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he quality of interdisci-

plinary cooperation and

information-sharing is

one of the most important

issues for advancing the
health of our dental patients.> Many
medical conditions may require the
attention of dental clinicians such
as antibiotic prophylactic consider-
ations, potential bleeding problems,
HIV health issues, anemia, hyper-
tension, cardiac disease, diabetic
control, asthma, drug history, gastro-
esophageal reflux, psychiatric consid-
erations, pregnancy, adrenal sup-
pression, bulimia and overall health
(ASA category). In the past, various
health practitioners have criticized
poor interdisciplinary communica-
tion and advocated for a standardized
procedure with regard to consulta-
tion letters written by dentists.>4

Furthermore, a basic understanding of

medicine and medical and dental health
implications is a necessity regarding the
construct of successful interdisciplinary
consultation letters.>>7° The American
Society of Anesthesiologists physical
status classification is used around the
world by medical anesthesiologists and

other clinicians as an assessment of the
preoperative physical status of patients.
The ASA was established approximately
160 years ago and this group established
a measurement of physical status in order
to standardize the physical health evalu-
ations of anesthesia patients. An ASA
status of 1 describes a patient without
systemic disease; an ASA status of 2
describes a patient with mild systemic
disease; an ASA status of 3 describes
a patient with severe systemic disease
that limits activity but is not incapacitat-
ing; and an ASA status of 4 describes
a patient with incapacitating systemic
disease that is a constant threat to life.*
There are many questions regarding
medical consultations for dental patients
that demand straightforward answers.
When and why is a consultation letter
necessary? What information is required
within the consultation letter? What
information should be requested from the
patient’s physician? What is the proper
layout for the letter? What are the various
protocols involved in dental treatment?
There are several very good reasons
(when and why) for referring dental
patients for medical consultations: 1) The
patient requires a medical evaluation and/
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or therapy; 2) The dentist requires specific
medical information (i.e., the results of
laboratory tests and/or blood studies) that
may influence the patient’s dental thera-
py; and 3) The dentist requests a change

in the patient’s medical therapy in order
to benefit the patient’s oral condition.

1. THE PATIENT REQUIRES A MEDICAL
EVALUATION AND/OR THERAPY.

When the dentist evaluates a patient
and makes a determination that the pa-
tient may have a health condition beyond
the dentist’s capabilities to treat, it is
imperative the patient be referred to the
proper clinician and facility. Such condi-
tions as general health, hypertension,
cardiovascular diseases, diabetes, kidney
disease, pregnancy, active infectious dis-
eases (i.e., tuberculosis), gastroesophageal
reflux disease, HIV/AIDS, and many other
medical conditions are potential health
concerns, which may necessitate a medical
referral.***? Furthermore, dental patients
with severe medical illness require clinical
expertise before they can be effectively
managed within an outpatient setting.
This category is essentially a referral to
another clinician with greater expertise
within the necessary medical discipline. A
consultation letter helps as an aid for the
clinician to whom the patient has been re-
ferred and encourages communication be-
tween the patient’s physician and dentist.

2. THE DENTIST REQUIRES SPECIFIC
MEDICAL INFORMATION THAT MAY INFLUENCE
THE PATIENT'S DENTAL THERAPY.

Many patients report a medical his-
tory of heart murmur or mitral valve pro-
lapse. Such information is important but
may require further detail in order to best
treat the patient under the specifications
of the American Heart Association. For
instance, the results of an echocardiagram
determine whether there is regurgitation
or the murmur is merely functional or
innocent. With regurgitation, antibi-
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otic prophylaxis is necessary for several
dental procedures, according to the 1997
AHA recommendations. However, if the
diagnosis of a functional heart murmur

is determined, antibiotic prophylaxis is
not required for dental procedures. Other
specific medical information a dentist
may require includes specific medical diag-
noses such as unstable asthma, unstable
angina, or a determination of esophageal

DENTAL PATIENTS
with severe medical
illness require clinical
expertise before they
can beeffectively
managed within
an outpatient setting.

ulcers, and a specific diagnosis of gastro-
esophageal reflux disease. For instance,
the dentist may observe tooth enamel
loss consistent with gastroesophageal
reflux disease or bulimia, and need help
in establishing the diagnosis in order to
move the patient onto a successful thera-
peutic pathway. The patient may have an
existing history of diabetes and symp-
toms such as dry mouth or slow healing
oral infection. Such a clinical presenta-
tions should alert the patient’s dentist to
have the patient evaluated by a physician.
The dentist may determine the patient
is anemic through both the medical his-
tory and clinical evaluation. Therefore,
dentists contemplating dental surgical
procedures may request relevant blood
studies to evaluate the patient for anemia.
Patients may demonstrate anemia
due to a red beefy tongue, oral burning,
the lack of filiform papillae of the dorsal
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tongue, blanched appearance of the nail
beds and gingiva, change in coloration,
and a history of decreased energy.***
Furthermore, dentists may require a
culture and sensitivity assay to determine
the best antibiotics for use against a par-
ticularly recalcitrant oral infection. Some
patients may report questions regarding
their previous medical history such as
whether or not a childhood disease was
consistent with rheumatic heart dis-
ease.’*™ Therefore, there are any number
of clinical presentations and patient
histories in which evaluation and clarifica-
tion from the patient’s physician may aid
in the patient’s further dental treatment.
3. THE DENTIST REQUESTS A CHANGE IN THE
PATIENT'S MEDICAL THERAPY IN ORDER TO
BENEFIT THE PATIENT'S ORAL CONDITION.
Patients with transplanted kidneys
are sometimes placed on both cyclo-
sporine and a calcium channel blocking
agent. When these patients manifest the
drug side effect of drug-induced gingival
overgrowth, it is very difficult to render
successful periodontal therapy. It is often
necessary to ask the patient’s physician to
consider changing the patient’s anti-hy-
pertensive calcium channel blocking agent
to another anti-hypertensive medica-
tion of another anti-hypertensive class
of drugs in order to decrease the side
effect.®*4 A dentist should not change
the patient’s anti-hypertensive medica-
tion. Furthermore, even if the dentist
could change the drug regimen, it would
be improper to do so without a consul-
tation. It is important for the patient’s
primary care physician to have complete
knowledge regarding the patient’s cardiac
care. Another example of asking for a
change in anti-hypertensive medica-
tion is when a drug side effect of oral
burning or oral lichenoid lesion second-
ary to an ACE-inhibitor is suspected.
Withdrawing the ACE-inhibitor anti-



hypertensive medication and replacing

it with another drug of another class of
anti-hypertensive drugs is sometimes
necessary to determine whether the ACE-
inhibitor drug is involved as a cause of
the patient’s oral burning or oral lesion.*

What information do you place within
the consultation letter?

Typical information that aids the
process of the consultation should be in-
cluded within the consultation letter. This
information includes the patient’s name,
age, ethnicity, gender, chief complaint,
address and other contact information,
your name (the referring clinician’s), ad-
dress, and other contact information.*

What is the proper layout for the letter?
The consultation letter should contain
the referring doctor’s name, address, and
contact information. It should contain
the patient’s name, address, and contact
information. It should note the patient’s
chief complaint, age, gender, and eth-
nicity. It should describe the reason for
which the patient is being referred and
the specific questions related to the
patient’s health that require answers.*>*
It should describe exactly where the
physician is to respond. An example
of the format is provided in TaBLE 1.

What information do you require from
the patient’s physician?

Foremost within the consultation
letter is the specific reason (or reasons)
you are seeking a consultation. Therefore,
the requested information is specific with
regard to the aforementioned reason or
reasons.

What are some of the clinical protocols?
Protocols provide clinical guidelines

for practitioners. Current thinking is

that some medical legal protection of

TABLE 1

Dr. Whoever
222 Anywhere Road
WhateverTown, WhereeverState

Re: Mr. John Smith, 34 yowm

Dear Dr. Whoever:

111 Anywhere Road
WhateverTown, WhereeverState
555-555-5555, fax 555-555-1111

Please evaluate Mr. Smith's medical condition regarding the proposed dental therapies,
(extractions). Mr. Smith reported a heart murmur at his last physical. Please report the
results of his echocardiagram and we will follow the current AHA guidelines.

Sincerely,

Dr. Whatsmyname

Please respond below or on the back or on a separate page. Thank you.

Physician's Reply:

the clinician is provided for those clini-
cians who follow published protocols.
The most well-known protocol is the
AHA antibiotic prophylaxis protocol for
endocarditis that was last published in
1997.°** However, it is anticipated a new
protocol will be published in the future.
Another well-known protocol is
the antibiotic prophylaxis total joint
replacement protocol. The latest total
joint replacement protocol was pub-
lished in 1997.2°*2 This protocol states
that patients with joint replacement
may be prescribed antibiotic prophy-
laxis under some specific conditions,
but does not mandate the necessity of
antibiotic prophylaxis in any situation.
A recent protocol was expounded
upon that provided blood pressure
guidelines for dental patients. In 2004,
Merin formulated dental hypertension
guidelines based on a review article by
Herman et al.**" Patients with extremely
high blood pressure values should be
referred immediately while other pa-
tients with less severe hypertension
may merely require a medical consulta-
tion. Some hypertensive patients may
continue with routine dental therapy
and some only emergent care until the
blood pressure values are controlled.

Relatively recent guidelines have uti-
lized the International Normalization Ra-
tio to provide guidelines regarding medi-
cations, which increase bleeding potential,
and when and when not to have such
patients stop taking these medication
previous to dental procedures that involve
hemorrhage. Taking a patient off such
medications may lead to drug rebound,
which may result in a serious blood clot.
This protocol has evaluated the relative
dangers associated with withdrawing such
medications and risking embolism and
death, and continuing such medications
and risking hemorrhage from extraction
or other dental surgical procedures.*®>

In the treatment of HIV-infected
patients, it may be necessary to attain
such information as viral load, CD4 count,
white count, platelet count, CBC and dif-
ferential, ASA, and drug history. Having
the specific information and applying
this information to published guidelines
allows for competent practice of dentistry
upon immune-compromised patients.?

Other guidelines for medically com-
plex patients are provided for within such
texts as Burkett’s Oral Medicine Diagnosis
and Treatment, Dental Management of the
Medically Compromised Patient, Principles
and Practice of Oral Medicine, Internal
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Medicine for Dentistry, Textbook of Oral
Medicine, Medical Problems in Dentistry,
and the Clinician’s Guide to the Treatment
of the Medically Complex Dental Patient,
among others.***>?4% [t is important
for dentists to realize the information
within texts is time-dependent and
medical and dental guidelines are often
updated. Furthermore, routine dental
treatment for many medical conditions
including HIV-infection is often unim-
peded by these guidelines.” However,
some patients with many of these and
other medical conditions may require
medical evaluation and intervention.

Discussion

Clinicians who merely ask physicians
for advice and then follow such advice
even when the advice contradicts accepted
current protocols have lost the medical
legal protection of the established pro-
tocols.?® Unfortunately, many physicians
may provide misinformation including
protocols they were taught during their
medical school education and not the cur-
rent versions.? This may place the dentist
who requested the medical consultation
in a legal no man’s land. If the dentist fol-
lows the incorrect physician recommen-
dations and the patient has a problem,
the dentist has violated the protocol. If
the dentist follows the protocol, he has
violated the physician’s recommenda-
tions the dentist requested. Whatever the
dentist does after the problematic medical
consultation is legally questionable.

Furthermore, clinicians who ask
physicians for advice when established
current protocols cover the particu-
lar topic do not endear themselves to
knowledgeable physicians. The major
problems involved within the medical
consultation process can be eliminated
by asking specific questions and ask-
ing for facts rather than opinions.
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It is incumbent upon practicing
dentists to be knowledgeable concerning
medical conditions that impact upon the
practice of dentistry. Dentists need to be
able to ask educated questions regarding
the medical conditions of their dental
patients to their patients’ physicians.
When a request sent to a physician asks
vague questions such as “Is it all right
to treat this patient?” the physician may

THE CHIEF RULE
inrequesting a
consultation is to be
aware of what medical
informationis required,
andrequest the
specific information,
not “clearance’

not understand the information required
or the context, and may send a vague or
noncommittal reply. These vague replies
are often stored in patients’ charts as
alleged legal protection, but they rarely
assist the dentist in treating the patient
effectively. The chief rule in requesting a
consultation is to be aware of what medi-
cal information is required, and request
the specific information, not “clear-
ance.” In order, to facilitate many dental
medical consultation letters, recom-
mended scripting is provided in TasLE 2.
Specific concerns regarding plausible
medical consultation for dental patients
include information necessary for the
elucidation of AHA guidelines. This
information might include the results of
the patient’s echocardiagram, bleeding
issues such as an INR, a determination
of unstable or stable angina, or asthma,

CDA JOURNAL, VOL 35, NO5

the results of a biopsy report, a definitive
drug history, the results of previous blood
studies, and the patient’s ASA status.
With regard to medical and dental
therapy, there are sins of commission as
well as sins of omission. It would be an er-
ror to treat a dental patient with a cardiac
valve disorder without antibiotic prophy-
laxis when the AHA protocol recommend-
ed such. But it would be an error to cover
a dental patient with antibiotics when the
protocol did not recommend antibiotic
prophylaxis. Furthermore, antibiotics un-
necessarily prescribed have the potential
to increase bacterial resistance.?®3%3* Un-
necessary coverage increases the possibil-
ity of adverse drug reactions such as side
effects and allergic reactions.”®3* In the
authors’ opinion, many clinicians mistak-
enly believe that when in doubt, the cor-
rect policy is to always prescribe antibiotic
coverage for medical-legal protection.
However, there are any number of nega-
tive consequences, that may result due to
misprescribing unnecessary antibiotics.
There are instances when physicians
or patients have advocated therapy such
as antibiotic prophylaxis when such is
inappropriate. This situation is often a
dilemma for the dentist. It is suggested
that under such situations, the dentist
explain the particular protocol to the
physician and/or patient. Hopefully, the
dialogue can be carried out in nonjudg-
mental fashion and result in the proper
maintenance of the protocol. However, it
may be necessary for the dentist to refuse
to cooperate in the violation of the pro-
tocol but allow the patient’s physician to
carry out the problematic prescription.?®3
An example is a plastic surgeon’s admo-
nition to the dentist to use antibiotic
prophylaxis prior to dental therapy for a
patient with a breast implant. As there is
no data or protocol to support antibiotic
prophylaxis and, therefore, no medi-



TABLE 2

Scripted Suggestions for Questions Regarding Medical Health Consultation

This patient's blood pressure is currently . Please evaluate this patient's blood pressure and, if necessary, treat the patient's hypertension.

The patient demonstrates a dental condition consistent with enamel erosion secondary to gastric reflex. Please evaluate this patient for
gastroesophageal reflux disease and potential treatment.

This patient reports a history of (kidney disease, HIV positivity, cardiac disease, breast cancer, etc.) please report this patient's ASA status.
This patient reports a complicated drug history. Please provide a summary of the patient’s present drug regimens.
The patient reports a history of positive HIV status. Please report the patient's WBC, viral load, CBC and differential, and T-cell count.

The patient reports a history of anemia. Please report the patient's most recent CBC and differential.

The patient reports a history of psychological issues. Please report back concerning this patient's ability to undergo dental therapy of anticipated
(low, moderate, high) stress.

The patient reports an allergy to local anesthesia, please evaluate this patient with regard to local anesthesia allergy and report back your
conclusions.

The patient reports a history of allergy for a number of antibiotics including____. Please evaluate this patient's antibiotic allergy concerns.
The patient reports a history thrombocytopenia, please report the patient’s present platelet level and treat if necessary.

This patient reports a historyof _____ (asthma, angina), please report whether or not this patient's condition is stable or unstable.

The patient reports a history of congenital cardiac malformation. Please confirm the patient's present condition.

The patient reports a history of cardiac disease. Please re port the patient's present condition and recent cardiac disease history.

The patient reports a history of heart murmur/mitral valve prolapse. Does this patient currently have a heart murmur? If the patient does have
amurmur, please report the results of the patient's echocardiagram and if regurgitation is present, the patient will be premedicated for dental
treatment according to the current AHA regimen.

The patient currently reports taking medication to decrease blot clotting potential. Please evaluate the patient's bleeding potential with an INR. If
the patient's INR is greater than 3.5, please consider discontinuing the patient's current anti-coagulation medication for a period of time previous
to the patient’s scheduled surgical dental procedure. This dental surgical procedure is designated as having a (low, moderate, high) prob-
ability for bleeding problems. Patients with moderate and high probability procedures for bleeding problems may require medication adjustments
at lower INR values.

The patient reports a medical history significant for past steroid use. Please report on the patient's adrenal function and previous history of steroid
medications. Patients with adrenal insufficiency require evaluation for corticosteroid prophylaxis with regard to stressful dental procedures.

The patient reports she is pregnant. Please advise regarding the specific time of the due date. Please advise if the pregnancy is at risk and there-
fore requires special considerations.

The patient reports a previous history radiation for oral cancer therapy. Please confirm the cancer diagnosis, the dosage of radiation to the head
and neck region and the dates of therapy.

This patient has been diagnosed with drug-induced gingival overgrowth (hyperplasia). As this patient is presently taking more than one drug
known to provoke this condition, it is hoped that you may eliminate one of the inducing drugs and replace the discontinued drug with a drug from
another pharmacotherapeutic category. Please advise.

This patient has oral mucosal lesions consistent with oral lichen planus or another similar autoimmune condition. There is the potential that one
of his/her present drug prescriptions may be the etiological trigger for this manifestation. Please consider changing the present drug
regimen to another drug from a different drug category in order to further investigate this possible connection.
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cal rationale for such a prescription, the
indication for such is questionable. The
dentist may advise the physician to confer
with the patient separately and keep any
antibiotic prophylaxis information only
between the patient and the physician.
Pregnancy is a normal healthy
condition. Women undergoing a normal
pregnancy should not require a medical
consultation. Routine dental treatment
including necessary imaging is acceptable.
The protocol for pregnancy is to avoid
elective procedures during the first tri-
mester (the second trimester is preferred
for dental treatment), and to avoid aspi-
rin, NSAIDs, nitrous oxide, tetracycline,
and doxycycline. Of course, teratogenic
drugs should be avoided as well.***233735
There are always exceptions to the
rule. There are instances in clinical patient
care in which the clinician, through
individual knowledge of the particular
patient, may legitimately decide to dis-
regard a particular protocol. It may help
to gain information from the physician
concerning the individual health issues
of that particular patient. Nonetheless,
the clinician may determine that in his
or her best clinical judgment, a particular
clinical course of action is appropriate.
Any procedure contemplated by clini-
cians should begin with a risk-benefit
analysis. Do the benefits outweigh the
risks? Are the risks sufficient to refer the
case to a specialist or to a hospital facil-
ity? Procedures such as antibiotic AHA
prophylaxis benefit very few as only one
in a very large number are anticipated
to suffer from SBE after dental therapy.
However, the few are anticipated to have
fairly severe health consequences with an
approximate 10 percent risk of death. At a
certain point, the risks of an adverse drug
reaction to the antibiotic prophylaxis may
outweigh the risk-benefit odds ratio and
health consequences compared to SBE
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infection secondary to dental causation.
Therefore, it is important for dentists to
have an appreciation for a comparison of
risks and benefits. In patients with greater
health risks, the clinician must evaluate
referring the patient to a hospital facility
for dental care. Patients with an ASA clas-
sification of four should be considered for
dental care within a hospital environment.

Furthermore, some patients may have
variable laboratory reports. For example,
the INR may vary widely from time to
time in some patients. Therefore, it may
be important for these patients, and
other patients, to be considered for dental
therapy within a hospital setting. Also, the
nature of the surgery should be factored
into the decision regarding blood thinning
medications. More strenuous surgical
procedures such as multiple extractions
and bony surgery may place patients at
greater risk with respect to hemorrhage.

In conclusion, the medical consultation
letter is a valuable part of many patients’
dental care. It is important for dental
clinicians to have an appreciation for dental
patients’ medical conditions and how these
conditions may impact dental therapy. It is
necessary for dentists to gather pertinent
medical information in order to aid the
clinical decision process in determining
which dlinical procedures are appropriate
and whether the patient should be consid-
ered for medical, dental specialty, or hospital
referral. It is important to understand that
physicians for the most part have only a
limited understanding of dentistry just as
dentists for the most part have only a
limited understanding of medicine. As itis
impossible to be comprehensive within an
article, readers are directed to texts for
further information. Furthermore, it is
important for dentists to be able to establish
working communication between physi-
clans and dentists in order to best serve the
health needs of the patients. ammm
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