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Abstract 

There exists a definite relationship between diseases of oral cavity especially periodontal 

infections and systemic diseases. This article discusses the clinical implication of diabetes 

in periodontics. 
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Introduction 

Periodontal diseases usually cause tooth loss among adults. These diseases are associated 

with polymicrobial infections which stimulate inflammatory response in periodontal 

tissues that result in loss of support of the affected teeth. Most studies indicate that the 

host response, rather than the direct effect of bacteria is responsible for the process. [2, 

3]. Bacteria or their products have indirect role in stimulating inflammation which is 

associated with inflammatory mediators such as prostaglandins, TNFα or interleukin [2]. 

These mediators in turn induce the production and activation of enzymes that destroy 

gingival connective tissues and stimulate osteoclasts to cause bone resorption. 

It is estimated that several mi l l ion individuals in India have diabetes. Studies have 

shown that both type I and type II diabetes increase the risk of periodontal diseases and 

cause severe periodontal breakdown [4, 5] 

Effects of Diabetes Mellitus on Periodontal Tissues: 

Diabetes increases two- to five-fold likelihood of developing periodontal diseases [4, 5]. 

Several mechanisms have been proposed to explain the greater incidence and severity of 

periodontal disease in diabetes. In chronic diabetes, the basement membrane of small 



vessels thickens as a result of non enzymatic glycosylation of extra vascular matrix 

components and intracel lular proteins. A subsequent accumulation of deposits, known as 

advanced glycosylation end products (AGE’s), occurs in the vessel walls and on the 

luminal surface. This may narrow the vessel lumen subsequently interfering with the 

transport across the vessel walls imparting oxidative stress on the periodontal tissues and 

hence prolong the inflammation [6]. 

Diabetes tends to increase susceptibility to bacterial infection by decreasing the 

effectiveness of cells that kill bacteria [7]. Every cell of the body except eyes are replaced 

at its own rate i.e. there exists equilibrium between formation and degradation. In diabetic 

patients there is an alteration in collagen metabolism due to increased activity of 

collagenase enzyme and hence more destruction [8]. There are also enhanced levels of 

AGE’s which makes collagen less likely to be replaced or repaired. 

Another possibility is that inflammation tends to be enhanced in those wi th diabetes. The 

resulting higher levels of pro-inflammatory cytokines such as IL-1 and TNFα may lead to 

an increase in bone loss. Moreover, the enhancement of net periodontal bone loss in 

diabetes may possibly be due to its negative impact on the formation of new bone. 

Discussion 

It has been repeatedly shown that the risk of periodontal disease is greatly influenced by 

diabetes, because diabetes has a significant impact on the bone in periodontal diseases. 

People with this disease need a thorough periodontal evaluation and a special 

consideration in treatment planning. Treatment of diabetes often reduces the risk of more 

severe periodontal diseases [10]. It has been reported that effective periodontal treatment 

helps in the stabilization of serum glucose levels [11]. The commonest periodontal 

feature in diabetes is increased attachment loss, apical migration of epithelial attachment, 

formation of periodontal pockets and multiple gingival and periodontal abscesses It has 

also been reported that in diabetes, bacterial infection causes an enhanced net bone loss 

[13]. Khan 

As a part of coupling process, growth and remodeling of the bone automatically recur 

after bone resorption. However, in diabetes prolonged and higher rate of osteoblast 

apoptosis is evident. Therefore, an increased loss of osteoblasts may possibly contribute 

to the diminished capacity of diabetics to form new bone after periodontal infection. 

Conclusion 

Diabetes has been considered as an important risk factor for periodontitis. Diabetes is 

found to increase the risk of developing periodontal disease about three-fold. However, 

the actual cause of which is not known. Diabetic patients, therefore require utmost care, 

attention and timely intervention to prevent progression of periodontal disease. 
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