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Primary care clinicians can, in the course of routine
clinical care, play an important role in screening for oral
conditions, prescribing chemotherapeutics to prevent
oral disease, and counseling patients to adopt behaviors
conducive to optimal oral health.

The oral health interventions related to personal
health practices reviewed in this paper are adapted from
the US Preventive Services Task Force Guide to Clinked
Preventive Services.1The recommended interventions out-
lined here include community-based health promotion
and oral disease preventive education strategies for pri-
mary health care providers.

Dental Caries

Although dental caries is more commonly thought of as
a childhood disease, adults continue to be at risk for
dental decay throughout their lifetimes.2 Recurrent decay
in previously restored teeth is often problematic in mid-
dle-aged and older adults. Root surface decay associated
with gingival recession is a particular concern in older
adults, who now are keeping their teeth longer than ever
before.3 Additionally, dental decay associated with xero-
stomia (dry mouth) is a common problem in (1) adult
patients who take any of a variety of medications (see
Table 1); (2) patients who have undergone cancer che-
motherapy or radiation therapy to the head and neck
area; (3) persons who suffer from Sjogren’s syndrome;
and (4) patients with bulimia.4

Prevention or modification of dental caries in adults
involves (1) increasing the resistance of teeth to the decay
process by means of routine or therapeutic use of fluo-
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rides; (2) dietary interventions aimed toward reducing
exposure of the teeth to fermentable carbohydrates; (3)
reducing die number of caries-producing microorgan-
isms in the mouth through effective oral hygiene; and (4)
monitoring the effects of medications known to reduce
salivary' flow to determine if a saliva substitute should be
prescribed (Table 1).57

Periodontal Disease

Periodontal disease is a general term used to describe
diseases that affect the gingivae and supporting connec-
tive tissue and alveolar bone, which anchor the teeth in
the jaws. The most common of these are inflammatory
changes of the gums (gingivitis) and inflammatory and
destructive changes in the soft tissues and in the bone
supporting the teeth (periodontitis). Gingivitis develops
when supragingival plaque is allowed to accumulate
along the gingival margin of the tooth and in the gingival
crevices (sulcus) surrounding the tooth. Bacterial
byproducts of plaque irritate the gingival tissues, causing
inflammation. Mineralization of undisturbed plaque into
hard deposits known as calculus or tartar further exacer-
bates the poor oral environment, making it difficult to
keep the mouth clean.6 In a recent national survey of
adult oral health conducted in the United States, nearly
50% of adults had some form of gingivitis and nearly
80% had some degree of periodontitis. As might be
expected, the prevalence of moderate to-advanced peri-
odontitis was much greater in older adults than in
younger and middle-aged adults.2

Periodontal diseases can be prevented or their pro-
gression interrupted by removing soft and hard deposits
and keeping teeth free of bacterial plague. In this regard,
patients should be encouraged to brush and floss daily
and to seek regular professional dental care at least an-
nually. Patients presenting with condition-related peri-
odontal diseases such as pregnancy gingivitis, dilantin
hyperplasia, and gingivitis associated with diabetes or
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Table 1. Oral Health Effects of Selected Drugs

Effects Drugs

Xerostomia Anticholinergics, antidepressants,
antihypertensives, antipsychotics,
diuretics, gastrointestinals, systemic
antihistamines/decongestants,
systemic bronchodilators

Soft tissue reactions Methyldopa, barbiturates,
sulfonamides, penicillamine, gold
salts, chloroquine, isoniazid

Altered host resistance Antibiotics, insulin, oral
hypoglycemics, systemic
corticosteroids

Gingival overgrowth Phenytoin, nifedipine, cyclosporine,
diltiazem

Interactions with dental Barbiturates, benzodiazepines, muscle
drugs relaxants, sedative-hypnotics,
nonsteroidal anti-inflammatory
agents, opiate analgesics

Need to minimize
vasoconstrictor use

Antiarrythmics, cardiac glycosides,
trycydic antidepressants, calcium
channel blockers

human immunodeficiency virus infection should be en-
couraged to consult their dentist for a periodontal eval-
uation. Additionally, tobacco users, alcoholics, and per-
sons with certain blood dyscrasias, Down’s syndrome,
Sjogren's syndrome, or postirradiation effects should be
encouraged by physicians to receive regular dental care.
Periodic contact between the patient’s physician and den-
tist in these instances is also advised.46'89

Oral Cancer

Premalignant lesions and malignancies of the oropharynx
are more common among persons who either smoke or
use smokeless tobacco. Persons who are also heavy drink-
ers are especially at risk. The floor of the mouth, the
ventrolateral tongue, and the soft palate are high-risk
sites within the oral cavity and oropharynx.1011

Oral-pharyngeal cancer represents 3% to 4% of all
cancers and is the seventh most common form of cancer,
excluding skin cancer.12 According to the American Can-
cer Society in 1990, oral cancer had the fifth lowest
survival rate of the 13 major cancer sites, with an overall
5-ycar survival rate of 52%.10 An estimated 17,700 new
cases of intraoral (excluding lip) squamous cell carcinoma
occurred in 1989, with pharyngeal cancers accounting
for an estimated 8700 additional cases. In 1987, more
than 9700 deaths in the United States were caused by
cancers of the oral cavity and the pharynx (3.6 per
100dI00).9' 11
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The avoidance of tobacco products in any form is an
important preventive measure against oral cancer.6 Phy-
sicians and nurses are in a unique role—that of a trusted
advisor—and can set the stage for the initiation and
implementation of an effective tobacco cessation pro-
gram within their office. By routinely looking for soft
tissue changes in the mouths of their tobacco-using pa-
tients, and pointing out any obvious tobacco-induced
soft tissue changes and irritations, health practitioners
can illustrate the undesirable effects of tobacco use for
their patients, adding emphasis to their message of “give
up the tobacco habit.” 13

White and red lesions of the oral mucosa are the
most common precancerous clinical lesions. Although
white changes (leukoplakia) are the most common pre-
malignant lesion, red changes (erythroplasia) or white
changes with a red component (speckled leukoplakia,
ervthroplakia) carry' a greater risk. Areas of mucosal ab-
normality, especially redness or inflammation in high-risk
sites that persist for more than 14 days without obvious
etiology or resolution, should be biopsied. Consultation
with the patient’s dentist is advised.10'14

Elderly Adults

The oral conditions described above arc particularly sig-
nificant and difficult to manage when they occur in the
elderly.3'155 Chronic health-related problems associated
with the aging process make the diagnosis and treatment
of oral health problems in the elderly challenging for
medical and dental practitioners alike. Frequently, elderly
individuals view oral health as a low-priority health need
and postpone dental treatment until they are in pain or
the oral condition significantly compromises their gen-
eral physical condition. Often, their general physical con-
dition prevents them (or their caregivers) from seeking
dental care until the course of the dental disease has taken
a rampant toll.15

Patients who wear dentures should be encouraged
to remove their dentures during the oral examination so
that the soft tissues can be thoroughly examined for signs
of irritation. Inquiries should be made regarding the
comfort of the dentures and the patient’s ability to chew
and cat a variety of foods. If the physician notes any
problems with the dentures or the soft tissues, the patient
should be encouraged to visit his or her dentist for a
complete oral examination. This type of cooperation
between physicians and dentists can significantly benefit
the health and well-being of the elderly patients whom
they treat.15
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Announcement

Third Primary Care Research Conference
“Challenges in Practice-Based Research”

January 10-12, 1993
Hotel Nikko Atlanta
Atlanta, Georgia

The Agency for Health Care Policy and Research, US Public Health Service,
is sponsoring the Third Primary Care Research Conference. Through panel
presentations, contributed papers, poster sessions, and informal discussions,
the conference will feature current multidisciplinary primary care research

projects. Registration fee is $250.

For additional information and a registration form, please contact:

Third Primary Care Research Conference

Suite 410, North Tower,
73315 Wisconsin Avenue,
Bethesda, MD 20814
Phone: (301) 229-3002

Fax: (301) 229-9553

Deadline for registration is December 18, 1992
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