PERIODONTICS

Periodontal assessment forms

An essential element in the patient treatment plan

Murray L. Arlin, p.n.s., F.R.C.D.(C)

hen examining a patient with
significant periodontal disease,

it is essential that you utilize properly
designed charts. An accurate record
of the patient’s “baseline” periodon-
tal status is critical in order to be able
to diagnose, design a treatment plan
and monitor the patient’s condition.
Similarly, a customized chart is
required for those patients who are on
a periodontal maintenance program.
Subtle changes in the periodontium
are more quickly diagnosed when
comparing accurate periodontal mea-
surements (i.e. pockets, mobilities
etc.). Proper charts that facilitate
comparison of measurements over
many appointments are far better
than “eyeballing” the patient’s status.
It is not my suggestion that every
patient in general practice be assessed
using the forms I describe. Rather, I
do suggest all patients be carefully
screened for periodontal disease. If,
in fact, disease is diagnosed, and
proper periodontal treatment is indi-
cated, it must be preceded by thor-
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ough examination, diagnosis and
treatment planning. If the situation is
beyond the capability of the general
practitioner, referral to a periodontist
is needed.

In this article, I will discuss the
components of two periodontal
forms that I use. The first is my
“Active Chart”, used initially and
throughout active therapy. The sec-
ond is my “Periodontal Maintenance
Record”. It is not within the scope of
this particular article however, to
discuss the:

a) technique of the examination and
consultation;

b) analysis of the information gath-
ered;

c) diagnosis, prognosis, treatment
planning;

d) treatment techniques;

e) guidelines for referral; and
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f) guidelines for establishing a prop-
er maintenance program.

The components of a periodontal
assessment form suitable for patients
initially (i.e. “active chart”) include:
1) Chief Complaints (Figure 1). It is
often easy to become so involved with
the details of a complex case that we
forget to address the patient’s main
reasons for seeking treatment.

2) Medical, Dental History (Figure 1).
A detailed medical and dental history
are best documented on a separate
form. Significant findings should be
transferred onto a section of the
periodontal assessment form for easy
reference. An abbreviation of WNL
(within normal limits) that is checked
off, assures that the medical has been
done.

3) Habit History (Figure 1). Incorpo-
rate a section in your chart to make
note of any parafunctional habits
your patient has that may be of
significance. You may find it conven-
ient to use a check-list type of
format.

4) Oral Examination (Figure 2). As
with the habit history section, a
check-list format saves time and
writing. Certain abbreviations such
as WNL (within normal limits), and
M.A.G. (minimal attached gingiva)
are useful.
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2, PALATE 6. TONGUE

3. CHEEKS 7. GINGIVA
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Figure 1. Chief complaint, dental history, habit history and medical alert.
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Figure 2. Oral examination.
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