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Abstract

Background. Chronic systemic diseases and periodontal diseases have an impact on an individual’s qual-
ity of life. Both conditions exacerbate an individual’s health status.

Objectives. The aim of the study was to examine whether periodontal condition could have an impact on
the overall quality of life in patients with controlled chronic systemic diseases.

Material and methods. This cross-sectional study included 252 male and female subjects, aged
>18 years, with a minimum of 6 teeth, and under medical follow-up for chronic systemic diseases. The
following exclusion criteria were used: pregnant or lactating women; psychological or neurological limita-
tions; uncontrolled chronic systemic disease; undergoing chemotherapy, radiotherapy, periodontal treat-
ment, or tooth whitening; or use of an orthodontic appliance within the previous 3 months. The Medical
Outcomes Study (MOS) 36-Item Short-Form Survey (SF-36) was used to assess the impact of periodontal
health on patients’overall quality of life. To assess self-perception of periodontal condition, a self-reported
periodontal disease measurement questionnaire was used. The periodontal assessment was performed
by 2 calibrated dentists. Anamnesis forms were completed to collect sociodemographic, behavioral and
medical diagnostic data, as well as to identify risk factors.

Results. The majority of the study participants were <50 years old (51%), female (65%), had a low edu-
cation level (<12 years of study) (60%), and resided in low-income households (93%). The study found
no association between periodontal condition and quality of life. The majority of individuals with tooth
mobility and 3—10 natural teeth were diagnosed with stage IIl and stage IV periodontitis. No significant
relationship was identified between chronic systemic diseases and periodontitis.

Conclusions. Periodontal disease has been demonstrated to have no effect on the overall quality of life
of individuals with controlled chronic systemic diseases. Self-reported cases of periodontal diseases cor-
responded with the clinical condition. Chronic systemic diseases were not identified as a risk factor for the
development of periodontitis.
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* Periodontal disease did not influence the overall quality of life in individuals with controlled chronic systemic

diseases.

+ There was no significant association between chronic systemic diseases and periodontitis.
* Self-reported periodontal symptoms corresponded closely with clinical periodontal diagnoses.
» Combined use of clinical assessment and self-report tools proved effective in identifying periodontal care needs.

Introduction

According to the Global Burden of Disease Study 2019
(GBD 2019), approx. 44% of the global population is
affected by oral disorders such as dental caries, periodonti-
tis and edentulism.! These conditions can cause disability,
resulting in pain, sepsis, lost school days, decreased work
productivity, and overall worse quality of life and well-
being.? Periodontal disease is a multifactorial, chronic
inflammatory disease induced by subgingival dental biofilm
that causes the loss of tooth-supporting tissues. This can
result in a systemic proinflammatory state, which is impli-
cated in the etiology of various chronic diseases, includ-
ing cardiovascular disease, diabetes, osteoporosis, mental
health conditions, and autoimmune diseases.® Further-
more, the inflammatory mediators present in the gingival
and peri-implant sulcus may contribute to the early diag-
nosis of periodontal and peri-implant diseases.>*

The management of health-related habits that contrib-
ute to the development of chronic diseases has not
improved, and the prevalence of multimorbidity is on the
rise, affecting 65% of individuals aged >65 years.> Oral and
systemic diseases have a large impact on the quality of life
of individuals from all age groups.® These conditions can
influence self-esteem, nutrition, the ability to eat, health,
and can cause pain, anxiety and social privation.>~’

Therefore, patient medical history, in addition to epide-
miological indicators, is critical for planning, organizing
and monitoring health services.® The medical history of
an individual is further enriched by the integration of
their perceptions and social representations of oral and
systemic health conditions, as reported by the individual.’
For this purpose, a valid self-reported measurement
of disease can serve as a cost-effective method to facili-
tate epidemiological studies that incorporate population
surveillance.!? Self-reporting of diseases consistent with
clinical parameters can contribute to the prevention and
early diagnosis of periodontal diseases, especially in
individuals who require complex clinical care.''1? Some
studies have demonstrated the effectiveness of self-
assessment as a tool for evaluating periodontal status
and many other conditions.!® Previous data has shown
that self-perception can have acceptable validity, ranging
from moderate to high compared to clinical examination.

The present study aimed to analyze whether periodontal
conditions have an influence on the overall quality of life
of patients with controlled chronic systemic diseases.
The secondary objectives were to verify the relationship
between clinical periodontal diagnosis and self-perception
of periodontal condition, and to assess whether chronic
systemic diseases are risk factors for periodontal disease.

Material and methods

Study population

This cross-sectional study was designed according to the
STROBE (Strengthening the Reporting of Observational
Studies in Epidemiology) guidelines.!* The Institutional
Ethics Committee of the State University of Ponta Grossa,
Brazil, has approved this study (protocol No. 3028211).

The research was conducted at the Regional University
Hospital of Campos Gerais, State University of Ponta
Grossa, in the southern region of Brazil, from December
2018 to May 2019. The sample size calculation was based
on a previous study that used self-reporting question-
naires regarding periodontal disease.'®

According to a self-report survey, 68% of the population
have gingival problems.'® To estimate this proportion with
5% absolute precision and 95% confidence, a minimum
sample size of 246 volunteers is required from a potentially
eligible population of 928 participants (Fig. 1). Based on
the sample size calculator (https://www.statulator.com/
SampleSize/ss1P.html), if a random sample of 246 is
selected and 68% of subjects in a sample exhibit gingival
problems, a confidence level of 95% can be ascribed to the
hypothesis that between 63% and 73% of the subjects in
the population possess the factor of interest.

Male and female subjects aged >18 years, with a mini-
mum of 6 natural teeth, under medical follow-up for
chronic systemic diseases, and without changes in medi-
cation during the previous 2 months were included in the
study. The most prevalent systemic diseases were included
(circulatory system diseases, nutritional, metabolic or
endocrine diseases, respiratory system diseases, and
immune system diseases). The following exclusion criteria
were used: pregnant or lactating women; psychological or
neurological limitations; uncontrolled chronic systemic
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disease; undergoing chemotherapy, radiotherapy, peri-
odontal treatment, or tooth whitening; or use of an ortho-
dontic appliance within the previous 3 months (Fig. 1).

Data collection

An anamnesis form was completed based on patients’
medical records to collect data on sociodemographics,
behavioral habits, risk factors for periodontitis, current
medication, and medical diagnosis. The patients were
categorized into 4 disease groups according to the
International Classification of Diseases (ICD-11),'¢ as follows:
group 1 (circulatory system diseases); group 2 (nutritional,
metabolic or endocrine diseases); group 3 (respiratory
system diseases); and group 4 (immune system diseases).
The Medical Outcomes Study (MOS) 36-Item Short-
Form Survey (SF-36) and a self-reported periodontal
disease measurement questionnaire were subsequently
administered to the patients. Then, the patients under-
went a comprehensive clinical periodontal examination.
Individuals in need of immediate treatment were referred
to the university hospital’s dental service.

Assessment of quality of life and
self-reported periodontal condition
The instrument used to evaluate the impact of health

on patients’ overall quality of life was the SF-36 (Brazilian-
Portuguese version). This questionnaire is composed

Potentially eligible
participants
(n=928)

Individuals who did
> not agree to participate

in the study
(n=231)
Individuals who
3 did not meet
the exclusion criteria
(n=273)
Incomplete
—> medical records
n=159
7 ( )
Individuals who
agreed to participate
in the study
(n=265)
. Participants who dropped
Participants excluded :
< > out due to lack of time
due to che:notherapy to participate in the study
(n=3) (n=3)
Participants excluded Participants excluded
due to incomplete due to periodontal
questionnaires > treatment
(n=2)  / (n=15)

Final sample size
(n=252)

Fig. 1. Flowchart of the study
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of 36 items grouped into 8 subscales with multidimen-
sional aspects, which evaluate the following: functional
capacity; physical aspects; general health status; emotional
aspects; social aspects; pain; vitality; and mental health.
The SF-36 score ranges from 0 to 100, with O representing
the worst state of health and 100 representing the best
possible state.!”

The patients’ self-perception of their periodontal condi-
tion was assessed using the self-reported periodontal dis-
ease measurement questionnaire (Brazilian-Portuguese
version),'® which was based on self-reported questions
from previous studies.!>!” The questions were either
objective or had a cognitive basis, prompting the individual
to analyze their oral condition. The questionnaire con-
tained 22 items on the following topics: 4 sociodemo-
graphic questions; 5 questions related to risk factors (such
as smoking, diabetes and pregnancy); 10 self-reported
questions concerning oral health and periodontitis;
2 questions on the history of periodontal treatment; and
1 question on the professional report of periodontal dis-
ease. The following variables were incorporated into the
analysis: gingivitis; tooth migration; tooth mobility; tooth
loss; number of natural teeth; oral health classification;
scaling and root planing; periodontal surgery; and bone
loss. Both questionnaires were previously validated and
adapted for the Portuguese language.

Clinical periodontal evaluation

The following dental and periodontal parameters were
evaluated: missing teeth; marginal suppuration; dental
biofilm; gingival recession; probing depth; bleeding on
probing; and clinical attachment loss. Examinations were
conducted using a manual Millenium Plus North Carolina
CP-15 periodontal probe (Golgran, Sdo Caetano do Sul,
Brazil) that included all teeth at 6 sites per tooth, with the
exception of third molars. The classification of periodon-
tal disease for subsequent diagnosis was based on the cri-
teria established in the report of workgroup 3 of the 2017
World Workshop on the Classification of Periodontal
and Peri-Implant Diseases and Conditions.?’ We catego-
rized the patients into the following 4 groups: periodontal
health or gingivitis (gingivitis was defined as bleeding on
probing at >210% of the sites); stage I periodontitis (clinical
attachment loss of 1-2 mm); stage II periodontitis (clini-
cal attachment loss of 3—4 mm); and stage III and stage IV
periodontitis (clinical attachment loss of >5 mm).

The periodontal evaluation was conducted by 2 trained
and calibrated dentists (LZL and LTN). The training and
calibration for assessing clinical parameters (dental bio-
film, bleeding on probing and marginal suppuration) were
carried out through discussions among the researchers
during joint clinical examinations in the preliminary
phase of the study. The inter-examiner reliability for gin-
gival recession, probing depth and clinical attachment
loss was determined using the weighted Cohen’s kappa.
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The inter-examiner agreement was substantial, with val-
ues of 0.74 for gingival recession, 0.92 for probing depth,
and 0.85 for clinical attachment loss.

Statistical analysis

The x? test was applied to evaluate the association
between general population parameters according to age
and sex. The same test was used to verify whether the
self-perceived periodontal condition was associated with
the periodontal diagnosis. We compared the quantitative
periodontal parameters for age and sex using the unpaired
t-test. Prior to conducting all analyses, the normality
of the data was tested. To ascertain the impact of peri-
odontal condition on patients’ overall quality of life, the
analysis of variance (ANOVA) was applied in conjunction
with Tukey’s post hoc test. The binary logistic regression
model was used to determine whether controlled chronic
systemic diseases function as risk factors for periodontal
disease. The model incorporated all disease groups as
predictor variables. The dichotomous response variable
was the presence or absence of periodontitis, and the data
was reported as odds ratios (ORs) and 95% confidence
intervals (CIs). The results were considered statistically
significant for p < 0.05.

Table 1. Behavioral habits and oral hygiene of the study participants (N = 252)

Results

Characteristics of the population

The total number of subjects included in the study was
252. The majority of the participants were <50 years old
(51%), female (65%), had received a maximum of 12 years
of education (60%), and resided in low-income house-
holds (93% with incomes up to $700.00).

Behavioral habits and oral hygiene

All the variables were analyzed based on sex and age of
the participants. The majority of smokers were <50 years
of age, while ex-smokers were predominantly >51 years
of age (p = 0.001). In addition, ex-smokers were more
frequently male (p = 0.014). With respect to diabetes, no
association was identified between age and sex. Patients aged
>51 years consumed more medications per day (p = 0.002).
There was a significant association between the variables
of flossing and frequency of flossing in relation to age and
sex regarding oral hygiene habits. The use of dental floss
was more prevalent among female subjects (p = 0.003)
and among individuals aged <50 years (p = 0.006).

Variable <50 years >51 years
(n=128) (n=124)
non-smoker 87 (68) 77 (62) 116 (71) 48 (55)
Smoking status smoker 20 (16) 6(5) 0.001* 17 (10) 9(10) 0.014*
ex-smoker 21(16) 41 (33) 31(19) 31(35)
<10 years 8 (40) 0(0) 6 (35) 2(22)
Smoking time 0.063 0492
>10years 12 (60) 6 (100) 11 (65) 7(78)
<10 10 (50) 5(83) 11 (65) 4 (44)
Cigarettes/day, n 0.147 0.320
>10 10 (50) 1017) 6 (35) 5(56)
<10 years 10 (48) 16 (39) 15 (48) 11 (35)
Ex-smoking time 0.516 0.303
>10 years 11(52) 25 (61) 16 (52) 20 (65)
no 96 (75) 84 (68) 17 (71) 63 (72)
Diabetes 0.202 0.967
yes 32(25) 40 (32) 47 (29) 25 (28)
none 27 (21) 16 (13) 28 (17) 15(17)
Medications/day, n 1-3 61 (48) 42 (34) 0.002* 71 (43) 32 (36) 0.514
4 and more 40 (31) 66 (53) 65 (40) 41 (47)
no 43 (34) 63 (51) 58 (35) 48 (55)
Dental flossing 0.006* 0.003*
yes 85 (66) 61 (49) 106 (65) 40 (45)
every day 39 (30) 63 (51) 58 (35) 48 (54)
Frequency of v M
dental flossing no use 43 (34) 32(26) 0.016 52 (32) 19 (22) 0.013
1-3 times/week or other 46 (36) 29 (23) 54 (33) 21 (24)
up to twice/day 48 (38) 53 (43) 51 (31) 50 (57)
Brushing frequency 0.396 <0.0001*
3 or more times/day 80 (62) 71(57) 113 (69) 38 (43)

* statistically significant (p < 0.05, x? test). Data presented as frequency (percentage) (n (%)).
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Daily dental flossing, however, was more prevalent among
males (p = 0.013) and patients aged >51 years (p = 0.016).
Women exhibited a higher frequency of toothbrushing
than men, with daily toothbrushing significantly associated
with female sex (p < 0.0001) (Table 1).

Periodontal conditions

The majority of individuals aged <50 years exhibited
an average of 20-25 teeth and a lower tooth loss index in
comparison to the subjects aged =51 years (p < 0.0001).
A higher number of sites with biofilm (p = 0.027) and
a greater clinical attachment loss of 3—4 mm or =5 mm
(p < 0.0001) was observed in males aged >51 years com-
pared to other groups. The prevalence of probing depth
of 1-3 mm was higher among women (p = 0.001), whereas
men exhibited a higher number of sites with probing
depth of 4-5 mm (p = 0.001) and >6 mm (p = 0.005). The
group with a mean age of <50 years presented a higher
percentage of sites with bleeding on probing (p = 0.001)
and a lower percentage of sites with gingival recession
(p < 0.0001). A lower percentage of women showed sites
with gingival recession (1-3 mm: p = 0.002; >4 mm:
p < 0.0001) (Table 2).

Table 2. Periodontal parameters of the study participants (N = 252)

Impact of periodontal condition on
quality of life

The results regarding the quality of life subscale of SF-36
were similar among patients with different periodontal
diagnoses (p > 0.05) (Table 3). The coefficients of varia-
tion between SF-36 subscales according to periodontal
condition were low, supporting the similarity between
the groups, as follows: functional capacity (3.4%); physical
aspects (3.4%); pain (3.3%); general health status (0.4%);
vitality (1.5%); social aspects (0.6%); emotional aspects
(3.4%); and mental health (1.8%).

Self-reported periodontal disease
measurement and clinical periodontal
diagnosis

Individuals who reported having tooth mobility, tooth
loss, scaling and root planing, and 3-10 natural teeth
were mostly associated with stages III and IV periodon-
titis. A statistically significant association was identified
between the stages of periodontitis and these variables
(p < 0.05) (Table 4).

(n=128) (n=124) (n=164) (n=288)
Teeth', n 216463 148466 <0.0001* 183475 184 47.0 0912
6-10 1109 46 (37) 39 (24) 18 (20)
11-19 23(18) 44 (35) 40 (24) 27 31)
Teeth?, n <0.0001* 0.738
20-25 50 (39) 26 (21) 50 (30) 26 (30)
26-28 44 34) 8(6) 3521) 17(19)
[Doj]”ta' biofilm? 68 425 72 426 0261 67 +25 75 +26 0.027*
ﬁzedmg ool 52422 43+22 0.001* 49122 4523 0172
Marginal suppuration®
) 348 5413 0,632 4410 5412 0.391
0mm 92 +13 73 +24 <0.0001* 86 +20 76 +23 <0.0001*
g/:]‘gival fecessionl 1-3mm 6£10 19416 <0.0001* 11£14 16 £14 0.002*
>4 mm 143 813 <0.0001* 348 712 <0.0001*
1-3 mm 86+16 88413 0,608 90 411 8219 0.001*
;meg depth’ 4-5mm 12414 11411 0.701 10£10 16 £16 0.001*
>6mm 144 142 0.265 142 245 0.005*
0mm 80 +21 64 +24 <0.0001* 77 £22 63 +25 <0.0001*
Clinical attachment loss' 1-2 mm 11412 848 0.046* 849 12£12 0.027*
%] 3-4mm 344 9+8 <0.0001* 547 747 0018*
=5 mm 612 19421 <0.0001* 9416 1842 <0.0001*

* statistically significant (p < 0.05); Tt-test; *x? test. Data presented as mean =+ standard deviation (M +SD) or as n (%).
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Table 3. Results of the Medical Outcomes Study (MOS) 36-Item Short-Form Health Survey (SF-36) according to the periodontal diagnosis

SF-36 subscale Periodqnta} h?alth FHOSOREE p-value (ANOVA)
Functional capacity 50.7 £9.6 51.8+103 514 £9.1 480105 0.155
Physical aspects 520+10.2 50.7 +£10.0 51.0+10.2 48.0+9.6 0.121
Pain 486194 524498 511499 49.6 £10.5 0332
General health status 50.1£9.9 50.5£94 50.0 9.8 50.1+£10.5 0.670
Vitality 495+10.8 498 +11.2 51.2+9.0 499 +9.6 0.720
Social aspects 505+10.5 49.8£10.0 50.0 £9.5 49.9 +£10.1 0.987
Emotional aspects 513499 51.5+100 478 +£10.2 499499 0333
Mental health 489108 494 £10.1 504 +9.2 50.8 £10.1 0.775

Data presented as M +5D. The SF-36 score ranges from 0 to 100, with 0 representing the worst state of health and 100 representing the best possible state.
Gingivitis was defined as bleeding on probing at >10% of the sites, stage | periodontitis as clinical attachment loss of 1-2 mm, stage Il periodontitis as clinical
attachment loss of 3-4 mm, and stages Il and IV periodontitis as clinical attachment loss of >5 mm.

Table 4. Self-reported periodontal health and clinical periodontal diagnosis of the study participants

Periodontal Periodontitis
Variable Patients health or
(N=252) gingivitis stage Il stages lll and IV
= =33) (n=154) =
no 150 (60) 40 (60) 19 (58) 34 (63) 57 (58)
Gingivitis 0.942
yes 102 (40) 27 (50) 14 (42) 20(37) 41 (42)
no 167 (66) 50 (75) 25 (76) 36 (67) 56 (57)
Tooth migration 0.069
yes 85 (34) 17 (25) 8(24) 18 (33) 42 (43)
no 185 (73) 60 (90) 21 (64) 43 (80) 61 (62)
Tooth mobility 0.001*
yes 67 (27) 7(10) 12 (36) 11 (20) 37(38)
no 213 (85) 62 (93) 27 (82) 48 (89) 76 (78)
Tooth loss 0.048*
yes 39 (15) 5(7) 6(18) 6(11) 22 (22)
3-10 64 (25) 17 (25) 4(12) 12 (22) 31(32)
11-19 5321 7 (10) 7(21) 13 (24) 26 (27)
Natural teeth, n 0.002%
20-27 79 (31) 17 (25) 3(39) 22 (41) 27 (28)
>28 56 (22) 26 (39) 9(27) 7(13) 14 (14)
excellent to good 131 (52) 40 (60) 5 (45) 25 (46) 51 (52)
Oral health 0413
bad to very bad 121 (48) 27 (40) 8 (55) 29 (54) 47 (48)
Scaling and root no 175 (69) 51 (76) 24.(73) 43 (80) 57 (58) 0o10"
planing yes 77 31) 16 (24) 9(27) 11(20) 41 (42) ‘
Periodontal no 235 (93) 65 (97) 31(94) 52 (96) 87 (89) i
surgery yes 17 (7) 2(3) 2 (6) 2 (4) 11(11) '
no 222 (88) 63 (94) 31(94) 46 (85) 82 (84)
Bone loss 0.134
yes 30(12) 4(6) 2(6) 8(15) 16 (16)

* statistically significant (p < 0.05, x? test). Data presented as n (%). Gingivitis was defined as bleeding on probing at >10% of the sites, stage | periodontitis as
clinical attachment loss of 1-2 mm, stage Il periodontitis as clinical attachment loss of 3-4 mm, and stages lll and IV periodontitis as clinical attachment loss
of >5 mm.

Systemic condition and periodontal

diagnosis

The predictors were previously defined as follows: cir- to be associated with the risk of periodontitis (p = 0.791).
culatory system diseases (group 1); nutritional, metabolic After adjustment, the logistic regression analysis did
or endocrine diseases (group 2); respiratory system dis- not demonstrate a significant relationship between the
eases (group 3); and immune system diseases (group 4). risk of periodontitis and the defined predictor variables

When considered as a whole, these factors were not found (Table 5).
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Table 5. Logistic regression analysis of the impact of explanatory variables (i.e,, chronic systemic diseases) on the risk of periodontitis

Group 1 0.29 0.55 0.28
Group 2 0.59 0.68 0.76
Group 3 0.12 0.69 0.03
Group 4 -0.29 0.55 0.28
Constant 1.99 044 20.96

1 0.596 1.34 0.46-3.91
1 0.382 1.81 0.48-6.81
1 0.864 1.13 0.29-4.31
1 0.596 0.75 0.26-2.19
- 0.001* 733 -

* statistically significant (p < 0.05); group 1 - circulatory system diseases; group 2 — nutritional, metabolic or endocrine diseases; group 3 - respiratory system
diseases; group 4 — immune system diseases; SE — standard error; df — degrees of freedom; OR — odds ratio; C/ - confidence interval.

Discussion

The findings of this study indicated that the quality
of life did not vary according to the periodontal condition
of individuals with controlled chronic systemic diseases. The
quality of life subscales of the SF-36 demonstrated minimal
variation between the patient groups. Although many stud-
ies have suggested that periodontal disease has a negative
impact on the quality of life of individuals, these studies
used specific questionnaires that predominantly addressed
oral health aspects rather than generic questionnaires,
such as the SF-36, that are widely used in patients with sys-
temic diseases.?"2> OQur observations revealed no impact
of periodontal disease on the overall quality of life when
using a generic assessment instrument (SF-36). The findings
of this study differ from those reported in the literature,
possibly due to the fact that the patients included in our
research had controlled systemic conditions. Additionally,
this discrepancy may be attributed to other criteria used to
classify periodontal diseases.!”?

In the current study, the majority of subjects who com-
pleted the self-reported periodontal assessment exhibited
advanced stages of periodontal disease and a low family
income. These factors could be associated with challenges in
accessing healthcare services, which may have contributed
to the observed prevalence and severity of periodontal dis-
ease.?* The self-reported periodontal condition coincided
with the clinical diagnosis.!® Previous studies have attempted
to determine the predictive capacity of self-reported
periodontal disease measurement variables.!* Although
this tool does not estimate the severity of periodontal dis-
ease, it has been demonstrated to be effective in the rapid
identification of periodontitis due to its non-invasiveness
and cost-effectiveness.?> However, the final diagnosis of the
severity of periodontal disease must be made through
a clinical examination by a qualified professional.

In the present study, chronic systemic diseases were
not identified as risk predictors for the development
of periodontitis. It should be emphasized that all subjects
included in the study were under continuous medical
supervision, with their chronic systemic diseases being
adequately managed. This factor may explain the absence
of associations between variables, a phenomenon that has
been previously documented in related studies.?6”

The present study evaluated a vulnerable population
group (systemic involvement, low income and low levels
of education). The use of a clinical method for periodon-
tal assessment, in conjunction with a self-reported peri-
odontal disease questionnaire, enabled the identification
of subjects requiring both clinical and informational
intervention, as many exhibited little knowledge about the
disease."1318 The individuals adequately self-reported
their symptoms yet demonstrated no self-perception of the
disease, perhaps due to poor understanding or a focus on
medical monitoring for systemic conditions.!8192

Our study was subject to certain limitations, including
the inability to measure incidence or establish causal
relationships due to its cross-sectional design, the poten-
tial difficulty in interpreting identified associations, and
the inability to investigate temporal relations between
outcomes and risk factors. Additionally, the unequal dis-
tribution of sex among study participants and the use
of a generic instrument to assess quality of life may have
constrained the generalizability of the findings.?®

The patients included in the present study had various
systemic diseases, with multiple conditions frequently
co-occurring. In addition, they used numerous medica-
tions to manage these diseases. Both systemic conditions
and medications can cause alterations within the oral
cavity, affecting the periodontal tissues and, by extension,
the quality of life.”? Therefore, the results of the study
may have been influenced by these factors. However, we
also identified positive and differentiated aspects, such
as the use of 2 methods for evaluating periodontal con-
ditions: the clinical assessment method; and the peri-
odontal disease self-perception questionnaire, an instru-
ment employed in large epidemiological studies. Despite
its generic nature, the utilization of the SF-36 to assess
quality of life enabled the analysis of functional capacity
and subjective well-being in relation to the health status
of the study participants.!” Furthermore, to the best of
the authors’ knowledge, no previous studies have used
the SF-36 to assess the impact of periodontal disease on
the overall quality of life of patients with chronic systemic
diseases.

The present research offers further insights into the
existing literature on this subject, corroborating the idea
that self-reported periodontal conditions may serve as
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indicators of clinical periodontal status.’® Conversely, the
findings indicate that periodontal condition does not
interfere with the quality of life as measured by a generic
assessment instrument (SF-36). This suggests that chronic
systemic diseases may have an impact on the physical and
mental well-being of individuals. In addition, the out-
comes of this study enabled the verification of patients’
levels of knowledge and self-perceptions of periodontal
disease. This verified information can facilitate the devel-
opment of educational policies that encourage the pre-
vention and early diagnosis of this disease.

Conclusions

Based on a sample of patients with systemic diseases
who receive ongoing medical care and monitoring at
a referral hospital, it can be concluded that periodontal
disease did not interfere with the overall quality of life
of individuals with controlled chronic systemic diseases.
The final diagnosis of the severity of periodontal
diseases must be made through a clinical examination
by a qualified professional. Controlled chronic systemic
diseases were not identified as a risk factor for the
development of periodontitis. It is recommended that
long-term follow-up studies be conducted to evaluate the
impact of periodontitis on quality of life and the association
between periodontitis and systemic diseases.
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