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ABSTRACT

There is a lot of talk in the dental community about occurrence of oral lesions and caries due to narcotic drug use, because
generally the issue of narcotic drug use is of particular importance. Therefore, the objective of this work is to understand what the
most obvious oral lesions and tooth caries are and the dentist can diagnose them. Materials and Methods: To carry out this
bibliographic study, scientific article searching is conducted by referring to a scientific database. Findings were studied only to
capture the items that were consistent with the selected issue. Findings: Information sources confirmed the relation between poor
general health status and more specifically, the poor condition of oral and dental health. Conclusion: The most associated
manifestations of caries are tooth loss and cancerous oral lesions. These observations were present in most of the cases studied.

All of these are consequences of narcotic drugs and lifestyles that have been studied by drug users.

KEYWORDS: - Narcotic drugs, Oral lesions, Tooth caries, Narcotic drug use.

1. LITERATURE REVIEW

Oral diseases represent a public health problem that
has gained increasingly importance in social awareness.
This matter, in addition to the reducing quality of life
due to the loss of dental parts [1,2], due to the increasing
evidence of a potential impact on overall health that
exposure to gum infection is the most important oral
disease [3,4]. This particular disease is known for its
involvement and potential impact on public health
processes, a feedback mechanism has been suggested,
for example, in the relationship between oral and dental
infection and uncontrolled caries, with both diseases
feeding off each other's deregulation [5].A recent
systematic review highlights this fact and points to the
need to take measures in the dental environment at the

level of smoking cessation, sugar reduction and weight

control in patients at risk for disease or a combination of
the following diseases: Periodontal disease, tooth caries,
diabetes, cardiovascular disease and some cancers [6]. A
recent cohort study recorded a synergistic effect
between periodontal disease and smoking on the
increased risk of lung cancer, somewhat beyond the
sum of the independent effects [7]. A recent review of
the literature demonstrates periodontal disease and
tobacco use as risk factors for rheumatoid arthritis [8],
while a review of other literature demonstrated a
relation between periodontal disease and coronary
heart disease with chronic renal disease [9].

However, confirming the causal relationship between
systemic conditions and chronic oral diseases requires
further

research beyond biologically acceptable

mechanisms that, despite their abundance [10], have
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failed to demonstrate this causality [11], such as the

relationship  between narcotic drug use and
periodontitis and caries. . Due to the complexity of
chronic oral and systemic diseases, there is still a
the ability of identifying

environmental causes and the host's sensitivity to

restriction to specific
adverse health consequences, especially if these diseases
are dependent on multiple factors, if they occur after
prolonged exposure, or related to subtle disorders and
subclinical stages of the disease. In order to overcome
this problem, epidemiological surveillance is
considered as the current method of public health,
which highlights paying attention to the risks, resources
and related routes of exposure and health consequences
[12].

The objective of this study was to provide an insight
into the prevalence of periodontitis, caries and
peri-implant pathology and to compare their prevalence
inferentially between healthy and systemically injured
patients using an epidemiological surveillance system
established in a private oral rehabilitation group.

This prospective open cohort study was performed in
four clinical centers of Iran. This study was approved by
an independent ethics committee (Health Ethics
005/2012). The

population included patients over 18 years of age of

Committee, License No. study
both genders. The study population is higher with the
average socio-economic status.

Study inclusion criteria were patients with natural teeth
or dental implants, gum and oral infections and were
followed up in four centers. Study exclusion criteria
were patients under 18 years of age and patients
without natural teeth or dental implants and patients
with removable prosthesis. Examinations were
performed by 22 trained physicians. The reliability
dental

performed with 30 patients for each pathology,

evaluation of annual examinations was
(periodontitis, caries and pathology, etc.). Overall inter
rater reliability was estimated using the weighted mean
of the binary reliability estimates of inter rater. The inter
rater reliability results for weight kappa scores during
the three year follow up for drug-induced gingivitis and
intraoral disease were 0.84, 0.83 and 0.84, respectively.
For caries, it was 0.88, 0.89 and 0.87, and for
peri-implant pathology it was 0.85, 0.84 and 0.83. The
epidemiological surveillance study was performed with

the inclusion and follow up of patients between 6

months. A total of 1000 patients were observed during
the follow up study, each patient having different
follow up periods. The increase and number of clinic
visits varies.

At each clinical visit, a digital form is completed and
sent to the database. Completed information included
observation dates, physician identification, and patient
information. Independent variables were: code, age (by
year),

identification or

gender, systemic problems (presence and

absence). This information was
collected through a history questionnaire with a set of
medications or patient treatments that were updated in
each clinical session according to the protocol.

The dependent variables were: oral infectious disease
(presence or absence), caries (presence or absence),
peri-implant pathology (presence or absence), gingivitis
(presence or absence) and mucositis (presence or
absence) given to the following definitions:

American

According to  the Academy  of

Periodontology,  periodontitis was defined as
inflammation of the gums and adjacent adhesions with
loss of clinical adhesions and loss of adjacent
supporting bone [13]. According to WHO criteria, caries
was defined as decay lesions of dentin cavities or the
presence of a new repair [14]. Peri-implant pathology
was defined as the presence of peri-implant envelopes,
vertical bone loss, and loss of connectivity [15] in
implants with at least one year of follow up. Gingivitis
was defined as gum inflammation in the absence of
clinical adhesion loss [16]. Mucositis was defined as
inflammation of the mucosa dental peri-implant
loss of

without symptoms of vertical bone or

connectivity [15].

2. STATISTICAL ANALYSIS

Descriptive and inferential analysis of data was carried
out. The prevalence of each chronic or acute disease
(dependent variables) was calculated. The prevalence of
malignant conditions was calculated in terms of general
health, ie: hepatitis, cardiovascular conditions, thyroid

conditions, diabetes, rheumatic status (rheumatoid

arthritis, osteoarthritis, fibromyalgia, osteoporosis),
oncological conditions, inflammatory conditions
(Crohn's disease, multiple sclerosis) neurological

disorders (Parkinson's disease, Alzheimer's disease,
sclerosis, epilepsy), autoimmune conditions (lupus),

HIV, renal disease, genetic conditions (trisomy 21),
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syndromes (Sjogren's syndrome, Meniere syndrome),
and smoking habits (present or absent). The list of
conditions was decided based on the possible impact of
oral disease. Respiratory conditions were not
considered due to the reported effect of cariogenic or
periodontal pathogens on respiratory diseases and not
vice versa [17]. The relationship between systemic
status and prevalence of each oral disease was
estimated through multivariate conditional regression
models. For each oral disease, two models were
estimated: a general model with age variables (</= 48
years,> 48 years), gender, and systemic status (healthy,
one systemic status, more than one systemic status) as
potential predictors. And another specific disease model
with age, gender, hepatitis, cardiovascular condition,
thyroid condition, diabetes, rheumatic conditions,
HIV+, oncological conditions, inflammatory conditions,
neurological conditions, autoimmune conditions, renal
conditions, genetic conditions, syndromes and smoking
habits as potential predictors. Variables were
introduced at once (not step by step). Raw and adjusted
odds ratios (OR) with 95% confidence intervals (95% CI)
were estimated in both models for each oral disease
[18]. Sensitivity analysis was performed to evaluate the
effect of "follow up length" on the results, without
significant changes in the correlation matrix, or risk
indicators in the direction and magnitude for each of the
three chronic oral diseases after adjustment. The fit of
the model was evaluated by Hosmer and Lemeshow
tests. A significance level of 5% was determined.
Attributable fractions (AF) are impact criteria to show
the percentage of cases that may be prevented if the

exposure to the risk factor is suppressed [19].

3. RESULTS

A total of 1000 patients were observed during the follow
up period between 6 months last year, including 415
female (41.1%) and 585 male (58.9). Percent with an
average age of 485 years (standard deviation 15.6
years).

Due to acute conditions, gum and tooth disease due to
narcotic drug use was 53.7% (n = 1000). While for
mucositis, the prevalence was calculated to be 55.6%.
About 142 patients (65.6%), at least one of them had
acute oral disease. In total, 250 patients (23%) were free

of any acute or chronic disease. The number of patients

with at least one chronic oral disease was in accordance
with 303 (46.5%).

In total, (23%) were free of any acute or chronic disease.
The number of patients with at least one chronic oral
disease was in accordance with (46.5%) and (53.5%)
were free of chronic oral disease. The total number of
patients with periodontitis was 347, which corresponds
to a prevalence of 17.6%. Periodontitis occurred in
781,180 patients with systemic problems (23.4%) and
127,167 patients without systemic conditions (13.8%),
(Table 1). Given to the multivariate regression analysis
for periodontitis, the overall model was revealed, age>
48 years [OR =2.64, 95% confidence interval (2.44; 2.87)],
female gender OR = 1.46, 95% confidence interval (CI)
(1.36; 1.58), the presence of a systemic condition OR =
1.25, 95% CI (1.14; 1.37) and smoking OR = 1.90, 95% CI
(1.74; 2.07) as risk indicators. While in the specific
systemic status model, age> 48 years OR = 2.67, 95% CI
(2.46; 2.91)], male gender OR = 1.44, 95% CI (1.33; 1.56),
diabetes OR = 1.49, 95% confidence interval (CI) (1.24;
1.79), HIV+ OR = 4.37, 95% CI (1.05; 18.24) and smoking
habits OR = 1.90, 95% CI (1.74; 2.07) were revealed as
risk indicators (Table 3). The presence of a systemic
condition resulted in an attributable fractions of 12.2%,
while smoking habits, diabetes, and HIV+ attributable
components were, 5%37, and 1.2%, respectively (Table
3). Tooth decay was diagnosed in 7263 patients,
indicating a prevalence of 36.6%. Tooth decay occurred
in 781,308 patients with systemic problems (38.3%) and
127.45 patients without systemic diseases (35.4%),
(Table 1).

Periodontitis
Prevalence Caries prevalence
3497/19868=17.6%  7263/19868=36.6%

Peri-implant pathology
prevalence
1652/11863=13.9%

Global sample

Healthy 1657/12007=13.8%  4255/12007=35.4% 729/5875=12.4%
Systemic condition 1840/7861=23.4% 3008,7861=38.3% 921/5988=15.3%
Hepatitis 32/144=22% 43/144=34% 16/106=15.1%

Cardiovascular 747/3061=24.4% 1125/3061=36.8% 394/2845=13.9%
Thyroid 134/630=21.3% 241/630=38.3% 71/566=12.5%
Diabetes 185/624=31.2% 251/624=40.2% 82/583=15.8%
Rheumatologic 144/698=20.6% 230/698=33% 103/693=14.9%
HIv 11/21=52.4% 11/21=52.4% 6/27=22.2%
Oncological 77/343=22.4% 130/343=37.9% 46/321=14.3%
Inflammatory 10/74=13.5% 26/74=35.1% 9/46=19.6%
Neurologic 30/140=21.4% 71/140=50.7% 15/120=12.5%
Autoimmune 8/58=13.8% 20/58=34.5% 4/43=9,3%
Renal 2/21=9.5% B/21=38.1% 1/17=5.9%
Genetic 3/11=27.3% 5/11=45.5% 2/7=28.6%
Syndrome 2/14=14.3% B/14=57.1% 2/12=16.6%
More than one

systemic condition 3598/1526=26.1% 592/1526=38.8% 255/1532=16.9%

Smoking habits 951/3872=24.6% 1548/3872=40% 498/2536=19.6%

(Table 1) Chronic oral and dental diseases according to

the systemic status of patients due to narcotic drug use
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According to multivariate regression analysis for tooth
decay, the overall model was revealed, age> 48 years
OR =0.78, 95% CI (0.73; 0.83) as a protective factor, and
male gender OR = 1.08, 95% CI (1.02); 1.14), existence of
a systemic state OR = 1.12, 95% confidence interval (CI)
(1.04; 1.21)], existence of more than one systemic state
OR =127, 95% CI (1.10; 1.46) and smoking OR = 1.18,
95% confidence interval (CI) (1.09; 1.27) as risk
indicators. While in the specific systemic status model,
age> 48 years OR = 0.78, 95% CI (0.74; 0.84) as protective
factor and male gender OR = 1.06, 95% CI (1.01; 1.13),
cardiovascular condition OR =1.10, 95% CI (1.01; 1.20)],
diabetes [OR = 1.24, 95% CI (1.05; 1.46), neurological
status [OR = 1.84, 95% CI (1.32; 2.57) and smoking habits
[OR = 1.18 95% confidence interval (CI) (1.09; 1.27) was
revealed as risk indicators (Table 2). The presence of
systemic conditions resulted in a combined attributable
fractions of 6.7%, while smoking habits, cardiovascular
status, diabetes, and neurological conditions were 7%,
3%, 1.7%, and 1.3%, respectively (Table 2).

Odds ratio {OF] Odds ratio (DR}
Crucie values Adpusted valuss Amtributabls

Wariables [95% 0} prvalue (95% CI) prvalus fraction”
Ame pc0.001 p<0.001

« &8 yprars 1.0 {reference] 1.0 {refzrence)

= &8 years 262 243:2.83) 264 (2442 BT
=% pc0.001 p<0.00L

Female 1.0 {reference] 1.0 {reference)

Male 14471.34:1.55) 1.45 [1.36,1.58
Systemic status pacD001 p«0.001

Hzalthy 1.0 {reference] 1.0 {refzrence)

Hne systemic 102 (1 7B:2.07) 125 (1141 37 12.7%

condition N : :

Mar= than ane 168 (1.58:2.18) 112 (085132

systemic condrtian ) ) )
Smoking pecDl001 px0.001

Maon-smoker 10 jreference] 1.0 {reference)

Smoker 172 1.3E:1.67) 1.80[1.74;2.07* 3T
Systemic status

Hepatitis 1.34(0.50;1.529) p=0.145

Cardiovascular 165(1.51;1.61) pacD. 001

Thyroid 1.28(1.05;1.55) p=0.012

Diabetes 2.20(1.65.2.61) P00 3%

Rhewmatalagic 1.23(1.02;1.48) p=0.033

HIV+ 838 (2.34:3751 p=0.002 12%

Orcalogic aj p=0.018

Imflammatory p=0.357

Meurclogic p=0234

AutaEmmune p=0.247

Renal p=0341

Ganatic p=0.405

Syndrome p=0.745

(Table 2) Multivariate analysis and attributable fractions

for risk indicators

Peri-implant pathology was diagnosed in 152 patients,
of 13.9%.
pathology occurred in 588.91 patients with systemic

indicating a prevalence Peri-implant
problems (15.3%) and 575.79 patients without systemic
(12.4%), (Table 2).

regression analysis for

involvement According to

multivariate peri-implant
pathology, the overall model showed that age> 48 years

OR = 1.87, 95% CI (1.64; 2.14) and smoking OR = 1.84,

95% CI (1.64; 2.07) as risk indicators; while in the
specific systemic status model, age> 48 years OR = 1.87,
95% confidence interval CI (1.64; 2.13) and smoking
habits OR = 1.84, 95% CI (1.64; 2.07) were revealed as
risk indicators. . Existence of smoking habits resulted in

a 39% attributable fractions.

4. DISCUSSION

According to the authors, this was the first

epidemiological = surveillance study designed for
dentistry, which also recorded data on three major oral
diseases. The objective of present study was to provide
an insight into the prevalence of three major oral
diseases in a population pursued in a private
rehabilitation center. Epidemiological surveillance plays
an important role in clinical practice. Its main objective
is to provide ongoing technical guidance to health
professionals who are responsible for deciding on the
implementation of disease control measures, and for
this purpose, up-to-date information on the occurrence
of these diseases as well as the factors that cause
conditions in the population are defined. Alternatively,
epidemiological surveillance is an important tool for
planning, organizing and implementing health services
as well as normalizing related technical activities [12].
This is especially important for non-communicable
diseases such as periodontitis, caries or peri-implant
pathology, which are usually treated in a private office.
The present study was conducted in a private setting,
although the sample size and large distribution based
on different regions of the territory, due to the higher
estimated socio-economic status of the study
population, do not represent the total population of
country. According to a cross-sectional national study
by the Ministry of Health, the adult population for
attending private offices was estimated at 40.6% and
59% in less than a year and between 54.3% and 80.4% in
one to two years, year [20]. This ensures a cautious
interpretation of the results. The estimated prevalence
limit in the adult population of periodontitis and dental
caries was 10.8% -15.3% and 32.4% -98.1%, respectively
[20]. The prevalence of oral and dental diseases varied
according to each category. The prevalence of
periodontitis recorded in the present study was 17.6%,
slightly higher than the previously published threshold
(10-15%) in national [20] and international [21] studies, a

difference that may be explained by the study

217 International Journal for Modern Trends in Science and Technology



environment. A private rehabilitation center with
increasing demand for fixed prosthesis rehabilitation
with implants, in addition, a significant relation of age>
48 years, gender, and the presence of a systemic disease
with the prevalence of periodontitis suggests caution
when administering these patients, given the
approximately 10% higher prevalence recorded in this
study compared to healthy patients. A meta-analytic
study examining the relationship between periodontal
disease and CVD in observational studies, which
showed that the overall adjusted risk of brain stroke
was 147 to 263 times higher in people with
periodontitis than in those without periodontitis
(prospective and retrospective studies, respectively) 3].
In addition, the harmful relation of smoking habits with
a 90% increase in the probability of periodontitis
recorded in the present study was previously reported
in a study of smoking-related periodontitis in many
countries, which accounted for 74.8% of periodontitis
cases to smoking [22].

The prevalence of dental caries was the highest among
the three chronic diseases (36.6%) and represented the
main oral disease in the study sample in the range of a
national population study (32.4% - 98.1%) [13].

A lower prevalence of peri-implant pathology (13.9%)
was recorded compared to recent systematic reviews
(18.8% -22%) [25,26]. This difference is probably related
to the higher follow up period recorded in the
systematic reviews compared to the 3 years of the
present study. The present study recorded the
detrimental effect of smoking habits on the prevalence
of peri-implant pathology when adjusted for age,
gender, and systemic conditions. A systematic review
that estimated the overall prevalence of peri-implant
diseases in general and high-risk patients recorded a
higher prevalence of peri-implant diseases in smokers
[25]. A recent cross-sectional study evaluating the
prevalence of peri-implant diseases and its associated
factors showed a prevalence ratio of 2.25 for patients
with systemic disease and 2.94 for patients taking the
drug, a ratio that after multiple logistics regression
analysis remained significant. Drug use has been
adjusted for other variables of interest with a prevalence
ratio of 1.23 [27].

However, underlying factors such as lifestyle may play
an important role in the risk of oral and dental disease.

This association between lifestyle factors and tooth

decay and periodontitis has been previously
recommended. The results of a recent consensus (based
on a narrative review) on the interaction of lifestyle,
behavior, or systemic diseases with tooth decay and
periodontal disease suggest diet and smoking as
potential risk factors for caries and periodontal disease
[28]. In addition, there is strong evidence of an relation
between lifestyle factors (such as diet, smoking, alcohol
abuse, physical inactivity) and systemic diseases such as
diabetes [29,30] cardiovascular disease [29], or cancer
[29,31] was previously reported. This association should
lifestyle

behaviors, not only to reduce the incidence of important

initiate programs that promote healthy
systemic conditions but also to reduce the potential for
oral disease. Prevalence figures for the three chronic
oral diseases indicate their burden on the population,
with approximately 46.5% of the group affected by at
least one chronic oral pathology. Given that 65.6% of the
samples with acute conditions (gums and mucositis)
were at increased risk of chronic disease, the importance
of the epidemiological approach in the prevention and
control of oral diseases can be confirmed, in this
epidemiological condition. The monitoring system of
this approach can have a positive effect on the result by
identifying the risk factors for the occurrence of
diseases, the possibility of determining the risk profile
of each patient and providing customized care
appropriate to the patients. An example of this
epidemiological approach is the "Accurate Medical
Initiative", described by the National Institutes of
Health as an emerging approach to preventing and
treating disease by considering individual changes in
individuals' genes, environment, and lifestyle, to
accelerate our understanding of individual diversity
and its impact on the onset, progression, prevention and

treatment of disease [33].

5. CONCLUSION

Due to the limitations of this study, it can be concluded
that the incidence of major oral and dental diseases due
to the use of narcotic drugs is high in this private office
and there is a significant difference between healthy and
systemically unhealthy patients. Smoking habits was
the only factor associated with all chronic oral diseases,
and suppressing it could potentially have greater health
benefits by reducing the incidence of dental caries,

periodontitis, and peri-implant pathology.
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