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| Minimal
tervention

"

Blood testing in the dental office

by Shirley Gutkowski, RDH, BSDH, FACE

y now, you're getting the hang

of the idea about the philosophy

of minimal intervention dental
hygiene (MIDH). It started out about
keeping the enamel amputations small.
It’s moving right up the chain to ear-
lier diagnostics, and diagnosis during all
other dental procedures and therapies.
One that needs a little explanation is the
evolution of diagnosis and treatment of
periodontal infections.

I'd like to start with a little lesson about
the changes during the last decade per-
taining to periodontal infections and the
relationship they have with the whole
body. I'd like to direct you to pubmed.gov
for more background information. Use
the search strings starting with the word periodontal, and one of these words
after it: cardiac, cardiovascular, COPD, CVD, stroke, brain attack, heart attack,
C-reactive proteins, or diabetes. This should get you started on the path to un-
derstanding the seriousness of this infection.

It's not really the periodontal infection that’s cause for concern. Now pick
your chin up off the floor — it’s not the fact that the infection is in the mouth.
The problem stems from any untreated infection in the body. That is fact num-
ber one to be brought to the light of day. To state it more clearly: any infection
in the body that is left untreated will increase the risk of the big seven: COPD,
cardiovascular disease, stroke, preterm birth, low birth weight, arthrits, and dia-
betes (so far). Periodontal disease is the easiest infection to detect, diagnose, and

treat in the dental office, as opposed to detecting an infected appendix in the
dental office.
You can see that with the list of serious comorbidity factors associated with the
P ART 90f10 periodontal infection, we can no longer look at the bent wire as a diagnostic tool.
There are too many ways to create a false positive reading, and too many con-
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founding factors, primarily diabetes, that can cause bleeding
of the sulcus.

The American Academy of Periodontology suggests that
a lack of bleeding on probing indicates health, not that
bleeding on probing indicates disease. Those few hygien-
ists who practice ahead of the curve and used the Diamond
Probe earlier this millennium to detect VSCs in the sulcus
(volatile sulfur compounds associated with tssue destruc-
ton) learned that tissue destruction can occur in a healthy
looking 2 mm sulcus.

The bent wire no longer has a place in the operatory, at
least not for periodontal disease diagnosis. What we need
in dental hygiene right now is chairside blood testing. Now
settle down, it’s not that big a deal' Let’s remember that den-
tistry is a health profession, not an enamel scraping or cut-
ting profession. We all studied blood chemistry in college,
and we had blood chemistry questions on our boards. Most
hygienists swim in blood all day.

The primary blood readings we need are inflammatory
markers. We can do that in at least one chairside test called
TOPAS; however, the most important marker is CRP. It is
what all the studies measure, including those that find el-
evated CRP numbers, which are a better risk indicator for a
cardiovascular event than cholesterol. Read that again.

The second most important is the HgAlc number that
reflects the average blood sugar level over a period of three
months. Nearly as many people don’t know they have diabe-
tes as know they do. This is a huge confounder for current
periodontal infecdon diagnosis.

One way to get blood results is to send the patient to the
local lab. Another is to simply do it at the office. Anyone with
bleeding upon probing should have blood work to eliminate
the potential for comorbidity, and it’s a better starting point
than pocket depth readings. Pockets are a surrogate measure
of disease, a history lesson. They don’t tell if the disease is
active Or not.

Once you have a baseline of at least CRP and HgAlc,
you can take some action. A high glucose reading will tell
you that the patient needs to see his or her physician for an
evaluation. A high CRP should fall dramatically after peri-
odontal treatment. If it doesn’t, a trip to the physician is in
order. Practices that do in-office blood resting have found
patients with everything from gout to colon cancer.

These two safe and easy tests can be done in the office.
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If they have a high reading in any of the tests, a referral is
indicated. For us, it’s a screening; for them it’s a test. Some
dentists don’t like the idea because it’s too close to practicing
medicine. Well, we can argue that we practice medicine ev-
ery day. By treating bleeding gums as a periodontal infection
when the bleeding really is a presentation of uncontrolled
diabetes, we're malpracticing, if yowll pardon the coined
word. Last year DentalLawyers.com advertised on Google

to people searching “gum disease.” We’re not talking a dif-
ference of'opinion here. We’re talking patients finding mal-
practice attorneys to win cases for not only losing teeth, but
for having heart attacks, strokes, and more.

Look into it. Be aware. Minimal intervention rests on
early diagnosis and treatment based on a diagnosis. Look
into medical billing, too. Another impasse to dental office
blood testing is reimbursement. If your patient has what
appears to be a periodontal infection, and you have a blood
test to show that your treatment affected the physical
health of the patient, it may be that your patient’s medi-
cal insurance will cover your treatment. But this cannot be
done without a diagnosis and a diagnosis code.

The future may hold other options for diagnostic tools.
Saliva has promise, and I still have my fingers crossed for
a way to detect destruction at the site. Don’t rule out the
DNA test by Oratec to detect the gene associated with
periodontal disease. There is a PreViser risk assessment
tool, too. To get all of this diagnosis done in an appoint-
ment, it may be that a new type of team member called a
risk factor manager will need to be incorporated into the
team. Ah, the doors are opening! @
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increased incidence and severity of gum disease commonly
seen in poorly controlled diabetic individuals.'
Fhys ental professional’s role
[tis clear at this point that maintaining good oral health and
controlling existing periodontal diseases has implications far
beyond the oral cavity. Optimal oral health is only possible if
dental providers and patients do their respective parts.
A few suggestions to improve your clinical protocols in-
volving the treatment of diabetic patients follow:
Ask all patients with diabetes for the results of their last
HbAlc test and consider the HbAlc score when treat-
ment planning.
“This blood test measures the percent of glucose that is
attached to red blood cells. This test gives an accurate
indication of how well diabetes has been managed over
the preceding 2-3 months. The HbAlc level is the pri-
mary parameter physicians use to monitor blood sugar
control for their diabetic patients. Well controlled diabet-
ics have an HbAlc¢ of 5-7%. Readings of 8% and above
indicate poor glycemic control. Well controlled diabet-
ics have the same risk of developing periodontal disease
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as non-diabetic individuals. Poorly controlled diabetics
have a much greater risk of several complications includ-
ing periodontal disease. Periodontal treatment outcomes
for well controlled diabetic patients will be the same as
non-diabetics. Poor glycemic control contributes to less
predictable treatment results, and may factor into the type
of periodontal therapy undertaken.”

* Visit www.perioeducation.com and click on the Research

Plus link to access the “Defeat Diabetes Screening Test”
from PerioFrogz.

L]

Use the Diabetes Screening Test for:
1. Every new patient with a family history of diabetes
2. Annually for all patients over the age of 60
3. All existing patients during health history and risk as-
sessment updates and thereafter every 5 years unless
over the age of 60
* Obtain a color copy of the HbAlc graph for use as a visual
aid in each operatory. Print your copy by downloading
from www.perioeducation.com. Click on the Research
Plus link to access the HbAlc graph from PerioFrogz.
Once you have printed the graph, laminate and keep one
in each operatory.
With the current understanding of the relationship be-
tween periodontal diseases and overall health and well-
ness, as dental professionals we are obligated to educate
our diabetic patients on the importance of good oral
health. It is no longer optional for us to provide in depth
risk assessment, including questions about diabetes. Ac-
cording to the AAP, “Risk assessment goes beyond the
identification of the existence of disease and its severity,
and considers factors that may influence future progres-
sion of disease. Identifying adverse changes in risk factors,
which might be suggestive of disease onset or progression,

is an important clinical concept.” 15

As ongoing research continues to address the oral systemic
connections and their impact on total health and wellness,
the consensus in the medical and dental professions is that
there /s an association and in our opinion, this association
should be addressed with every patient who could be im-
pacted by this information. While interventional studies
and ongoing research continue to expand our knowledge,
we must recognize our obligation to our patients and do our
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