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Patient Profile

 Mrs. D. is 69 years old African-American female. She is married and has a

stepson. She is retired and used to work in Human Resources. She changed her

diet after hernia surgery and stroke in 2015.

 She is a non-smoker but drinks alcohol few times a week.

 She has access to dental care. She comes regularly to Citytech (>10 years) for

dental check-ups and cleanings.

 She currently has no dental insurance and has to pay out-of-pocket for dental

care.

 Last dental check-up and cleaning was on May, 2018 in Citytech.

 Last dental radiographs were 4 horizontal bitewings taken on November, 2017

at Citytech.

 Patient reported brushing 2 times a day with a soft manual toothbrush and

sometimes alternates with an electric toothbrush. She is using Crest Pro health

toothpaste.

 Patient reported using soft picks and oral rinse Listerine Total Care twice a day.



Chief Complaint

When I checked the patient’s mouth, I found dental erosion that caused her sensitivity

especially on the LR and recessions in some areas. Patient has some gingival

inflammation that caused bleeding when brushing. During the interview the patient

stated that she drinks alcohol regularly, specifically red wine. She also drinks coffee a

few times a day. This caused her teeth to accumulate moderate amount of stains.

“I have sensitivity especially in my 

lower right and bleed when I am 

brushing. Also, I have lot of stains”.

Patient stated 



Health History Overview

Vitals

• Blood Pressure: 107/74

• Pulse: 63

Medical 
Conditions

• Patient had a hernia surgery in 2015.

• Patient had a stroke 1 week after the hernia operation in 2015. 

Current 
Medications

• Patient is taking aspirin 81 mg as a blood thinner due to her stroke.

• She is also taking fish oil pills twice a day as a dietary supplement.

Patient is ASA II



Explanation of Conditions

According to Centers for Disease Control and Prevention (CDC), a stroke is

sometimes called a brain attack. It happens when a blood clot blocks blood flow to the

brain or when a blood vessel in the brain ruptures. The brain can start to die within

minutes because of the lack of oxygen. It can damage parts of the brain, cause long

term disability or even death. A blockage of a blood vessel in the brain or neck, called

ischemic stroke is the most frequent cause of stroke and is responsible for about 80% of

strokes (National Institute of Neurological Disorder and Stroke 2018). Signs and

symptoms include sudden numbness or weakness of face, arm or leg, loss of vision,

sudden confusion, trouble speaking, dizziness, loss of balance or coordination and

severe headache. Risk factors for this condition are age, gender, race and family history

of stroke. Studies show the risk of stroke doubles between the ages of 55-85 and more

women die from stroke (National Institute of Neurological Disorders and Strokes

2018). African-Americans have a higher risk of stroke. This is due to sick sickle cell

disease which can cause a narrowing of arteries and disrupt blood flow. Stroke also runs

in families. Genetic tendency for stroke risk factors are inherited predisposition for high

blood pressure and diabetes. The common lifestyle among family members also

contributes to familial stroke.
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Explanation of Conditions continued

Hiatal Hernia is a condition in which part of the stomach pushes up

through the diaphragm muscle. The diaphragm helps keep acid from coming up

into the esophagus. When the acid leaks from stomach to the esophagus it is

called Gastroesophageal Reflux Disease (GERD). The cause of a hiatal hernia is

unknown. It may have to do with the weakness in the surrounding muscle.

Sometimes the cause is an injury or birth defect. Hiatal hernia is common in the

people over the age of 50. Obesity and smoking are also risk factors of this

condition.
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Management of Condition

For Hernia condition, the current standard of care is either hernia excision or

laparoscopic surgery. Various tests should be done before any medical treatment. In the

absence of GERD (type I Hernia), surgery is unnecessary. All symptomatic paraesophageal

hiatal hernia (type II-IV) should be repaired through surgical procedures. One of the most

common procedures is the laparoscopic approach. It is a minimally invasive procedure in

which small incisions are made through the abdominal wall. A thin tube with a tiny video

camera attached to one end (laparoscope) will be inserted through one of these incisions.

Adequate caloric and nutritional intake are important after the surgery. Post-operative risks

include bleeding, infection, heart attack, stroke, irregular heartbeat, blood clots to the lung

and sometimes death.

Mrs. D. underwent the laparoscopic hiatal hernia surgical operation. She felt a lot better

after the surgery. Although a week after the operation, she had a stroke. A high occurrence

for elderly patients who have poor overall health (Zuiki, 2016). She took statin for 3 years

to lower cholesterol levels which reduces the chances of getting another stroke. At present,

she is taking aspirin as a blood thinner and fish oil as a dietary supplement.
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Dental Hygiene Management

According to Feagan (2018), there is a relationship between hiatal hernia and GERD. The

barrier between the stomach and the esophagus is weakened which results in stomach acid

entering the esophagus. This stomach acid flows back up and reaches the mouth. Too much acid

in the mouth can cause demineralization of the teeth. Early recognition of dental erosion is

important to prevent serious damage of dentition. Dental management includes restorative

treatment and fluoride varnish application. Restoration prevents progression of the erosion and it

also helps to block teeth hypersensitivity. This seals the enamel and reestablishes the tooth

contour and decreases further enamel loss by acid exposure (Dundar and Sengun, 2014).

Wearing a mouth guard at night can prevent additional damage to the surfaces of teeth and

protects against acid. The patient should be instructed to use fluoride-containing dentifrices. The

patient should not brush immediately after eating acidic food because brushing can cause more

enamel loss ( CDHO Factsheet Gastroesophageal Reflux Disease 2016). Moreover, brushing

with products high in sodium bicarbonate will help in neutralizing the acid and its harmful

effects while being very low in abrasion. For a patient who had a history of stroke, opening the

mouth can be a bit challenging due to the patient’s physical limitation. Time management should

be considered. Oral home care should be thoroughly discussed with the patient. Dental

professionals routinely follow the patient’s progress through regularly scheduled oral prophylaxis

appointment (3 month recare interval). It was found that dental prophylaxis and periodontal

treatment reduces the incidence of ischemic stroke (Pillai, 2018). Treatment decreases the

chances of developing inflammation and therefore reduce the risk of stroke.
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COMPREHENSIVE

ASSESSMENT



Dental Hygiene Process of Care

• Discussed 
oral home 
care with 
the patient

• Accretion 
assessment 
and plaque 
index

• Reviewed 
the 
medical 
history

• Patient 
filled out 
the 
medical 
history 
update

Vitals 
were taken

Extra oral 
and intra 
oral 
examination
s

Checked 
the perio 
probing 

depths of 
the patient

Reviewed 
the dental 

chart

Patient assessment was 

conducted during the 

first visit which 

includes:



Photo of the Radiograph

This radiograph was taken on November16, 2017. It showed moderate bone loss and caries 

was present on #19 which was extracted after the patient was given a referral form to see a 

dentist.



Intra oral Photo

The photo showed some recessions on the lingual of the 

anterior mandible and moderate staining.



Summary of Clinical Findings

EO/IO:

Patient has bilateral mandibular TORI and 
chapped lips.

Dental:
Patient has class I occlusion with overjet of 2mm and overbite of 10%

Class I amalgam restorations on #1(O), #14(O) and #17(O)

Class II amalgam restorations on #4(MOD), 13(MO), #16(OB), #30(OB) and #31(MOL)

Class I composite restoration on #32(O) and class II composite restoration on #15(MOD)

PFM crown on #12 and #15, missing teeth on #2, #3 and #19

Crowding teeth on #23-#25, type II embrasures on posterior teeth

Dental erosion is present in localized areas

Deposits:

Generalized medium subgingival/supragingival calculus with medium staining on 
maxillary and mandibular anterior lingual



Dental Charting Photo

Class I and II restorations, crowns and missing 

teeth are shown in this photo



CAMBRA Caries Risk Assessment

Let’s save 

your tooth

Patient has high caries risk 

for the following reasons:

 Plaque/Biofilm formation

 Crowding teeth on #23-#25

 Class II restorations

 Xerostomia or dry mouth

 Radiographic evidence of decay noted on

tooth #19 which was extracted recently

(1/18).



Gingival Description and Periodontal Status

Generalized 4-5 mm PD on 
the posterior

Moderate radiographic 
bone loss

Generalized type II 
periodontitis

Generalized mild to 
moderate BOP

No furcation and mobility 

Gingiva appeared to be pale pink, rolled, non-resilient, shiny and mild to moderate inflammation

BOP



Photo of Periodontal Chart

4-5 mm PD on most of the 
posterior teeth, 6 mm on #15 DB and #30 

DB and 10 mm on #15DL Recessions on #1, 4, 6, 22, 23, 24, 25, 26 and #27



Dental Hygiene Diagnosis

Based on the 

periodontal assessment 

and radiograph, the 

patient has periodontitis 

and has a high risk of 

developing caries.

The patient also has Gastroesophageal Reflux Disorder (GERD) which caused hypersensitivity in some 

areas of her teeth. Dental erosion can be found on the surfaces of her teeth, an evidence of the condition.



Dental Hygiene Diagnosis

Plaque/ Biofilm formation

Class II restorations and crowding teeth

Dry mouth

Risk for Caries:

Patient is at a high risk of caries due to multiple risk factors 

and minimal protective factors.

Patient had an extraction recently due to caries.



Periodontal Diagnosis

Generalized 4-5 
mm probing 

depths, 6 mm PD 
on #15 and #30 
and 10 mm on 

#15

Radiographic 
evidence of 

moderate bone 
loss

Generalized mild 
to moderate 

inflammation and 
BOP

Type II and localized type III, active periodontitis due to:

The following factors contributed to the progression of the diagnosis:

Plaque/Biofilm formation Ineffective oral care Class II restorations and recessions



Dental Hygiene Care Plan

Goals that were established with patient regarding her condition:

Patient will start using electric 
toothbrush 2 times a day by 3 

month recare.

Patient will report rinsing 
with .05% fluoride oral rinse 
once a day in 1 minute by 3 

month recare.

Patient will reduce 1-3 mm 
PD  by 3 month recare.

Patient will start using 
proxa brush and rubber 
tip 2 times a day by 3 

month recare.

Patient will reduce BOP by 
3 month recare.



Dental Hygiene Care Plan continued

Patient Assessment, Plaque Score and Oral Self-care Instruction

Debridement on quadrant 1 and 4 (UR and LR)

Debridement on quadrant 2 and 3 (UL and LL). Air polishing with glycine 
powder and 5% fluoride varnish application

First Visit

Second Visit

Third Visit

Pain Management: Patient preferred not to have injection or oraquix.

The patient was scheduled for 3 month recare.

Horizontal 4BW’s is noted to be taken during the next visit.

A continued care recommendation form was given to the patient after the 

treatment.



Consent for Treatment

The patient had 2 appointments scheduled for treatment.



Implementation - Treatment

I. Preventive Services: Oral Self-care Instruction

How to use an electric toothbrush

How to use proxa brush on interproximal areas

Use of rubber tip on the soft gingival tissue on #15

Patient education on :

OTC fluoride 
dentifrice

.05% fluoride oral 
rinse at home for 
caries prevention

5% NaF varnish 
application in 

the clinic

Fluoride Therapies: 

Home/Professional

Antimicrobials : Listerine total care

Dietary Guidance : Patient was advised to minimize eating sugary food and the 

consumption of alcohol



Implementation – Treatment continued

II. Debridement Performed

 Hand instruments (universal and scaler) and ultrasonic scaler (green insert) were used for the

removal of the subgingival and supragingival calculus.

 Intra oral and extra oral fulcrum techniques were used for premolar and anterior surfaces.

 Advanced fulcruming was used in #1 due to the tenacious calculus on the distal and buccal

surfaces of the tooth. Treatment of the patient was a bit challenging because she has difficulty

in opening her mouth.

III. Polishing Instrument

Air polishing with glycine powder was used for staining and plaque/biofilm removal. The patient

has a lot of restorations so glycine is preferable because it is least abrasive. This powder is also

recommended for supragingival.

IV. Varnish

5% NaF varnish was applied to the patient to protect from caries and erosion.



Evaluation of Care – Outcome of Care

Goal Statement Prognosis

1. Patient will start using electric 

toothbrush 2 times a day by 3 month 

recare.

2. Patient will start using the proxa 

brush and rubber tip 2 times a day by 

3 month recare.

3. Patient will reduce BOP by 3 month 

recare.

4. Patient will reduce 1-3 mm PD by 3 

month recare

5. Patient will report rinsing .05% 

fluoride rinse once a day for 1minute 

by 3 month recare.

The goal to use the electric toothbrush 

will be met, patient has been using it as 

an alternative for her manual toothbrush.

The goal will be met because during her 

second appointment, she stated that she 

was already using these interdental aids.

The goal will be met. Patient is 

motivated to do the oral home care.

The goal will be met because she is 

seeing a periodontist and she’s interested 

in the application of arestin.

The goal will be partially met, patient 

does not like the taste of oral rinse in 

general.



Referrals 

Periodontist • Patient has periodontal disease. Tooth #10 has a 10mm DP. 

Oral Surgeon • Needs a consultation for implant on #2, #3 and #19.

Also, the patient was given a referral form to see her dentist for hypersensitivity in 

the areas with dental erosion. Sometimes, restorations can be done to decrease the 

sensitivity. She also needs a prescription to help increase her saliva production. 



Prognosis

Overall, patient’s periodontal health 

had improvement over the 10 years of 

oral care in City Tech. The patient 

comes to the clinic diligently every 3 

months and follows all the oral home 

care instruction. I believe the patient 

will have a positive outcome because 

she is motivated to improve her oral 

home care and change her diet.



Continued Care Recommendation

A 3 month recare interval was recommended to this patient because of 

periodontal disease and high caries risk. Bacteria that causes periodontal 

disease is re-established within 3 months after treatment. Periodontal 

maintenance is very important to disrupt bacterial growth that would 

cause an increase in probing depths. The application of 5% NaF varnish 

should be performed every 3months. 



Final Reflection

Due to physical limitations, the patient had difficulty of opening her mouth. I could
have used a mouth block to keep her mouth open. Wisdom tooth #1 was really hard to
access and there was tenacious calculus build up on the distal subgingivally. I could have
used the gracey curet 13/14 to go into deeper pockets. I used the universal curet and scaler
most of the time. Also I could have used the 3 bend blue tip of ultrasonic scaler for better
access of tenacious calculus on the posterior teeth. The patient also had sensitivity on the
lingual mandible anterior due to recessions. I could have used an oraquix or local anesthetic
to make the patient comfortable. Although, the patient told me she preferred not to have
injection. The engine polishing was not working so well so it took time for me to remove
all of the stains. I needed to use the hand instrument for most of the stained teeth. Overall,
it was a great experience to treat a patient who has a medical condition. As a dental
hygienist, I should be knowledgeable enough to know how the patient’s condition affects
dental treatment. At the end of the treatment, the patient told me I was very gentle. When I
called her the next day to check up on her, she replied she didn’t feel any discomfort and
she was grateful. She said I am going to be a great dental hygienist in the future. Those
words keep me motivated in finishing this course.


