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Part 2
Cardinal Manifestations and Presentation of Diseases

medication should be based on individual consideration of the risks of
thrombosis and bleeding.
Patients at risk for bacterial endocarditis (chap. 155) should maintain optimal oral hygiene, including flossing, and have regular professional cleanings. Currently, guidelines recommend that prophylactic
antibiotics be restricted to those patients at high risk for bacterial
endocarditis who undergo dental and oral procedures involving significant manipulation of gingival or periapical tissue or penetration
of the oral mucosa. If unexpected bleeding occurs, antibiotics given
within 2 h after the procedure provide effective prophylaxis.
Hematogenous bacterial seeding from oral infection can undoubtedly produce late prosthetic-joint infection and therefore requires
removal of the infected tissue (e.g., drainage, extraction, root canal)
and appropriate antibiotic therapy. However, evidence that late
prosthetic-joint infection follows routine dental procedures is lacking.
For this reason, antibiotic prophylaxis is not recommended before
dental surgery for patients with orthopedic pins, screws, and plates.
Antibiotic prophylaxis is recommended for patients within the first
2 years after joint replacement who have inflammatory arthropathies,
immunosuppression, type 1 diabetes mellitus, previous prostheticjoint infection, hemophilia, or malnourishment.
Concern often arises regarding the use of vasoconstrictors to
treat patients with hypertension and heart disease. Vasoconstrictors
enhance the depth and duration of local anesthesia, thus reducing
the anesthetic dose and potential toxicity. If intravascular injection is
avoided, 2% lidocaine with 1:100,000 epinephrine (limited to a total of
0.036 mg of epinephrine) can be used safely in patients with controlled
hypertension and stable coronary heart disease, arrhythmia, or congestive heart failure. Precautions should be taken with patients taking
tricyclic antidepressants and nonselective beta blockers because these
drugs may potentiate the effect of epinephrine.
Elective dental treatments should be postponed for at least 1 month
and preferably for 6 months after myocardial infarction, after which
the risk of reinfarction is low provided the patient is medically stable
(e.g., stable rhythm, stable angina, and no heart failure). Patients who
have suffered a stroke should have elective dental care deferred for
6 months. In both situations, effective stress reduction requires good
pain control, including the use of the minimal amount of vasoconstrictor necessary to provide good hemostasis and local anesthesia.
Bisphosphonate therapy is associated with osteonecrosis of the jaw.
However, the risk with oral bisphosphonate therapy is very low. Most
patients affected have received high-dose aminobisphosphonate therapy for multiple myeloma or metastatic breast cancer and have undergone tooth extraction or dental surgery. Intraoral lesions, of which
two-thirds are painful, appear as exposed yellow-white hard bone
involving the mandible or maxilla. Screening tests for determining risk
of osteonecrosis are unreliable. Patients slated for aminobisphosphonate therapy should receive preventive dental care that reduces the risk
of infection and the need for future dentoalveolar surgery.

AGING ANd oRAL HEALTH
While tooth loss and dental disease are not normal consequences
of aging, a complex array of structural and functional changes that
occur with age can affect oral health. Subtle changes in tooth structure
(e.g., diminished pulp space and volume, sclerosis of dentinal tubules,
and altered proportions of nerve and vascular pulp content) result in
the elimination or diminution of pain sensitivity and a reduction in
the reparative capacity of the teeth. In addition, age-associated fatty
replacement of salivary acini may reduce physiologic reserve, thus
increasing the risk of hyposalivation. In healthy older adults, there is
minimal, if any, reduction in salivary flow.
Poor oral hygiene often results when general health fails or when
patients lose manual dexterity and upper-extremity flexibility. This
situation is particularly common among frail older adults and nursing
home residents and must be emphasized because regular oral cleaning
and dental care reduce the incidence of pneumonia and oral disease
as well as the mortality risk in this population. Other risks for dental
decay include limited lifetime fluoride exposure. Without assiduous
care, decay can become quite advanced yet remain asymptomatic.
Consequently, much of a tooth—or the entire tooth—can be destroyed
before the patient is aware of the process.
Periodontal disease, a leading cause of tooth loss, is indicated by
loss of alveolar bone height. More than 90% of the U.S. population has
some degree of periodontal disease by age 50. Healthy adults who have
not had significant alveolar bone loss by the sixth decade of life do not
typically experience significant worsening with advancing age.
Complete edentulousness with advanced age, though less common
than in previous decades, still affects <50% of the U.S. population ffi85
years of age. Speech, mastication, and facial contours are dramatically
affected. Edentulousness may also exacerbate obstructive sleep apnea,
particularly in asymptomatic individuals who wear dentures. Dentures
can improve verbal articulation and restore diminished facial contours.
Mastication can also be restored; however, patients expecting dentures
to facilitate oral intake are often disappointed. Accommodation to
dentures requires a period of adjustment. Pain can result from friction
or traumatic lesions produced by loose dentures. Poor fit and poor
oral hygiene may permit the development of candidiasis. This fungal
infection may be either asymptomatic or painful and is suggested by
erythematous smooth or granular tissue conforming to an area covered by the appliance. Individuals with dentures and no natural teeth
need regular (annual) professional oral examinations.

HALIToSIS
Halitosis typically emanates from the oral cavity or nasal passages.
Volatile sulfur compounds resulting from bacterial decay of food and
cellular debris account for the malodor. Periodontal disease, caries,
acute forms of gingivitis, poorly fitting dentures, oral abscess, and
tongue coating are common causes. Treatment includes correcting
poor hygiene, treating infection, and tongue brushing. Hyposalivation
can produce and exacerbate halitosis. Pockets of decay in the tonsillar
crypts, esophageal diverticulum, esophageal stasis (e.g., achalasia, stricture), sinusitis, and lung abscess account for some instances. A few systemic diseases produce distinctive odors: renal failure (ammoniacal),
hepatic (fishy), and ketoacidosis (fruity). Helicobacter pylori gastritis
can also produce ammoniacal breath. If a patient presents because of
concern about halitosis but no odor is detectable, then pseudohalitosis
or halitophobia must be considered.
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