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Intra-Oral 
Examination:  

Soft tissue & 
radiographs 

 



Patient complains of pain from gums around 
front teeth – particularly when he  chews and 

cleans.  What is going on here? Why?   



Case  

• Chronic Periodontitis – generalised advanced 
disease 

• Gingival enlargement – likely to be related to 
medication e.g. calcium channel blockers 

• Also consider other risk factors – Diabetes / 
Smoking / family history 



Case  

• Identify risk factors that can be controlled 
• Speak or write to the GMP – change drugs if 

necessary / treat diabetes 
• Non-Surgical therapy 
• Review – establish biological response and 

identify tooth of strategic importance – short, 
medium and long-term plan 

• Long-term maintenance 



Case - reflections 

• Extractions – to – denture 

• Can be more traumatic to carers / children than the 
older patient 

• Massive overlap with medicine / pharmacy / dentistry   



• Most things change 
and evolve in 
dentistry – but not 
diagnosis and 
management of 
the elderly patient  

Creating interest with the young 

dental professionals in this area  

Baby boomers 



‘Like to be loved’ / ‘risk averse’ 

• Breaking bad news 

• Saying ‘no’ – I will not do this it is not in your or your 
mother’s interest 

• Chumminess – can complicate professional relationship 
– friendship different to patient clinician relationship  

• Can hinder – leadership function 

• Taking criticism 

 



You would all agree that I have changed a great deal since I 
started at dental school in Oct 1979 – but so have you, the NHS & 

our Profession – but not necessarily for the better 

Professionalism 



How do patients interviewed in the 2009 adult dental survey 
think that we are looking after them? 

 

Professionalism in 2009 



The 2009 Adult Dental Survey confirmed that 
20% of patients reported that we, their dentists: 
• Did not treat them with respect  

• Did not listen to them 

• Did not generate Trust and Confidence with patient 

• Did not provide Answers to Questions that could be easily understood by 
them 

• Did not Involve them as much as should in Decisions about Treatment 
Options and Plans 

• Did not give enough Time to discuss their oral health  

 

Patient’s view of relationship with dentist at last visit 

Professionalism in 2009 



Respect, Dignity, Trust & Erosion of Professional 
Standards 

• Will erode our profession and professional status rapidly 

• Many patients think that we are putting our own interests 
before theirs 

• The older patients can particularly smell this problem  

• How have we all allowed this to happen? – if it continues we 
are in deep, deep trouble 

Professionalism in 2009 



Respect, Dignity, Trust & Erosion of Professional 
Standards 

• Will make litigation more probable – which is something that 
particularly worries generation Y 

• So how can we help the younger generation face up to this 
fear with more confidence? 

Professionalism in 2009 



6  classes 
c =11-12  c = 6-8  c = 4-5 

 
n = 28   n = 19   n = 18  

c = 7-8   c = 3-4   c = 0-2  

 
     n=18   n=16  n=19  

N = number of teeth 
C = number of posterior premolar units 
(molar occluding unit counts as two premolars) 



Relationship between oral function  
and shortened dental arches  

We could argue that the biggest drop off in oral function is in fact  
between from 2 to 0 posterior occluding units 65% - 38% 

85% function 



Conclusion (Solution) 
• Sufficient (85%) patient adaptive capacity in SDAs where 

4 occlusal units are left, preferably in a symmetrical 
position  

• not a disaster if down to 2 occlusal units (65% function) 
and none (38% function) 
 



So we rarely need to fill / replace in all gaps for function – it is more 

about what is shown – how wide is the lip / smile line? 

 



• Wisdom - the quality of having experience, knowledge, and 
good judgement; the quality of being wise – what will happen 
if we do nothing? How will it fail and what will be the 
implications to the patient then? Will my intervention help in 
the long-term (risk to reward)?  

• Thinking of the bigger picture –  long game - not short term gains or wins 

101 years old 



We are all part of the human condition – some more on the left, others more on right  



• On LEFT - problem  solvers - they will give anything a go - 
what will be will be!  

• On RIGHT - problem finders – avoiding risks and 
complications – I do not want to be exposed to risk 

We are all part of the human condition – some more on the left, others more on right  



What does this mean? 

• We need to understand where we 
sit 

• We need to observe & 
understand where you and other 
in your team sit  

• Work out how we can develop 
skills to work across both sides 

We are all part of the human condition – some more on the left, others more on right  



So what is this all about – Peter? 

Deviation / Perforation – 20% of posts deviate 

We are all part of the human condition – some more on the left, others more on right  



Drilling a post channel  
is a high risk procedure – particularly for an early years practitioner 

We are all part of the human condition – some more on the left, others more on right  



So assuming that I perforate the root 

• Bunting and others, have found that 
most complaints are triggered not 
just by the actual event – e.g. 
perforation of root = “predisposing 
factor” 

We are all part of the human condition – some more on the left, others more on right  



• It will be triggered where the patient is tipped 
over the edge by a succession of 
“precipitating factors”  
Because other things had already happened 
to create doubts and concerns at the time of 
the  predisposing incident 

We are all part of the human condition – some more on the left, others more on right  



Predisposing factors included: poor communication, a 
perceived lack of interest, rushing and not listening, 
rudeness, financial or a lack of respect. You will note 
that these are “people” issues that have little or 
nothing to do with clinical dentistry 

We are all part of the human condition – some more on the left, others more on right  



Unexpected post-op pain / complication is 
a common ‘precipitating’ factor    



Controlling Predisposing factors: 
Post treatment / instrumentation  pain - how big is the problem? 

A good subject for a tutorial I would suggest 

Ng Y-L, Glennon JP, Setchell DJ, Gulabivala K. IEJ (2004) 37, 381–391 

• The prevalence of post-obturation pain within 48 h after 
treatment was 40.2%   

• Less than 12% of patients experienced severe pain (VAS 4 or 5) 
on either day 1 or day 2.  

• Gender, tooth type, size of periapical lesion, history of post-
preparation pain or generalised swelling and number of 
treatment visits 



Controlling  Predisposing factors  
Evaluation of NSAIDs for treating post-endodontic pain 

A systematic review 
ANDREA HOLSTEIN, KENNETH M. HARGREAVES & 

RICHARD NIEDERMAN 
Endodontic Topics 2002, 3, 3–13 

• Ibuprofen 800mgs is the gold 
standard against which others should 
be tested  

• NSAIDs are most effective for 
treating acute endodontic pain 



My advice to you on what this all means:  Start with 
development and honing of the RIGHT SIDED skills  

• Then if only a precipitating factor happens (e.g. a perforated 
root) with no major predisposing factors beforehand 

• Only 2% of patients will make a complaint to the practice, NHS, 
GDC or litigate when you have made a significant clinical 
mistake 

• Particularly when a genuine apology and explanation offered, 
compassion shown, due Candour expressed and solutions 
offered to the explained problem,   

We are all part of the human condition – some more on the left, others more on right  



A vanishing skill? – Case  

Clinical Case Example 



Clinical Example 

Case   

DOB 4 /5/ 1920 



Let us discuss in small groups 
• How would you assess the difficulty of this patient? 

• How would you personally approach the case from 
the information that you have? 

• What are the challenges? 

• How likely are we to have a happy patient (and 
family)?  



Patient 

• Born 4 /5/ 1920  

• Mobility problems – lives within residential 
home – accompanied with carer and son   

• Cardio/Vascular sound 

• Needs specialised transport  

 



• Who should provide this Rx? Why? 

• Would you have access to in-house lab? 

• Are you aware of the role of digital technology 
for this type of problem? 

 



Discussion – what do you all think? 
 



DOB 4 /5/ 1920 

Clinical Example 



Complete dentures are still common in 2009 

• 6% of population edentate.  

• 6% of 60 million is 3.6 million by my calculation 

• Many more have very extensive partial dentures  

• Why are complete dentures hardly taught in some 
UK  dental schools?  



Should this must be part of the skill-set  
of a dentist in 2017? 

Remember that technically correct 
dentures will better satisfy patients than 

poor quality ones 
   

• Fenlon MR, Sherriff M, Walter JD. An investigation of factors influencing patients’ use of new complete 
dentures using structural equation modelling techniques. Community Dentistry & Oral Epidemiology 
2000;28:133–40 

• van Waas MA. Determinants of dissatisfaction with dentures: a multiple regression analysis. Journal of 
Prosthetic Dentistry 1990;64:569–72. 
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To me this is a straight forward copy / duplication case – If I 
think this so then why is the GDP not happy to help this 

‘exceptionally-lovely’ patient?   

• Good past denture history 

• Reduced physical capacity – but displays 
evidence of neuro-muscular control 

• Enough anatomy 

• Positive enough attitude 

• Good carer support 

• Should be able to improve on what there 
already 

Never make non-reversible changes to old dentures with which a patient has had success  
– you can reversibly diagnostically reline & modify it to see what helps - 

Clinical Example 



How difficult is this?  

• Establish VD – reversible changes 
to lower denture  - Trim easy to 

mould, shape and remove – trial 
modification 

• Improve fit of existing C/C – with 
temp reline / soft-lining material 

• Use originals C/C diagnostically – 
do no irreversible damage – Never 

damage what the patient is wearing! 

• 3D printing 



Trim addition – reversible change 

 

Clinical Example 



All-Wax or other copy technique   
must allow us and technician to replace one 

tooth at a time – genuine copy 

Clinical Example 



Good technical support, adequate funding and time, 
clinical skill and experience & skilled patient  

Walton & MacEntee (2005) – 1:3 patients will choose not have free OI care  



Much more difficult where:  

• Neurological deficit 

• Medical issues 

• Poor past history 

• Poor attitude  



Never underestimate the importance of complete  
Dentures - watch her left hand that’s why.  

If offered implants free - 35% of C/C will say no 

Preserving Strategic Teeth 



PROMs and PREMs 

 



Quality of Life of Endodontically Treated versus 
Implant Treated Patients: A University-based Qualitative Research Study 

Gatten, DL et al, J Endod 2011;37:903–909 

Results of single tooth implant – v - endo and tooth restoration:  

• The results obtained from this study show similar overall Oral 
Health Impact Profile (OHIP) scores and show a high rate of 
satisfaction with both treatment modalities (saving tooth with 
endo and post versus extraction and replacement with SC 
implant). No advantage from a patient perspective of an implant crown over a restored and 

post restored RCT’d  tooth 



QoL findings with Implants and natural teeth  

• OI -v- Natural Retained Tooth Over-denture: no QoL difference 
(Dostalova et al 2009)  - Learning point - we do not need to 
help ourselves to potential over-denture roots – they are 
equal value to patients as implants  

 

 

Patient-Centred Outcomes 



QoL findings OI v Removable  

• OI retained complete denture -v- conventional complete denture: 
Implant retained over-denture improved QoL+++ (Awad et al 2003, 
Heydecke et al 2003)  

• Kennedy class 2 - Unilateral OI retained denture -v- RPD: Better 
QoL+++ in patients with implant-supported denture Vs RDP in 
unilateral mandibular free end saddles (Kuboki et al 1999)    

 



RPD - conclusions 
Ozhayat & Gotfredsen (2012)  

• QoL of patients with any removable prosthesis is likely 
to be less good than those with natural teeth  

• Change in QoL influenced by age, gender and zone of 
replacement  

• Prostheses reduce frequency of common problems 
reported before treatment, but new problems arise 

• Replacing anterior teeth with a partial denture is a 
difficult task – pts have high expectations or can be 
‘negatively surprised’ by aesthetic result  



RPDs - Results & Findings 
Ozhayat & Gotfredsen (2012)  

• RDP more improvement than bridges (but OHIPs start off in a much worse 
place)  

• Participants with RDP in masticatory zone only showed no improvement 
with OHIPs (fits in with previous studies) 

• This study identified a deteriorated QoL group despite RPD Rx: 

  
1. Significantly older  

2. Significantly more women  

3. More teeth in aesthetic zone   

4. Fewer teeth needed replacing in both aesthetic and masticatory zones! 



• Wisdom - the quality of having experience, knowledge, and 
good judgement; the quality of being wise – what will happen 
if we do nothing? How will it fail and what will be the 
implications to the patient then? Will my intervention help in 
the long-term (risk to reward)? Putting the patient first 

101 years old 



89 year old in residential home unhappy with #’d OI mandibular  
fixed bridge and food-packing beneath substructure referred to NHS 
Signif Peri-implantitis & on IV Bisphosphonate infusions - dementia 
To me it is about maintaining quality of life for as long as they are on 

the planet – often accepting and watching pathology  

55 

What should we have done 20 years ago  
if we could turn back the clock?     

Wisdom  



There’s enough risk and unintended consequences of new 
techniques – just ask Usain and Segway inventor Jimi Heselden 



Our Challenge Ahead – life expectancy 

• A man born in the UK in 1981 had a 
cohort life expectancy at birth of 84 
years.   

• A boy born today, the figure is 89 years, 
and by 2030 it is projected to be 91.  

• A girl born in 1981 was expected to live 
for 89 years 

• A girl born today might expect to live to 
92 years.   

• Cohort projections suggest a girl born in 
2030 might be expected to live to 95 
years 
 

The future – the ageing challenge in 2014 and beyond  



• In 2008 there were 3.2 people of working age 
for every person of pensionable age. This ratio 
is projected to fall to 2.8 by 2033. 

• There are currently three million people aged 
more than 80 years and this is projected to 
almost double by 2030 and reach eight million 
by 2050. 

• The latest projections are for 5½ million more 
elderly people in 20 years time and the 
number will have nearly doubled to around 19 
million by 2050. 

‘Old-Age Bulge’ within our future population 

The future – the ageing challenge in 2014 and beyond  



What dentistry is sexy (popular) at present? 

• Veneers, Composite & Cosmetics 

• Specialist Dentistry 

• Bleaching & bonding 

• Fixed Implants 

• Specialist Dentistry 

The future – the ageing challenge in 2014 and beyond  



• Fit to current trends and commercial marketing strategies 

• ‘Clean-in-and-out’ dentistry – can even do implants flapless! – no boggy 
caries, pulpal hyperaemia, sub-gingival margins etc. 

• Fits in with current ‘body beautiful’ messages of dentistry (beauty 
business rather than a health profession)   

• The patents are usually fit, well and physically able 

• Patients expect and are comfortable with a reassuringly expensive fee  

Why Sexy? 

The future – the ageing challenge in 2014 and beyond  



Un-Sexy Dentistry? 
• Prevention (for patients that desperately need it) 

• Deep & Boggy posterior carious restorations 

• Endodontics & Re-endo 

• Big amalgam restorations 

• Dismantling and re-do restorations 

• Dealing with broken down teeth & OI 

• Making Dentures 

• Resin Bonded Bridges 

• Extractions 

• Surgical procedures 

• Periodontal care of susceptible patients  

• Refurbish, Remove, Replace  

These are is the exact ‘skill-mix’ we need for ‘older’ dental care 

The future – the ageing challenge in 2014 and beyond  



Two types of patients 

• Old and well and able to tolerate / co-operate  
conventional dental treatment (even low seated) 

• Those either unwell and not able to physically or 
mentally cope / co-operate with conventional 
dental treatment  



93 years 
Cognitive impairment 
Various CVA problems – e.g. malignant hypertension 
Drug induced problems 
Poor cleaner – plaque everywhere  

Those either unwell and not able to physically or mentally 
cope / co-operate with conventional dental treatment  

The declining  
dentate patient 

Case 2 - Discussion 



Case 2 - Discussion 
• Very poor OH – little 

periodontitis  susceptibility 

• Caries – clinical and 
radiographic evidence in 
premolars and molars – ID & 
cervical  

• CAP UL3 

• No acute symptoms 

• Can eat well 

 



CASE Discussion: The declining dentate patient 

• What are the things that you take into 
account when deciding how you approach 
such a case? 

• What preventive regime would you put in 
place? 

• Outline the things that would affect your 
decision regarding: extraction +/- RPD, 
removal of all decay or patch-up of teeth 
and watch and monitor etc? 

• Who would do this and where?   



Discussion – what do all think? 

• What are the things that you take into account when deciding 
how you approach such a case? 

• What preventive regime would you put in place? 

• Outline the things that would affect your decision regarding: 
extraction +/- RPD, removal of all decay or patch-up of teeth 
and watch and monitor etc? 

• Who would do this and where?   



Case discussion   
 



• Diet – quantity, quality and frequency of 
highly refined sugars – DIET SHEET 

• Non-existent plaque control 

• Lack of Saliva has a huge effect 

• Many elderly patients have 
compromised saliva due to age changes 

• Other causes: drugs and medical 
problems  (Sjogren’s, diabetes, uraemia, 
diuretics, anti-depressants, etc.) 

 

Prevention 
Stephan Curve, Plaque & Tooth 
Susceptibility 

Do we always need to treat dental disease and restore loss of teeth? 



Solutions – think of the medical and pharmacological implications 

Put the history together and you will find the answer to the dental problems – 
Diet, Plaque, Susceptible host – Saliva changes, Gingival recession and a 
patient that may not be able to clean as well as could in the past – that’s 

where we need to concentrate 

Do we always need to treat dental disease and restore loss of teeth? 



Caries – high up above or below the ID contact and burrowing 
in to the teeth cervically – what is in the patient’s best interest? 

• Think what is best 

• Pain & Prevention first (extirpate and 
dress or extract) 

• ‘Open-up’  ID the contacts between 
the teeth to allow ‘simple self-
cleansing’ with large TEPEs 

• Traditional operative techniques will 
be destructive +++ - what will they 
gain you and the patient? 

• If not able to get on top consider XLA 
and acceptance of spaces 

Do we always need to treat dental disease and restore loss of teeth? 



Solutions - Dental Fitness in the very elderly compromised 
dentate patients 

• Can we watch caries? – Yes  

• Is it acceptable to watch chronic apical infection and exudations etc? - Yes 

• Are we happy to deal with ID caries (above or below the contacts) in a different fashion? – 
Yes   

• What prevention is best and what should we be using? 

• Does the patient and family / carers know what the score is and what is being watched and 
why? – They must 

• What will be the impact on the quality of life to the patient from my intervention?  

• Holistic Care – what is in the best interest of the patient 

• Extraction and dentures sometimes best – sometimes a disaster   

 

 

Do we always need to treat dental disease and restore loss of  teeth? 



Case 3 – Discussion 
What would you do with this tooth? 

 



Case 3 -  Discussion 

• How would you restore? 

• With what? 

• What would you do with 
the likely pulpal exposure? 

 



Case 3 -  Discussion 



 

Education or Training a Dentist  
– which is best -? 




