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INTRODUCTION AND AIM

* Background: Oral health status was reported as poor in haemodialyzed patients, with high prevalence of periodontal disease (PDD), associated with
inflammation, malnutrition and increased mortality [1-4]. Predialyzed patients with Chronic Kidney Disease (CKD) seem to have also impared oral health status,
with possible impact on renal function and general health, but 1t was much less studied [5.,6].

* Objective: to assess the prevalence of PDD 1n predialysis CKD patients and its relationship with renal function, inflammation and nutritional status.

* Study type: cross-sectional single-center observational study * Oral Health Assessment: | * Parameters:
* Subjects: All the 264 consecutive adults, with stage 3+ CKD (estimated B WHO recommendations, by a single N Is)emlfjgmﬁc;_t
: : : examiner: — Smoking habi
GFR< 60 mL/min per year, MDRD4 formula) admitted 1n a large _ Silness and Loe plaque index (PT) ~ Renal function
Nephrology Department were assessed. - Loss of clinical attachment level (CAL) ~ Proteinuria
o Pocket depth (PD) _
Assessed tf:*f - Decayed-Missing-Filled Teeth (DMFT) score — CKD-related disorders
eligibili . . .
ea — Patients were stratified by CAL: — Nutritional status (SGA,
Refused participation - normal oral status/ mild PDD (CAL<3mm) anthropemetrical, biochemical)
" 43 > moderate PDD (CAL 3-4 mm) — Infl ¢ tatu
- severe PDD (CAL >5mm). AHAmMmatory status
Enrolled in other trials
! Paﬁenﬂ 37 * Patients characteristics:
el . Age* (years) 58.0 (50.4-59.3) . Smokers (% 59
03 g (%)
| Felused partcpation - Gender (% males) 37 . eGFR* (mL/min) 29.8 (28.2-38.4)
17 - Underlying kidney disease: . Proteinuria* (g/g creatininuria) 1.8 (0.5-3.5)
- Glomerular nephropathies (%) 33 n _ o
Excluded for edentulism - Vascular k’.l‘.'fl]lllf‘.‘_‘;«I diseases (%) 31 N Nlltrltlﬂnal Statl.lﬂ. SGAA(A‘) 89
* ’ >2 - Interstitial nephropathies (%) 22 ° hlﬂa;mmatnry status:
E“al;?te{i - Diabetes mellitus (%) 10 - CRP* (mg/L) 9(5, 14)
- Other/unknown (%) 4 - CRP> 12 mg/L (%) ¢ Dt presented s median _ m?;}

RESULTS

57.3 Age
(Median, years)

m Severe PDD
Moderate PDD
Mild PDD

*
mPDD p=0.02

Normal 51.5

19%

(n=82) Severe PDD (n=21) Normal (n=33)

* Poor periodontal health status was 1dentified in 71% of patients, 26% of them * Patients with severe PDD were significantly older [57.3 (55.1-60.2) versus 51.5

with severe PDD. (49.8-53.2) years]| as compared to those with healthy oral status.
Smoking status Diabetic status Estimated Glomerular Filtration Rate
2% (mL/min per 1.73 m2)
31% |
43%
* 0<0.001 roo () * =0.65
p<0. mPDD (+) 98% p<0.001 p=0.
o 25.6

- B .

Smokers (n=68) Non-smokers (n=47) Diabetics (n=11) Non-diabetics (n=104) Severe PDD (n=21) Normal (n=33)
* Periodontal disease was significantly more frequent in smokers (91 versus * The level of kidney function was similar 1in patients with severe PDD and 1n
57%) and 1n diabetic patients (98 versus 69%). those with normal periodontium: 25.6 (19.4-28.4) vs. 28.3 (25.9-31.2) mL/mn.
Nutritional status ,, Inflammation Proteinuria
0 3% /g urinary creatinine
: (9/9 ry )
2.1
34% 29%
. PDD (-) * p20.02
p=0.04 u PDD (+) 97% *
o p=0.002
71% 06
SGA B (n=13) SGA A (h=112) CRP>12 mg/L (n=28) CRP<12 mg/L (n=87) Severe PDD (n=21) Normal (n=33)

* Sigmficantly higher percentages of patients with malnutrition (SGA B) and of |« pioteinuria was significantly higher in subjects with severe PDD: 2.1 (1.7-3.2)
those with inflammation (CRP>12 mg/L) had PDD: 97 versus 66% and 97 versus 0.6 (0.1-1.2) g/g creatininuria in normals.

versus 71%, respectivelly.
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