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Are you ready to help create more healthy smiles?
Since 2013, more than 4,600 Mission of Mercy volunteers provided FREE dental care in 
communities across the state - with nearly 5,000 patients receiving $4 million in FREE treatment. 

JUNE 13 - 16, 2024
DORT FINANCIAL CENTER

• FLINT, MI
June 13: Set-up

June 14 & 15: Free Dental Clinic 
June 16: Tear-down

MISSION OF MERC Y

2024 VOLUNTEER REGISTRATION
IS NOWOPEN!
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Course 
Description: 

▪ Dentists prescribe nearly 25 million courses each year. 

▪ Other health care providers have reduced antibiotic prescribing, but 
dentists continue to prescribe at rates prior to the COVID 19 
pandemic.

▪ Recent antibiotic prescribing guidelines have had little influence on 
prescribing rates, but there has been some decline in prescribing 
clindamycin. 

▪ Penicillin allergies are problematic for stewardship efforts: 
▪ Dentists may prescribe clindamycin instead (not appropriate)
▪ 10% of the patient population report penicillin allergy, yet less than 1% is 

truly allergic.
▪ The dental office provides a prime opportunity to practice “Penicillin 

allergy stewardship
▪ Goal is to use first line of antibiotics and improve patient outcomes.

▪ In this program we will discuss: 
▪ Guidelines for antibiotic prophylaxis
▪ Guidelines for treatment of dental infections
▪ Clinical tips, tools and resources for all dental team members to promote 

antibiotic stewardship in their dental practice.
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Learning 
Objectives: 

1. Review guidelines and best practices for antibiotic use in the 
dental office.

2. Identify tools and resources to support the development and 
implementation of a successful antimicrobial stewardship 
program in oral healthcare.

3. Identify how to implement chairside tools to support patients 
reporting penicillin allergies in your dental practice.

4. Discuss when to refer patients for penicillin allergy 
assessment, and practice communication with an 
interprofessional healthcare team. 

5

“Trooths” about Antibiotics: 
• Resistance is a public health concern around the world 
• Resistant bacteria may infect humans and animals 
• Resistant infections are harder to treat 
• The main cause of antibiotic resistance is antibiotic use 
• One dose of an antibiotic can result in bacteria becoming resistant 
• Resistance genes can be transferred to different bacterial species 
• Infection prevention is paramount in preventing spread of resistant 

organisms 

6
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Dental Prescribing for Antibiotics:

10%
Antibiotic 

prescriptions are 
written by dentists 

(25.7 million in 2016) 

30-85%
Dental antibiotic 
prescriptions are 
suboptimal or not 

indicated

1
Multi-

disciplinary 
guideline for 
treatment of 

dental infections 
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Appropriateness of Antibiotic Use:  

Inappropriate 

Unnecessary

Improper 
Selection 

Dosing Error 

Duration 
Error 

Appropriate 

Antibiotic 
Use:
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Undesirable Effects Associated with Antibiotic Therapy

Antibiotic-resistant infections 
(e.g., MRSA)

Hospitalization

Opportunistic infections 
(e.g., Clostridioides difficile)

Mortality 

Costs

Adverse Reactions

9

Treat infections

Increased 

hospitalizations

Weighing the Risks and Benefits of Antibiotics
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Fluent: Antibiotic Stewardship in Dentistry: 2023

T
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“The Thoughtless person playing with penicillin treatment is morally 
responsible for the death of the man who succumbs to infections 

with the penicillin-resistant organism.” 

Alexander Flemming 1947

12
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“A post-antibiotic era means, in 
effect, an end to modern 

medicine as we know it.  Things 
as common as strep throat or a 

child’s scratched knee could 
once again kill.”

Dr. Margaret Chan, WHO

13

Fluent: Antibiotic Stewardship in Dentistry: 2023
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▪ https://www.cdc.gov/media/releases/2022/s0712-Antimicrobial-
Resistance.html#:~:text=The%20report%20from%20the%20Centers,infections%20and%20deaths%20both%20increasing

15

Antibiotic prescriptions by general dentists remained steady while 
prescriptions by all prescribers decreased
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https://www.cdc.gov/media/releases/2022/s0712-Antimicrobial-Resistance.html
https://www.cdc.gov/media/releases/2022/s0712-Antimicrobial-Resistance.html
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• Roughly 10% of all outpatient antibiotics are 
prescribed by dentists.
• Prescribed 25 million courses of antibiotics 

in 2018.
• 201 antibiotic prescriptions per dentist
• Significant regional variability.
• High percentage of prescriptions are for 

prophylaxis.

Antibiotic Prescribing Among Dentists:

Roberts RM, et al. J Am Dent Assoc. 2017 March ; 148(3): 172–178
https://www.pewtrusts.org/en/research-and-analysis/fact-sheets/2020/10/outpatient-antibiotic-prescribing-
varied-across-the-united-states-in-2018 

17

Antibiotic 
Prescribing in 
Dentistry 

§ *The three highest prescribed types of antibiotics make up about 90% 
of all dental prescriptions

§ *Some agents prescribed are not indicated in dentistry
Roberts, R., Bartoces, M., Thompson, S. and Hicks, L. (2017). Antibiotic prescribing by general dentists in the United 
States, 2013. The Journal of the American Dental Association, 148(3), pp.172-178.e1.

Wait!  Why are 
dentist prescribing 

urinary anti-
infective agents?? 

18
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Reasons for Over-prescribing: 

▪ Patient expectations

▪ Pressure by providers

▪ Lack of familiarity/adherence with guidelines

▪ Diagnostic uncertainty 

▪ Provider shortage

▪ Poor patient follow-up

▪ Free antibiotic programs 

▪ Fear of litigation or missing something 

19

Each year, there are more than 2.2 million ED visits for dental-related conditions, 
accounting for 1.6% of all ED visits. 65% result in antibiotic prescription. 

Roberts RM et al.  Antibiotic Prescriptions Associated with Dental-Related Emergency Department Visits. 
Ann Emerg Medicine 2019 Jul;74(1):45-49.

Amox  
21%

Amox-
Clav
4%

PCN
40%

Ceph
6%

Clinda
29%

Antibiotic Prescribing for Dental Conditions in the 
Emergency Department

20
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ADA 
Commitment to 

Global AMR 
Challenge: 

© 2019 American Dental Association, All Rights Reserved

Clinical Insight: Antibiotic Stewardship for Endodontic Infections 
The key to successfully managing an infection of endodontic origin is through proper root canal 
debridement accompanied by disinfection and abscess drainage when swelling is present. Here are 
three reasons, in immunocompetent adults, to reserve systemic antibiotics to pulp necrosis associated 
with acute apical abscess and systemic involvement:

 Usually necrotic tissue ceases to receive blood supply, therefore systemic antibiotics may not reach 
the site of infection: thus the importance of debridement and drainage.

 Frequent, and unnecessary antibiotic use have been shown to increase multidrug-resistant 
organisms that affects 2 million people yearly and results in 23,000 deaths. 

 Long term antibiotic use is associated with adverse drug reactions; in particular, 
Clindamycin can cause Clostridium difficile infection, which affects 453,000 people yearly and 
results in 29,000 deaths per Center for Disease Control and Prevention. 

Segura-Egea JJ, et al. Int Dent J 2017;67(4):197-205, Durkin DJ, et al. JADA 2017;148(12):878-886, Elkareh, J. (2018) ADA Dental Drug Handbook: a Quick Reference 
Chapter 2. Antibiotics. Chicago, IL: ADA. 

.

This question allowed for multiple answers

ACE Panel Report
Antibiotic Use in Endodontic Infections
. Survey Results Data reflect the responses of 391 ACE Panel member dentists in the United States.

Prescribed antibiotics in adult population
49% Amoxicillin 500 mg, three times a day,

for 3 to 7 days
27%    Penicillin VK 500 mg, four times a day, 

for 5 to 7 days
11%    Amoxicillin - clavunate 875/125 mg, twice a day, 

for 3 to 7 days
7%     Other amoxicillin regimens with a different dose,

frequency or duration

ace@ada.org

ADA Clinical Evaluator (ACE) Panel Report content is for informational purposes only, is neither intended to nor does it establish a standard of care or the 
official policy or position of the ADA, and is not a substitute for professional judgment, advice, diagnosis, or treatment. 

Current Antibiotic Prescribing Patterns 
Compared to 5 Years Ago

Prescribed in adults allergic to penicillin
63% Clindamycin 600 mg day 1, then 300 mg 

four times a day, for 3 to 7 days (see below)
14%    Azithromycin 500 mg on day 1, then 250 mg 

daily on days 2 to 5
9%  Cephalexin 500 mg, four times a day, 

for 7 days
9%     Other clindamycin regimens with a different dose,

frequency or duration

The most common conditions for which 
respondents are most likely to prescribe 
antibiotics in immunocompetent adults

for pulp necrosis with symptomatic acute 
apical abscess and systemic involvement

for pulp necrosis with localized acute 
apical abscess

for pulp necrosis with symptomatic apical 
periodontitis

for symptomatic irreversible pulpitis with 
symptomatic apical periodontitis

for symptomatic irreversible pulpitis

36%

29%

11%

96%

53%

43% Similar51% Decreased

2% Increased4% Unable to prescribe

▪ Creating and disseminating guidance to help clinicians 
appropriately prescribe antibiotics for dental pain and swelling

▪ Publishing a survey of current antibiotic prescribing practices 
among dentists to demonstrate need for such guidance

21

CDC and OSAP:
Working Together to 

Improve Dental 
Antibiotic 

Prescribing
▪ CDC funding OSAP 
▪ Develop new communication materials and 

website content on appropriate antibiotic use
▪ Disseminate antibiotic stewardship 

resources, tools, and clinical practice 
guidelines

22
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Overview of 
National 

Prescribing 
Guidelines

23

Agencies that Impact 
Antibiotic Prescribing in 

Dentistry: 

24
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“DCDT”: 
Definitive 

Conservative 
Dental Treatment • Accepted standard for treating pulpal and periapical 

conditions
o Pulpectomy
o Pulpotomy
o Non-surgical root canal
o Incision and drainage of abscess 

25

“Invasive 
Dental 

Procedure”
▪ “All dental procedures that involve 
manipulation of gingival tissue or the periapical 
region of teeth or perforation of the oral 
mucosa”. 

American Dental Association 

26



4/3/24

14

Invasive Procedures                   Non-Invasive Procedures
• SRP

• Initial placement of ortho bands
• Extractions *
• Restorations with band or cord placement 
• I&D

• Implant placement * 
• Pulpal therapies
• Perio surgeries *

*with or w/o bone graft

• Exam

• Radiographs
• Application of preventive materials
• Simple restorations 
• Orthodontic band 

placement/adjustment

https://www.bmj.com/content/358/bmj.j3776/related#datasupp 

27

Evidence-Based Dentistry (EBD): 
• Integration of best available evidence with clinical expertise and patient's 

needs and preferences

Dentists 
Expertise

Patient 
Needs & 

Preferences 
Scientific 
Evidence

EBD

28
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ADA Guidelines Address: 
• Urgent management of  target conditions: 

• Symptomatic irreversible pulpitis with /without symptomatic apical periodontitis 
• Pulp necrosis and symptomatic apical periodontitis 
• Pulp necrosis and localized acute apical abscess 

• Immunocompetent adult patients (18 years +), with the 
target conditions, without additional comorbidities. 

• Patients with or without access to immediate, definitive, 
conservative (tooth preserving) dental treatment (DCDT)

• Lockhart PB et al. JADA;2019;150:906-921

29

OLD 
Paradigms: 

Prescribe just in case

Antibiotics will cure you

Take Rx immediately

Narcotics are needed for pain

10-day duration of therapy 

30
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NEW 
Paradigms:
Reflected in 
Guidelines  

Prescribe only when necessary

Definitive care will cure you

Take Rx when symptoms worsen (in certain 
situations)

Control pain with OTC medications 

Discontinue Abx 24-48 hours after resolution of symptoms 

31

DCDT is immediately available DCDT is NOT immediately available

Two Chairside 
Guides:

Introducing 
Two 

Chairside 
Guides

Note: 

32
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Note: Duration of Therapy

33

Fluent: Antibiotic Stewardship in Dentistry: 2023

Summary of Guidelines:
Patients with Dental Pain and Swelling

34
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Summary of Guidelines:
ADA Antibiotic Recommendations 

https://www.cdc.gov/antibiotic-use/pdfs/ADA-treatment-guidelines-508.pdf

35

Summary of Guidelines:
ADA Antibiotic Recommendations 

https://www.cdc.gov/antibiotic-use/pdfs/ADA-treatment-guidelines-508.pdf

Note Fine 

Prin
t

36
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Situation Antibiotic Regimen Comments

Without a history of 
anaphylaxis, 
angioedema, or 
hives with penicillin, 
ampicillin or 
amoxicillin

Cephalexin (500 milligrams, 
QID x 3 - 7d)

In settings where definitive treatment 
is delayed, failure of first line therapy 
or in the case of a systemic infection, 
add metronidazole (500 milligrams, 
three times a day, 7d). 

With a history of 
anaphylaxis, 
angioedema, or 
hives with penicillin, 
ampicillin or 
amoxicillin

Azithromycin (loading dose of 
500 milligrams on day 1, 
followed by 250 milligrams 
once daily on days 2-4) OR

Clindamycin (300 milligrams, 
QID x 3-7d) 

Due to concerns about antibiotic 
resistance, patients who receive 
azithromycin should be instructed to 
closely monitor their symptoms and 
call a dentist or primary care provider 
if their infection worsens while on 
therapy
Due to concerns about the high risk of 
C. difficile infection, patients should 
be instructed to call their primary 
care provider if they develop fever, 
abdominal cramping, or ≥3 loose 
bowel movements per day 

From the 2019 
ADA guidelines 
Regarding 
Penicillin 
Allergies: 

Fluent: Antibiotic Stewardship in Dentistry: 2023

Fine Print 

37

Recommendations 
for Pediatric 

Dentistry

▪ Prevention of disease emphasized 

▪ Prescribe only when needed, and as adjunct to DCDT

▪ Selection based upon:
▪ Properties of agent
▪ Previous antibiotic use

▪ Patient considerations

▪ Minimal duration is 5 days beyond substantial improvement 
▪ Typical 5-7 days course of  treatment 

▪ Improved healing of wound

▪ Reduction of erythema/swelling

▪ Reduction of signs/symptoms

▪ Early discontinuation is supported 

▪ Culture indicated in non-responsive cases

▪ Allergy testing recommended to confirm PCN allergy status

GENERAL:

American Academy of Pediatric Dentistry: Use of Antibiotic Therapy for Pediatric Dental Patients. The Reference Manual of 
Pediatric Dentistry. Chicago, ILL: American Academy of Pediatric Dentistry; 2022: 495-9

38



4/3/24

20

American Academy of Pediatric Dentistry: Use of Antibiotic Therapy for Pediatric Dental Patients. The Reference Manual 
of Pediatric Dentistry. Chicago, ILL: American Academy of Pediatric Dentistry; 2022: 495-9

Type of Wound Appearance of Wound Recommendations 

Facial lacerations/puncture wounds May require topical antibiotic 
agents 

Clean Does not appear contaminated by 
extrinsic bacteria or debris 

Antibiotics generally not indicated

Potentially Contaminated Contaminants: 
Extrinsic bacteria, debris 
(Dirt, soil, gravel, foreign body)
Open fracture 
Joint injury 

If appears to be contaminated, 
manage by systemic antibiotics
Administer ASAP Contaminated/dirty 

Recommendations for Pediatric Dentistry: Oral Wounds 

39

Switching Gears: 
Antibiotic Prophylaxis for Prevention of: 

• Infective Endocarditis
• Prosthetic Joint 

Infection 
• Infection after implant 

placement

40
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Antibiotic 
Prophylaxis for 
Prevention of 
Infective 
Endocarditis:

https://www.ada.org/en/member-center/oral-health-topics/antibiotic-prophylaxis
Lockhart PB et al. JADA 2020;151(10)770-81
Wilson WR et al. Circulation 2021;143;e963-e978

Current guidelines support premedication for a 
relatively small subset of patients to prevent 

Infective Endocarditis

41

Cardiac Conditions At Highest Risk of Endocarditis:

Prosthetic  Cardiac Valve 
or

Prosthetic Material Used for 
Valve Repair

Previous Infective 
Endocarditis

Cardiac Transplants 
Recipients That 

Develop Valvulopathy 

Congenital Heart Disease (CHD)

a. Unrepaired cyanotic CHD, 
including palliative shunts and 
conduits

b. Repaired CHD defect with 
prosthetic material during first 6 
months after procedure

c. Repaired CHD with residual 
defects

https://www.ada.org/en/member-center/oral-health-topics/antibiotic-prophylaxis
Lockhart PB et al. JADA 2020;151(10)770-81 Wilson WR et al. Circulation 2021;143;e963-e978

42
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Evolution of Dental Antibiotic Prophylaxis in 
Patients With Prosthetic Joints:

2003

ADA & AAOS: 
For 2 years after joint 
replacement

2009

AAOS: 
Indefinitely after joint 
replacement

2012

ADA & AAOS: 
Prophylactic recommendation 
unclear

2015

ADA: 
Prophylaxis NOT generally 
recommended

2016

AAOS: 
Appropriate use criteria aligns 
with ADA; Clindamycin removed

43

Where We Stand Today! 

2024

ADA: 
Prophylaxis NOT generally 
recommended

2024

AAOS: 
Appropriate use criteria aligns 
with ADA; Clindamycin removed

44
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Is pre-medication 
indicated for the 

placement of implants? 

45

Khouja, Tumader & Kennedy, Erinne & Suda, Katie. (2023). Antibiotic Prophylaxis for Tooth Extractions and Dental 
Implants, A Narrative Review. Current Infectious Disease Reports. 25. 1-13. 10.1007/s11908-023-00802-y. 

Antibiotic Prophylaxis for Tooth Extractions and Dental 
Implants: A Narrative Review

Use Antibiotic Prophylaxis Antibiotic Prophylaxis NOT 
Recommended 

Simple Extraction X

Complex Extraction including 3rd

molars
X

Simple implant X

Complex Implants with bone 
augmentation 

X

* Pre-procedure antibiotics ONLY; Amoxicillin 2 gm

46
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Retrospective analysis of 404 veterans who received or did not receive an 
antibiotic were compared for the occurrence of “post-extraction infection”.

There was no difference in the frequency of post extraction oral infection 
identified among patients who did (4.5%) and did not receive (3.2%) 

antibiotics
(4.5% vs 3.2%; P = .59)

Infection Control & Hospital Epidemiology (2021), 1–6.

47

Antibiotics Regimens for 
Antibiotic Prophylaxis: 

Wilson WR et al. Circulation 2021;143;e963-e978 

Notes:
• Single Dose 30-60 minutes before 

procedure
• Clindamycin no longer recommended 
• IM: Intramuscular
• IV: Intravenous
• Cephalosporins should not be used with 

history of anaphylaxis, angioedema, or 
urticarial with penicillin or ampicillin 

48
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Special Circumstances: 

“Antibiotics may be administered 
up to 2 hours after the procedure”

2007 AHA Guidelines

What if my patient forgets to take 
their pre-medication?

49

Special Circumstances:

“A drug should be selected from a 
different class; 

for example, a patient already taking 
oral penicillin for other purposes may 
likely have in their oral cavity viridans 
group streptococci that are relatively 

resistant to beta-lactams”

2007 AHA Guidelines

What if my patient is already taking an 
antibiotic, AND requires pre-med?  

50
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Steps to Stewardship in 
YOUR Dental Office

51

Outpatient Antimicrobial Stewardship

• Antimicrobial stewardship is the effort to:
• Measure antibiotic prescribing; 
• Improve antibiotic prescribing by clinicians 
and use by patients so that antibiotics are 
only prescribed and used when needed; 

• Minimize misdiagnoses or delayed diagnoses 
leading to underuse of antibiotics; and 

• Ensure that the right drug, dose, and 
duration are selected when an antibiotic is 
needed.

Sanchez, G.V., Fleming-Dutra, K.E., Roberts, R.M., 
Hicks, L.A. Core Elements of Outpatient Antibiotic 
Stewardship. MMWR Recomm Rep 2016;65(No. 
RR-6):1–12.

52
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Challenges in 
Implementing 

CDC
Core Elements 

in Dentistry

CDC Core Elements

Sanchez, G.V., Fleming-Dutra, K.E., Roberts, R.M., Hicks, L.A. Core Elements of 
Outpatient Antibiotic Stewardship. MMWR Recomm Rep 2016;65(No. RR-6):1–12.

53

Step 1: Make a 
Commitment

▪ Demonstrate dedication to 
and accountability for 
optimizing antibiotic 
prescribing and patient safety

54
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Step 1: Make a Commitment
o During an office-wide lunch-and-learn:
o View and discuss “Antibiotic Stewardship in the Dental Office”
o Identify a team member to be your “stewardship champion.”

o Print custom posters for your office, one for each operatory and 
waiting area and hang up as a team

o Update office website, send out a newsletter to patients, or use 
social media

o Include stewardship expectations and evaluation measures in job 
descriptions.

55
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Step 2: Action for 
Policy & Practice

▪ Implement at least one policy or 
practice to improve antibiotic 
prescribing, assess whether it is 
working and modify as needed

56
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Step 2: Act  

Dental 
Antibiotic 

Stewardship

No 
Clindamycin

Use shared 
decision making

Practice penicillin 
allergy 

stewardship
Reduce duration 

of therapy

Implement 
guidelines

57

Update on Prophylaxis in PJI 
▪ Dental procedures pose no greater risk 

for systemic bacteremia than activities of 
daily living, such as brushing your teeth 
or eating. 

▪ The use of antibiotic prophylaxis is 
generally not recommended. 

▪ The use of antibiotic prophylaxis poses 
unnecessary risk of adverse drug 
reactions and/or antibiotic resistance.

▪ Recommendations for antibiotic 
prophylaxis should be considered 
individually in each patient, depending 
on their medical history.

https://www.mi-marr.org/dental-resources/index.php

58
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Editable Letter 
Template 

Given the evolution of prophylaxis guidelines by 
the American Dental Association (ADA) and 
American Academy of Orthopaedic Surgeons 
(AAOS), the AAOS Appropriate Use Criteria 
(AAOS AUC)1, and recent scientific evidence 
suggesting no benefit of antibiotic prophylaxis 
2,3,, we have discussed with the patient their 
antibiotic prophylaxis regimen. The evidence 
suggests that the risk of antibiotic prophylaxis 
outweighs the benefits for this patient. 

https://www.mi-marr.org/dental-resources/index.php

59

Doxycycline was selected as the reference because it does not alter susceptibility to C. 
difficile in animals and has not been associated with risk for CDI in prior retrospective studies

Zhang J. et al AAC December 2022 Volume 66 Issue 12

One dose of clindamycin has an equivalent risk of C. diff diarrhea compared
with a prolonged course of other antibiotics!

Why have AAOS and AHA removed clindamycin from their guidelines? 

60
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https://peggyfoundation.org/c-diff-stories/all-stories/

Many Case Reports of CDI in Dental 
Patients Receiving Clindamycin (and 
other antibiotics)

Peggy died 8 days after her 
first dose of clindamycin!

61

Addressing C. diff in the 
Dental Office

• Prescribe per ADA, AAOS & AHA guidelines

• Practice ”penicillin allergy stewardship”

• ALWAYS inquire about C diff history when prescribing antibiotics as patients with prior history 
are at increased risk of recurrence

• Consider patients’ comorbidities/risk factor,  especially when prescribing clindamycin

• Prescribe the shortest duration of therapy appropriate for the indication

• Advise patients to discontinue antibiotics at first sign of diarrhea and refer to MD 
• DO NOT recommend Imodium (Loperamide)

62

https://peggyfoundation.org/c-diff-stories/all-stories/
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People who are labeled “Penicillin Allergic” are more likely 
to receive second-line antibiotics resulting in:

• Treatment failure
• Adverse drug events

• Clostridiodes difficile diarrhea
• Antibiotic resistance e.g., MRSA
• Mortality
• Surgical site infection

Samarakoon U et al. Ann Allergy Asthma Immunol. 2022 Dec 20;S1081-1206(22)02006-3
Zhang J. Antimicrob Agents Chemother 2022 66(12):
Deshpande A, J Antimicrob Chemother. 2013 Sep;68(9):1951-61
Roistacher DM, Heller JA, Ferraro NF, August M. J Oral Maxillofac Surg. 2022 Jan;80(1):93-100

Surgical site infections after Oral and Maxillofacial Surgery

63

How to: Penicillin Allergy Stewardship in the Dental Office

Confirm concordant electronic health records

Medical referral using PARTI

Follow ADA/AAOS/AHA  guidelines for prescribing 

Screen patients with self-reported penicillin allergy using PAAT and/or PEN-FAST

64
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Penicillin Allergy Assessment Tool (PAAT) for the Dental Office

65

Penicillin Allergy 
Assessment Tool 

(PAAT)

66
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PEN-FAST Validation Tool to Identify Low-Risk 
Penicillin Allergies

F = Five or less years since the reaction occurred.
A = Anaphylaxis or angioedema.
S = Severe cutaneous reaction.
T = Treatment required secondary to reaction.
• F, A, S are worth two points
• T is worth one point.
• A score of less than 3 is associated with a low-

risk patient, who can safely be re-challenged

Trubiano JA, Vogrin S, Chua KYL et al. Development and Validation of a Penicillin Allergy Clinical Decision Rule. 
JAMA Internal Med. JAMA Intern Med 2020;180[5]:745-752

67

If first-line treatment fails, broaden antibiotic 
therapy to complement with oral metronidazole 

(500 mg, 3 times per d, 7 d) or discontinue first-
line treatment and prescribe oral amoxicillin and 
clavulanate (500/125 mg, 3 times per d, 7 d)9

Oral penicillin V potassium  
(500 mg, 4 times per d, 3-7 d)9

If first-line treatment fails, broaden antibiotic  
therapy to complement with oral metronidazole  

(500 mg, 3 times per d, 7 d)9

Pain only

Immunocompetent2 adult patient seeks treatment in a dental setting with an urgent pulpal or periapical 
condition and definitive, conservative dental treatment (DCDT)1 is not immediately available

Pain and swelling

No

No

Yes

Yes
If not feasible7

Evidence-Based Clinical Practice Guideline on Antibiotic Use for the Urgent Management of Pulpal- and 
Periapical-Related Dental Pain and Intraoral Swelling: A Report from the American Dental Association

Is the pulp vital or necrotic?

No antibiotics and refer 
patient for DCDT1,4,5,6

Yes antibiotics and refer 
patient for DCDT 1,4

Does the patient have a penicillin allergy?

Symptomatic  
irreversible pulpitis 

with or without 
symptomatic apical  

periodontitis3

Pulp necrosis and localized acute 
apical abscess with or without 

systemic involvement3

Oral cephalexin  
(500 mg,  

4 times per d, 
3-7 d)9

Oral azithromycin (loading dose  
of 500 mg on day 1, followed  

by 250 mg for an additional 4 d)  
or oral clindamycin (300 mg,  

4 times per d, 3-7 d)9

Does the patient have a history of anaphylaxis,  
angioedema, or hives with penicillin, ampicillin,  

or amoxicillin?

Oral amoxicillin (500 mg,  
3 times per d, 3-7 d)9

Pulp necrosis and  
symptomatic apical  

periodontitis3

Vital Necrotic

Does the patient have pain or swelling?

See footnotes on opposite side.

If Patient has NOT Experienced  
IgE-Mediated Reaction: 
Cephalexin (Keflex) is 
recommended since the risk of 
cross-reactivity between 
cephalosporins and penicillins
occurs in 2%  (previously 
reported as 8%)

If Patient HAS Experienced IgE-
MEDIATED Reaction: 
Azithromycin (Z-Pak) is preferred 
over clindamycin

Reminder: Augmentin =  amoxicillin + clavulanate 
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Alternatives in Patients with Anaphylaxis to Penicillin (per ADA 2019 
guidelines)
Azithromycin
• Z-pak = Loading dose 

500mg then 250 mg x 5 
days

• Monitor for:
• Antibiotic resistance
• QTc prolongation & 

arrhythmias 

Clindamycin
• 300 mg QID for 3-7 days
• “Patients should be 

instructed to call their 
primary care provider if 
they develop fever, 
abdominal cramping, or 3 
loose bowel movements 
per day”.
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Penicillin Allergy 
Reassessment For Treatment 

Improvement Tool
(PARTI) 

Download @ www.mi-marr.org & print 2 cards per 8.5 x 11 sheet

May be printed on #10 envelope
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http://www.mi-marr.org/
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Step 3: Tracking 
and Reporting

▪ Monitor antibiotic prescribing 
practices and offer regular 
feedback to clinicians, or have 
clinicians assess their own 
antibiotic prescribing practices 
themselves

71

71

Step 3: Track and Report

Review a sample of your own patient cases per quarter where you 
prescribe antibiotics to evaluate your prescribing patterns.
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Tracking Antimicrobial Use in Dental Practices: The Collaboration to 
Harmonize Antimicrobial Registry Measures (CHARM)

•Currently have data from 42 dental providers.
•Collaborating with OSAP & MARR to improve diagnosis/use coding
•Actively recruiting dental clinics **FREE to participate**

73

Michael E. Klepser, PharmD, FCCP, FIDP
Professor

Ferris State University College of Pharmacy

Senior Director, Collaboration to Harmonize 
Antimicrobial Registry Measures (CHARM)

25 Michigan Ave, Suite 7000
Grand Rapids, MI 49503

Email: michaelklepser@ferris.edu
Webpage: https://www.ferris.edu/charm.htm

Collaboration to Harmonize 
Antimicrobial Registry 

Measures (CHARM)
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Step 4: Education 
and Expertise

▪ Provide educational resources to 
clinicians and patients on 
antibiotic prescribing, and ensure 
access to needed expertise on 
optimizing antibiotic prescribing

75

75

• Delayed prescribing
• Short duration
• Early discontinuation (& proper disposal of leftover antibiotics)

• Know risk and history of C. diff
• Limited indication for prophylaxis

Step 4: Educate the ENTIRE Dental Team & Patients

Despite being used in management of patients with 
respiratory tract infections, many concepts are foreign to 

both patients and providers!

New(er) to the dental office: 
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Delayed Antibiotic Prescribing 
Patients with pain only where DCDT not immediately available

77

Pads of 25 sheets available @ mi-marr.org 

Delayed Antibiotic Prescribing 
Patients with pain only where DCDT is not immediately available

78
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If first-line treatment fails, broaden antibiotic 
therapy to complement with oral metronidazole 

(500 mg, 3 times per d, 7 d) or discontinue first-
line treatment and prescribe oral amoxicillin and 
clavulanate (500/125 mg, 3 times per d, 7 d)6

Oral penicillin V potassium  
(500 mg, 4 times per d, 3-7 d)6

If first-line treatment fails, broaden antibiotic therapy to 
complement with oral metronidazole (500 mg, 3 times  

per d, 7 d)6

Pain only

Immunocompetent2 adult patient seeks treatment in a dental setting with an urgent pulpal or periapical  
condition and definitive, conservative dental treatment (DCDT)1 is immediately available

Pain and swelling

No

No

No

Yes

Yes

Yes

If not feasible 4

Evidence-Based Clinical Practice Guideline on Antibiotic Use for the Urgent Management of Pulpal- and 
Periapical-Related Dental Pain and Intraoral Swelling: A Report from the American Dental Association

Is the pulp vital or necrotic?

No antibiotics as  
adjuncts to DCDT1

Does the patient have  
systemic involvement?3

Yes antibiotics as  
adjuncts to DCDT1

Does the patient have a penicillin allergy?

Symptomatic  
irreversible pulpitis 

with or without 
symptomatic apical  

periodontitis3

Pulp necrosis and localized  
acute apical abscess3

Oral cephalexin  
(500 mg,  

4 times per d, 
3-7 d)6

Oral azithromycin (loading dose  
of 500 mg on day 1, followed by 

250 mg for an additional 4 d)  
or oral clindamycin (300 mg,  

4 times per d, 3-7 d)6

Does the patient have a history of anaphylaxis, angioedema, 
or hives with penicillin, ampicillin, or amoxicillin?

Oral amoxicillin (500 mg,  
3 times per day, 3-7 d)6

Pulp necrosis and  
symptomatic apical  

periodontitis3

Vital Necrotic

Does the patient have pain or swelling?

See footnotes on opposite side.

If first-line treatment fails, broaden antibiotic 
therapy to complement with oral metronidazole 

(500 mg, 3 times per d, 7 d) or discontinue first-
line treatment and prescribe oral amoxicillin and 
clavulanate (500/125 mg, 3 times per d, 7 d)9

Oral penicillin V potassium  
(500 mg, 4 times per d, 3-7 d)9

If first-line treatment fails, broaden antibiotic  
therapy to complement with oral metronidazole  

(500 mg, 3 times per d, 7 d)9

Pain only

Immunocompetent2 adult patient seeks treatment in a dental setting with an urgent pulpal or periapical 
condition and definitive, conservative dental treatment (DCDT)1 is not immediately available

Pain and swelling

No

No

Yes

Yes
If not feasible7

Evidence-Based Clinical Practice Guideline on Antibiotic Use for the Urgent Management of Pulpal- and 
Periapical-Related Dental Pain and Intraoral Swelling: A Report from the American Dental Association

Is the pulp vital or necrotic?

No antibiotics and refer 
patient for DCDT1,4,5,6

Yes antibiotics and refer 
patient for DCDT 1,4

Does the patient have a penicillin allergy?

Symptomatic  
irreversible pulpitis 

with or without 
symptomatic apical  

periodontitis3

Pulp necrosis and localized acute 
apical abscess with or without 

systemic involvement3

Oral cephalexin  
(500 mg,  

4 times per d, 
3-7 d)9

Oral azithromycin (loading dose  
of 500 mg on day 1, followed  

by 250 mg for an additional 4 d)  
or oral clindamycin (300 mg,  

4 times per d, 3-7 d)9

Does the patient have a history of anaphylaxis,  
angioedema, or hives with penicillin, ampicillin,  

or amoxicillin?

Oral amoxicillin (500 mg,  
3 times per d, 3-7 d)9

Pulp necrosis and  
symptomatic apical  

periodontitis3

Vital Necrotic

Does the patient have pain or swelling?

See footnotes on opposite side.

Antibiotic Duration:  Short-Course

79

Antibiotic Duration: Early Discontinuation

1  Definitive, conservative dental treatment refers to pulpotomy, pulpectomy, nonsurgical root canal treatment, or incision for drainage of abscess. Extractions are not within the scope 
of this guideline. Only clinicians who are authorized or trained to perform the specified treatments should do so. 

2  Immunocompetent is defined as the ability of the body to mount an appropriate immune response to an infection. Immunocompromised patients do not meet the criteria for this 
recommendation, and they can include, but are not limited to, patients with HIV with an AIDS-defining opportunistic illness, cancer, organ or stem cell transplants, and autoimmune 
conditions on immunosuppressive drugs.

3  For a description of the target pulpal and periapical conditions, refer to the associated clinical practice guideline.
4  Although the expert panel recommends both amoxicillin and penicillin V potassium as first-line treatments, amoxicillin is preferred over penicillin V potassium because it is more effective 

against various gram-negative anaerobes and is associated with lower incidence of gastrointestinal adverse effects.
5  Refer to the opposite side of this chairside guide and the associated clinical practice guideline for additional considerations when choosing the appropriate antibiotic for your patient. An 

antibiotic with a similar spectrum of activity to those recommended above can be continued if the antibiotic was initiated before the patient sought treatment. As with any antibiotic use, the 
patient should be informed about symptoms that may indicate lack of antibiotic efficacy and adverse drug events.

6  Clinicians should reevaluate patient within 3 d (for example, in-person visit or phone call). Dentists should instruct patient to discontinue antibiotics 24 h after patient’s symptoms 
resolve, irrespective of reevaluation after 3 d.

7  Urgent evaluation will most likely be conducted in an urgent care setting or an emergency department.

Evidence-Based Clinical Practice Guideline on Antibiotic Use for the Urgent 
Management of Pulpal- and Periapical-Related Dental Pain and Intraoral 
Swelling: A Report from the American Dental Association

Expert Panel Recommendations and Good Practice Statement

Certainty
of the 
Evidence

Strength of 
Recommendation

The expert panel suggests dentists do not prescribe oral systemic antibiotics as an adjunct to definitive, 
conservative dental treatment1 for immunocompetent2 adults with symptomatic irreversible pulpitis3

with or without symptomatic apical periodontitis.3

Very Low Conditional

The expert panel recommends dentists do not prescribe oral systemic antibiotics as an adjunct to definitive, 
conservative dental treatment1 for immunocompetent2 adults with pulp necrosis and symptomatic apical 
periodontitis3 or localized acute apical abscess.3

Very Low Strong

Good practice statement: The expert panel suggests dentists perform urgent, definitive, conservative dental treatment1 in conjunction with 
prescribing oral amoxicillin (500 mg, 3 times per day, 3–7 d) or oral penicillin V potassium (500 mg, 4 times per day, 3–7 d)4, 5, 6 for immunocompetent2

adults with pulp necrosis and acute apical abscess with systemic involvement.3 If the clinical condition worsens or if there is concern for deeper space 
infection or immediate threat to life, refer for urgent evaluation.7

Summary of clinical recommendations for urgent situations in dental settings where definitive, conservative dental treatment1

is immediately available

Copyright ©2019 American Dental Association. All rights reserved. Adapted with permission. The clinical pathway (on opposite side) should be used in consultation with your patients. For additional 
resources, including the guideline’s full text and resources to navigate patient conversations, visit ADA.org/antibiotics. This chairside guide may be used, copied, and distributed for noncommercial 
purposes without obtaining prior approval from the ADA. Any other use, copying, or distribution, whether in printed or electronic format, is strictly prohibited without the prior written consent of 
the ADA.

 High

 Moderate

 Low

 Very Low

GRADE Certainty of the Evidence GRADE Interpretation of Strength of Recommendations
Implications Strong Recommendations Conditional Recommendations
For 
Patients

Most individuals in this situation would 
want the recommended course of action 
and only a small proportion would not.

The majority of individuals in this situation would 
want the suggested course of action, but many 
would not.

For 
Clinicians

Most individuals should receive the 
intervention.

Recognize that different choices will be appropri-
ate for individual patients and that you must help 
each patient arrive at a management decision 
consistent with his or her values and preferences. 

For Policy 
Makers

The recommendation can be adapted 
as policy in most situations.

Policy making will require substantial debate and 
involvement of various stakeholders.

We are moderately confident 
in the effect estimate. The true 
effect is likely to be close to 
the estimate of the effect.

Our confidence in the effect 
estimate is limited.

We have very little confidence 
in the effect estimate.

We are very confident that the 
true effect lies close to that of 
the estimate of the effect.
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Dispose of them safely here!
GOT OLD ANTIBIOTICS?

What can I do to use antibiotics safely?

Why should I dispose of old antibiotics safely?
∙  Use of antibiotics when you don’t need them can
   cause harm, such as:
 º Side effects
 º Antibiotic resistance

∙  Improper disposal can cause problems, such as:
 º Accidental ingestion
 º Water pollution

•  Only use antibiotics as directed by your prescriber
 º Never save antibiotics for future use
 º Never share antibiotics with another person

You can turn in your unused or expired antibiotics for safe disposal here

How do I dispose of my old antibiotics?

Additional questions about the safe use and disposal of antibiotics? 
Talk with your pharmacist!

Local Pharmacy
123 Main Street
ANYWON, USA 12345

NO 0098765-01234
NIK SMITH
456 MAIN STREET ANYTOWN, US 12345

TAKE ONE CAPSULE B Y
TIMES DAILY FOR 10 D

PHARMACILYN 300M G
USE BEFORE 01/02/19

1. Collect your unused, 
expired, or unwanted 
antibiotic tablets,
capsules, and liquids.

2. Cross out or remove
personal information
on the container.

3. Bring your unwanted
antibiotics to our 
pharmacy for disposal.

Pharmacy 
Waste

Antibiotics flushed down the 
toilet end up in water supply
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Step 4: Educate the ENTIRE Dental Team 

82
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CDC and OSAP:
Working Together 
to Improve Dental 
Antibiotic 
Prescribing

•CDC funding OSAP through a cooperative 
agreement

oUpdate and develop new communication 
materials and website content on 
appropriate antibiotic use

oDisseminate antibiotic stewardship 
resources, tools, and clinical practice 
guidelines

83

2024 OSAP Antibiotic Stewardship Summit

• Registration for on-demand recordings is FREE!

• Up to 6.50 hours of content worth ADA CERP CE credits 
through February 28, 2027.

• Each recording comes with access to the PowerPoint and 
any other materials the speaker may have provided.

• Available any time from the comfort of your home, office, or 
on the go.

84
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Step 4: Educate Dental Patients

85

Summary – Stewardship in YOUR Dental Office

▪ Start with something simple – the low hanging fruit
▪ Develop written office policy on antibiotic prescribing, incorporating key elements 

from ADA, AHA & AAOS guidelines
▪ Move from “just-in-case” to “when absolutely necessary
▪ Establish shorter durations of therapy
▪ Incorporate early discontinuation

▪ Educate the entire dental team & the patient
▪ Provide support for clinical decision making

§ Maintain list of consultants (eg. Infectious Disease MD, pharmacist, other 
colleagues) to confer with on difficult cases

§ Discuss difficult cases at Study Clubs
§ Monitor impact 

86
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THANK YOU! 
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Resources/References: 
Antibiotics for the Treatment of Dental 
Infections:

• ADA: Antibiotics for Dental Pain and Swelling Guideline (2019)

• ADA CE Online Course: Guideline on Antibiotic Use for the 
Urgent Management of Dental Pain and Intraoral Swelling

• American Academy of Pediatric Dentistry (AAPD); Use of 
Antibiotic Therapy for Pediatric Dental Patients

• American Association of Endodontists (AAE) Position Statement: 
Guidance on the Use of Systemic Antibiotics in Endodontics

• CDC: Be Antibiotics Aware - Treating Patients with Dental Pain 
and Swelling

• JADA Antibiotic Use for Periodontal Disease Clinical Practice 
Guideline
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https://www.ada.org/resources/research/science-and-research-institute/evidence-based-dental-research/antibiotics-for-dental-pain-and-swelling
https://ebusiness.ada.org/education/viewcourse.aspx?id=384
https://ebusiness.ada.org/education/viewcourse.aspx?id=384
https://www.aapd.org/research/oral-health-policies--recommendations/use-of-antibiotic-therapy-for-pediatric-dental-patients/
https://www.aapd.org/research/oral-health-policies--recommendations/use-of-antibiotic-therapy-for-pediatric-dental-patients/
https://www.aae.org/specialty/wp-content/uploads/sites/2/2017/06/aae_systemic-antibiotics.pdf
https://www.aae.org/specialty/wp-content/uploads/sites/2/2017/06/aae_systemic-antibiotics.pdf
https://www.cdc.gov/antibiotic-use/pdfs/ada-treatment-guidelines-508.pdf
https://www.cdc.gov/antibiotic-use/pdfs/ada-treatment-guidelines-508.pdf
https://jada.ada.org/article/S0002-8177(15)00334-7/fulltext
https://jada.ada.org/article/S0002-8177(15)00334-7/fulltext
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Resources/References: 
Antibiotic Prophylaxis: (1) 

• American Dental Association (ADA) Chairside Guide: Management of 
patients with prosthetic joints undergoing dental procedures.

• American Association of Orthopedic Surgeons (AAOS) Appropriate 
Use Prophylaxis Tool

• JADA: American Dental Association guidance for utilizing appropriate 
use criteria in the management of the care of patients with 
orthopedic implants undergoing dental procedures.

• American Association of Orthopedic Surgeons (AAOS) Appropriate 
Use Criteria for Management of Patients with Orthopedic Implants 
Undergoing Dental Procedures.

• Antibiotic Prophylaxis: Cardiac conditions: JADA: Prevention of 
infective endocarditis: Guidelines from the American Heart 
Association.
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Resources/References: 
Antibiotic Prophylaxis: (2)

• National Institute of Dental and Craniofacial Research: Dental 
Provider’s Oncology Pocket Guide—Prevention and management of 
oral complications (Head and Neck Radiation Therapy, 
Chemotherapy, Hematopoietic Stem Cell Transplantation).

• Antibiotics in dental implants: A review of Literature

• 2022 Antibiotic Prophylaxis Against Infective Endocarditis Before 
Invasive Dental Procedures Article

• Khouja, T., Kennedy, E. & Suda, K.J. Antibiotic Prophylaxis for Tooth 
Extractions and Dental Implants, A Narrative Review. Curr Infect Dis 
Rep (2023).

• Letter to the Surgeons

• Literature Summary 2023 Antibiotic Prophylaxis Prior to Invasive 
Dental Procedures in Patients with Total Joint Replacement
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https://www.ada.org/-/media/project/ada-organization/ada/ada-org/files/resources/research/ada_chairside_guide_prosthetics.pdf?rev=848d32fce4d1484299d05bbb50f060b9&hash=2ECD50BD260BDC98EDCAF9569B969747
https://www.ada.org/-/media/project/ada-organization/ada/ada-org/files/resources/research/ada_chairside_guide_prosthetics.pdf?rev=848d32fce4d1484299d05bbb50f060b9&hash=2ECD50BD260BDC98EDCAF9569B969747
https://aaos.webauthor.com/go/auc/terms.cfm?actionxm=Terms&auc_id=224995
https://aaos.webauthor.com/go/auc/terms.cfm?actionxm=Terms&auc_id=224995
https://jada.ada.org/article/S0002-8177(16)30965-5/fulltext?_ga=2.132383244.362504362.1659012800-1819401732.1659012800
https://jada.ada.org/article/S0002-8177(16)30965-5/fulltext?_ga=2.132383244.362504362.1659012800-1819401732.1659012800
https://jada.ada.org/article/S0002-8177(16)30965-5/fulltext?_ga=2.132383244.362504362.1659012800-1819401732.1659012800
https://www.mi-marr.org/documents/AAOS-apppropriate-use-criteria-Hardopy_10.31.16.pdf
https://www.mi-marr.org/documents/AAOS-apppropriate-use-criteria-Hardopy_10.31.16.pdf
https://www.mi-marr.org/documents/AAOS-apppropriate-use-criteria-Hardopy_10.31.16.pdf
https://jada.ada.org/article/S0002-8177(14)62745-8/fulltext?_ga=2.93589279.362504362.1659012800-1819401732.1659012800
https://jada.ada.org/article/S0002-8177(14)62745-8/fulltext?_ga=2.93589279.362504362.1659012800-1819401732.1659012800
https://jada.ada.org/article/S0002-8177(14)62745-8/fulltext?_ga=2.93589279.362504362.1659012800-1819401732.1659012800
https://www.nidcr.nih.gov/sites/default/files/2017-09/oncology-guide-dental-provider_0.pdf
https://www.nidcr.nih.gov/sites/default/files/2017-09/oncology-guide-dental-provider_0.pdf
https://www.nidcr.nih.gov/sites/default/files/2017-09/oncology-guide-dental-provider_0.pdf
https://www.nidcr.nih.gov/sites/default/files/2017-09/oncology-guide-dental-provider_0.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5074034/
https://www.jacc.org/doi/full/10.1016/j.jacc.2022.06.030
https://www.jacc.org/doi/full/10.1016/j.jacc.2022.06.030
https://rdcu.be/dbpaU
https://rdcu.be/dbpaU
https://rdcu.be/dbpaU
https://www.osap.org/assets/docs/resources/antibiotic-stewardship/Letter%20to%20the%20Surgeons.docx
https://www.osap.org/assets/docs/resources/antibiotic-stewardship/Literature%20Summary%202023%20Antibiotic%20Prophylaxis%20Prior%20to%20Invasive%20Dental%20Procedures%20in%20Patients%20with%20Total%20Joint%20Replacement.pdf
https://www.osap.org/assets/docs/resources/antibiotic-stewardship/Literature%20Summary%202023%20Antibiotic%20Prophylaxis%20Prior%20to%20Invasive%20Dental%20Procedures%20in%20Patients%20with%20Total%20Joint%20Replacement.pdf

