluoride. Referral to a dentist 
for regular check up and for fractured teeth, 
recommendation of a 3 month re-care and the 
maintenance of a healthy diet.

• Visit 1: Assessments, CAMBRA form, oral 
hygiene instructions, ultrasonic and hand 
scale of LR. Referral to dentist. 

• Visit 2: Review oral hygiene instructions, 
ultrasonic and hand scale of UR, UL, and 
LL. Engine polishing, varnish fluoride.  



CONSENT 
FOR 

TREATMENT 
PLAN



Implementation of Treatment

■ Initial visit: Medical history was completed and reviewed, patient takes medication 
for hypertension. Intra and extra oral examination was performed and everything 
was WNL, dental and perio charting was completed and reviewed. A referral form 
was given to patient for a regular check up and fractured teeth. Calculus detection 
was completed and it was determined that the patient was a heavy/perio II. 
Treatment plan was presented to patient and approved. Plaque index was performed 
with a score of 0.6 (good). CAMBRA form was done to complement to assessment 
and oral hygiene instruction were given to patient; modified stillman method was the 
method of choice by the DH because plaque was mostly presented on the direct 
surfaces of his teeth. In addition, since patient presented slight denture stomatitis, I 
emphasized on the importance of not sleeping with denture on and I gave him 
instructions on how to properly clean his denture. It was recommended to patient to 
get constant dental care, to maintain a good oral hygiene and healthy diet as well as 
implement fluoride as past of his normal oral hygiene in order to reduce caries and 
sensitivity. Ultrasonic and hand scaled of LR. 



Implementation of Treatment

■ Second visit: Reviewed medical history and changes intraorally. Blood pressure was re-
taken due to patient been hypertensive. Reviewed toothbrushing technique previously 
taught and power toothbrush was recommended to the patient this time. It was also 
recommended to implement a sensitivity toothpaste like Sensodyne to prevent sensitivity 
on the areas of exposed root surfaces. Denture stomatitis appeared significantly less 
and patient said to be using Polydent to clean his denture every night. Plaque index 
showed not improvement with a 0.6 (good) final score. Ultrasonic and hand scaled of UR, 
UL and LL with local infiltration of UR and UL with Mepivacaine Hydrochloride, and a 
block on the LL with Mepivacaine Hydrochloride. Engine polished with fine prophy paste 
due to not stain present and a plaque score of 0.6 (good). Application of 5% varnish 
fluoride to help prevent cavities and reduce sensitivity. A recommendation of a 3 month 
re-care was given to patient. 



Evaluation of Care

■ Patient showed interest on the recommendation 
given and the rationality behind each 
recommendation. Even though his place score 
remain the same at the second visit, he showed 
well control over the toothbrushing technique 
initially taught and said to be implementing it to 
his oral hygiene routine twice a day. Patient also 
showed decreased inflammation on the area 
previously scaled and I believe that his 
inflammation, accumulation of plaque, and 
consequently calculus is going to minimize as he 
continues to implement the instructions given to 
him.  



Referral(s)
Referral was given for a general check 
up with the dentist and for fractured 
teeth. 



Continued Care Recommendation 

■ I recommended a 3 month re-care to Mr. D 
due to his active periodontal disease, his 
moderate caries risk, as well as a 
maintenance cleaning to monitor the amount 
of plaque and calculus on his mouth and 
consequently his bleeding and inflammation. 
And most importantly to stabilize his 
periodontal status. I encouraged Mr. D to take 
advantage of his dental insurance and to seek 
dental care regularly to maintain his perio
stable and prevent future problems. 



Final Reflection

■ Overall, the plan and treatment of Mr. D. went well. Patient left very 
happy after completion of dental treatment. He left motivated and 
encouraged to keep and maintain a healthy mouth. I was very 
satisfied with the treatment that was provided to Mr. D, with the way 
the visits were managed and the way the patient left. 

■ One thing I would have done differently is anesthesia. On my patient’s 
first visit I did not use any type of anesthesia because the patient said 
to not need it. Even thought he was comfortable the whole time and 
did not said to have much discomfort, when I used anesthesia on the 
second appointment I noticed he was a lot more relaxed and I can 
guarantee it was because he was not feeling anything. 
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