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THE RANDOM PROGRESSION OF PERIODONTAL DISEASE 

It has been a common practice for many years to prescribe antibiotics to certain patients to protect 

against developing infective endocardititis or developing hematogenous infections around total joint 

replacements during routine dental examinations and procedures.  One question that we currently en-

counter is: Are these practices necessary?  While antibiotics are a powerful tool in treating bacterial infec-

tion, over use may result in the development of antibiotic resistant strains of bacteria.   
 

Recently, the American Dental Association (ADA) released an updated guidelines for antibiotic prophy-

laxis for dental examinations and procedures.  These are based upon The Guideline on the Prevention of 

Orthopaedic Implant Infection in Patients Undergoing Dental Procedures released by the ADA and the 

American Academy of Orthopaedic Surgeons (AAOS) in 2012 and The Current Recommendations for the 

Prevention of Infective Endocarditis, by the ADA and the Americal Heart Association (AHA) in 2008.   

 

PROPHYLAXIS RECOMMENDATIONS 
 

Prophylaxis should be given one hour prior to all dental procedures that involve manipulation of gingival tissue or the periapical region of the 

teeth, or perforation of the oral mucosa.   This includes periodontal probing.  If the antibiotic is inadvertently missed before the procedure, it may 

be administered up to two hours after the procedure.  If a patient is taking antibiotics for another reason, then select a different class of antibiotic 

to administer.  
 

Infective Endocarditis 

• Artificial heart valves 

• History of infective endocarditis 

• A cardiac transplant that develops a heart valve problem 

• Any of the following congenital (present from birth) heart conditions: 

• Unrepaired or incompletely repaired congenital heart disease 

• Within six months of the placement of a prosthetic device to repair a congenital heart defect  

• Any repaired congenital heart defect with residual defect adjacent to a prosthetic patch or a prosthetic device 
 

Patients who took prophylactic antibiotics in the past but no longer need them include: those with mitral valve prolapsed, rheumatic heart 

disease, bicuspid valve disease, calcified aortic stenosis, congenital heart conditions such as ventricular septal defect, atrial septal defect and 

hypertrophic cardiomyopathy. 
 

Total Joint Replacement 

• The practitioner might consider discontinuing the practice of routinely prescribing prophylactic antibiotics for patients with hip and 

knee prosthetic joint implants undergoing dental procedures.  This decision should be made with the  consent of the patient and the 

patient’s orthopaedic surgeon. 

• In the absence of a recommendation from the patient’s orthopaedic surgeon, antibiotic prophylaxis is advised when treating patients 

with total knee and hip replacement joints. 
 

Common Antibiotic Prophylaxis Regimens: 

2,000 mg Amoxicillin 500 mg Azithromycin 600 mg Clindamycin 2,000 mg Cephalosporin  

 

ANTIBIOTIC PROPHYLAXIS IN THE DENTAL OFFICE  

Keeping In Touch… 
 

If you are  interested in hearing 

about upcoming events and 

continuing education  

opportunities for dentists and 

dental professionals, as well as 

receiving our newsletter  

electronically, please send your 

email address to: 
 

staff@greatercolumbusperio.com 

When was the last time one of your patients asked you how and when they developed gum disease? Our 

team faces this question every day.  It may be confusing to our patients how, even with proper home and 

professional maintenance periodontal disease may still occur.  Factors such as family history, occlusion, 

nutrition and medical conditions like diabetes, cardiovascular health and renal function play a major role 

in periodontal health.  Subtle changes in these factors may have a profound impact in periodontal health.  

As we continue to mature, these factors may impact periodontal health in different ways. 
 

An important aspect of periodontal disease is that it progresses in a burst fashion.  That is to say that the 

periodontium may experience rapid episodes of clinical attachment loss followed by extended periods of 

periodontal stability.  This process may begin at any point in life and it is often difficult to predict when 

and how the next burst of activity will occur.  Some people only experience a single episode of CAL loss, 

however once periodontitis is diagnosed, a patient is at much greater risk for experiencing future bursts 

of activity. 


