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30-year-old male who experienced a C2 level spinal cord infarction (incomplete 
SCI), resulting in quadriplegia and need for long-term inpatient management 
within ICU (UHW, Cardiff). Optimal rehabilitation required a multi-disciplinary 
approach, including dentistry. Individuals with SCI’s often experience poorer oral 
health1, as a result of barriers such as issues accessing appropriate dental 
services with professionals adequately trained to treat this cohort2,8. 

Medical History
C2 Level Spinal Cord Infarction – admitted 

November 2019.
NBM and Tracheotomy in situ.

Medications – of Dental 
Relevance

Bleeding = Apixaban, Clopidogrel
Dry Mouth = Amitriptyline, Baclofen, 

Pentazocine, Pregabalin, Zopiclone 
Rescue Medication = GTN Spray

Dental History
Registered with GDP but 

poor attendance. 
Not dentally anxious.

Social History
Lives with partner and 3 

children. 
Wheelchair user –

quadriplegia.
Capacity to consent.

Male
30 years

PCO: Urgent referral to outreach Special Care Dentistry team due to oral 
discomfort from multiple broken teeth in the maxillary arch. 

Examination: 
E/O: No swelling, lymphadenopathy or tenderness.
TMJ: No clicking, deviation or pain. Good range of movement.
I/O: Soft tissues (Buccal Mucosa, Palate, Tongue, FoM) - NAD.
Gingiva – generalised soft plaque and calculus. Poor OH. See BPE above.
Hard tissue – see ‘Figure 1’ for charting and ‘Figure 2’ for radiographs. 

1. Prevention – 1.1% Sodium Fluoride Toothpaste3, 1% 
Chlorhexidine Gel3, OHI to staff, Fluoride Varnish application3. 

2. Extraction (relieve oral discomfort) – UR7, UR6, UR5, UL7.
3. Temporisation of Caries (stabilisation) – UR4, UR3, UR1, UL2.
4. Hygiene appointments - S+P , reinforcement of OHI.
5. Review – 3/12 (based on caries risk) – treatment planning for 

permanent restorations plus referral to CDS for ongoing care.

It is important to facilitate equitable access to dental services, whether this be in primary or secondary dental care. By recognising the individual needs of this patient 
cohort, we can aid the removal of barriers to patients with spinal cord injuries in obtaining optimal oral health. We should thrive to ensure that regular preventative care 
(at least every 6 months1) and required invasive treatment for these individuals follows evidence-based guidance and is easily accessible. By enabling accessible dental 
care for this patient cohort, we are not only promoting oral health but enhancing general health and improving quality of life. 

1) BSDH. Guidelines for Oral Health Care for People with a Physical Disability. 2000. 
2) Rogers, C. Treating Patients with Spinal Cord Injuries. 2014. Dimensions of Dental Hygiene. 12(11), pp. 30-32
3) Public Health England. Delivering Better Oral Health: an evidence—based toolkit for prevention (3rd ed). 2017.
4) BSDH. Guidelines for Oral Health Care for Long-Stay Patients and Residents. 2000. 

CHALLENGES

Nutrition
- Cariogenic diet (softer and high sugar 
content). Prescribed oral supplements pose 
challenges to oral health4. 
- Increased risk of dysphagia so switch to 
thicker foodstuffs that remain in oral cavity 
for increased periods of time5. 

Access
- Mobility can be limited -
restricted to a bed or wheelchair. 
Transfer to a dental chair may not 
be appropriate/possible. 
Wheelchair accessible surgeries are 
required to permit treatment in a 
patient’s wheelchair1,2,8.
- Individuals may rely on 
ambulance transport to attend 
appointments outside their home8.

Behavioural Management
- Standard stop signal is hand raising – not 
possible in all patients with SCI. Important to 
agree on a stop signal prior to commencing 
treatment (e.g. clenching eyes shut). 

Oral Hygiene
- Dependent on degree of paralysis level of support required 
varies – ranging for dental aids needing adaption, to 
reliance on carers providing oral care1,2,8. 
- Medications (i.e. to reduce muscle spasms) induce 
Xerostomia1,2,8.

Medical Management
- Anticoagulants/antiplatelets – standard protocols (SDCEP 
guidelines) followed regarding packing and suturing post-
extraction6. 
- At risk of Autonomic 
Dysreflexia, especially SCI at T6 
or higher, whilst in the dental 
chair (due to a stimulus below 
the level of spinal cord injury 
causing acute hypertension; i.e. 
blocked catheter) – life-threatening 
condition2. 

Maintainable Dentistry
- Patients with SCI should have equitable access to 
all appropriate dental treatment options – not just 
offered XLA and prevention1. 
- Space replacement = simple dentures may be 
more appropriate than bridgework due to technical 
possibility (patient positioning), and long-term 
maintenance (ability for patient/carers to clean). 
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Figure 1 – Pre-Treatment Dental Charting; completed at initial examination.

Figure 2 – Intra-oral radiographs (Bitewings, UR8-3 PA and UL7/8 PA).

5) What is the IDDSI framework?. International Dysphagia Diet Standardisation (IDDS) Initiative. 2016.
6) SDCEP. Management of Dental Patients Taking Anticoagulants or Antiplatelet Drugs. 2015.
7) Blackmer, J. Rehabilitation medicine: 1. Autonomic Dysreflexia. 2003. Canadian Medical Association Journal. 169. pp.931-35
8) Yuen, H.K, et al.  Factors that limit access to dental care for adults with spinal cord injury. 2010. Special Care Dentist. 30(4), pp. 151-56
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