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A Practical Guide to Antibiotic 
Prophylaxis in Restorative Dentistry 

L.P. Longman and M.V. Martin 

Abstract: The purpose of this paper is to review the principles and practicalities of 
antibiotic prophylaxis in medically compromised patients who require restorative 
dentistry. Guidelines for the management of patients who are susceptible to infection 
are given. The importance of oral health and the rational use of both local and 
systemic antimicrobial prophylaxis is described. 
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Clinical Relevance: Bacteraemias induced by restorative dentistry can cause 
significant morbidity in patients who are medically compromised. 

T he use of antibiotic prophylax is in 
restorati ve denti stry is controversial. 

Na ti ona l guid e lin es ex ist to he lp 
practitioners rationalize the prescribing of 
chemoprophylax is in denti stry,' but they 
are not expli cit for every cl inica l sitlIa tion. 
Th e res tora ti ve denti st fr equent ly 
encounters situati ons where guidelines 
a re vag ue or non- pec if ic. C lini ca l 
judgement is th e refo re required to 
interpret them. Situations also ex ist in 
which national bodies advise aga inst the 
use of systemic prophylax is but the denti st 
is faced with a request for antibiotics from 
the pati ent or hi s/her speciali st. Th is is 
frequently the case when treating a patient 
who has undergone a joint replacement. 
The aim of thi s arti cle is to explore such 
difficult areas. 

In mos t indi vidua ls a trans ient 
bacteraemi a of dental origin is rare ly 
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assoc iated with any se ri ous seq uelae . 
There are, however, celtain patients whose 
medical hi tory renders them susceptible 
to infecti on following bac teraemia. The 
ensuing infecti on can be local or systemic 
and may be assoc iated with significant 
morbidity; occasio nall y it is li fe 
threa tenin g . These med ica lly 
compromised pati ents should be regarded 
as having special dental needs. If serious 
bacterial in fect ion is to be avoided during 
the dental management of thi s group, the 
c lini cian must be able to identify th e 
patients susceptible to infection, the dental 
conditions and the procedure that place 
th em at ri sk. Loca l and sys temi c 
antimi crobi a l prophyl act ic reg im ens 
should be prescribed as appropriate. It is 
e sential that a long-telm comprehensive 
preventive care trategy i employed for 
medicall y comprom ised patients and that 
restorative dentistry, when required, is of 
the highest quali ty2 

LOCAL AND SYSTEMIC 
ANTIMICROBIAL 
PROPHYLAXIS 
Antimi cro bial proph y lax i is the 

prevention of infec tion by adm ini strati on 
of ant imi crob ia l age nts- loca ll y, 
systemica ll y or both. 

When medica lly compromised patients 
a rc undergo in g opera ti ve de nta l 
procedure , prcoperative mouth-rinsing 
and atraumati c subgin giva l irri ga ti on 
with chlorhexidine (0.2% w/v) shou ld be 
instituted a a routine, irre pective of the 
use of sys temic antibi o ti cs. 
Chlorhex idine has been shown to reduce 
the magnitud e of a dent a ll y-induced 
bacteraemia' and decreases the ab ility of 
so me mi cro-orga ni sms to ca use 
infect io n.4 Subg in g iva l use of 
chl orhex idine before ext ract ion a lso 
reduces the inci dence of dry sockets.5 

Local appl icat ion of c hl o rh ex idin e 
should therefore always accompany the 
use of systemic antibiot ics. I 

Theoret ica ll y, th e repeated use of 
ehl orhex idine cou ld lead to the se lec ti on 
of bacter ia l st ra in s res is tant to thi s 
di sinfectant but this does not appea r to 
be a problem in cli nica l practice .(' 

Prophy lax is should be directed aga inst 
micro-organisms commonl y responsible 
for pos tope ra ti ve infect io n. The 
antibi otic used should reac h a scrum 
concentration of at least fou r times higher 
th an th e mInImum inhi b it ory 
co nce ntration of th e predomin ant 
pathogenic bac teria7 The most effective 
and lea t harm fu l systemic prophylax is 
is to use single or short-term high dosage 
re g im ens to pro v id e max im a l 
co nce ntra tion in suscept ibl e ti ss ues 
throughou t the operation, up to surgical 
c l o s ure. ~ · 9 The use of proph y lac tic 
antibi o ti cs beyo nd th e imm ediate 
preope ra ti ve, inte rcept ive and 
posto pera ti ve period s provides no 
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Conditions predisposing to risk of Infective endocarditis 
• History of Infective endocarditis 
• Ventricular septal defect 
• Patent ductus arteriosus 
• Coarctation of the aorta 
• Prosthetic heart valve 
• Rheumatic and other acquired valvular disease 
• Surgically constructed systemic-pulmonary shunts 
• Persistent heart murmur 
• Atrial septal defect repaired with a patch 
• Hypertrophic cardiomyopathy 
• Marfan's syndrome 
Patients not at risk from Infective endocarditis 
• After coronary artery bypass surgery 
• Six months after surgery for: 

Ligated ductus arteriosus 
Surgically closed atrial or ventricular septal defects (without Dacron patch) 
Isolated secundum atrial septal defect 

Special risk patients 
• The British Society of Antimicrobial Chemotherapy' have recognized a group of patients 
with endocardial disease whom they consider to be at 'special risk'.These patients are 
particularly susceptible to I E and should normally be referred to hospital for dental treatment 
requiring prophylaxis. Special risk patients are classified as patients with endocardial disease 
who 

• have had lE before or 
• require general anaesthesia and have a prosthetic heart valve or are allergic to 
penicillin or have had penicillin more than once in the previous month 

Table 1. Endocardial lesions and infective endocarditis. 

additional protection. lo.
12 There is little 

ev id e nce that postoperative 
adm ini stration of anti microbial s is 
beneficial, even in open wounds- in fact, 
such drugs may be hannful. R 

Antibiotics should be used sparingly, 
avoid ing multiple or repeated dosing 
w henever possible. Sensitive micro­
organism3 are killed by antibiotics but, 
more importantly, the normal balance of 
the flora is destroyed, leading to the 
potential for opportunistic infections. 
Single doses of antimicrobial prophylaxis 
are unlikely to cause major perturbations 
of the commensal flora. 

THE PATIENT 
Prophylactic ant ibiotic s a re 
recommended for two mai n groups: 

I . Patients w ho are susceptibl e to 
infection because ofpre-existing di sease. 
2. Patients und e rgo in g surg ical 
procedures that carry a hi gh risk of 
infectious comp lications. 

The first gro up mainly refers to 
patients who are at risk of developing 
infective endocarditis: patients who have 
undergone joint rep lace ments or 
radiotherapy to the jaws may also be 
included in this category. In these patients 
the risk of infection is small but the 

consequences are very serious. Patients 
with impaired host defence mechanisms 
should also be considered for prophylaxis 
as they are at ri sk from opportunistic 
infections- this includes organ 
transplant recipients and people receiving 
renal dialysis. 

Pat ients in the second group have 
normal host defence mechanisms but the 
nature of the surge ry renders them 
vulnerable to postoperative infections. 
Some authorities recommend routine use 
of systemic chemoprophylaxis in minor 
oral surgery (e.g. removal of impacted 
teeth or surgical endodontics) but for the 
use of antibiotics to be justified 
postoperative infection must be a 
common event and caused by predictable 

'e ndo ge nou s micro-orga ni sms . The 
incidence of infection from exogenous 
organisms should be limited by good 
operative practice and not by systemic 
antibiotics .7 Dental procedures in healthy 
patients do not usually carry a high 
incidence of postoperative infection. 

Antibiotics are sometimes prescribed 
for healthy patients when they undergo 
minor oral surgery such as an apicectomy, 
to prevent infection at the surgical si te 
rather than to prevent systemic spread of 
infection. Evidence for the effectiveness 
of prophylaxis in apicectomies is difficult 
to find: the use of a local di sinfectant may 
be just as effective. I) The prevalence of 
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postoperative infection following minor 
oral surgery is not high; in addition, any 
infection that does occur is rarely serious 
and is readily amenable to simple 
treatment. In most patients undergoing 
minor procedures there is no need for 
antibiotic prophylaxis; the overwhelming 
indication for antibiotic prophylaxis in 
dentistry is the medically compromised 
patient. . 

INFECTIVE ENDOCARDITIS 
Patients with acquired or congenital 
endocardial disease are at risk of 
developing infective endocarditis (lE) 
during dental procedures that cause a 
transient bacteraemia. Endocardial 
conditions that predispose a person to lE 
are listed in Table 1. It is likely that the 
importance of dental treatment as a cause 
of lE has been overstated but it 
nevertheless remains the greatest 
identifiable risk for susceptible patients. 
The use of chemoprophylaxis for such 
patients is well established, and is 
considered a necessity medicolegally. 
From the guidelines published by the 
British Society for Antimicrobial 
Chemotherapy (BSAC), procedures such 
as scaling, extraction and oral surgery 
always require antibiotic cover. 1.14·1 6 The 
use of chemoprophylaxis in some of the 
restorative procedures listed below is, 
however, more contentious. 

Periodontal Assessment and 
Treatment 
The following procedures should be 
performed under systemic antibiotic 
cover: 

• full mouth probing to detennine the 
severity of the loss of periodontal 
attachment; 
• supragingival and subgingival 
scaling; 

• root planing; 
• full mouth polishing of cervical 
surfaces of teeth; 
• periodontal surgery. 

However, it would be unreasonable 
routinely to pre scribe antibiotic 
prophylaxis solely to detennine the loss 
of attachment. This procedure should 
nonnally be undertaken at a visit when 
prophylaxis is required for other treatment 
(e.g. scaling) . 



NO ALLERGY TO PENICILLIN PATIENT ALLERGIC TO PENICILLIN OR 
HAS RECEIVED PENICILLIN MORE THAN 
ONCE IN THE PREVIOUS MONTH 

Local or no anaesthesia 

Amoxycillin (3 9 orally 1 hour before operation) Clindamycin' (600 mg orally 1 hour before 
operation) 

General anaesthesia 

Amoxycill in (3 g) and probenecid (1 g) orally 
4 hours before procedure 
oramoxycillin (3 g) orally 4 hours before and 
3 9 after surgery 
oramoxycillin (1 g) intravenously at induction 
and 500 mg orally 6 hours later 

These patients are classified as special risk 

Special risk patients 

Intravenous amoxycillin (1 g) and intravenous 
gentamicin (120 mg) before surgery or at 
induction and amoxycillin (500 mg) orally 6 
hours later 

Intravenous teicoplanin (400 mg) and 
intravenous gentamicin (120 mg) before 
procedure or at induction 
orclindamycin (300 mg) given intravenously 
over 10 minutes in 50 ml of diluent before 
surgery or at induction and 150 mg (oral or 
intravenous) 6 hours later 
orvancomycin (1 g, slow intravenous infusion 
over not less than 100 minutes), followed by 
gentamicin (120 mg, intravenous) before 
surgery or at induction 

' Clindamycin tablets should be swallowed with a glass of water to prevent oesophageal 
irritation. 
• Children under 10 years of age: half the adult dose of amoxycillin or clindamycin is 
recommended, children under 5 years: one-quarter of the adult dose. 
• For childre'n under 10 years, 20 mg/kg of vancomycin should be used and 2 mglkg of 
gentamicin 
• Children under 14 years of age: 6 mg/kg of teicoplanin plus 2 mg/kg of gentamicin. 
• Amoxycill in may be given twice in one month as it is unlikely that proliferation of clinically 
significant amoxycillin-resistant strains will occur after one 3 9 dose of amoxycillin. A third dose 
of amoxycillin, however, should not be given until after an interval of one month. Two weeks 
should elapse between prophylactic doses of clindamycin. 

Table 2. Antibiotic regimens recommended for the prophylaxis of dentally induced 
infective endocarditis (adapted from references 1, 14) 

The gingiva l bleeding index is often 
used to assess the presence of superficial 
infl a mm at ion . A lth oug h there is no 
ev id ence to link the provoca tion of 
gingival bleeding with the production of 
a denta l bacteraemi a, such procedures 
should be treated with caution and should 
not be routinely performed in patients 
susceptible to lE without antibiotic cover. 
Systemic antibiotics should not be 
prescribed so le ly to record the gingiva l 
bleeding index. 

Conservative Dentistry 
The denti st is often concerned about 
treatment that occasionally gives rise to a 
bacteraemia, such as placement of a 

wedge d matr ix band or subgingival 
resto rat ions. Such procedures are not 
known to be associated with the initiation 
of lE. It is unrealistic and undesirable to 
g ive systemic prophylaxis routinely for 
such procedures; s impl e preoperati ve 
mouth-rinsing and subgingival irrigation 
with chlorhexidine should suffice. It is 
importa nt to emphasize that e lec ti ve 
conservative denti st ry should not be 
undertaken in the presence of g ingiva l 
inflammation. Good peri odontal health is 
of paramount importance in pa ti ents 
susceptible to lE. 

Subgingival Restorations 
The extent of a ca ri ous les ion cannot 
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always be predicted, and many restorations 
may extend subgingiva lly. The placement 
of subgingival restorations does not appear 
to be associated with development of lE. 
If placement of a satisfactory restoration 
requires surgical removal of gingival tissue 
then , in the abse nce of antibi o ti c 
prophylaxis, a suitable temporary dressing 
should be placed (the definitive restoration 
and local periodontal surgery wi ll require 
prophylaxis at a later date). When multiple 
extensive carious les ions are present it 
would be pmdent to stabilize the lesions 
with temporary restorations; this will allow 
the operator to assess the extent of all the 
lesions and plan any antibiotic prophylaxis. 
The objective is to minimize the number 
of antibiotic administrations required. 

Crowns and Gingival 
Retraction 
Antibiotic cover is not required for the 
preparation and placement of crowns or 
for th e use o f re tract ion co rd: loca l 
(su\Cular) ap plicat ion of chlorhexidine 
should reduce any bacteraemia. However, 
when cervica l margins are placed below 
the dentoepithelial junction the junctional 
periodontal tissue must be removed or 
displaced in order to facilitate impression 
taki ng. It would be pmdent in such cases 
to postpone preparation of the cervica l 
margin s and impress ion taking to an 
appointment when antibi otic cover is 
given. Ideally, crown margins should be 
placed supragingivally or just beneath the 
free g ingiva l margi n and periodontal 
surgery (e .g. pocket elimination or crown 
lengthening procedures) may be indicated 
to improve the access to cervical margins, 
or to provide more retentive preparations. 
Such procedures should be performed 
under antibiotic cover. 

Non-surgical Endodontics 
The necess ity for sys temi c 
chemoprophylaxis for root canal therapy 
is controversial. Infecti ve endocard itis as 
a consequence of root canal therapy has 
bee n reported onl y infreq uently,' 7. 'R 
although it has been shown that extra­
cana l instrumentation regularly causes 
bacteraemia. ' 9 There is no consensus on 
the merit of antibiotic prophylaxis in root 
canal therapy: the clinician must assess 
each case individually. However, it may 
be prudent to carry out co ntenti o us 
proce dures a t a v is it w hen other 
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procedures that require prophylaxis are 
go i ng to be performed. Ex tra-ca na I 
instrumentation may occur during blind 
instrumentat ion of a root canal and it is 
the authors' opi ni on th at antibiotic 
prophylaxis shou ld be used fo r the 
radiog rap hi c determination of root 
l engt h . ~o Antib iotic cover would not be 
required ifbiomechanical preparation and 
obturation were undertaken at fllnll'e visits 
because ext ra-ca nal in strum enta tion 
wou ld be very unlike ly. S in gle-vi sit 
endodontics hou ld be undeltaken when 
appropriate. 

Intraligamentary Anaesthesia 
The BSAC has warned against the use of 
intraligamentary anaesthesia in patients at 
ri sk from IE: I this practice can'ies a risk 
of severe bacteraemia and should not be 
used in such patients. 

Antibiotic Regimens 
There is now considerable simil arity 
between regimen s recommended by 
va ri ous national agencies. In the UK 
c lini cia ns are adv ised to fo ll ow the 
recommendations issued by the Working 
Party of the BSAC;I .I-l .If> the current 
gu ide lin es are show n in Table 2. 
Amoxycillin may be given twice in one 
month as it is unlikely that pro li ferat ion of 
clinically significant amoxycillin-resi tant 
strains wi ll occur after one 3 g do e I 5.~ 1 and 
the incidence of amoxycillin-resi tant ora l 
streptococci in adult patients susceptible 
to lE is not hi g h 2~ A third dose of 
amoxycillin , however, should not be,given 
until after an interval of one month.-I 

Concern has been expre ssed that 
patients may develop pseudomembranous 
co liti s after the ad mini stration of 
clindamycin. However, thi s cond iti on 
does not occur after a single prophylactiC 
do se of the drug.I .If> The low pH of 
clindamycin tablets can cause irritation of 
the oesophagus; to prevent this the 
preparation should be swallowed with a 
glass of water. An interval of at least 2 
weeks is required between prophylactic 
doses of c1indamycin. l. l fi 

Special Risk Patients 
The BSAC has defined a subgroup of 
patients with endocardia l di sease who they 
consider as 'specia l risk ' . Such patients 
are con s id ered to be particularly 

susceptible to I E and should be referred 
to hospital for dental treatment , which 
requires prophylax is with pare nteral 
antibiotics. I These 'special ri sk' patients 
are those who, in add iti on to their 
endocardial di sease: 

• have had lE before; or 
• require a genera l anaesthet ic and (i) 
have a prosthetic heart va lve or (ii) are 
all ergic to penicillin or have had penicillin 
more than once in the previous month. 

Patients with Joint 
Replacements 
Bacteraemias of dental origin have been 
implicated in infections of total joint 
rep lacements; 2J·25 thi s se riou s 
complication usually necessitates remova l 
of the prosthesis. However, the ev idence 
linking bacteraemias of dental origin and 
infection of a joint replacement is unproven 
and re lies ma inl y on anecdota l case 

NO PENICILLIN ALLERGY 

reports.26-2R Oral streptococci have only 
infrequently been isolated from infected 
endoprostheses, approximately 46% of the 
bacteri a cu lti vated fro m infected joint 
replacements being staphylococci. 25 .26.2 ~ 

In 1992 the BSAC Working P3Ity found 
no ev idence to support the routine use of 
antibiotic cover for dental procedures on 
pat ients w ith prosthetic jointsY The 
BSAC does not consider the advantages 
of antibiotic prophylaxis to outweigh the 
potential ri sks 27.29 However, despite these 
guidelines, many orthopaedic surgeons 
cont inu e to recommend antibi ot ic 
prophylax is for denta l treatment of 
patients who have a prosthetic joint. 30 

When a dental surgeon eli cits advice from 
a patient's orthopaedic surgeon, he or she 
should make sure it is fo llowed. 

RADIOTHERAPY 
Patients who have been exposed to, or who 
are receiving, therapeutic radiation to the 

ALLERGIC TO PENICILLIN 

Local or no anaesthetic 

Amoxycillin. 3 9 orally1 hour before procedure Clindamycin 600 mg orally 1 hour before 
procedure 
or 1.5 9 erythromycin stearate orally 1 to 2 
hours before and 500 mg orally 6 hours after 
procedure 
or500 mg ciprofloxacin orally 1 hour before 
procedure 

General anaesthetic 

Amoxycillin (3 g) and probenecid (1 g) 
orally. 4 hours before surgery 
oramoxycillin (3 g) orally 4 hours before and 
amoxycillin (3 g) after surgery 
oramoxycillin (1 g) intravenous 
at induction and 500 mg orally 6 hours later 

Clindamycin (300 mg) intravenous at induction 

• Patients who have been given clindamycin must be advised to consult their doctor if 
diarrhoea develops. Clindamycin tablets should be swallowed with a glass of water to prevent 
oesophageal irritation. 
• Dental procedures requiring cover: 

Only the following dental procedures require antibiotic cover: 

• Scaling 
• Extractions 
• Oral surgery 

Root canal therapy and advanced non-surgical restorative procedures would not normally 
require antibiotic prophylaxis. h~wever. patients who have received radiotherapy to t~e head 
and neck may have a compromised vascular supply to the jaws. AntibiotiC prophylaXIS for root 
canal therapy may be considered appropriate for these patients. 
NB: This regimen may also be used in healthy patients to prevent postoperative infection 
following minor oral surgery. 

Table 3. Suggested antibiotic regime~ for the prevention of po.stoperative mfection in 
immunocompromised patients (mcludmg transplant and dialysIs patients) or those at 
risk from osteoradionecrosis. 
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jaws may be susceptible to local infection. 
After radiotherapy there is a diminution 
of the vascul ar supply in the irradi ated 
area, especially in the mandible-this is 
a progressive risk and does not reduce with 
time. When poss ible, an opinion should 
be sought from the patient's oncologist on 
their susceptibility to osteoradionecros is. 

The ri s k of infec tion in irradiated 
pati ents is much greater with cxtraction 
tha n e ndodontic s a nd , although th e 
efficacy of antibiotics in prcv enting 
bacteraemia in thi s group of patients is 
questionable due to the poor blood flow 
to the irradiated area, patients who are at 
ri sk from osteo radion ec ros is require 
antibiotic prophylax is for extractions. In 
the absence of nati onal recommendations, 
it is suggested that a s ingle dose of either 
amoxyc illin or clindamycin is used (see 
Table 3) . Endodontics is the preferred 
trea tment in irradi ated pa tients for a 
nec rot ic pulp. Th e value of 
chemoprophylax is durin g root canal 
therapy is doubtful and is not routincly 
recommended. 

IMMUNOCOMPROMISED 
PATIENTS 
Pati ents may be immunocompromised for 
a large variety of reasons. The aetiology 
of the impa ired ho s t defence s will 
influence the pati ent's susceptibility to 
infection. The white blood cell count may 
be an important marker of a pati ent's 
vulnerab ili ty to infection. The Working 
Party of the BSAC states tha t, in the 
absence of any other indication, patients 
who are immunocompromised (including 
transplant rec ipients) or have indwelling 
intraperitonea l catheters do not require 
antibioti c proph y lax is for denta l 
treatment,29 although in clinical practice 
it is not unusual for a physician or surgeon 
to rcquest spec ifica ll y that their patient is 
g iven systemic prophylax is for certain 
dental proced ures . When man ag in g 
immunocompromised pat ients the dentist 
sho uld li a ise with the s upe rvi s in g 
consultant on prophylax is, s ta ting the 
pos ition of th e BSAC. If 
chcmoprophylax is is recommended the 
de ntist should record thc spec iali s t 's 
advice clearl y in the patient 's records. 
Idea lly, the denti st should use a s ingle­
do se reg im e n (see Table 3). Denta l 
procedures such as extractions, minor oral 
surgery and scaling may require systemic 
prophylaxis; root cana l treatment and 

periodontal assessment do not generally 
need cover. The antibiotic used should be 
effecti ve against both the ora l flora and 
th e most like ly potential pathoge ns; 
amoxyci llin (3 g) or clindamycin (600 mg) 
are both suitablc (Table 3) agents. Some 
renal specialists advise aga inst the use of 
clindamycin in their patients; alternative 
regimens for such patients are suggested 
in Table 3. 

Tra nspl a nt rec Ipi ent s a re 
irnmunosuppressed by their drug therapy 
and have traditionally been considered to 
be at increased ri sk of local and systemic 
infec tion s. In the immediate po st­
transplant period operative complications 
and acute rejection of the organ are the 
major medical concerns. Routine dentistry 
should not be undertaken during thi s 
critical period; emergency dental 
treatment should be undertaken in thi s 
phase on ly a fter medical consultation. 
Elec tive dental trea tment should be 
delayed until the patient is deemed to be 
in a stable post-transplant phase; thi s is 
usually 6 months after surgery. 

There now appears to bc a consensus 
amongst spec ialists that heart transplant 
recipients do not usually require antibiotic 
cover in the stable post-transplant period. 
It is advisable for the dental practitioner 
to liai se with the supervising consu ltant 
because immunosuppressant drug regimes 
vary and can influence the dec is ion on 
whether to provide antibiotic cover. 
Cardi ac transplant pa tients a re not 
considered to be at risk of lE. 

MISCELLANEOUS 
PROSTHETIC IMPLANTS 
Pati ent s with cardiac pace make rs, 
intraocular lenses, breast implants, penile 
implants and prosthetic vascu lar grafts are 
not con s idered to be susceptible to 
infection from dental bactcracmias. '4.J '.J2 
There is some evidence that antibiotic 
prophylax is may be required in patients 
with cerebrospinal s hunts and 
intravasc ular access dev ices (such as 
central venous lines used for parenteral 
nutrition or chemotherapy and catheters 
used for haemodi a ly s is a nd 
plasmapheres is); specialist opinion on the 
need for prophylaxis in such cases should 
be sought. Patients receiving renal dialysis 
are immunocompromised by uraemia in 
end-stage renal disease, associated with 
metabolic and hae matologica l 
ab normaliti es. As a consequence these 
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pati ents have an enhanced susceptibility 
to infection ; septic aemia is a rea l 
po ss ibility and is potenti a ll y li fe 
threatening. A bacteraemia during dental 
treatment may cause infection in a central 
dialysis line along the surgically created 
arteriovenou s fistu la and so me renal 
spec iali s ts recomm end antibioti c 
prophylaxi s before certain denta l 
treatments for dialysis patients (see Table 
3). 

ESTABLISHMENT AND 
MAINTENANCE OF ORAL 
HEALTH: A PREVENTIVE 
PHILOSOPHY 
Pote nti a ll y the denti st' s g rea test 
contribution to the prevention of infection 
in medically compromised patients is in 
the establishment and maintenance of oral 
health. Bacteraemias of oral origin can 
result from many operative procedures 
and even from non-invasive activities such 
as toothbrushin g, flo ss in g and 
chewing '9.3 1.33 (Table 4) . If oral health is 
poor, the frequency and magnitude of 
these bacteraemias is thought to be high, 
increas ing the probability of serious 
sequelae. Spontaneous bacteraemias are 
common in patients with periodontitis and 
may be more important as a cause of 
systemic infection than those generated 
by operative procedures.2s.J4 A patient's 
oral health therefore has se riou s 
implications for the long-term dental 
management of the medically 
compromised patient. Logically, good oral 
health will reduce the prevalence and size 
of spontaneous bacteraemias and thus the 
ri sk of haematogenous infection. 

Procedure % 

Extractions: 
Single 51 
Multiple 68-100 

Subgingival scaling 51-83 
Gingivectomy 83 
Full periosteal flap 33-83 
Root canal therapy: 

Intracanal instrumentation 0 
Extracanal instrumentation 31 

Flossing 20-58 
Chewing 17-50 
Toothbrushing 7-50 

Table 4. The percentage of bacteraemias 
(positive blood cultures) associated with 
various dental procedures and oral 
activities (adapted from reference 19). 



When res torativ e interv ention is 
indi ca ted in medicall y compromised 
patients, treatment planning requires great 
care and meticulous attention to detai l 
(Table 5) . Treatment plans should be 
rea li stic and consider the lon g-term 
maintenance of oral health. Consideration 
should also be given to the following 
points: 

• The order and timing of trea tment 
should be arran ged to minimi ze th e 
number of occasions on which antibiotic 
prophy laxis is required. Thi s ma y 
necessitate an increase in the length of 
appointments when systemic antibiotics 
are used. 
• The whole amlamentarium ava ilable 
for the prevention of dental disease must 
be considered when treating an individual 
who is susceptible to infection. Effective 
oral hygiene instmction plays a pivotal 
role in any preventi ve care strategy. 
Dietary advice, fissure sealing and fluoride 
suppl ements should be considered in 
patients wi th early carious les ions or a 
high incidence of decay. 

Dental procedure Endocardial 
disease 

Minor oral surgery, Yes 
extractions biopsy, 
implant placement 

Periodontal surgery, Yes 
surgical endodontics 

Scaling, root planing Yes 

Incision of an abscess Yes 

Full mouth periodontal Yes 
probing, bleeding index 

Radiographic Yes 
determination of root 
canal length 

Root canal obturation No 

Matrix bands, crowns, No 
impressions 

• Patient education is centra l to the 
establishment and maintenance of oral 
health. The risks of bacteraemia from the 
oral cavity are often poorly appreciated 
by pati ents at ri sk from haematogenous 
infection. In order for a patient to embrace 
a preventive philosophy he or she must 
understand why the maintenance of oral 
health is vital to their well-being. Pati ent 
edu ca tion requires co nstant 
rei nforcement; in prac tice this involves 
rev iew ing the pati ent's oral hea lth at 
regular intervals. 
• Regular review and maintenance is 
vital. The precise interval for recall should 
be assessed for each individual and wi ll 
depend on their susceptibility to orodental 
disease; but it shou ld rarely exceed 6 
months. Pati ents at increased ri sk from 
dental disease, such as those with salivary 
g land hypofunction or un controll ed 
periodontal di seases, will require more 
frequent follow-up . The insidious onset 
of chroni c peri odo ntiti s make s it 
imperative that the clinician adopts a 
screening protocol for the detection and 
monitoring of any loss of periodontal 
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support. Adolescents, in particular, need 
regular assessment in order that the early 
stages of chronic periodontal diseases may 
be recognized. 
• Li aiso n betwee n the medical and 
dental profess ions should be encouraged. 
Idea ll y, patients should undergo dental 
asses ment before endocardial surgery, 
organ tran sp lantation , tota l joint 
repl ace ment or radioth erapy to the 
orofacial tissues. These pat ients should 
then be counselled as to the importance 
of their dental status. 

Prevention of Infective 
Endocarditis: The American 
Perspective 
The American Heart Association (AHA) 
have rec ently updated th eir 
recommendations for the prevention of 
bacterial endocarditis. 35 Th e new 
guidelines for restorati ve denti stry are 
more prescriptive than those given in 
previous reports. 1.3 1 In patients susceptible 
to infecti ve endocarditis the AHA do not 
recomm end the use of sys temic 

Total Immunocompromised, Radiotherapy to Jaws 
Joint replacement renal dialysis and 

transplant patients 

No, unless requested Liaise with specialist' Yes 
by specialist 

No, unless requested Liaise with specialist- No (the elevation of 
by specialist mucoperiosteal flaps is not 

recommended in patients 
susceptible to osteoradionecrosis, 
especially in the mandible) 

No, unless requested 
by specialist 

Liaise with specialist- No 

No liaise with specialist- No 

No No No 

No No No 

No No No 

No No No 

*The BSAC do not consider that these patients require antibiotic prophylaxis29 

Table 5. RecommendatIons for the use of antImIcrobIal prophylaXIS In dental patIents who are medically compromised. 
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prophylax is for the follow ing procedures: 

• taking oral impressions; 
• restorative dentistry (with or w ithout 
retraction cord); or 
• intracana l endodontics. 

The AHA advocate preoperative use of an 
anti septic mouth-rinse; however, they do 
not advise g in g ival irri ga tion. The 
antibiotic of choice, in patients who can 
tol erate it , is a s ing le oral dose of 2g 
amoxycillin. 35 
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Self-Assessment 
Answers 

1.A,C 

2. B 

3. A,D 

6.B, C, D 

7. A,C,D 

8.A,B 

4. None of these 9. A, B, C, 0 

5. A,C 10. A, B, D 




