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Preface

The objectives of this edition of Oral Diagnosis
have not been changed from those of previous
editions. Although many new developments have
been included, we continue to stress the basic prin-
ciples of an effective diagnostic discipline. Even
so, the discussions of disease are sufficiently com-
prehensive to enable the reader to formulate a diag-
nosis based on an essential coverage of disease
processes involved.

It is generally recognized that in order to be a
successful diagnostician one must have a sys-
tematic method for interviewing a patient correctly
and carrying out the physical examination. If a
proper mental discipline is not used in obtaining
the history and the patient correctly interviewed, it
is possible to overlook signs and symptoms sig-
nificant in making a correct diagnosis.

In addition to the proper discipline for the dif-
ferentiation of health from disease, a knowledge of
the anatomy and physiology of the body is re-
quired. Thus it is necessary to relate the findings
in the history and physical examination with pro-
cesses of disease. The correlation of findings from
the history, examination, and disease processes
requires a synthesis of all the findings so that a
diagnosis and treatment plan can be formulated.

As with other editions of Oral Diagnosis, this
edition presents the principle of diagnosis in the
outline of (1) gathering information about a pa-
tient, (2) carrying out the physical examination,

(3) relating the information obtained from the his-
tory and physical examination to the disease and
disease mechanisms, (4) presenting principles for
formulating a diagnosis, and (5) formulating a
treatment plan using the information obtained in
history and examination.

Recent developments in dental insurance plans,
closed panels, and other delivery systems point out
the need to provide dental care safely and com-
fortably. In order to accomplish these goals under
a variety of practice opportunities, the dentist
must understand the importance of obtaining the
appropriate records and conducting the examina-
tion in the most efficient manner possible.

The sixth edition of Oral Diagnosis has recog-
nized the need for a reappraisal of headache and
pain, new developments in the use of drugs, re-
cent developments in periodontal therapy, and
current concepts of occlusion.

This edition of Oral Diagnosis is dedicated to
our late friend and coauthor, Dr. Donald A. Kerr.
He not only was our mentor early in the develop-
ment of our careers but remained an inspiration
throughout the many editions of this book. We
shall miss his dedication to making oral diagnosis
a subject of recognition in the practice of den-

tistry.

Major M. Ash, Jr.
H. Dean Millard
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SECTION ONE

Oral diagnosis as a subject consists of the fun-
damentals of the interview, the principles and pro-
cedures of clinical examinations, the methods of
identifying oral disease, and the rationale for oral
therapy. Oral diagnosis may also be defined as
the identification of oral disease by interviewing,
examining, and synthesizing the descriptive fea-
tures of diseases and the facts obtained from the
examination and interview. Finally, oral diagno-
sis is a systematic method of identifying oral dis-
ease.

The first principle of oral diagnosis is to observe
and describe deviations from normal. It is the ac-
curate and pointed description that enables a stu-
dent to utilize reference material to the greatest
advantage. It is impossible for a student or general
practitioner to recognize all the various diseases
that exist; nor is it expected that searching through
voluminous reference books for an identical pic-
ture of the clinical manifestation of a disease will
improve anything but an ability to thumb through
reference books. It is true that this form of diag-
nosis brings fair results in matching clinical and
textbook pictures, but it can never lead to a system
of diagnosis that is not dependent on trial and
error. Furthermore, the practitioner who is thor-
oughly trained in observation is apt to contribute
to the scope of information already known about
disease. Thus matching clinical with textbook
pictures, either mentally or with the reference book
at hand, is not a method of diagnosis to be desired.
Not only does it consume valuable time, but all too
often the patient’s abnormality does not exactly
match anything in the reference material because
of the wide range of expression that any disease
may present. This does not mean that reference
books are not valuable in diagnosis; it does mean
that they should be used efficiently and when nec-
essary to substantiate a diagnosis. Thus the diag-
nostician should have a basic knowledge of dis-
ease and at least know where to look to verify
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his clinical impression of a disease without leafing
through a reference book in hope of finding a *‘pic-
ture’’ that will match the one that presents the
diagnostic problem.

The diagnostician must recognize that disease
exists and must be able to describe it and to clas-
sify it within certain limits, namely, type of lesion,
tissue involved, etiologic agent, and whether it
represents a developmental disturbance. A diag-
nosis is not always apparent, but the acute observer
pays attention to details and is systematic in his
approach to the problem. “*Spot’” diagnoses that
impress students usually are based on rapid, al-
most subconscious, but thorough observations.
However, all too often an attempt is made to arrive
at diagnoses without first considering all the items
that may have a bearing on the diagnosis. If the
facts are first collected by a definite procedure,
little will be left to doubt regarding the rationale
of the diagnosis.

This book provides a method of approach to the
diagnosis of disease. Certain premises must be
adhered to in presenting a systematized discipline.
Note that, aside from any illustrative cases pre-
sented to show the procedures for arriving at a
diagnosis, many of the photographs depict the nor-
mal and deviations within the range of normal.
This is done for two reasons: (1) an appreciation
for the normal is necessary before abnormal states
can be detected, and (2) the illustrations of
the procedures of a clinical examination are not
subject to distraction by emphasis on pathologic
states.

A section of illustrative cases is presented to
bring out those analytic processes that are neces-
sary for the final diagnosis of abnormal conditions.
In general, those cases involving the most common
diagnostic problems are presented. Inasmuch as
this is not a textbook of dental medicine or oral
pathology, no claim to complete coverage of all
the diseases or their description is made. The sys-
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tematic procedure for making a diagnosis that is
presented herein will serve to make more efficient
the use of descriptions of disease that may be ob-
tained in textbooks and other reference material
on dental medicine and oral pathology. Stated
simply, the objective of this book is to answer the
question of how a diagnosis is made. It is assumed
that the reader has already acquired the funda-
mentals of the basic sciences and has had some
training in the clinical sciences.

The following is an outline for considering the
scope of oral diagnosis, the signs and symptoms,
the history taking, and the drugs used:

Scope of oral diagnosis

Types of examinations
Complete
Periodic health maintenance
Screening
Emergency or limited

Signs and symptoms
Subjective symptoms
Objective symptoms (signs of disease)
Cardinal manifestations of disease
Primary and secondary lesions
Case history
Principles of the interview
Contents of the history
Complaints and related symptoms
Evaluation of dental and general health
Family, personal, and social histories
Systems review
Drugs of diagnostic significance
Drugs for treatment of disease



CHAPTER 1

Scope of
oral diagnosis

The basis for modern therapy is diagnosis. This
concept of diagnosis presupposes that the disease
be identified first and then eliminated. The pro-
cedure by which the information needed to make
a diagnosis is obtained is directly related to the
success of a diagnosis since the diagnosis itself
is based on a favorable interview and examination
of the patient.

Probably the most important concept that a stu-
dent must learn, whether in school or out, is the
importance of an efficient discipline for collecting
the material necessary to make a diagnosis. Some-
times students and even some teachers think that
much of the information gathered about patients in
a dental school clinic is unnecessary and far re-
moved from the practical aspects of a dental office.
At times a student is impressed by the apparent
ability of a teacher or practitioner to arrive at a
diagnosis rather quickly. Such a quick diagnosis
does not necessarily represent snap judgment but
reflects the examiner’s ability to reduce the history
to a minimum while at the same time covering
the necessary field of inquiry and examination.
A history that is brief but good represents the prod-
uct of adequate training and practice in the subject
of oral diagnosis; it does not represent any special
innate ability of the clinician to “‘pull a diagnosis
out of thin air.”” This is especially true in deal-
ing with pain and soft tissue lesions in the oral
region.

In addition to being able to reduce the detail of
a history to a great degree, a ‘‘busy’’ general prac-
titioner has very few new complete histories to
take because much of the time is spent in caring
for those individuals who have been his patients
for years. In view of these considerations, objec-
tions to teaching a procedure that in itself may

seem to detailed for practical application in a den-
tal office appear to be unjustified.

Since most students can learn in school only a
small part of what they need to know about diag-
nosis and since much of what is learned is forgot-
ten, it is necessary that they be taught a systematic
approach to diagnosis that is simple enough to
learn yet so rational as to be difficult to forget.
It should supply the foundation that best fits the
student not only to start practicing dentistry but
also to improve continually his diagnostic ability.

Only a few observations will lead to original
descriptions of disease. However, to describe the
wide variations in disease that exist and to apply
facts and ideas to new situations, a practitioner
must be able to grasp broad principles and use a
method of thought and action that will enable him
to meet such a variety of situations. The Hippo-
cratic method of systematic observation and de-
scription is the foundation of oral diagnosis. Prac-
tice in observation and description is necessary
even though the approach is logical and system-
atic. Sound reasoning is hard to attain, but train-
ing and practice in a rational discipline of thinking
promote this faculty.

The study and practice of dentistry today must
take into consideration not only changes in man-
agement of disease but also changes in its pre-
vention. The more effective control of dental car-
ies by fluoridation, diet, and therapeutic dentifrices
presents new problems for which the dentist is
responsible. The dental practitioner is confronted
with a changing set of demands upon his services
and skill not only because of the changes in ther-
apy but also because of the increasing number
of persons in the older age groups. Because of the
remarkable control that has been established over
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acute and communicable diseases and the decrease
in infant mortality, people are living to an older
age.

Although the efforts of dentists today are di-
rected toward the restoration of carious teeth, the
changing scene of dental practice would indicate
that the prevention and early detection of periodon-
tal disease will play an important role in the future.
Traditionally people have come to the dentist with
the complaint of a toothache; but now, because
of health education and control of caries, patients
see the dentist for a periodic examination and as-
sistance in the prevention of dental and periodon-
tal disease. With this change in attitude the den-
tist is faced not only with the treatment of oral
disease but also with the examination of patients
who are ostensibly well. This is especially true
of children whose parents are concerned with their
welfare and desire them to be examined at periodic
intervals to be sure development is normal. With
this trend established in childhood, the demand
for periodic examination will carry on into adult
life, increasing the demand for quality and quantity
in oral diagnosis. The changing pattern of dental
care does not mean that the restoration of carious
teeth will be a minor part of dental practice but
means that in the future more time will have to be
spent on the prevention of oral disease. To carry
out the early detection of disease effectively, it
will be necessary for the examiner not only to
attend properly to signs when they first appear but
also to give repeated examinations before symp-
toms and signs develop. The dental practitioner
who is adapted to the changing scene must be
interested in the health as well as the illnesses of
his patients, and he must be adequately prepared
in the techniques of clinical examination. This
means that he must develop not only his ability
to carry out the technical aspects of restorative
procedures but also his acuity of observation so
that he may recognize incipient disease.

Recent developments in the payment for and
delivery of dental care will have a significant in-
fluence on the oral diagnostic process. The intro-
duction of capitation as a means of paying for the
dental care of groups of people threatens the qual-
ity of those activities in dental practice that are not
therapeutic or restorative. Capitation contracts of-
fer the dentist a fixed fee per person in a group for
which he provides care and also accepts the risk
for overutilization. The tendency is to spend less

time with each patient, and the diagnostic process
is a likely target for time reduction. The delivery
of dental care from retail department stores also
introduces a threat to the diagnostic process in-
asmuch as the department store dental practice is
more likely to be product oriented than service
oriented. To retain the quality of the diagnostic
process in such threatening circumstances will re-
quire the development of a tightly organized ap-
proach to diagnostic procedures rather than the
elimination of important parts of the process of
diagnosis. Organizing more tightly the diagnostic
procedures will depend on what level of complete-
ness is required in each situation. The process of
diagnosis in a capitation or department store set-
ting may span the spectrum of procedures, from
a tongue blade screening to the addition of radio-
graphs, photographs, casts, charts, and other pro-
cedures. The selection of the level of diagnostic
effort will be dependent on two major factors,
the scope of treatment offered and the medicolegal
requirements of the practice.

The dental profession has done exceedingly
well in educating the public about oral health; this
advice to the public has either implied or explicitly
suggested that to consult one’s dentist regularly
will maintain his health and prevent disease. It
is not by chance that industry and large universities
are particularly demanding of preventive medicine
and dentistry. These demands are not simply al-
truistic, since the prevention of disease pays off
in terms of healthier workers, less loss of valu-
able personnel because of sickness, and less ab-
senteeism. There can be no doubt that periodic
examination of the mouth by the general practi-
tioner who is prepared to thoroughly examine his
patients will do much toward the prevention of dis-
ease. The accumulating body of information be-
ing gathered from surveys of ostensibly well peo-
ple indicates that there is a high incidence of dis-
eases that could have been prevented by periodic
examination.

Several obstacles are encountered in the practice
of preventive dentistry even though everyone
knows that prevention of disease is a worthy aim.
The changes in man brought about by his living to
an older age and by changes in his environment
have resulted in a relative increase in some dis-
eases and a relative decrease in others. These
changes usually occur faster than the dentist and
his scientific collaborators can provide therapeu-
tic measures to control them. Thus, while inroads
are being made in the prevention of dental caries



in children, a larger population is reaching the
age at which disease of the supporting structure
becomes paramount. The lapse of time before
scientific knowledge can be widely and effectively
applied is well known. For example, chlorination
of drinking water was not effectively utilized for
many generations after its discovery even though
its effectiveness in the prevention of disease was
known. There can be no question that fluorida-
tion was and still is impeded by the same lack of
interest on the part of the dental profession and the
public.

Another obstacle is exemplified by the lack
of interest in the periodic examination of the ap-
parently well patient; the tendency of the majority
of patients is to wait and pay only for delayed
therapy. People are far more ready to pay for the
treatment of oral disease than they are to pay for
preventive services. Some of this enigma has
developed because of the availability of relatively
cheap over-the-counter medications, such as cer-
tain toothpastes that are widely proclaimed in ad-
vertising media to prevent all kinds of oral disease.
To the prospective patient this alternative appears
to be far less unpleasant in terms of cost and time
than making and keeping an appointment with a
dentist.

Still another obstacle lies in our formal dental
education, in which little or no stress is laid upon
the prevention of disease. This state of affairs
may be aptly defined by paraphrasing Vines: the
academic blunder of the divorce of preventive
from clinical dentistry and its forced marriage to
public health denitstry has led to the subsequent
relegation of the unhappy pair to the isolation of
a faintly depressed specialism. For this mistake
there is much to answer; through it, generations of
dentists have been trained in the belief that pre-
ventive dentistry is inseparably linked with fluori-
dation, special city and county pedodontic clinics,
and the supervision of campaigns to make dental
health a national habit.

It is hoped that the present trend in dental edu-
cation to institute courses in preventive dentistry
and oral diagnosis will do much to place these
fields of endeavor into their proper perspective.
The place of oral diagnosis in preventive dentistry
can be readily appreciated since the prevention
of disease is based upon a thorough examination
of all patients. Thus the disciplines of an examina-
tion as taught in oral diagnosis must be directed
not only to the examination and diagnosis of ob-
vious disease, but also to an examination that will
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stress the normal development of children and the
range of normal in adults. With this concept in
mind, it is to be expected that the dental practi-
tioner will broaden his interest in the diagnosis and
care of disease and encourage his patients in the
maintenance of good health.

Many practitioners integrate an appreciable
amount of preventive dentistry into their practice;
however, many find it difficult to spend any time
in the examination of the well patient for the
prevention of disease since the benefits of this type
of examination are usually much less prompt, less
obvious, and less appreciated. Many individuals
without obvious symptoms of disease benefit from
a thorough examination because previously known
but neglected conditions may be reevaluated. It
must be emphasized that the examination of the
supposedly healthy mouth must be thorough and
careful, since the early detection of disease de-
mands that minute and inconspicuous deviations
from the normal be carefully evaluated. There can
be no doubt that there is a greater likelihood of
a favorable eventual outcome from a disease when
it is discovered in relatively early stages. This is
true not only for neoplasms but also for dental
caries, periodontal disease, malocclusion, and
other abnormalities in the mouth and adjacent
structures.

TYPES OF EXAMINATIONS

From a practical standpoint it appears that at
least three types of examination procedures should
be employed in a general practice: (1) a thorough
complete examination, utilizing all the skills of
interviewing, physical examination, and supple-
mentary diagnostic aids; (2) a screening type of
examination, utilizing a dental modification of
the Cornell Medical Index Health Questionnaire,
a brief clinical examination of the teeth and sup-
porting structures and mouth, and limited x-ray
examination utilizing posterior bite-wing radio-
graphs; and (3) the emergency or limited type of
examination necessary for the diagnosis and man-
agement of acute and emergency conditions.

The latter two forms of examination represent
a practical compromise with a more complete form
of examination; however, they should be used only
when indicated. From the standpoint of being indi-
cated, the routine examination of the teeth with
a pulp tester in those patients complaining of tooth-
aches hardly seems less indicated than a bite-wing
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radiographic examination of the teeth when the pa-
tient complains of the same symptom. It is ap-
parent that the findings of both forms of examina-
tion are sufficient to constitute an indication for
their performance. Although the complete testing
of the teeth (by a pulp tester or by thermal tests)
is considered to be a part of a more complete ex-
amination than a screening examination, this arbi-
trary assignment of examination procedures to a
particular form of examination is not sufficient
justification for the exclusion of one or the other,
since both forms may be indicated in any particular
instance. A complete examination should include
all the commonly accepted diagnostic and exami-
nation procedures.

Periodic health-maintenance examination

A periodic health-maintenance examination
must necessarily include a complete examination
of the patient’s mouth; the results are then used in
subsequent examinations to measure what devi-
ations might have occurred during the interval.
When health-maintenance examinations are re-
peated on the same individuals after varying inter-
vals of time, significant changes are likely to be
encountered. Many factors such as age, sex, and
initial examination findings influence the interval
of time between examinations. Although the ideal
time interval between complete examinations of
supposedly healthy individuals free of disease
would appear to be from 6 months to a year, it is
apparent that certain individuals might be able to
go as long as 2 years between thorough periodic
health-maintenance examinations. In such in-
stances the use of a screening examination in the
interval between complete examinations should
be considered. A complete examination should in-
clude the following (see also Chapters 3 and 4 for
details):

1. Case history

a. Patient’s chief complaint, present illness,
past history, and systems review

2. Clinical examination

a. General appraisal of the patient

b. Detailed oral examination

c. Supplementary examination and special
tests when indicated

3. Diagnosis

a. Summary of the nature of the abnormal-
ity, its etiology and significance
b. Prognosis

4. Treatment plan
a. Ideal
b. Alternate

The extent of the screening examination de-
pends largely upon the yield of positive findings
that may be expected from a particular examina-
tion procedure and its relationship to the cost of
testing in terms of time, patience, and expense.
The examination for acute and emergency condi-
tions depends upon the nature of the disease and
whether the disease is local or systemic in origin.
Obviously the localization, examination, and diag-
nosis of a toothache will utilize those examina-
tion procedures necessary to make a diagnosis in
order that prompt therapeutic measures may be in-
stituted. In certain instances it is conceivable that
acute or emergency conditions may require an
examination as thorough as any that can be de-
vised. At other times a screening type of exami-
nation may be necessary to rule out contraindi-
cations for the particular type of therapy that is
to be used in the treatment of patients with acute
or emergency conditions. Thus, although cer-
tain basic forms of examination procedures might
be outlined for differing purposes, one must recog-
nize that from a practical standpoint the diagnosis
of any disease, regardless of its nature, may re-
quire the most extensive form of examination. The
majority of patients who have a thorough exami-
nation will be found to have some type of peri-
odontal disease of which they are totally unaware.
The high prevalence of incipient periodontal dis-
ease and incipient caries found during a health-
maintenance examination alone justifies the per-
formance of this type of examination.

An analysis of the complete dental examinations
carried out at the University Health Service of the
University of Michigan as a part of the periodic
health appraisal program of the faculty reveals
that the yield for a complete examination is sig-
nificantly high. As a part of a total health appraisal
program, its value to the patient warrants the small
amount of time required to carry it out. The find-
ings from the history of those examined reflect its
value:

History of rheumatic fever 8%
Sensitivity to drugs used in dental therapy 14%
Past history of significant systemic disease 12%
History of periodontal therapy 14%
History of necrotizing gingivitis 5%

The frequency of rheumatic fever, sensitivity to
drugs, and systemic disorders such as hyperten-



sion and diabetes mellitus emphasizes the neces-
sity of obtaining this information before begin-
ning treatment.

The findings in the following list are of sig-
nificance in view of the fact that 60% of those ex-
amined visited their own dentist at periodic inter-
vals of 6 months or 1 year and 32% visited their
dentist regularly at greater than 1-year intervals.
Only a small percentage showed complete lack of
oral health and dental care:

Simple gingivitis 11%

Necrotizing gingivitis—acute, subacute, 4%
and recurrent

Periodontitis—incipient

Unknown to patient 7%
Periodontitis—moderate
Known to patient 5%
Unknown to patient 14%
Periodontitis—advanced
Known to patient 7%
Unknown to patient 5%
Dental caries (individuals having incipient 80%
to moderate carious lesions)
Advanced dental caries 9%

The findings from radiographic examination of
the teeth and periodontium show the need for com-
plete mouth radiographs, as well as posterior bite-
wings, periodically. The findings in 261 patients
examined in a l-year period are given in the fol-
lowing list:

Nonvital teeth (not including those endo- 27
dontically treated)

Periapical radiolucencies 36

Retained root tips 5

Impactions 11

Radicular cysts 3

These findings indicate that even patients who are
obviously well cared for need periodic complete
and thorough dental examinations. The prevalence
of disease might well be expected to be consider-
ably higher in a general population group that is
not as interested in oral health as the faculty mem-
bers of a university. Thus a complete examination
of a general population group should show even
a greater yield of disease than do the results of the
survey given here.

It is obvious that the clinical examination and
radiographic examination are probably responsible
for the discovery of more asymptomatic phases of
disease than is the case history. Although the inter-
view of the patient appears to be of relatively less
value in preventive dentistry than in emergency
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and acute disease, the value of a history that is
taken in the examination of ostensibly well peo-
ple should not be underestimated, since the diag-
nosis of many important disorders depends upon
the history obtained from the patient. This does
suggest, however, that where circumstances do
not permit extensive history taking by the dentist a
questionnaire to be completed by the patient
should be used, provided that the dentist elaborates
on the positive and significant negative answers
to the questions on the questionnaire. The type of
question and the number of questions included
in a health questionnaire will depend upon the
yield in a form of positive findings. In order that
the questionnaire not be too extensive and filled
with questions whose yield does not present statis-
tically proved evidence of their value, only those
questions that may be expected to effectively un-
cover the cardinal manifestations of the most com-
mon forms of disease should be used. The health
questionnaire in Chapter 14 is utilized for the pur-
pose of supplementing the case history. It is basi-
cally a systems review and is not intended to deter-
mine the patient’s complaints or to describe his
disease. It is a practical method of evaluating a
patient’s general health and serves to alert the ex-
aminer’s attention to a departure from good health
that may have a bearing on the presence and treat-
ment of oral disease.

A health questionnaire should obtain certain
vital statistics about the patient such as the name,
age, height, weight, occupation, marital status,
and the name of the patient’s physician. Introduc-
tory statements should be made relative to how the
questionnaire is to be answered, and some reas-
surance should be given on the questionnaire that
the answers to the questions will be held confiden-
tial. Furthermore, the questions contained in the
questionnaire all have some direct or indirect bear-
ing on the diagnosis of the patient’s condition
and may be significant in providing treatment for
him comfortably and safely. The questions should
be so stated that only the affirmative answers re-
quire further interview for the purpose of obtain-
ing details. The significance of affirmative answers
to the health questionnaire may be found in Chap-
ter 14.

Screening examination

A screening examination attempts to compro-
mise between a complete examination and a less
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extensive one because of the practical aspects of
reduced time, costs, and skill involved in a shorter
type of examination. The degree of compromise
of course depends upon the decrease in potential
yield in the form of positive findings that the ex-
aminer wishes to allow. Although the yield from
a screening type of examination and a more thor-
ough complete type of examination may be the
same in some instances, both the dentist and the
physician should be aware of their potential dif-
ference. Obviously the yield of certain forms of
screening examination directed toward a particular
lesion or disease may compare favorably with that
of a more extensive examination, since the pro-
cedures used may be the same. For example, the
use of posterior bite-wing radiographs for the de-
tection of carious lesions is used both in the com-
plete examination and in the screening examina-
tion. The posterior bite-wing radiographic exami-
nation may be expected to yield about 75% or
more of the carious lesions present; however, a
more complete examination utilizing periapical
radiographs and a sharp explorer and mouth mir-
ror may raise the yield to 100%. Thus the bite-
wing radiographs compare somewhat favorably
with the extensive forms of examination in yield
of carious lesions. One must remember that other
lesions of the supporting structures and apices of
the teeth may show additional disease that would
not be indicated by posterior bite-wing radio-
graphs. Thus the examiner must take into con-
sideration those factors for which he is screen-
ing, the efficiency of the screening procedure,
and the scope of the screening process. The scope
of the screening examination must necessarily be
determined by the examiner with regard to time
available, number of patients to be screened, pur-
pose of the screening, facilities available, eco-
nomic considerations, skill of the examiner, and
desires of the patient. The following screening ex-
amination outline is presented as one form of this
type of examination that might be used routinely
to yield a fairly high percentage of potential posi-
tive findings either in the office of a general prac-
titioner or in a dental clinic.

1. Chief complaint—an apparently well patient
may or may not have a significant complaint,
but the chance to express one should be
given

2. Health questionnaire

3. Selected radiographs

4. Gross appraisal for decay; missing and filled

teeth

5. General appraisal of the gingiva for alter-

ation of color and form

6. Gross appraisal of the soft tissues for the

presence of lesions

7. Brief appraisal of oral hygiene

8. Brief appraisal of occlusion

This form of general screening examination may
be expected to yield a significant amount of disease
in unselected patients and will provide a certain
degree of coverage in a health-maintenance exami-
nation. As has been previously stated, this form
of examination may well be utilized to bridge the
gap between more extensive and thorough exami-
nations and thus is more successfully used as an
adjunct to an initial thorough periodic health-main-
tenance examination. This form of examination
may also be used as a precursor to a more thor-
ough examination. In fact, it may well serve to
point out the necessity for a more thorough exami-
nation.

Probably the minimum type of screening ex-
amination includes selected radiographs and a
series of questions to reveal whether or not a pa-
tient has or has had some type of disease that
contraindicates a proposed dental treatment. Such
questions as the following are representative of
the type that may be used: ‘‘Are you now under
the care of a physician?’’ ‘‘Have you ever had
rheumatic fever?”’ “‘Do you have difficulty with
bleeding?’’ “*Are you sensitive to any drug such
as penicillin, iodine, and so on?’’ More often than
not a brief type of screening examination is carried
out by a simple study of posterior bite-wing radio-
graphs. Further examination is solely for the pur-
pose of confirming clinically the presence of car-
ious lesions that are manifest in the radiographs.

Evidently there is as much variation in the con-
tents of a screening examination as there is in the
contents of a complete examination. Irrespective
of the type of examination used, there can be
no doubt that the more detailed the examination
the greater its yield of positive findings. Gen-
erally the omission of any portion of the thorough
examination in favor of a screening examination
will compromise the examiner’s effectiveness, but
the adverse effect on the yield of the examination
is necessarily dependent upon the scope and de-
mands of the examination. In respect to the shorter
screening type of examination, the following gen-
eral rules should apply: No patient should be given
a short or screening type of examination unless



there is an awareness of its limitations. Aware-
ness includes that of both the examiner and the
patient. When patients are told of having chronic
destructive periodontal disease that has been pres-
ent for many years, they will complain, all too
often, of having had many examinations in the
past without ever being told of the condition. This
dilemma can be avoided by a thorough examina-
tion of the mouth, including an analysis of the
supporting structures of the teeth, and by telling
the patient of potential and existing disease. The
responsibility of the examiner lies not only in the
discovery of carious lesions, which he may expect
and treat, but also in the discovery of any latent
or other disease in the mouth requiring treatment
or referral; this is what a patient should receive
when coming to a dentist for an examination.
When anything less than a thorough examination
has been made, the patient should be told.

There is a place for a screening type of exami-
nation in the general practitioner’s office, but this
should not exclude or take the place of a more
complete examination of the mouth as it relates to
the rest of the body. As previously mentioned, a
screening type of examination may be used:

1. To indicate gross disease in broad surveys

2. To indicate the necessity for a complete and

thorough examination, in which screening of
ostensibly well patients is being undertaken

3. To allow practical extension of the interval

of time between thorough periodic health-
maintenance examinations

4. To take the place of a thorough type of ex-

amination when time, cost, and skill prevent
its use

Emergency or incomplete examination

An emergency type of examination is limited to
those procedures that obviously appear related to
the complaint of the patient. The history and ex-
amination of the complaint are initially sharply
limited to the signs and symptoms of the disease
and its causative agent. In certain instances the
problem may be broad enough in scope to tax the
ingenuity of the examiner and demand all his diag-
nostic acumen.

The simplest form of emergency examination
may consist only of the patient’s opening his
mouth and the examiner’s observing the disease,
for example, a fractured tooth. The history will
consist solely of the time of occurrence, the man-
ner in which the accident occurred, the presence or
absence of associated signs and symptoms, and
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the presence or absence of systemic disease of im-
mediate importance to therapy. The clinical exami-
nation would consist of inspecting the fracture to
determine involvement of the pulp and testing the
pulp to determine its vitality. The radiographic
examination would include periapical radiographs
to determine the possibility of root fracture, bone
fracture, and apical involvement.

This type of examination is minimal and for ob-
vious reasons cannot be utilized for a screening
or periodic health examination. For expediency
the emphasis is placed upon the evaluation of acute
and known complaints and their relief. In those
instances in which the diagnosis may not be easily
obtained, this type of examination may well serve
to provide the examiner with sufficient informa-
tion to institute treatment of the symptoms. Once
again it should be pointed out that this type of ex-
amination does not take the place of a complete
examination; and the relief of a symptom itself,
without due regard for the determination of the
cause and its eradication, cannot be considered
a logical approach to therapy. This does not mean
that the relief of symptoms does not have a place in
the practice of dentistry. All too often the location
of the offending tooth causing severe pain cannot
be immediately determined and the treatment of
the symptoms becomes of primary concern to the
dentist. In the emergency type of examination the
dentist has no routine or set pattern of procedures;
the circumstances that exist determine the trend of
the examination. The success of the emergency
examination is directly related to the ability of the
examiner to effectively utilize the basic principles
of oral diagnosis (interviewing, clinical examina-
tion, and formulation of a diagnosis).

SUMMARY

It is not our intent to list all the possible dis-
eases and their cardinal manifestations. The ob-
jectives of this book are to (1) present an outline
for the systematic collection of subjective informa-
tion pertaining to the cardinal manifestations of
disease; (2) give the actual procedure for deter-
mining the presence of cardinal manifestations of
disease; (3) show by illustrative cases how to make
a differential diagnosis; and (4) show how a clini-
cal history, examination, and diagnosis are utilized
in the practice of dentistry. The pertinent content
of preclinical sciences will be integrated with clin-
ical dentistry. No attempt will be made to incor-
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porate all the physiologic bases for disorders of
structure and psychology since such material can
be found elsewhere.

When cardinal manifestations of disease exist in
a patient, the dentist should be aware of their basic
mechanisms for the purpose of establishing a basis
for initiating further diagnostic and therapeutic
procedures. While taking the clinical history the
examiner may find that a patient has one of the
cardinal manifestations of disease, such as pain.
Before appropriate measures for its relief can be
instituted, it is necessary that he be aware of the
physiologic basis for pain and know its causes.

For example, the examiner may know that cer-
tain manifestations of pain may be related to an-
gina of effort but not know that this condition is
caused by arteriosclerosis, which in some manner
sensitizes the coronary arteries to the effects of
increased demands on the heart. The arteries react
by spasms at a time when increased myocardial
circulation is required. A spasm of the coronary
artery produces myocardial hypoxia, which causes
the pain. The examiner will have established that
the precipitating cause of the pain is effort and
in a general way is related to heart disease. How-
ever, he can in no way establish a rational basis
for treatment unless he is aware that the basic
cause of the pain is arteriosclerosis and that the
functional cause is a spasm of the coronary ar-
teries. In this particular instance the basic cause of
the pain is not treatable; however, in other in-
stances the cause of pain may be of primary con-
sideration. In this and in some other cases pain
must be treated by removal of the precipitating
cause or by treatment of the functional cause of
the disease.

Another example in which the concept involved
in the proper evaluation and treatment of disease
may be readily appreciated concerns the diagnosis
of pain associated with dysfunction of the tem-
poromandibular joint (TMJ). The examiner may
determine from the clinical history that the patient
is in distress when functional movements of the
TMJ are made. If unaware of the underlying basic
pathologic disturbances responsible for the produc-
tion of pain in the region of the joint, the examiner
may be satisfied to treat only the symptom or the
precipitating cause of the symptom. In this case
the precipitating cause would be the movement of
the jaw. Thus the treatment might be directed to-
ward palliation of pain by injection of hydrocorti-

sone or sclerosing solution into the joint or even by
surgical removal of the disk; or an attempt might
be made to treat the precipitating cause by com-
plete immobilization of the mandible through wir-
ing or reducing the function of the mandible by
Hawley retainers or splints. Such treatment im-
plies a lack of knowledge of the ultimate func-
tional cause of the pain—trauma from occlusion.
However, we are not suggesting that all pain asso-
ciated with the TMJ has this as its origin. Though
this is probably the most frequent cause of pain in
the joint, other conditions may also produce pain
in this area. These are discussed in more detail
elsewhere.

The practical approach to oral diagnosis requires
that the diagnostician utilize a systematic method
for determining the subjective manifestations of
disease. This is best initiated by the proper taking
of a case history. The facts gathered in a case his-
tory should orient the examiner’s thinking to the
basic mechanisms responsible for the symptoms
that have been elicited in the case history, and
this orientation should direct the examiner to cer-
tain areas of emphasis in the general appraisal
of the patient. This step-by-step discipline will ex-
pedite the examination and serve to gain the pa-
tient’s confidence. The use of such a procedure al-
lows the complete evaluation of all the possible
ramifications that disease may present. Even when
the procedure is reduced to a minimum for the
simplest and most obvious cases, it will assure the
examiner that some significant and latent aspect
of the patient’s complaint is not overlooked.
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