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Antibiotic Overuse Blind Spot: Dental Prescribing 

Dental Antibiotics and Clostridium difficile  

When looking for a potential cause of community-acquired Clostridium difficile infection (CDI), prescription of 
antibiotics for upper respiratory infections is number one. But there are other causes, too. In hindsight, it 
makes perfect sense to implicate dental prescriptions for antibiotics as a driver of community-acquired CDI 
also. After all, dentists routinely prescribe antibiotics to members of the community without follow-up. 
Patients then show up to their primary care physicians with C difficile antibiotic-associated diarrhea. 

It wasn't until recently, however, that an association between antibiotic use in dentistry and community-
acquired CDI has been elucidated. This discovery is in large part thanks to the partnership of the Emerging 
Infections Program (EIP) at the Centers for Disease Control and Prevention (CDC) and state health 
departments. 

Clostridium difficile: An Emerging Infection 

At an IDWeek press conference on October 6, 2017, Stacy Holzbauer, DVM, MPH, a career epidemiology field 
officer for CDC and the Minnesota Department of Health, presented research showing that 15% of patients 
with community-acquired CDI who reported taking antibiotics took dental antibiotics within the 12 weeks 
before illness.[1] This research was part of the CDC's EIP, which was established in 1995 for the surveillance, 
prevention, and control of emerging infectious diseases. The EIP is a network of state and local health 
departments, academic institutions, other federal agencies, public health and clinical laboratories, infection 
preventionists, and healthcare providers. 

Press conference moderator Ebbing Lautenbach, MD, MPH, MSCE, said, "The type of work presented here is 
really only possible through the EIP. This program identifies people with community-onset infections of 
interest. Identifying people who have C difficile in the community is a unique aspect of the EIP—an incredibly 
important resource as we seek to better understand the relationship between antibiotic use and C difficile and, 
ultimately, antibiotic resistance as well." 

In a study titled "Antibiotic Prescribing by General Dentists in the United States, 2013," Roberts and 
coauthors[1] report that in 2013, dentists wrote prescriptions for a staggering 24.5 million courses of 
antibiotics, or 77.5 prescriptions per 1000 people. This accounts for approximately 10% of all antibiotic 
prescriptions in the outpatient setting. Antibiotics are often prescribed for the management of oral infections 
and for prophylaxis before dental visits for patients meeting certain clinical criteria. Recent guidance[2] on who 
should receive antibiotic prophylaxis before dental visits has changed; however, the rate of its adoption is 
unknown. 

In 2013, dentists wrote prescriptions for a staggering 24.5 million courses of antibiotics, accounting for 10% 
of all antibiotic prescriptions in the outpatient setting.  

Dentists who have not made changes to their prescribing habits may be prescribing prophylactic antibiotics 
unnecessarily, according to Dr Holzbauer. In addition, medical providers may pressure dentists to prescribe 
antibiotics before invasive dental procedures despite the updated guidance, especially for patients with joint 
replacements or a history of congenital heart disease. 

Between 2009 and 2015, Bay and colleagues[3] interviewed a limited subset of 1626 patients with community-
acquired CDI living in five counties in Minnesota. These participants represented diverse populations. Of these 
patients, 926 (57%) reported being prescribed antibiotics from any source, and 136 (15%) were prescribed 
antibiotics by a dentist. 



On the basis of this information, during interviews, the Minnesota Department of Health started asking 
patients with CDI about a history of heart conditions and joint replacements. Since July 2015, a total of 76 
interviewed patients with community-acquired CDI were prescribed dental antibiotics, 58% of whom received 
antibiotics for either heart or joint prophylaxis. Only one patient with a heart condition met the current 
guidelines for antibiotic prescription. "There appears to be in our subset of cases a high amount of potentially 
inappropriate antibiotic use," says Dr Holzbauer. 

Reversing the Trend 

On the basis of the results of this study, Dr Holzbauer suggests that the main issue may be good history-taking, 
which involves all stakeholders. "In Minnesota, we have put the onus back on all people involved—the 
dentists, the clinicians who are taking care of patients, and the patients themselves. We need dentists to think 
about the complications of antibiotic prescribing and make sure they are educating their patients about the 
possibility of CDI when they are prescribing antibiotics. We also need to make sure that dentists are up to date 
on the most current guidelines and are using them to decide whether the use of antibiotics is appropriate." 

Dr Holzbauer continued, "For physicians, when they are seeing their patients, we need them to think about 
what is not captured in the electronic medical record and ask about other potential sources of antibiotics, such 
as outpatient surgery or dental prescribing. For patients—because we don't have a universal healthcare record 
that can capture everything—we need them to let their providers know if they received antibiotics for dental 
reasons and be willing to ask any provider, including physicians or dentists, whether this antibiotic is really 
necessary when offered a prescription." 

According to Dr Holzbauer, dentists have been receptive to this issue. "Dental antibiotics have been a blind 
spot in the antibiotic stewardship conversation. Dentists haven't been included, and they're willing to listen, 
and I think that they're looking for guidance. But nobody goes to a dentist when they have diarrhea; they go to 
a primary care physician, so the dentist doesn't get the feedback that there are potential consequences to 
their prescribing practices." 

Dental Antibiotics Could Be Adding to C difficile Cases 

SAN DIEGO — Antibiotics prescribed by dentists could be contributing to cases of potentially deadly 
Clostridium difficile, according to findings presented in a press conference at IDWeek 2017. 

C difficile infections are the primary cause of healthcare-associated diarrhea, and antibiotic use is one of the 
top risk factors. The latest numbers from the Centers for Disease Control and Prevention show there were 
nearly half a million C difficile infections in the United States in 2011, and 29,000 patients died within a month 
of diagnosis. 

For the current study, Stacy Holzbauer, DVM, MPH, an epidemiology field officer for the Centers for Disease 
Control and Prevention and the Minnesota Department of Health, and colleagues interviewed 1626 people 
from five Minnesota counties diagnosed with community-acquired C difficile between 2009 and 2015. The 
cases were considered to be community-acquired if the patients had not had an overnight stay in the hospital 
in the last 12 weeks. 

Of the 1626 patients, 926 (57%) reported they had been prescribed an antibiotic in the prior 12 weeks, and for 
136 patients (15%), the antibiotic had been prescribed by a dentist. 

However, just more than a third (34%) of those prescribed antibiotics by a dentist had no mention of the 
dental antibiotics in their medical chart. Dr Holzbauer presented the findings in a press conference here 
October 6. 

Three-Way Communication Gap  



Dr Holzbauer told Medscape Medical News that several things are going on: Physicians are not always asking 
about dental antibiotics specifically when they take a medical history, dentists are not necessarily focused on 
the possible harms of antibiotics and are not warning patients of the potential risks or reminding them to 
report the antibiotic use to their primary care physicians, and patients are not making sure all their providers 
know about antibiotics from different sources. 

"I think the biggest issue is that dentists have been left out of the conversation, because no one really 
recognized how large the dental prescribing was in the greater scheme of things, especially when it comes to 
outpatient prescribing," she said. 

There is also no feedback if a patient experiences adverse effects after taking antibiotics prescribed by their 
dentist. "No one goes to their dentist when they get diarrhea," she explained. 

The authors found that people who were prescribed antibiotics for dental procedures tended to be older than 
those prescribed antibiotics for other indications (57 years old vs 45 years), and more likely to receive 
clindamycin, which is an antibiotic that causes diarrhea and has been more closely linked to C difficile infection 
compared with other antibiotics (50% vs 10%). 

Dr Holzbauer noted that medical providers have been hearing cautions against using antibiotics for 
inappropriate indications "for at least 20 years, and they're still struggling. I think dentists are at the place 
primary care physicians were 20 years ago." 

Previous research showed that dentists were responsible for 24 million antibiotic prescriptions in 2013 (about 
10% of the total antibiotics prescribed in an outpatient setting), which Dr Holzbauer said "was shocking to 
everyone." Outpatient prescribing of antibiotics needs closer scrutiny, she continued, and "dentists have been 
a blind spot." 

Dr Holzbauer said many dentists also may not be meeting current prescribing guidelines for antibiotics. Until 
2015, for instance, prophylactic antibiotics were advised before dental procedures in certain cases when a 
patient had a prosthetic joint, such as a hip replacement. 

However in 2015, the American Dental Association (ADA) issued a practice guideline that said no antibiotic 
prophylaxis is needed for people with joint replacements. Yet that change may not have reached all dentists, 
she said. 

Hilary Babcock, MD, from the Washington University School of Medicine in St. Louis, Missouri, who is the 
Society for Healthcare Epidemiology of America vice chair of IDWeek, told Medscape Medical News that 
sometimes patients come in to dentists saying their surgeon told them years ago when they got their hip 
replacement that they would need to take antibiotics before a dental cleaning. 

She said if dentists are seeing the patient once a year, they may not see the benefit in taking the time to 
convince patients they do not need the antibiotics. Supporting dentists with educational materials is one way 
to help reverse the trend, along with open discussions on what dentists see as barriers to appropriate 
prescribing. 

Dr Babcock said she found the results of the study surprising and explained this is likely coming to light only 
now because of the convergence of recent increased focus on tracking the spread of C difficile and on 
antimicrobial stewardship. 

Dentists are not the top prescribers of antibiotics in community settings, she noted, and primary care 
prescriptions for upper respiratory infections are still a major source. 

 



A Decision-Support Tool for Antibiotic Prophylaxis Before Dental Procedures in Patients 
With Prosthetic Joints 

Antibiotic Prophylaxis for Dental Patients With Prosthetic Joints 

Web-based support is now available to dental healthcare providers who are faced with this age-old clinical 
question: When should we prescribe antibiotic prophylaxis for dental patients with prosthetic joints? A new 
online tool was adopted by the American Academy of Orthopaedic Surgeons (AAOS) as a result of 
collaboration with the American Dental Association (ADA) Council on Scientific Affairs (CSA). To appropriately 
use the new decision-support tool, it is important to first understand the recent clinical practice guideline 
developments related to the use of prophylactic antibiotics before dental procedures in patients with 
prosthetic joints. 

The 2015 evidence-based clinical practice guideline for dental practitioners is titled, "The Use of Prophylactic 
Antibiotics Prior to Dental Procedures in Patients With Prosthetic Joints."[1] The guideline states: "In general, 
for patients with prosthetic joint implants, prophylactic antibiotics are not recommended prior to dental 
procedures to prevent prosthetic joint infections." This panel of experts found no association between dental 
procedures and prosthetic joint infections. The panel also found no scientifically based efficacy for using 
antibiotics to prevent prosthetic joint infections. 

The clinical practice guideline explains that there may be "special circumstances" in which a clinician may 
consider antibiotic prophylaxis. And although the clinical practice guideline does not provide a list of these 
special circumstances, it does recommend that "prophylactic antibiotics should only be considered after 
consultation with the patient and orthopaedic surgeon" for dental patients with a history of complications 
associated with joint replacement surgery. Other salient points of the clinical practice guideline include the 
following[1]: 

x A complete medical history is always recommended when making final decisions regarding the need 
for antibiotic prophylaxis. 

x The potential harms of antibiotics include risk for anaphylaxis, antibiotic resistance, and opportunistic 
infections like Clostridium difficile. 

x The benefits of antibiotic prophylaxis may not exceed the harms for most patients. 

Although dental treatment is not considered a risk factor for prosthetic joint infections, the AAOS and ADA 
convened a group of multidisciplinary subject matter experts to consider whether antibiotic prophylaxis might 
be appropriate in certain higher-risk patients. Appropriate-use criteria have been developed with the goal of 
implementing evidence-based clinical practice guidelines. The development of appropriate-use criteria 
combines relevant evidence with clinician expertise/experience to rate how appropriate a certain treatment is 
collectively viewed, given a list of realistic clinical patient scenarios.[2] In developing these criteria, the panel of 
experts considered the following assumptions and factors: 

x The chance of oral bacteremia causing joint infections is extremely low, with no evidence for an 
association; 

x Oral bacteremia frequently occurs secondary to such activities of daily living as tooth brushing and 
eating; 

x Virtually all dental office procedures have the potential to create bacteremia; 
x Multiple specific immune-compromised medical patient scenarios (ie, cancer, organ transplantation, 

rheumatoid arthritis, bone marrow transplantation); and 
x Glycemic control in diabetes (ie, glycated hemoglobin (A1C) scores, blood glucose). 

The following medically complex patient populations and related issues were used to gain consensus on any 
potential benefit from antibiotic prophylaxis: 

x Planned dental procedures (ie, procedures that do or do not result in the manipulation of gingival or 
periapical tissues or perforation of the oral mucosa); 



x Immunocompromised status (severely or not severely immunocompromised); 
x Glycemic control in diabetes (ie, no diabetes diagnosis/activity, active diabetes, and various 

A1C/blood glucose combinations); 
x History of periprosthetic or deep prosthetic joint infection of the hip or knee that required an 

operation; and 
x Time since hip or knee joint replacement procedure (<1 year or ≥1 year). 

The voting panel identified relatively few patient subpopulations for whom it might be appropriate to order 
antibiotic prophylaxis before certain dental procedures.[2] Among the proposed higher-risk patient scenarios, 
12% were rated as "appropriate," 27% as "may be appropriate," and 61% as "rarely appropriate."[3] The voting 
panel results were used to develop the AAOS appropriate-use criteria, available as an online tool for clinicians. 

Viewpoint 

As dental and other healthcare providers become aware of the new appropriate-use criteria decision-support 
tool and consider using it for patient care, it is critical for them to be familiar with several of the ADA CSA 
panel's take-home messages[4]: 

1. There is no evidence to support an association between dental procedures and risk for prosthetic 
joint infections. 

2. The appropriate-use criteria decision-support tool supplements clinicians in making judgments about 
the need for antibiotic prophylaxis for patients with a prosthetic joint who are undergoing dental 
procedures. It is not intended as the standard of care or as a substitute for clinical judgment. 

3. A consensus of ADA-appointed expert panel members and the CSA agreed that this tool could benefit 
dentists, physicians, and patients by reducing antibiotic prescriptions. 

4. Discussion of available treatment options applicable to each patient relies on communication 
between the patient, dentist, and orthopedic surgeon weighing the potential risks and benefits for 
that patient. Any perceived potential benefit of antibiotic prophylaxis must be weighed against the 
known risks of antibiotic use, including:  

o Clostridium difficile infection; 
o Allergic reaction; and 
o The development, selection, and transmission of antimicrobial resistance factors. 

5. It is appropriate for the dentist to make the final judgment to use antibiotic prophylaxis for patients 
potentially at higher risk for prosthetic joint infections using the appropriate-use criteria as a guide, 
without consulting the orthopedic surgeon. However, if the orthopedic surgeon recommends or the 
patient prefers antibiotic prophylaxis, despite the dentist's recommendation against premedication, 
the prescription should be provided by the surgeon. 

6. The 2015 clinical practice guideline is valid and should continue to inform clinical decisions for dental 
patients in ambulatory settings. The CSA and ADA-appointed expert panel members encourage dental 
practitioners to:  

o Continue to use the 2015 ADA clinical practice guideline; 
o Consult the appropriate-use criteria as needed; and 
o Respect the patient's specific needs and preferences when considering antibiotic prophylaxis 

before dental treatment. 

I strongly encourage dentists to obtain a complete updated medical history for all patients and especially for 
those with prosthetic joints. It is essential to communicate fully with these patients and the treating 
orthopedic surgeons in a reasonable attempt to gain interprofessional consensus on theoretical risks for 
postsurgical prosthetic joint infections. I also suggest that dental practitioners preview the appropriate-use 
criteria tool and stay current with the relevant publications. These efforts enrich collaboration with our 
orthopedic surgery colleagues and provide patients with unsurpassed quality of care. Meanwhile, all 
participants involved should stay tuned for future clinical practice guideline updates on this important clinical 
topic. 

 



Dental Implants Safe for Most Patients With Kidney Disease 

Clinicians should take special precautions when placing dental implants in patients with chronic kidney disease, 
according to proposed guidelines. 

"Most people don't want to treat these patients because of the risk," Yuan Quan, DDS, PhD, from Sichuan 
University in Chengdu, China, told Medscape Medical News. "So in this paper we wanted to show practitioners 
which procedure they should follow." 

Dr Quan and colleagues from Saudi Arabia, Spain, Thailand, and the United States, describe their 
recommendations for these procedures in an article published online June 23 in the International Journal of 
Oral Science. 

The proposed guidelines fill a gap in implant dentistry, said Kim Gowey, DDS, a past president of the American 
Academy of Implant Dentistry, who practices in Medford, Wisconsin. The suggestions to consult with a 
nephrologist and to follow-up carefully with patients after their surgery are among the important 
recommendations, he said. 

About 11% of adults in the world have chronic kidney disease, and the prevalence is growing, the researchers 
note. As many as 90% of these patients may have oral symptoms such as gingival bleeding, early tooth loss, 
periodontitis, and xerostomia. 

Poor oral health and kidney disease can worsen each other in a feedback loop, Dr Quan said. "If your oral 
health is not good, there is infection with bacteria that can increase the risk of kidney failure. And if your oral 
health is not good you can't eat food that well and that can affect your kidney." 

Patients with chronic kidney disease are less likely to floss or visit dentists than healthy patients, and their 
dental plaque index is likely to be elevated, the researchers report. Diabetes has emerged as an increasingly 
important cause of chronic kidney disease, and may also exert effects on these patients' oral health. 

Patients undergoing hemodialysis may suffer from increased periodontitis and periodontal bone loss. Because 
they receive anticoagulants, their gums often bleed. In addition, patients receiving calcium channel blockers 
may have gingival enlargement. 

Clinicians treating patients with chronic kidney disease should be on the lookout for xerostomia and parotitis, 
Dr Quan and colleagues write. 

These patients also have altered saliva chemistry, with higher concentrations of urea, creatinine, sodium, 
potassium, calcium, chloride, and phosphorus, and a lower concentration of magnesium. 

As a result, their saliva may have higher buffering capacity, reducing the risk for demineralization. But these 
beneficial effects on caries may be countered by debilitation, hypoplastic enamel, low salivary flow rate, and 
long-term medication use. And the altered saliva chemistry may also lead to precipitation of calcium-
phosphorous and calcium oxalate, resulting in dental calculus. 

Patients with chronic kidney disease also have an increased prevalence of tooth mobility, malocclusion, 
crowding, tooth loss, oral mucosal lesions, and pallor of the oral mucosa. Drug treatments can result in 
lichenoid oral lesions, oral hairy leukoplakia, Kaposi's sarcoma, non-Hodgkin lymphoma, candidiasis, uremic 
stomatitis, erythematous patch, uremic frost, and ulcerations. 

As many as 84% of patients with chronic kidney disease may have bone disorders, perhaps resulting from 
hyperphosphatemia, hypocalcemia, hyperparathyroidism, and vitamin D deficiency. Bone demineralization, 
decreased trabeculation, decreased thickness of cortical bone, ground-glass appearance of bone, metastatic 
soft-tissue calcifications, radiolucent giant cell lesions, radiolucent fibrocystic lesions, lytic areas of bone, jaw 
fracture and abnormal bone healing, and extraction may be observed. 



They recommend that blood tests include measurement of Na+, K+, Ca2+, Mg2+, Cl−, urea, crea nine, 
parathyroid hormone, and bicarbonate. Fibroblast growth factor 23 should be 33 to 105 RU/mL, and 1,25-
dihydroxycholecalciferol 1,25(OH)2D should be between 30 and 100 ng/mL, they say. 

They also call for a complete blood count. A platelet count less than 50,000/mm3 suggests a need for platelet 
transfusion, they report. 

They recommend measuring bleeding time, noting that times longer than 10 to 15 minutes may be associated 
with a high risk for hemorrhage. Desmopressin may temporarily reduce the perioperative bleeding time, 
conjugated estrogen can reverse platelet dysfunction, and tranexamic acid can reduce bleeding, they say. 

The researchers also recommend coagulation tests. The effects of the anticoagulant heparin may be minimized 
if the surgery takes place on nondialysis days, they point out, and they recommend performing dental 
treatment the day after hemodialysis. Those receiving hemodialysis three times a week might equally be 
scheduled for implant surgery on the second day after hemodialysis. 

Dr Quan and colleagues also recommend evaluating the patients' residual bone. Sometimes conventional 
panoramic X-rays and clinical examination are sufficient, but if not, cone beam computed tomography can 
accomplish the task. 

The authors call for periodontal treatment to eliminate plaque before implant surgery, and for rinsing with 
chlorhexidine mouthwash for 3 minutes before surgery. 

Although they recommend antibiotic prophylaxis, they note that renal failure can change pharmacokinetics. So 
they suggest lengthening the time between doses of antibiotics, avoiding those that are nephrotoxic, and 
consulting with a nephrologist on the selection of drugs. 

Clinicians should monitor the blood pressure of patients with chronic kidney disease, the researchers write, 
reducing the dose of epinephrine in patients with high blood pressure. Clinicians should also prepare for local 
hemostatic measures. 

They recommend computer-guided flapless surgery for patients with several missing teeth, as well as for 
patients with complicated situations. 

Postoperatively, the use of nonsteroidal anti-inflammatory drugs is controversial, and should not be used 
without consultation with a nephrologist, the authors note. Aspirin may cause problematic antiplatelet activity 
in uremic patients, and meperidine, dextropropoxyphene, morphine, and codeine can cause central nervous 
system hypofunction and respiratory effects. 

They recommend extending the healing time or using a temporary crown with low occlusal force before 
placing the final restoration. Because of the possibility of altered bone structure, Dr Quan and colleagues 
recommend quantifying implant stability repeatedly after surgery, using a system such as resonance frequency 
analysis-reliability or oral radiography. 

The gingiva may enlarge around implants in patients taking a calcium channel blockers or cyclosporine A. In 
such cases, the surgeon can consult with a nephrologist to find out whether the calcium channel blocker can 
be replaced with a different antihypertensive, or the cyclosporine A can be replaced with tacrolimus. 

They recommend screw retention so that it is easy and safe to remove the crown and maintain the implant. 

Maintenance is particularly important in patients with chronic kidney disease, the authors write, and in 
addition to emphasizing the usual measures, they recommend vitamin D supplementation in deficient 
patients. 

 



Immediate Biopsy for Suspicious Oral Lesions, Says ADA 

Doing an immediate biopsy in patients with a suspicious oral lesion — or referring a patient to a specialist who 
can — remains the single most important recommendation made by the American Dental Association (ADA) in 
their updated clinical practice guidelines for the evaluation of potentially malignant disorders in the oral cavity. 

The clinical practice guideline was published in the October 2017 issue of the Journal of the American Dental 
Association.   

The last related clinical practice guideline was issued in 2010, when the ADA again emphasized the importance 
of doing an immediate biopsy of any suspicious oral lesion or at the very least referring patients to an 
appropriate specialist, such as a head and neck surgeon or an otolaryngology specialist so that patients can be 
more thoroughly assessed. 

Often oral mucosal disease that is malignant looks very similar clinically to oral mucosal disease that is 
benign. Dr Thomas Sollecito  

  

"Often oral mucosal disease that is malignant looks very similar clinically to oral mucosal disease that is benign, 
so it's hard to come to a definitive diagnosis based on clinical presentation alone," Thomas Sollecito, DMD, 
spokesperson for the ADA and professor and chairman of oral medicine at the School of Dental Medicine, 
University of Pennsylvania in Philadelphia, explained to Medscape Medical News.  

"So taking a really thorough history and knowing, for example, that the lesion has been there for 2 months 
rather than 2 weeks is critical, but even with that history, oftentimes you have to confirm the diagnosis with a 
biopsy," he added. 

The American Cancer Society estimated that there would be approximately 50,000 new cases of cancer in the 
oral cavity and oropharynx in 2017, over 80% of which will be oral squamous cell carcinomas (OSCCs) or 
oropharynx squamous cell carcinomas (OPSCCs). 

Potentially malignant disorders — mucosal lesions that have an increased risk for developing into an OSCC — 
and OSCCs themselves are the two conditions targeted in the new clinical practice guidelines. 

"These recommendations underscore the need for strong working relationships between the dental 
and oncology communities to provide the best possible patient care," Erich Sturgis, head and neck surgeon, 
MD Anderson Cancer Center in Houston, Texas, said in a statement. 

Dr Sturgis and other experts at the MD Anderson Cancer Center provided input into the ADA's updated clinical 
practice guidelines and are working together with the ADA to improve professional and patient education 
about potentially malignant oral lesions. 

"The American Dental Association represents something like 161,000 dentists across the country, so it's a 
tremendous opportunity essentially in the primary care setting to get messages out about head and neck 
cancer prevention," Dr Sturgis told Medscape Medical News.  

Identification Challenging  

Identification of early potentially malignant oral lesions can be challenging depending on whether the lesion is 
related to more traditional risk factors for head and neck cancer, including smoking and alcohol, or are the 
result of infection from the human papillomavirus (HPV), usually with the highly oncogenic HPV type 16. 



"[O]ver the past 20 years HPV infection has surpassed tobacco and alcohol as a major risk factor [for head and 
neck cancer]," the ADA authors note, and they estimate that  HPV infection causes approximately 75% of all 
OPSCCs identified today.  

Thus, the ADA panel underscores that after dentists review the patient's history and look for all possible "red 
flag" symptoms, first and foremost they should carry out the conventional visual and tactile exam both 
intraorally and extraorally, paying particular attention to the lymph nodes in a patient's neck. (It's been both 
practitioners' experience that most patients with head and neck cancer present with late, large, or even 
multiple lymph node metastases in the neck, which are typically asymptomatic.) 

Depending on whether a lesion is likely innocuous or suspicious, panel recommendations to perform cytologic 
testing vary. 

For patients with a clinically evident oral mucosal lesion that seems innocuous or not likely to be malignant, 
"clinicians should follow up periodically" and perform biopsy or refer patients to a specialist only if the lesion 
does not resolve over time. For adults with no clinically evident lesions or symptoms, nothing more needs to 
be done. 

For lesions that could be malignant or if the patient reports worrisome symptoms, "clinicians should perform a 
biopsy of the lesion or provide immediate referral to a specialist," the panel reaffirms. 

Index tests, or what the ADA panel calls "adjuncts," are bountiful, but none of these adjuncts were felt to be 
accurate enough to identify target lesions in the primary care setting. "Some of these tests are simply not 
specific enough, meaning that you will have a significant number of false-positives just by using that adjunctive 
test alone, and we didn't want people to have the stress of getting a positive test result who would then 
require a more invasive procedure based upon a false-positive result," Dr Sollecito elaborated. 

"On the other hand, it's equally obvious you don't want a test to give you a negative result, yet the patient has 
cancer," he added. Adjuncts that were not recommended by the ADA for the evaluation of clinically evident, 
innocuous, or even suspicious lesions include autofluorescence, tissue reflectance, vital staining, and salivary 
adjuncts. 

The one situation where clinicians may reasonably resort to a cytologic adjunct is when a patient declines to 
have a suspicious lesion biopsied or does not want to be referred to a specialist. At this point, panel members 
suggest, the adjunct may help dentists further assess the suspect lesion.  

Good Opportunity  

As Dr Sturgis pointed out, dentists are already examining the mouth, so they clearly have a good opportunity 
to evaluate patients for cancers of the oral cavity caused by traditional head and neck risk factors. 

"Indeed, these lesions of the mouth are very amenable to early diagnosis, so if a dentist does a complete 
exam, lesions may more commonly be identified at an early stage where patients can be treated relatively 
simply," Dr Sturgis noted. 

In contrast, both Dr Sturgis and Dr Sollecito emphasized that HPV-related cancers — cancers that occur at the 
back of the throat, at the base on the tongue, and in the tonsils themselves — are difficult if not impossible to 
visualize.  "Even when patients come to us at a cancer center when the cancer has already spread to the lymph 
nodes, the primary where it started is often difficult to see," Dr Sturgis said. 

Dr Sollecito agreed, but he stressed that dentists are trained not only to look inside the mouth but also to 
assess patients for tonsillar asymmetry. If that is present, it should trigger an immediate referral to a specialist 
so patients can be examined more thoroughly with a scope. 



Symptoms such as difficulty swallowing or a change in voice can be a sign of a hidden HPV-related cancer, and 
getting a good history can be key to early detection of these lesions as well, he added. 

"In addition, dentists can do a head and neck exam and palpate the lymph nodes, where they might find a 
lymph node that is suspicious — one that is hard, one that is fixed, and one that is not tender," he explained. If 
such a lymph node is detected, that's another cardinal sign the patient may have an HPV-related cancer. Again, 
that should trigger an immediate referral. 

"The more people are aware that they should talk to their dentist or their physician about something in their 
mouth or their neck, whether it's a symptom or an actual physical finding, will always help," Dr Sollecito 
stressed. 

"And while dentists may not be the professional who is going to treat the cancer, they certainly are well within 
their realm of referring a patient to the next person who can help them," he added. 

"So awareness is really important, and dentists speaking to their patients, patients speaking to their dentist, 
can help change some of the statistics we have around this disease and help facilitate earlier detection and 
earlier treatment," Dr Sollecito concluded. 

 



QUESTIONNAIRE 
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INSTRUCTIONS 

x Read through the article and answer the multiple-choice questions provided below. There is only ONE correct answer to each 
question. 

Antibiotic Overuse Blind Spot: Dental 
Prescribing 

 
Question 1:  Which one of the following is TRUE regarding the role 
of dentists in antibiotics prescribing according to a 2013 US study? 
 

A: Dentists wrote prescriptions for 245 million courses of 
antibiotics 

B: Dentists wrote prescriptions for approximately 10% of all 
antibiotic prescriptions in the outpatient setting  

C: Dentists wrote antibiotic prescriptions for 55.7 per 1000 
people 

 
Question 2: C difficile infections are the primary cause of which 
one of the following, of which antibiotic use is one of the top risk 
factors? 
 

A: Nausea and vomiting 
B: Diarrhoea  
C: Melena stools 
D: Rash and itching 

 
Question 3: Which one of the following antibiotics is more closely 
linked to C difficile infection than other antibiotics? 
 

A: Erythromycin 
B: Clarithromycin 
C: Gentamycin 
D: Clindamycin  

 
Question 4: Which one of the following is FALSE regarding the 
incorrect prescription of antibiotics by dentists? 
 

A: Patients frequently return to dentists when experiencing 
adverse effects after taking antibiotics  

B: Dentists are not necessarily warning patients of the 
potential risks associated with the use of antibiotics  

C: Many dentists may not be meeting current prescribing 
guidelines for antibiotics 

 
Question 5: Is it TRUE or FALSE that the 2015 clinical practice 
guideline for dental practitioner’s states that prophylactic 
antibiotics are recommended for all patients with prosthetic joint 
implants, prior to dental procedures, to prevent prosthetic joint 
infections? 
 

A: TRUE 
B: FALSE  

 
 
 
 
 
 
 

 
Question 6: Which one of the following is NOT included in the 
appropriate-use criteria for antibiotic prophylaxis? 
 

A: Oral bacteremia frequently occurs secondary to daily 
activities like tooth brushing and eating 

B: Virtually all dental office procedures have the 
potential to create bacteremia 

C: Multiple specific immune-compromised medical 
patient scenarios like cancer, organ transplantation 
and rheumatoid arthritis 

D: Control of lipids including total cholesterol, 
triglycerides, HDL and LDL  

 
Question 7: Which one of the following is included in the 2015 
clinical practice guideline as a known risk of antibiotic use? 
 

A: Development of antimicrobial resistance factors 
B: Klebsiella pneumonia infections 
C: Development of cardiac arrhythmias 
D: Thrombophlebitis migrans 

 

Dental implants safe for most patients with 
kidney disease  

 
Question 8: Which one of the following oral symptoms is 
common in patients with chronic kidney disease? 
 

A: Gingival recession 
B: Early cavities 
C: Xerostomia  

 
Question 9:  Which important cause of chronic kidney disease 
may also exert effects on these patients' oral health? 
 

A: Hypocalcemia 
B: Diabetes  
C: Dehydration 
D: Acute tubular necrosis 

 
Question 10: Which one of the following occurs because of 
drug treatment in chronic kidney disease? 
 

A: Hemolytic uremic syndrome 
B: Burkitt’s lymphoma 
C: Oral lymphoedema 
D: Oral hairy leukoplakia  

 
Question 11: Is it TRUE or FALSE that the researchers 
recommend that dental treatment should occur on the day 
after hemodialysis and that the effects of the anticoagulant 
heparin may be minimized in this way? 
 

A: TRUE  
B: FALSE 
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Immediate biopsy for suspicious oral lesions 
 
 
Question 12: Which one of the following is the MOST important 
recommendation made by the American Dental Association 
(ADA) in their updated clinical practice guidelines for the 
evaluation of potentially malignant disorders in the oral cavity? 
 

A: Referring patients with oral lesions to head and neck 
surgeons or otolaryngology specialists for a malignant 
workup 

B: Knowing the clinical differences between oral mucosal 
disease that is malignant and benign 

C: Doing an immediate biopsy in patients with a suspicious 
oral lesion  

D: Having strong working relationships between the dental 
and oncology communities 

 
Question 13: Which one of the following is the MOST important 
risk factor for head and neck cancer? 
 

A: Tobacco smoking 
B: Excessive alcohol use 
C: HPV infection  
D: Family history of cancer 

 

 
 
 

Question 14: Is it TRUE or FALSE that the ADA panel suggests 
that index (or adjunct) tests, are not specific enough to 
confirm the presence of malignancy as there have been a 
significant number of false-positives by using adjunctive tests 
alone, which leads to unnecessary stress and invasive 
procedures?  
 

A: TRUE  
B: FALSE 

 
Question 15: Which one of the following is TRUE regarding 
the examination of the oral cavity to evaluate patients for 
cancer? 
 

A: HPV-related cancers occurring at the back of the 
throat and base of the tongue are usually easily 
visualized 

B: The patient should also be examined for tonsillar 
asymmetry in which case they should be referred to 
a specialist to be examined more thoroughly with a 
scope  

C: Symptoms such as difficulty swallowing or a change 
in voice is usually due to benign pathology 

D: The features of a suspicious lymph node in the neck 
is one that is soft, mobile and tender 

 
 

END 
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