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Journal Entry Guidelines (new or recare)
1. DEMOGRAPHICS
Identify the patient by: First and Last Initials of their name only, age, case/type

D.Y., 22 years old, Heavy/Type II.
2. ASSESSMENT

a. D.Y. was diagnosed with testicular cancer in October 2018 and he had just completed chemotherapy treatment in January 2019. His blood pressure reading was WNL (not elevated); he did not require additional readings during subsequent visits. D.Y. had no other medical conditions or allergies. He was not taking any medication. Based on his recent history of cancer, D.Y. was considered to be ASA II.

b. Include smoking history (amount and duration)

He denied tobacco use.

c. List any premedication needed

He did not require any premedication.

d. Identify any systemic conditions present

He had no systemic conditions.

e. List all prescription medicine and any over the counter (OTC) medication.

He was not taking any medication.

3. ORAL PATHOLOGY (Extra and intra oral findings)

a. Describe any abnormal findings of the head and neck exam.  If lesion(s) present, describe by using the ABCD-T method.
EO/IO was WNL; there were no significant findings. During his initial visit, D.Y. had generalized sparse hair growth as he was recuperating from chemotherapy treatment. His hair growth was normal about a month later when he was seen again for his subsequent visits.
4. DENTITION
a. Provide basic information; Angles classification, overbite, overjet.
D.Y. had a class I occlusion. He mentioned that his upper anterior teeth protruded more when he was a child, which he described as “buck teeth” but this improved as he got older. He had a 40% overbite and 3mm overjet of tooth #8 and 2mm overjet of tooth #9. 
b. Describe any tooth anomalies.

He did not have any tooth anomalies.

c. Describe if caries active, and general location of caries.

Carious lesions were evident on the occlusal surfaces of his posterior teeth, based on the presence of black holes (cavitation).

5. PERIODONTAL
a. Describe periodontal findings; case type, probing depths, recession, bleeding upon probing (BUP)

D.Y. was determined to be a heavy case with a periotype I. He had generalized 2-3mm probe depths, with localized 4-6mm and minimal BOP on his posterior dentition. He had 3mm recession on the buccal of tooth #14.

b. Provide a gingival statement assessing the presence of inflammation
D.Y. presented with mild gingivitis based on his generalized mild marginal gingival inflammation. His gingiva was pink with rounded margins, fit snugly around his teeth with filled embrasure spaces (class I), and the gingival margin was at the cementoenamel junction. The texture of his gingival tissue was firm and resilient under pressure.

6. ORAL HYGIENE

a. State initial and revisit plaque scores
D.Y.’s plaque index was calculated three times; each score fell under the fair range. However, his score increased (worsened) over time. His most recent plaque score was borderline fair to poor.

b. Identify areas of calculus found.

D.Y. had calculus predominantly in cervical, interproximal, and subgingival areas. He had heavier and more tenacious deposits in the lingual surface of his lower anterior teeth as well as the maxillary first molar area.

c. State planned oral hygiene interventions based on findings.

Based on D.Y.’s case type, the devised treatment plan involved home care/patient education, debridement, engine polish, and fluoride varnish treatment. 

7. RADIOGRAPHS

a. Does the patient require radiographs?  If yes, what type?

The patient was recommended for FMS and panoramic radiographs to evaluate his third molars.
b. If radiographs were available during data collection, did they support findings?

Bite-wing radiographs were taken as a part of clinic requirement and the FMS. It was evident that D.Y. had impacted mandibular 3rd molars based on the bite-wing radiographs.

c. Did they reveal any condition not evident on the clinical exam?
There were no other conditions evident that were not seen clinically.

8. TREATMENT MANAGEMENT-Utilizing the Patient concept map
a. State your proposed treatment plan and then elaborate on each visit; including clinical treatment provided as well as preventative services.
D.Y. was seen for 5 visits. The first 2 visits were used to gather assessment data. During his 3rd visit, assessments were completed, and the visit was predominantly spent providing patient education and instructing on home care. I demonstrated flossing, which D.Y. was able to replicate. I explained the importance of removing plaque due to its pathogenicity and informed him of the prognosis of long-term gingivitis and periodontal disease (bone and tooth loss). I reviewed D.Y’s flossing skill during his 4th visit, and instructed him on the modified Bass brushing technique due to generalized heavy cervical plaque buildup. When asked to demonstrate the previously learned flossing technique, he remembered the steps and was able to replicate them with guidance. He was able to replicate the modified Bass brushing technique and remove all the disclosed plaque. I began and completed hand scaling his upper right quadrant. During his 5th and final appointment, disclosing agent revealed that his plaque score once again worsened. I attributed this to the time of day of his appointment. His first three appointments were in the morning before he had eaten, and his final two appointments were in the evening, so he had eaten throughout the day. He also explained that he had eaten just before arriving to his final appointment. During this appointment, we reviewed his flossing technique. D.Y. admitted that he had not been flossing because he did not find the time and he also ran out of floss. He pinched the floss very far apart (about 6 inches) and attempted to begin flossing. I immediately corrected this and explained that it would be extremely difficult to guide the floss between his teeth due to lack of control of the floss. I completed scaling the remainder of his mouth using the cavitron, however did not get to engine polish or apply fluoride varnish due to time constraint.
b. Any medical, social or psychological factors which impacted on the treatment? 

D.Y. reported that his last dental visit was many years ago when he was around 10 years old. He stated that he did not remember much. I observed that D.Y. might have had some anxiety regarding medical visits (though he denied this), especially after his recent ordeal with receiving chemotherapy treatment. He was extremely sensitive, especially during periodontal assessment. His entire body would have a jerk or jumping reaction, and this was when I determined that he would require Oraqix during debridement. 

c. State your patient home care goals for this patient and identify the physiotherapeutic aid(s) recommended along with rationale.
My goal for D.Y. was throughout toothbrushing. I emphasized the importance of brushing the upper and lower arches separately as to not miss the cervical regions. He indicated that he completely understood. I recommended a soft bristled toothbrush or even an electronic toothbrush which D.Y. seemed interested in as he stated that it “would make things easier”.
d. What was the patient’s response to the interventions introduced and taught?

Disclosing agent revealed he did not implement the instructed home care method as he continually had heavy cervical plaque buildup.

e. Did the patient seem more interested in his/her oral health as treatment progressed?

D.Y. verbalized that he was interested and even sounded excited to learn about how he could improve his oral health. However, I feel that it was difficult for him to break the habit of how he had always conducted homecare.

f. Describe changes in the patient’s gingival tissue from initial visit to completion.

D.Y.’s gingival tissue became less inflamed from initial visit to completion; his bleeding decreased as deposits were removed.

g. Identify any additional interventions developed with the patient as treatment progressed.

D.Y. appeared less anxious with each additional visit. I think he felt more confident as he regained strength after completing chemotherapy treatment.
h. Identify whether patient was referred to DDS, or MD and reason.
He was referred to DDS and for oral surgery for evaluation of his carious lesions as well as 3rd molar extraction. D.Y. had not been to the dentist for many years; he stated that he does not recall ever having dental radiographs taken. The importance of having regular dental appointments was emphasized.

i. In hindsight would you have changed any part of your treatment plan or patient education plan?
I would not have changed any part of my treatment plan. However, I wish I could have managed my time more efficiently as I was not able to provide the patient with the entire proposed treatment plan due to time constraint.
9. REFLECTION
a. Did you accomplish everything you planned; both educational and mechanical, for this patient?
I educated the patient and instructed him on home care to the best of my ability. I spent a lot of time on patient education because the patient clearly had heavy plaque buildup due to ineffective brushing. I feel that my mechanical skill with the cavitron was good considering he was the first patient that I used it on.

b. Reflecting on your clinical treatment and faculty feedback, identify what you feel was your clinical strength or a positive experience which may have occurred during the treatment of this patient.
I feel that a positive experience was seeing D.Y. appear less anxious with each additional visit. At the end of treatment, he agreed to return for recare in 6 months.

a. Reflecting on your clinical treatment and faculty feedback, identify what you feel was your clinical weakness or a negative experience which may have occurred during the treatment of this patient.
My weakness was time management because I was unable to fully implement my proposed treatment plan.

