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irreversibly glycated to form advanced glycation end products
(AGES). These stable carbohydrate containing proteins have
multiple effects and are thought to be a major link between the
various diabetic complications. The contributions of the AGEs in
increasing the periodontal pathology in diabetic individuals are
summarized in the figure on the following page.

|| Pathogenesis Gf Dizbetic Complications In Periodontitis
Effects Of Periodontal Disease On The Diabetic State

The presence of periodontitis increases the risk of worsening of
glycaemic control over time. Periodontitis may also be associ-
ated with an increased risk of other diabetic complications.

In subjects with severe periodontitis, the death rate from ischae-
mic heart disease was 2.3 times higher than in subjects with no
periodontitis or mild periodontits, and the mortality rate from
diabetic nephropathy was 8.5 times higher in the severe peri-
odontitis group after accounting for other known risk factors.
The overall mortality rate from cardio-renal diseases was 3.5
times higher in subjects

with  severe  periodentitis.

Conflicting data exists about
the benefit offered by peri-
odontal therapy as far as

tory mediators that cause insulin resistance, thereby positively
affecting glycaemic control.

|| Periodontal Management Of The Patient With Diabetes
Mellitus

The treatment of the diabetic patient can be very challenging.
The following is a review of the status of periodontal therapy in
diabetics.

The well-controlled diabetes mellitus patient with periodon-
tal disease is often an acceptable candidate for complete peri-
odontal therapy, including surgical procedures when indicated.
As discussed previously, however, the presence of medical
complications associated with diabetes mellitus should be care-
fully evaluated and considered in any periodontal therapeutic
decision. In most instances periodontal surgical therapy should
be carefully planned and coordinated with the patient’s physi-
cian to insure minimal disruption of metabolic diabetes mellitus
control. Most authorities recommend that periodontal surgery
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|| Mechanisms By Which
Periodontal Disease May
Influence Diabetes
Periodontal disease may induce
or perpetuate an elevated
systemic chronic  inflamma-
tory state. Diabetic patients
with periodontitis may hence
present with an even greater
systemic inflammatory condi-
tion with elevated levels serum
of IL-6, TNF-a and C-Reactive
Protein (CRP). This can worsen
the insulin resistance and
thereby aggravate glycaemic
control. Thus, periodontal treat-
ment may reduce inflamma-
tion locally and also decrease
serum levels of the inflamma-
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Fig.3: Effects Of Periodontal Disease On The Diabetic State
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be scheduled in the moming after breakfast and medication

aamindstration

Treatment procedures should be short (2 hours or less), as
ATAUMAtE as possible, and should not significantly interfere
with the patient’s normal dietary intake. Patient anxiety should
be managad t© minimize endogenous epinephrine release,
because epinephrine may increase insulin utilization and
deplete insulin levels more quickly. In most instances preppera-
tive oral sadation is suitable for this purpose. In the event that
general anesthesia or inravenous conscious sedation tech-
NIQues are necessary or if extensive surgical procedures are
likely to alter the patient's dietary intake, then changes in the
fype | patient’s insulin intake may be necessary under the guid-
ance of the patients physician.

Decisions regarding the prophylactic use of antibiotics in
conjunction with periodontal surgery are best made on a case-
bycase basis since there s no evidence-based information 1o
indicate that antibiotic premedication is necessary.

The poorly controlled type 1 patient is not a good candidate for
peviodontal therapy other than necessary emergency services
Medical coordination is probably indicated for any type o peri-
odontal therapy and hospitalization may be required for emer-
gency care. If time permits microbiological testing s desirable to
identifv putative periodontal pathogens prior to antibiotic ther-
apy. If stable metabolic control is achieved, routine periodontal
therapy may be considered with close medical monitoring.

In general, all diabetes mellitus patients should be encourag
to maintain meticulous oral hygiene and to receive supportive
periodontal therapy at intervals necessary to sustain a high level
of periodontal health. Patients should be carefully monitored for
dental caries and home and office use of fluoride caries preven-
tive agents is recommended. Diabetes mellitus-related xerosto-
mia should be managed on a case-by-case basis, but in general
patients should be encouraged to adhere to strict diabetes
mellitus metabolic control and to avoid smoking or the use of
alcohol (Including mouthrinses with high alcohol content) and
caffeine-contzinin beverages. Artificial saliva substitutes and
frequent ingestion of water may be of benefit. A pilocarpine-
containing drug (SalagenA) has recently been approved by the
meﬁwm«mhmtdwmu
resulting from therapeutic radiation exposure and Sjo'gren's
syndrome. The benefits of this drug in managing diabetes
meliitus or drug induced xerostomia have not
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Fig £: Mechanisms Sy Which Periodontal Disease May influence Diabetes

Frequent monitoring for the overgrowth of oral fungal organ-
isms such as Candidia albicans is indicated, and on occasion
the prophylactic use of topical antifungal agents may be neces-
sary. Most topical oral antifungal products contain sucrose and
may be contraindicated for caries-susceptible diabetes mellitus
patients. The topical agent, nystatin, however, can be obtainad
in a powder form which is sucrose-free, but it must be mixed
with water for each use. More recently, an oral antifungal rinse
containing itraconazole has become available that uses saccha
rin in place of sucrose. Improvement in bumning mouth and
altered taste sensation may occur when diabetes mellitus meta-
bolic control is established or when xerostomia and associated
candidiasis are controlled. Some patients respond more effec
tively, however, to the prescription of low-dose amitryptyline-
containin antidepressant drugs, probably due to their effect on
neural inflammation. Again, use of such agents should be coor-
dinated with the consulting physician and some diabetes meli-
tus complications or medications may contradict its use.

|| Implants

Placement of implants in diabetic patients is a matter of great
interest to periodontists. Successful implantation has been
described in well-controlled individuals with diabetes meli-
tus, but two recent studies of uncontrolled diabetes mellitus
in animals have suggested an altered pattern of bone forma-
lionhrelaﬁontoinplantslnﬂewofmesesmdies.phncﬂ*
<al evidence of delayed healing in diabetic patients, it i doubt-
MlhatlhemcunudledotpootUcontrol!eddhbetesmeim
patient is a suitable candidate for implant placement.

|| Effect Of Diabetes On The Response To Peridontal
Therapy
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|| Final Word Of Caution Gy ;
in most instances the well-controlled type 1 or type 2 patient requiring periodontal
can be managed in @ mannel consistent with a healthy non- therapy

diabetic individual. Periodontal surgical procedures can be
performed, although it must be assured that the patient can

maintain a normal diet post-surgically
referral to physician tests to determine
for consent glycaemic control

In the event that the treatment procedure modifies the patient’s
dietary habits, dietary supplements should be recommended.
Supportive periodontal therapy should be provided at rela-
tively close intervals (2 1o 3 months) since some studies indi-
cate a slight but persistent tendency to progressive periodon-
tal destiuction despite effective metabolic diabetes mellitus well-controlled poorly controlled

control.

In many instances, the type 2 patient is not well controlled by
rigid standards, yet the patient’s physician will provide medical
dearance to perform periodontal therapy because the patient
is likely 1o tolerate the procedure without undue difficulty. In
this circumstance the periodontist should proceed with caution
since the treatment outcome may be compromised. It should
be remembered that inadequate diabetes mellitus control
can adversely affect the severity of the periodontal disease
response, the patient’s wound healing capacity and the ability
of the patient to withstand both emotional and physical stress.
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