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Abstract

|| Brief Background

Diabetes mellitus and its growing prevalence have profound
implications in dentistry and specifically in periodontology. This
article aims at providing an overview of diabetes and its effects
on periodontal pathology. Also mentioned are the effects of
periodontal therapy on the diabetic status. Special consid-
erations from the periodontal treatment point of view in 3
diabetic patient are discussed as well,

|| Discussion

The discussion focuses on periodontal management of the
patient with diabetes and the need for periodontal surgical ther-
apy to be carefully planned in coordination with the patient’s
physician to ensure minimal disruption of metabolic diabetes
mellitus control and to facilitate the patient’s normal dietary
intake to avoid an increased risk of other diabetic complications.

|| Summary and Conclusions

Diabetes mellitus definitely appears to be on the rise in the
populations worldwide, A dental surgeon must take a thorough
medical history comprising of direct questioning. On suspecting
poor glycaemic control, the dental surgeon must advice appro-
priate glycaemic tests and referrals to the physician. Glycated
haemaglobin seems to be the test which fits the dental require-
ments although more advances in it are awaited. Diabetes can
result in increased risk of periodontal disease and is an indicator
of poorer prognosis. Better glycaemic control has been shown
to improve periodontal status in diabetics, but the claims of
glycaemic control improvements after periodontal therapy
need to be supported by further longitudinal research.
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|| Introduction
Diabetes mellitus Is one of the most common chronie disor-
ders that a dental surgeon s Tikely to face in everyday practice,
There exists two types of diabetes mellitus; the rarer type | and
the far commoner type Il The prevalonce of type Il diabetes in
the year 2000 was estimated 1o be 150 million cases worldwide,
Itis estimated to increase 1o 220 million by the year 2010, This
data implies that dental surgeons can anticipate more number
of diabetic patients in their clinics. In fact, it iy estimated that a
dental practice having an adult population of 2000 can expect
to encounter 40 to 80 people with diabetes,

|| Classification Of Diabetes:

The current classification of diabetes s based upon the
pathophysiology of each form of the disease. lype | diabetes
results from cell-mediated auto-immune destruction of pancre-
atic B-cells, usually leading to total loss of insulin secretion;
hence was previously called Insulin Dependent Diabetes Melli-
tus (IDDM). These patients require exogenous insulin. They may
develop diabetic ketoacidosis, a life threatening condition, in
absence of insulin therapy.

Type Il diabetes results from resistance to insulin in body cells,
which alters the utilization of endogenously produced insulin in
the target cells. Type Il patients have altered insulin production
as well, but they do retain some capacity for insulin production.
Their therapy consists of oral antihypoglycemic agents, with
or without the addition of insulin. Most patients with type |l
diabetes are obese or have an increased percentage of body fat
distributed in the abdominal region.

Gestational diabetes can complicate pregnancies. It has its
onset in the third trimester. Adequate treatment reduces peri-
natal morbidity. Most women with this condition become
normoglycemic after parturition. It is, however, a significant risk
factor for future development of type Il diabetes.
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Fig.1: Classification Of Diabetes

Secondary forms of diabetes associated with other conditions
such as pancreatic disease, drug therapies and endocrine disor-
ders account for the remainder of cases.

Some individuals have glucose levels that do not meet the
criteria for diabetes but are too high to be considered normal.
These individuals have a condition called "prediabetes” This
term encompasses ‘impaired fasting glucose’ (IFG- hyperglyce-
mia during periods of fasting) and ‘impaired glucose tolerance
(IGT- hyperglycemia after a glucose load). These conditions are
strong predictors of future development of type Il diabetes and
associated morbidity.

I| Evaluation Of Patients For Diabetes In Dental Clinics:
Appropriate dental practice requires a thorough oral examina-
tion and an appropriate medical history. The medical history
format must include questions that elicit information regarding
the patient’s family history of diabetes mellitus and any general
symptoms that may raise the practitioner’s level of suspicion
regarding this disease,

The oral examination should identify oral features suggestive of
diabetes mellitus, such as:

» Diminished salivary flow with or without burning mouth or
tongue and concomitant enlargement of the parotid salivary
glands.

» Desiccation of oral mucosa induced by diabetes mellitus-
associated xerostomia; leading to increased susceptibility to
trauma, opportunistic infections like candida, increased plaque
and food debris accumulation leading to increased susceptibil-
ity to dental caries and periodontal infections.

» Burning mouth or tongue and altered taste sensation.

» In the event of these features being present, a medical
consultation is needed. The consultation request should provide
information regarding any general or oral features that have
raised the dental practitioner’s level of suspicion.

On some occasions, it may be preferable for the dentist to
perform screening blood glucose tests prior to referring the
patient for medical evaluation. Often dental patients are reluc-
tant to seek medical evaluation and occasionally even resentful
that the dentist would require medical consultation as a condi-
tion for receiving dental treatment. In these circumstances
several screening tests are available which include fasting
plasma glucose, glucose tolerance tests and glycated haemo-
globin. The first two require rigid compliance with the appropri-
ate pre-test protocol and careful interpretation of results. Hence
they are not very practical in dental practice.

Although not advocated by many diabetologists, in the perio-
dontist’s office, the glycated haemoglobin (Hb Alc) has been
proposed as offering several advantages as a screening test. It
is accurate; relatively inexpensive; requires only one laboratory
test and patient compliance is not required as it is for fasting
glucose and glucose tolerance tests.
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Home monitoring devices (glucometers) are commonly used
by diabetic patients; they are simple; inexpensive and reason-
ably accurate. They can be used to monitor the glycaemic status
prior to an extensive periodontal surgical treatment or prior to
treatment likely to disrupt the patient’s normal dietary routine.

|| Effects Of Diabetes On Periodontium:

Diabetes is a risk factor for gingivitis and periodontitis and the
level of glycaemic control appears to be an important determi-
nant in this relationship.

» In many studies, the prevalence and severity of gingivitis has
been demonstrated to be higher in individuals with diabetes.

» The presence of diabetes is often, but not always, associated
with increased gingival inflammation. In addition, the level of
glycaemic control may play a role in the response to bacterial
plaque in people with diabetes.

» Diabetes also increases the risk of periodontitis, including
periodontitis even at a young age.

» Longitudinal research has also shown an increased risk of
progressive periodontal destruction in people with diabetes.

» Epidemiologic studies in diabetic adults have often shown an
increase in the extent and severity of periodontitis.

» However, the relationship between metabolic control of
diabetes and periodontal disease is difficult to define conclu-

sively.

|| Mechanisms By Which Diabetes May Influence The
Periodontium:

A large evidence base is available to describe the potential
mechanisms by which diabetes may influence the periodon-
tium. Many of these are strikingly similar to those associated
with the classic diabetes complications of retinopathy, neph-
ropathy, neuropathy, macrovascular diseases and altered wound
healing. In fact, so strong is the evidence that it has led some
to suggest that diabetes should be listed among the “classic”

complications of diabetes.
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Fig.2: Evaluation Of Patients For Diabetes In Dental Clinics
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