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Disclaimer: Participants must always be aware of the hazards of using limited knowledge in integrating new techniques or 
procedures into their practice. Only sound evidence-based dentistry should be used in patient therapy.

Parkinson’s disease (PD) is a chronic, progressive, degenerative disorder of the central nervous system 
resulting from the decreased availability of the neurotransmitter dopamine, a chemical that transmits 
messages to the cerebrum to control movement and coordination.  The course will provide an overview of 
the disease, describe drug and non-drug treatments commonly used to treat PD, and present ways for dental 
professionals to modify and adapt the provision of oral health care to meet the needs of patients who have PD.
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Overview
Parkinson’s disease (PD) is a chronic, progressive, degenerative disorder of the central nervous system 
resulting from the decreased availability of the neurotransmitter dopamine, a chemical that transmits 
messages to the cerebrum to control movement and coordination.  To facilitate patient-centered care for 
individuals diagnosed with PD, dental professionals must be aware of the variations of the disease, common 
signs, and treatments to modify the course of disease and manage symptoms.  The course will provide an 
overview of the disease, describe drug and non-drug treatments commonly used to treat PD, and present 
ways for dental professionals to modify and adapt the provision of oral health care to meet the needs of 
patients who have PD.

Learning Objectives
Upon completion of this course, the dental professional should be able to:
• Describe Parkinson’s disease and the etiology of the disease.
• Recognize the signs and symptoms of Parkinson’s disease.
• Describe drug and non-drug treatments available to manage Parkinson’s disease symptoms.
• Explain how Parkinson’s disease could impact a patient’s dental care plan and understand what 

modifications and/or adaptations may be necessary.
• Communicate using person-centered language.
• Identify resources to find the latest Parkinson’s disease information, news, and support groups.

Course Contents
• Glossary
• What is Parkinson’s Disease?
• Epidemiology & Etiology of PD
• Clinical Signs & Symptoms of PD
• Symptoms of PD that May Affect the Provision 

of Oral Health Care
• Stages of Disease
• Drug and Non-drug Treatments to Manage PD 

Symptoms
• Surgical Treatments
• Lifestyle Modifications
• Appointment Management Considerations

 Scheduling
 Communication
 Environment
 Patient Positioning & Armamentarium

• Oral Self-care
• Disability Etiquette
• PD Resources
• Conclusion
• Course Test

• References
• About the Author

Glossary
acetylcholine – A neurotransmitter.

akinesia – Inability to initiate voluntary and 
involuntary movements.

basal ganglia – A deep part of the brain.

bradykinesia – Slow movement.

dopamine – The primary chemical 
neurotransmitter of the basal ganglia.

dysarthria – Impaired vocalization.

dyskinesias – Abnormal involuntary movements.

dysphagia – Trouble swallowing.
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dystonia – Tightness, spasm, or cramping of 
muscles.

festination – Slow, small, shuffling steps.

freezing – Inability to move or getting “stuck” as 
with the feet appearing to be glued to the floor.

gait – The manner in which a person walks.

hypomima – A reduction in the movements of 
small face muscles; masked-like expression.

Lewy body – A round inclusion seen in the 
dopamine producing nerve cells of substantia 
nigra which indicates a damaged or dying cell.

masked-like face – A face lacking expression.

micrographic – Very small handwriting.

motor symptoms – Difficulty walking and talking.

non-motor symptoms – Orthostatic hypotension, 
cardiac dysrhythmias, difficulty completing 
simple tasks, loss of bladder control, constipation 
and fatigue.

neuropsychiatric symptoms – Dementia, anxiety, 
depression, and mental/behavioral changes.

pallalia – Stuttering or stammering speech.

parkinsonian gait – A tendency to lean forward, 
develop stooped posture, take small quick steps, 
and no longer swing the arms when walking.

rigidity – A tightness of increase in muscle tone 
at rest or throughout the entire range of motion.

sialorrhea – Excessive salivation, drooling.

striatum – A part of the basal ganglia circuit 
that contains dopamine receptors and receives 
signals from the substantia nigra.

substantia nigra – A part of the brain stem that 
produces dopamine.

tremor – Rhythmic shaking.

What is Parkinson’s Disease?
Parkinson’s disease (PD) is a chronic, progressive, 
brain disorder resulting from degeneration 
of nerve cells in the substantia nigra.  The 
damaged neurons in the substantia nigra 
usually display a primary diagnostic marker 
of PD called Lewy body.1-3  This degeneration 
results in decreased availability of dopamine, 
a chemical that is partially responsible for 
transmitting messages to control movement 
and coordination in the midbrain and emotions 
in the forebrain.1,3-6  Typically dopamine acts as 
an inhibitory neurotransmitter and acetylcholine 
act as an excitatory neurotransmitter.3  These 
two neurotransmitters complement each other in 
individuals without PD symptoms.

The absence of dopamine leaves the dopamine 
receptors in the striatum inadequately stimulated 
and permits acetylcholine to overpower 
dopamine.3  As PD progresses, the amount of 
dopamine produced in the brain continues to 
decrease and individuals lose the ability to control 
their body movements in an ordinary manner.1,6  It 
is common for individuals to experience tremors, 
bradykinesia, gait disturbances, muscle rigidity, 
and postural instability.1-6  This can ultimately 
result in unemployment, inability to complete 
activities of daily living independently-including 
the ability to perform oral self-care, and a 
decreased quality of life.7

Figure 1. A Lewy body inside the celly body of a neuron, 
or nerve cell.
Source: NIH Senior Health. What are Lewy bodies?



4

Crest® Oral-B®
 at dentalcare.com Continuing Education Course, October 1, 2015

Worldwide, it is estimated that four to six million 
individuals endure this disorder.  In the United 
States (U.S.) it is estimated that one million 
individuals experience this disorder.2  The 
American Parkinson Disease Association reports 
the disease prevalence rate is 329 per 100,000.  
Worldwide, the U.S. ranks third in PD prevalence.  
In North America the U.S. ranks first.12  The 
prevalence of PD is steadily increasing as an 
additional 50,000 to 60,000 cases are diagnosed 
each year.2  It is expected to double by 2030.13

There is ongoing debate about the etiology of PD 
and whether the disease is from genetic factors, 
environment toxins or injury, an illness, or some 
other event.  Many experts think it is a combination 
of factors.  Scientific advances point towards 
genetic mutations as the most likely etiology of 
the disease.14-16  Genetic and biochemical analyses 
have shown that DNA mutations and alterations 
in mitochondrial proteins may also play a role in 
neurodegeneration.17  The majority of PD cases are 
not directly inherited; however, in a small number 
of families, gene mutations that play a role in 
dopamine cell function have been shown to cause 
the disease directly.3,11,18,19  PD is more common in 
people who have a close relative diagnosed with the 
disease.3,11,18  In large population studies, individuals 
with an affected first-degree relative (parent or 
sibling) have a slightly higher chance of developing 
PD, as compared to the general population.19

Environmental and lifestyle factors have been 
shown to play a causative role in developing PD.  
PD is more common in developed countries.11  
Studies have revealed rural living, well water, 
and exposure to lead and manganese are 
environmental factors linked to PD.11,19  Several 
studies have demonstrated that prolonged 
exposure to environmental toxins such as 
pesticides, herbicides, and/or fungicide may 
elevate the risk of developing PD.6,11,18  High 
consumption of dairy products and hormonal 
influences, have also shown a positive correlation 
with PD.11,18  Although the factors described above 
clearly play a role in developing PD, there is no 
evidence to substantiate that these factors can 
singlehandedly cause the disease.

Environmental and lifestyle factors have also 
been shown to play a protective role in developing 
PD.  An extensive review of PD epidemiology 

Occasionally “Parkinsonism” (secondary 
parkinsonism) is mistaken for PD as many 
of the signs and symptoms are the same; 
however, the underlying pathologies are 
different.  Parkinsonism is a clinical syndrome 
that can result from a variety of items such 
as medications, repeated head trauma, brain 
lesions, exposure to toxins, metabolic disorders, 
neurodegenerative disorders, and PD.  Individuals 
with Parkinsonism will not respond to dopamine 
replacement therapy.8

Epidemiology & Etiology of PD
PD was first established as a medical condition 
in 1817 by James Parkinson in his landmark 
manuscript, “An Essay on the Shaking Palsy.”9  In 
this manuscript, Parkinson described six cases 
of “Shaking Palsy.”  He distinguished the disease 
from other diseases, reflected on symptoms 
that should be examined, discussed potential 
cures, and encouraged others to study this 
disease.  In 1861 the French neurologist Jean 
Martin Charcot distinguished the disease from 
other neurodegenerative disorders and named it 
“Parkinson’s disease.”10

In the current century, PD is the second most 
common adult-onset neurodegenerative disease 
lagging only behind Alzheimer’s disease.11  

Figure 2. Dopamine pathway for the motor system.
Source: NIH Senior Health. A Shortage of Dopamine.
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and etiology research revealed sufficient 
evidence to support the notion that nicotine 
in cigarettes, caffeine in coffee, and uric acid 
are neuroprotective factors that decrease the 
likelihood of developing PD.11  Alcohol, estrogens, 
and physical activity appear to also reduce PD 
risk; though, the evidence to support this is not as 
strong.11,20  The physiology of these associations 
is not yet understood.

PD occurs more commonly in men and those 
who have a history of head trauma that resulted 
in concussion.11,21  As age increases, the risk for 
developing PD also increases.3,11,18  The average age 
of disease onset is 60 years; however, “early-onset,” 
before the age of 50, occurs in 5-10% of individuals 
diagnosed with PD.3  Although uncommon, 
Juvenile Parkinsonism disease may develop before 
the age of 20.  Evidence suggests this form of the 
disease is from a gene mutation.3,11,18

Clinical Signs & Symptoms of PD
It is important to recognize that PD signs and 
symptoms are diverse and, in most circumstances, 
they begin subtly and progress gradually over time.  
Providers may initially notice a person’s body is 
stiff and unsteady or their face lacks expression 
and animation.3  As the disease progresses, 
providers may observe individuals with PD begin to 
exhibit the four cardinal symptoms that commonly 
characterizing PD (Figure 3).

Symptoms of PD may begin on one side of 
the body or in just one limb.  As the disease 
progresses, symptoms will occur bilaterally 
and individuals may develop parkinsonian gait.  
Postural instability and gait disturbances can 
result in orofacial injuries.23  Independence with 
the activities of daily living (Figure 4) may become 
compromised.3,24  Individuals may also experience 
motor, non-motor, and neuropsychiatric symptoms 
such as compulsive behaviors (sex addiction, 
gambling addiction, eating addiction).3,7,11,22,25,26  
Impairments from PD vary from individual to 
individual and many are interrelated.27

Symptoms of PD that May Affect the 
Provision of Oral Health Care
Patients diagnosed with PD routinely experience 
problems in the oral cavity such as oral motor and 
sensorimotor impairment, salivary dysfunction, 
dysphagia, burning mouth pain, loss of taste, 

and olfactory dysfunction.6,27,28  Factors such as 
medications, dry mouth, nutritional deficiencies, 
and functional deficiencies contribute to 
developing these problems.22,27  The ways these 
impairments could affect the provision of oral 
health care are listed in Figure 5.  Dental providers 
must be attentive to these impairments because 
they may lead to inadequate oral self-care, 
poor oral health, decreased quality of life, and 
increased risk for developing oral infections such 
as caries, periodontal involvement, tooth mobility, 
and tooth loss.18,27,29-33  Dental providers must 
be attentive to salivary dysfunction (conditions 
of sialorrhea in conjunction with xerostomia) 
because this can increase problems with 
dysphagia and result in choking, sudden coughing, 
and “silent aspiration” pneumonia.27  Providers 
must also be attentive to the medications patients 
are taking and the length of time the patient 
has been taking each medication.  Patients who 
have been taking levodopa for several years may 
begin to develop dyskinesia which can affect the 
jaw and create difficulty in safely accessing the 

Figure 3. Four cardinal symptoms of PD.3,7,22

Figure 4. Activities of daily living.
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patient’s mouth.6  Patients diagnosed with PD 
have high or extremely high caries risk and should 
be offered more frequent recare appointments, 
caries preventive measures such as fluoride 
varnish at every prophylaxis, and a prescription 
for fluoridated toothpaste (5000 parts per million) 
to use at home.22,34

Stages of Disease
Three PD rating scales are widely used to rate the 
stage of PD.  It is important for dental providers 
to realize these scales stage the disease at “a 
given moment in time” and individuals’ scores 
can vary from day-to-day or even hour-to-hour.

• The Unified Parkinson Disease Rating Scale 
measures (1) mental functioning, behavior, and 
mood; (2) activities of daily living, (3) motor 
function, and (4) complications.  Scores range 
from 0 to 195, with higher scores indicating 
greater disability.  Although widely used, this 
scale is very complicated and would not be a 
good fit for most dental practices.

• The Schwab and England Activities of Daily 
Living Scale36 (Table 1) measures the abilities 
of individuals with PD relative to their complete 
independence.  The scale stages the disease 
from 0% (vegetative state) to 100% (completely 
independent).  This scale is relatively simple 
and could be utilized by dental practices.

• The Hoehn and Yahr Scale (Table 2) measures 
motor symptoms to determine the level of 
disease.37  It is important for dental providers 
to recognize this scale is not linear.  The 
amount of time spent in each stage varies from 
patient-to-patient and is different for each level.  
Patients may begin at stage II if involvement 
is generalized or bilateral.  They may not reach 
stage V.  Stages do not represent specific 
amounts of brain pathology.38  A modified 
form of this scale, that divides the disease into 
smaller increments, is also available.  This scale 
is also relatively simple and could be utilized by 
dental practices.

Drug and Non-drug Treatments to Manage 
PD Symptoms
At the present time, there is no widely accepted 
medical “standard of care” for treating a patient 
with PD, and there is no cure or treatment to slow 
the disease progress.  Treatment approaches 
include medication, surgical therapy, and lifestyle 
modifications such as rest and exercise, physical 
therapy, occupational therapy, and speech therapy.  
Treatment approaches that collectively utilize 
drug with non-drug treatments tend to optimize 
medication results.  Individualized care is usually 
directed at treating the most vexing symptoms 
with the least amount of adverse effects.1,39,40

Figure 5. Impairments that may affect the provision of oral health care.6,22,27,28,35
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Vast arrays of pharmacological options are 
available to manage symptoms associated 
with PD.  Guidelines that define exactly what 
drugs to use at various stages of the disease do 
not exist.  Studies have shown initiating drugs 
relative early in the disease process provides the 
best prognosis for maintaining long-term motor 
function.41  Levodopa, an amino acid that converts 
to dopamine, is the most commonly prescribed 
drug intervention.  It is considered the “gold-
standard” because it has been shown to be the 

most effective drug for treating PD symptoms.1,41,42  
Historically, doctors have utilized a sustained 
positive response to dopaminergic medications 
to verify the initial diagnosis of idiopathic PD.1,43  
As the PD progresses a combination of levodopa 
therapy, dopamine agonists, MAO-B inhibitors, 
and/or COMT inhibitors are commonly prescribed 
due to individuals becoming less responsive 
to levodopa.1,44  One concern with levodopa 
therapy is the development of levodopa-induced 
dyskinesias and dystonia.  Dental providers must 

Table 1. The Schwab and England Activities of Daily Living Scale.36

Table 2. The Hoehn and Yahr five stages of Parkinson’s disease scale.37
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be aware that these movements can affect the 
muscles of the head, face, tongue, and muscles 
of mastication.39,40

A comprehensive list of medications to 
manage PD symptoms is listed in Table 3.  This 
table includes information about medication 
indications, interactions (with other drugs, 
alcohol, supplements, antacids, and foods), and 
common adverse effects.  Ten of the medications 
can be used to initiate symptomatic therapy 
at the beginning stages of the disease.  They 
can be used alone or in conjunction with other 
medications.  Some of the most common adverse 
effects include nausea, orthostatic hypotension, 
dyskinesia, dizziness, hallucinations, and various 
forms of pain.45-49  Common oral adverse effects 
include xerostomia, dry throat, bruxism, gingivitis, 
tongue edema, abnormal taste and glossitis.7,22,45,46  
There are many classes of drugs that interact with 
PD medications: anti-psychotic, anti-emetic, anti-
hypertensive, anti-depressant, narcotic/analgesic, 

muscle relaxant, decongestant, and cough 
suppressant.  These drugs should be avoided 
because they alter the brain’s dopamine system 
and/or chemically interact with PD medications.  
Drug interactions can increase PD symptoms and 
undesirable side effects.  Sedatives may have an 
additive effect when prescribed to patients who 
are taking antiparkinsonian drugs.  Patients who 
are taking pramipexole (Mirapex®) should not 
be prescribed erythromycin.  When patients are 
taking dopamine agonists or COMT inhibitors, 
local anesthesia should be used with caution.50,51  
Some of the dopamine agonists and all of the 
COMT inhibitors can potentially interact with 
epinephrine.50  Entacapone (Comtan®) may delay 
metabolism of epinephrine and levonordefrin.  
This could increase the length of time that 
cardiovascular stimulation occurs.51  Dental 
providers should consider dosage and time 
interval before administering multiple carpules of 
local anesthesia with epinephrine.

Table 3. Medications used for PD-related symptom management.45-49



9

Crest® Oral-B®
 at dentalcare.com Continuing Education Course, October 1, 2015

Table 3. Medications used for PD-related symptom management.45-49 (continued)
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Table 3. Medications used for PD-related symptom management.45-49 (continued)
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Surgical Treatments
Individuals who are experiencing advanced 
PD symptoms that significantly interfere 
with activities of daily living and cannot be 
adequately controlled with medication are 
candidates for surgical interventions.  Two 
options are available; selective “destruction of 
target cells” and selective “stimulation of target 
cells.”  Both options take place in areas of the 
brain that control movement (thalamus, internal 
globus pallidus, and/or subthalamic nucleus).  
Pallidotomy, thalamotomy, and subthalamotomy 
are surgical procedures that destruct target 
cells by inserting a heated probe into specific 
areas of the brain to destroy tissue.  Destructive 

procedures are irreversible and very seldom used.  
Selective stimulation of target cells is achieved by 
a relatively new surgical procedure called “deep 
brain stimulation” (DBS).  Selective stimulation 
requires two surgeries.  The first surgery, guided 
by a computerized guidance system or image 
guided intervention, places lead(s) in specific 
areas of the brain that control movement.  A small 
hole is placed in the skull for the procedure.  The 
second surgery places a neurostimulator (similar 
to a pacemaker) or implantable pulse generator, 
under the skin near the collarbone.  This 
device contains a battery and computer which 
generates electrical pulses.  The two objects are 
connected by a thin insulated wire.  Together they 

Table 3. Medications used for PD-related symptom management.45-49 (continued)
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stimulate specific areas of the brain.  Deep brain 
stimulation is completely reversible.  Stimulation 
of target cells can be modified after surgery to 
achieve optimal results.  Dental providers should 
not use handpieces, ultrasonic scalers, or dental 
instruments near the patient’s neurostimulator 
or implantable pulse generator, connecting 
wire, or implant site (on the head) because 
this equipment could adversely affect the DBS 
system.  Additionally dental providers should not 
deliver heat to tissue using diathermy (therapeutic 
ultrasound) because the diathermy’s energy can 
be emitted through the system and cause tissue 
damage resulting in severe injury or death.54,55  
Dental radiographs can be taken as needed.1,52,53

Lifestyle Modifications
Vitamins and supplements, diet, and exercising 
are lifestyle modifications that are often 
considered by individuals diagnosed with PD.  
Many people are compelled to take commercially-
driven vitamins and/or supplements to improve 
the symptoms of PD.  The literature has not 
shown significant value in taking Megavitamims, 
Vitamin E, Vitamin C, NADH, glutathione, 
melatonin, or coenzyme.  Mega doses of Vitamin 
B6 should be avoided when patients are taking 
levodopa because vitamin B interferes with 
levodopa converting to dopamine in the brain.1

Eating a healthy, well-balanced diet is the most 
cost effective way for individuals to consume 
the nutrients they need.1  In some circumstances 
patients may need to regulate the amount of 
protein they eat because it can interfere with 
levodopa absorption.  Modifying the amount of 
protein that is ingested and consuming protein 
in the evening can help manage this.1  Patients 
experiencing dysphagia may need to modify when 
and how they consume food.  The best time for 
consumption is when the levodopa is effective.1  
Taking smaller bites, chewing well, and eating 
slower can also help manage dysphagia.  As the 
disease progresses, it may be necessary for people 
to eat soft or pureed food or use thickeners for 
fluids when swallowing function is compromised.

Exercise shows great promise at improving motor 
action, balance, and gait in patients diagnosed with 
PD.1,56,57  A recent study revealed exercise reduced 
the number of falls in people with less severe 
PD and improved their overall mood and quality 

of life.57  To minimize stiffness it is important for 
individuals to maximize the amount of time they 
spend standing or walking and limit the amount of 
time they spend sitting, reclining, or laying down.  As 
a general rule, for every hour of sitting, individuals 
should move around or walk for 5-10 minutes.58

Appointment Management Considerations
Accessing oral health care can be challenging 
for someone diagnosed with PD.  Patients 
encounter multiple barriers; obtaining a provider 
knowledgeable about PD, cost, and anxiety 
about treatment that is exacerbated by the 
motor and non-motor PD impairments.7  It is 
important for dental providers to recognize 
this and be prepared to modify the dental 
appointment to accommodate the patients’ 
individual needs.  Dental providers should take 
vital signs and complete a thorough medical 
history.  The medical history should include 
detailed discussions about the patient’s medical 
condition, cognitive status, disease prognosis, 
and medications.  Dental providers should consult 
with the patient’s physician to confirm findings.7,59  
Providers should also complete a comprehensive 
oral examination.59  After completing these items, 
scheduling, communication, environment, patient 
positioning, and oral health modifications should 
be incorporated into the patient’s care plan.  Best 
practices to make these accommodations are 
discussed in the following sections.

Scheduling
A patient’s medication schedule, stage of 
disease, and the need for caregiver support 
should be considered when determining optimal 
appointment times and lengths.  PD medications 
are most effective 60-90 minutes after the 
medication has been taken.7,22  Delivering care 
during this window of time is ideal.  Providers 
must appreciate that a patient diagnosed with PD 
may not be able to tolerate a long appointment 
and be prepared to deliver care in multiple 
shorter appointments.59  When considering 
the appointment length, providers must also 
consider patient difficulties associated with 
transportation, accessing buildings, and the need 
for caregiver support.  It is important to discuss 
each of these factors with the patient (and 
caregiver if appropriate) to identify what length 
of appointment is reasonable for each individual 
situation.  As the disease progresses, patient 



13

Crest® Oral-B®
 at dentalcare.com Continuing Education Course, October 1, 2015

cooperation may decrease and the appointment 
length may need to be shortened.59  Due to the 
progressive nature of PD, it is advantageous 
to complete invasive procedures, such as 
dental restorations or extractions, during the 
initial stages of the disease.59  It is also ideal 
to schedule preventive care every 3 months to 
minimize periodontal disease and decay.7,31

Communication
Changes in the ability to communicate can be 
one of the most debilitating symptoms of PD.  
Non-verbal communication by the patient can be 
limited by the mask-like facial expression that 
often accompanies PD.42  Individuals may lose 
the ability to control volume and/or emotion in 
their voice.  Providers may notice a patient’s voice 
becoming softer or beginning strong and fading 
away.1  Speaking approaches may be monotone 
or in contrast rapid with words crowded together.  
In advanced stages of the disease stuttering may 
be present or a patient may only whisper.1,60  This 
can make communicating difficult for both the 
patient and the provider.

There are several modifications that can be 
implemented to overcome communication 
barriers.  Patients diagnosed with PD may 
experience speech and cognitive impairments 
that require increased response time.  Providers 
should have time built into their schedule that 
affords sufficient time for the patient to answer 
questions.  It may be helpful for providers 
to use short sentences and ask close-ended 
questions that do not require a long response.  
It may also be helpful to have a caregiver 
present during the appointment to assist with 
interpreting for the patient.  When caregivers 
are present, it is important for providers to 
keep the patient involved in all aspects of the 
conversation.  Providers need to consider all of 
these communication challenges when securing 
informed consent from the patient.  At times it 
may be necessary to secure informed consent 
from legal guardians or the courts.22

Environment
Providing a comfortable, stress-free, environment 
is critical for patient compliance and retention 
regardless of a diagnosis.  Patients diagnosed with 
PD; however, may be unable to tolerate stressful 
appointments because stress exacerbates tremors 

and uncontrolled movements.7,59,61  Providers who 
deliver care to patients diagnosed with PD should 
consider the patient’s ability to tolerate stress, walk, 
use the bathroom, and changes in temperature.  
Entering the office and operatory can be as taxing 
as the dental appointment itself.  A wheelchair 
should be available to safely transport patients 
who have difficulty walking.  Providers or office 
staff must be prepared to provide assistance to the 
patient when entering and exiting the building and 
accessing the operatory.  A diagnosis of urinary 
incontinence often accompanies a diagnosis of PD.  
Providers or staff should be proactive and offer 
a “bathroom stop” prior to seating the patient.7,61  
Individuals diagnosed with PD are known to have 
problems with thermoregulation.22  Offering a warm 
blanket, or adjusting the room temperature, can 
give comfort to the patient and decrease stress.

Patient Positioning & Armamentarium
Patient positioning goes hand-in-hand with 
providing a comfortable, stress-free, safe 
environment.  Orthostatic hypotension is a 
symptom of PD and a common adverse event 
associated with many of the medications 
prescribed to manage PD.45,46  It is important to be 
prepared for this by raising the chair slowly when 
a procedure is complete.  The patient will likely 
need some adjustment time to prevent falling.50,61

Providers who deliver care to patients diagnosed 
with PD should consider the patient’s ability 
to swallow, ability to open his or her mouth, 
and the amount of involuntary movements the 
patient experiences.  Dysphagia and muscle 
rigidity often accompany a diagnosis of PD.1-4  
Dysphagia increases the risk of aspiration and 
choking.  When dysphagia is present, providers 
should deliver care in a semi-supine (45°angle) 
position.22  Limitations with swallowing make the 
use of power scaling devices and air polishers 
problematic.  These devices should be used with 
caution.  When muscle rigidity is present, and a 
patient has difficulty opening his or her mouth, 
providers should offer a mouth prop or bite block.22

Involuntary movements usually accompany PD at 
some point in the disease process.1-4  Providers 
must assess the level of involuntary movements 
and provide the “least restrictive” intervention to 
safely deliver care.  Often a safe environment can 
be provided by cradling the patient’s head during 
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treatment to minimize involuntary movements 
of the head and neck.22,61  Assistants can also be 
helpful to facilitate stabilization.22  Patients with 
advanced disease, or patients who are having 
invasive dental procedures, may require the use of 
a patient stabilization device to safely deliver care.42

Glass ionomer cement and resin-modified glass 
ionomer cement are the restorative material 
of choice when providing restorative care to 
patients diagnosed with PD.  These materials 
are less sensitive than composite to restorative 
techniques.  The adhesive properties of glass 
ionomer allow for minimal preparation and 
bonding to both enamel and dentin.  Additional 
advantages include biocompatibility, acceptable 
esthetics, and ability to release fluoride.7,62,63

Oral Self-care
It is common for patients diagnosed with PD 
to have impaired fine motor skills and manual 
dexterity.1-4  They may also experience muscle 
rigidity, cognitive problems, dementia, depression, 
and apathy.1-4,61  Collectively, this compromises 
their ability to perform oral self-care.  Figure 6 
provides a list of homecare aids that may be 
helpful for individuals who need help with oral 
self-care.  It is important for dental providers to 
recognize that a patient’s ability to practice oral 
self-care can vary throughout the day and from 
one day to another because of the nature of PD 
and a patient’s response to medications.64  In 
addition to providing instructions on “what and 
how” to practice oral self-care, a patient may need 
help determining “when” the most optimal times 
are to practice oral self-care.

Nearly half of all people diagnosed with PD 
have difficulty with their daily oral self-care 
regimen.6  Dental providers must be cognizant 
that it is important for people diagnosed with 
PD to preserve their independence in activities 
of daily living whenever possible.64  Finding a 
balance between maintaining independence and 
effective oral self-care can be challenging.  At 
times it may be necessary for dental providers 
to collaborate with the patient’s occupational 
therapist to identify adaptive techniques that are 
effective and allow the patient to maintain their 
independence.64  Dental providers should offer 
simple advice.  Instructions should be provided 
in writing and explained to the caregiver as 

well as to the patient.7  Dental providers should 
suggest patients sit down to brush and floss their 
teeth.  Sitting reduces the risk of falling and helps 
conserve energy.  A shower or commode chair 
works well for this.  It can also be helpful to leave 
the doors underneath the sink open to make room 
for the patient’s knees.  If a patient’s shoulders 
tire, it may be helpful for the patient to prop his or 
her elbows on the vanity or sink when brushing 
their teeth.  A mechanical toothbrush may also 
be beneficial.24  As PD progresses, tremors, 
bradykinesia, and dyskinesia may increase to a 
point where the patient can no longer perform his 
or her own oral self-care.  When this happens, it is 
important for a family member or caretaker to be 
instructed on how to offer assistance.

Disability Etiquette
Words are powerful.  When used effectively, they 
can provide information, comfort, excitement, 
and encouragement.  When used ineffectively, 
they can be hurtful, flustering, disturbing, 
and discouraging.  They can destroy one’s 
self-confidence.  People react physically and 
emotionally to what is said “to” and “about” 
them.65,66  Disability etiquette is a critical element 
of building rapport and trust with patients 
and caregivers.  Knowing proper disability 
etiquette is not easy.  It is constantly evolving 
as we learn more about delivering care to, and 
interacting with, individuals diagnosed with 
a disability.  Dental providers can be assured 
they are practicing proper disability etiquette if 
they remember one thing…the “person” always 
comes before the “disability.”  This is commonly 
referred to as “Person Centered Language.”  For 
example, a dental provider is delivering care 
to an “individual diagnosed with Parkinson’s 
disease.”  The provider is not delivering care 

Figure 6. Homecare aids.
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to their “Parkinson’s patient.”  The message is 
very clear; people do not want to be defined by 
their disability.  Providers should focus on using 
language that is respectful and courteous.  It is 
important to avoid prejudices, assumptions, and 
stereotypes.  Table 4 provides phrases oral health 
professionals should avoid when delivering care 
to individuals diagnosed with PD and suggestions 
for making the statement in a non-discriminatory, 
respectful manner.65,66

PD Resources
Table 5 provides a comprehensive list of 
organizations that offer PD support in some 
capacity.  The table lists the organization’s website 
and outlines the kinds of support available.  
This will provide a starting point for identifying 
organizations that provide support to individuals 
diagnosed with PD, their families, and healthcare 
providers delivering care.  Many of these 
organizations have regional and local components 
that can provide individualized support.

Conclusion
PD is the second most common adult-onset 
neurodegenerative disease.  It is likely that dental 
providers will deliver care to patients with this 
diagnosis.  Individuals diagnosed with PD are 
at high risk for developing periodontal disease 
and dental caries.  They frequently experience 
oral side effects from the medications they are 
taking to manage disease symptoms.  They have 
many problems that can affect the provision of 
oral health care.  It is not uncommon for people 
diagnosed with PD to experience difficulty 
accessing oral health care.  Dental providers 
must be prepared to provide patient-centered 
oral health care to individuals with this diagnosis.  
Delivering care to this population can be a 
rewarding experience for dental professionals 
when they have a sound understanding of disease 
variations, appointment management strategies, 
ways to interact in a non-discriminatory manner.

Table 4. Suggestions for Practicing Person Centered Language.65,66
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Course Test Preview
To receive Continuing Education credit for this course, you must complete the online test.  Please go to: 
www.dentalcare.com/en-US/dental-education/continuing-education/ce466/ce466-test.aspx

1. Parkinson’s disease is a chronic, progressive, brain disorder resulting from degeneration of brain 
cells in the frontal lobe.
a. True
b. False

2. The primary chemical neurotransmitter of the basal ganglia is _________________.
a. Acetylcholine
b. Dopamine
c. Glycine
d. Lewy body

3. The etiology of Parkinson’s disease is most likely ____________________.
a. Genetic factors
b. Environmental toxins or injury
c. An illness
d. All of the above.

4. Abnormal involuntary movements are called ____________________.
a. Akinesia
b. Bradykinesia
c. Dyskinesias
d. Freezing

5. Which of the following items is NOT one of the four cardinal symptoms of Parkinson’s disease?
a. Resting tremors
b. Memory loss
c. Bradykinesia
d. Postural instability

6. ______________ is a neuropsychiatric symptom of Parkinson’s disease.
a. Anxiety
b. Orthostatic hypotension
c. Cardiac dysrhythmias
d. Difficulty talking

7. Oral impairments from Parkinson’s disease may lead to ____________________.
a. Poor oral health
b. Decreased quality of life
c. Increased risk for developing oral infections
d. All of the above.

8. The ______________ rating scale measures motor symptoms to determine the level (stage) of disease.
a. Unified Parkinson Disease
b. Schwab and England Activities of Daily Living
c. Hoehn and Yahr
d. None of the above.

http://www.dentalcare.com/en-US/dental-education/continuing-education/ce466/ce466-test.aspx
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9. There is no cure for Parkinson’s disease.
a. True
b. False

10. __________ is the most commonly prescribed drug intervention and is considered the “gold-standard” 
because it has been shown to be the most effective drug for treating Parkinson’s disease symptoms.
a. Levodopa
b. Rasagiline
c. Selegiline
d. Amantadine

11. Xerostomia, dry throat, bruxism, gingivitis, tongue edema, and abnormal taste are common oral 
adverse effects associated with Parkinson’s disease medications.
a. True
b. False

12. Deep brain stimulation is irreversible and cannot be modified after surgery.
a. True
b. False

13. Some patients may need to regulate the amount of _________ they eat because in some circumstances 
it may interfere with levodopa absorption.
a. Vitamin C
b. Vitamin D
c. Protein
d. Carbohydrates

14. In the dental office, the medical history of a patient diagnosed with Parkinson’s disease should 
include:
a. Information about the patient’s medical condition
b. Information about the patient’s cognitive status
c. Information about the patient’s medications
d. All of the above.

15. Medications to manage the symptoms of Parkinson’s disease are most effective _____ minutes 
after the medication has been taken.
a. 0-30
b. 30-60
c. 60-90
d. 90-120

16. It is unusual for Parkinson’s disease to change a patient’s ability to communicate.
a. True
b. False

17. In patients diagnosed with Parkinson’s disease, stressful dental appointments may exacerbate 
____________________.
a. Tremors and uncontrolled movements
b. Xerostomia
c. Seizures
d. Nausea
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18. ___________ increases the risk of aspiration and choking.
a. Dysarthria
b. Dysphagia
c. Festination
d. Pallalia

19. Which of the following phrases should be avoided when practicing “Person Centered Language?”
a. Mr. Smith was diagnosed with Parkinson’s disease two years ago.
b. Mr. Smith is experiencing dementia.
c. Mr. Smith is confined to a wheelchair.
d. Mr. Smith requests accessible parking.

20. The National Parkinson® Foundation and the Parkinson’s Disease Foundation provide education 
and training for health care providers.
a. True
b. False
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