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Abstract: Diabetes mellitus is a chronic metabolic disorder defined as an increase in sugar 

levels in the bloodstream brought on by either insufficient insulin secretion, resistance to 

insulin's effects, or both. All age groups are affected by the chronic condition known as 

diabetes mellitus. It is among the world's major causes of mortality and morbidity. 

Xerostomia, dental caries, periodontal disease, gingivitis, candidiasis, other oral infections, 

burning mouth syndrome, taste dysfunction, oral mucosal alterations, delayed wound healing, 

and localized osteitis are common oral manifestations of diabetes mellitus. Major 

complications impacting a patient's quality of life include oral complications in diabetic 

individuals. Long-term oral problems in these patients’ harm blood glucose regulation, 

making oral complications care and prevention important. The dental professional should be 

familiar with DM's oral manifestations to identify this disease complication. This article not 

only discusses the oral manifestations but also discusses management considerations in 

diabetic patients which will help future dental professionals in dental practice. This article 

aims to spread knowledge and awareness about the potential oral manifestations of diabetes 

mellitus and treatment considerations.  
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Introduction: 

Diabetes mellitus is a chronic metabolic disorder defined as an increase in sugar levels in the 

bloodstream brought on by either insufficient insulin secretion, resistance to insulin's effects, 

or both1. Hyperglycemia, glycosuria, polyuria, polyphagia, and polydipsia are symptoms of 

failure of the peripheral body to use the sugar in the cells, which causes sugar retention in the 

cells.2 The degree and duration of hyperglycemia are typically inversely correlated with the 

severity of diabetes complications3,4.To varied degrees, disruptions in the metabolism of 
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proteins, carbs, and lipids accompany chronic hyperglycemia.5 Diabetes is a global health 

concern that has a detrimental impact on patient survival, length of life, and healthcare costs. 

According to the International Diabetes Federation, India has 77 million diabetes patients, 

second only to China in the world. 8.8% of the population was affected by incidents overall 

in India in 2017, according to IDF6. Diabetes is growing more prevalent worldwide. Six 

Currently, 422 million people worldwide suffer with diabetes. The World Health 

Organisation reports that the number of persons over the age of 18 who have diabetes has 

increased and is predicted to reach 439 million by 2030, or almost 10% of the adult 

population.6 Consequently, the frequency of oral symptoms in diabetic patient also 

increasing.There is frequently an inverse relationship between the severity of diabetes 

complications and the level and duration of hyperglycemia. Common oral signs of diabetic 

mouth syndrome (DM) include xerostomia, dental caries, periodontal disease, gingivitis, 

candidiasis, other oral infections, burning mouth syndrome, taste dysfunction, altered oral 

mucosa, delayed wound healing, and localised osteitis.7,8The only things that can be 

addressed are the signs and symptoms of diabetes. The earlier a patient's ailment is detected, 

the better their prognosis is since the repercussions are less severe and easier to cure in the 

early stages of the illness.8 To recognise early indications of the condition, the dentist should 

be knowledgeable about the oral manifestations of diabetes mellitus. The practitioner must 

also know how the controlled illness affects therapy while caring for DM patients. This 

review article focuses on common oral manifestations of diabetes. 

Xerostomia: 

Approximately 34% to 51% of individuals with diabetes worldwide are thought to have 

xerostomia. Reduced salivary flow from salivary dysfunction modifies the composition of 

saliva.9 Although the exact cause is uncertain, there are a number of potential causes. 

Additionally, polyuria, autonomic neuropathies, microvascular issues, and modifications to 

the salivary glands may be connected to it. Diabetic patients with poor glycemic control 

exhibit the highest level of salivary dysfunction.10 

 

Management of Xerostomia: Every patient with xerostomia must adhere to preventative 

measures to stop the onset of oral infections linked to the condition. In particular, practicing 

strict oral hygiene and receiving regular dental treatment, including checkups every 4-6 

months, is crucial. To reduce or discourage their consumption, patients must be informed 
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about dietary sugars and refined carbohydrates' role in the emergence of caries. The topical 

fluorides can help in the treatment of hyposalivation-induced caries. Topical fluorides such as 

fluoridated toothpaste, daily fluoridated mouthwashes, and fluoridated gel can be used. 

Xerostomia-induced caries have been brought on by radiation therapy.11 Salivary Stimulants: 

These stimulate saliva, topical treatments, saliva substitutes, and systemic sialogogues are 

currently available alternatives for treatment and symptom management12. Water 

consumption, drinking often, and staying hydrated are necessary treatments for symptoms of 

dry mouth. These actions help minimize symptoms and prevent oral problems.12 Lifestyle 

modifications play an important role in the management of diabetes and xerostomia.Systemic 

Sialogogues Cevimeline is normally prescribed at a dose of 30 mg once a day for at least 

three months, and pilocarpine is typically given at a dose of 5 mg three times per day for at 

least three months.13 Topical intraoral agents such as chewing gum, saliva stimulants, and 

alternatives. Furthermore, sugar-free gel, mouthwash, toothpaste, and oral sprays, particularly 

those containing oxygenated glycerol triester, can be utilized in management. Additional 

topical treatments that comprise olive oil, betaine, and xylitol may be useful in treating 

secondary xerostomia caused by drug use .14,15 

Dental caries 

Compared to non-diabetic patients, diabetic patients have a higher prevalence of carious 

lesions. Diabetes increases the risk of developing new dental decay as well as recurring 

decay. Reduced salivary cleaning and buffering ability, elevated levels of oral microbes, and 

increased carbohydrate content could all contribute to an increase in dental cavities.16 Pulp 

necrosis may be the outcome of persistent hyperglycemia. Patients with diabetes have an 

increased risk of developing radiolucent periapical lesions and apical 

periodontitis.17,18Limiting or reducing the amount of sugars in the diet is crucial. Therefore, 

it's critical to educate patients about the role that carbohydrates and sweets play in dental 

caries. The topical administration of fluorides and appropriate brushing practices help to treat 

caries. 

 

Periodontitis: Studies have shown that the prevalence of severe periodontitis was higher in 

diabetes patients than in nondiabetics. The onset and advancement of gingivitis, periodontitis, 

and alveolar bone loss have been associated with poor glycemic management. Patients with 

type 1 and type 2 diabetes have a more incidence and prevalence of periodontal disease, 
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according to reports.19Diabetes has been designated periodontal disease as its sixth major 

consequence.20 Decreased metabolic regulation increases the severity of the disease. 

Periodontitis and other gum diseases are more likely to develop and advance in the diabetic 

population. Periodontal infection is linked to a disturbance in glycemic control. Treatment for 

infections results in a reduction in inflammation, which then lowers insulin resistance, which 

lowers glucose levels. Hence, there is a reciprocal association between diabetes and 

periodontal disease.21 In addition to lowering blood glucose levels, periodontal treatment can 

keep the patient's overall health and prevent tooth loss.22 

Oral infections: Different oral infections are more likely to develop in patients with diabetes. 

Many factors are responsible for the infection development, including decreased salivary 

flow rate, lack of anti-microbial properties, impaired defense mechanisms, and poor 

metabolic management1. 23,24 

Oral candidiasis: A common fungus infection known as oral candidiasis is opportunistic and 

caused by Candida albicans. The type-1 diabetic population had increased candida 

colonization rates (84%) than those with the type-2 diabetic population (68%), while non-

diabetic patients had a colonization rate of roughly 27%10,25. Impairment of blood glucose 

levels and the immune system result in Candida infection. A dry mouth caused by poor 

glycemic control in diabetes individuals raises the density of candida species and results in 

oral candiasis.25,26 Patients with diabetes who use tobacco and its products, denture wearer, 

patients with poor blood glucose control, patients on steroids, and patients on broad-spectrum 

antibiotics are more likely to have Candida infection.27 

Management: Hb1Ac and random blood glucose levels for the patient should be tracked and 

managed. Polyenes, including nystatin and amphotericin B, are antifungal medications 

frequently used in topical antifungal regimens. Clotrimazole, Miconazole, Ketoconazole, 

Fluconazole, and Itraconazole are different medications. Those who wear dentures should 

remove them before going to bed at night. The tissue-fitting surfaces of the dentures should 

be gently washed to eliminate any debris after being treated in disinfectants for an entire 

night. Systemic antifungal therapy can be necessary if topical antifungal therapy doesn't work 

after 10 days.28,29 The medicine of preference for treating oral candidiasis systemically was 

found to be fluconazole. 

Burning mouth syndrome Intense burning in the oral mucosa and a lack of clinical symptoms 

are the hallmarks of burning mouth syndrome. Systemic, local, and psychological elements 
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like stress, anxiety, and depression are involved in its aetiology.30 Poor blood glucose levels, 

changes in intraoral mucosal metabolism, angiopathy, candidiasis infection, and neuropathy 

are all linked to burning sensations. Neuropathic pain may feel searing, tingling, electric 

shock-like, or stabbing. The degree of sleep disruption, anxiety, and depression correlates 

with these pain sensations, which impact physical and psychological processes.31,32 

Management of this syndrome includes topical therapies, systemic therapies, and therapeutic 

approaches. Topical therapy includes clonazepam, capsaicin, and low-level laser therapy 

found to be an effective treatment modality. Systemic therapy includes Clonazepam, Alpha 

Lipoic Acid, Gabapentin, and Amitriptyline. When used to treat burning mouth symptoms, 

topical bupivacaine may be an efficient topical anesthetic. Cognitive behavioral therapy may 

also help treat emotional and physical symptoms of depression and anxiety.33, 

Taste disturbance or dysfunction Although taste perception has an inherited tendency, 

neuropathies can impact it. Diabetes and the onset of obesity have both been linked to taste 

changes. 5.7% of pre-diabetic or diabetic patients had impairment in sweet taste, and 8.6% 

had a salt taste impairment, according to a cross-sectional study.33 Raised detection 

thresholds or altered taste perception can result from salivary malfunction. The threshold of 

taste also rises as a result of neuropathy. This sensory deficiency results in difficulty 

maintaining a healthy diet and can impair glucose levels. 

Management: Blood glucose levels in diabetic individuals should be maintained and kept 

stable because treatment is always based on the underlying cause of the taste impairment. 

Transcranial magnetic stimulation, the administration of zinc gluconate, and antidepressants 

are among the treatment options. The only well-studied medication for treating idiopathic 

taste abnormalities is likely zinc.34 Oral mucosa alterations Mucosal diseases may be more 

common in patients, and they may also recover more slowly, have impaired salivary function, 

or both. These changes include fissured and coated tongue, irritant fibroma, traumatic ulcer , 

recurrent aphthous ulcerations, and lichen planus.35Because type 1 diabetes is considered an 

autoimmune disease and oral lichen planus has an underlying autoimmune mechanism, it 

affects patients with type 1 diabetes more commonly than patients with type 2 diabetes. 

Diabetes patients' immunological response alters as a result of acute hyperglycemia10. 

Therefore, healthy lifestyle practices are important in managing oral mucosal alterations in 

diabetic patients. The cause of the infection should be treated, and if required, symptomatic 

treatment should be given to relieve pain and burning.34,35 
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Poor oral wound healing: One well-known concern with oral surgery in diabetic individuals 

is the slow or impaired healing of tissues. Delay in vascularization, decreased flow of blood 

and hypoxia, a decrease in innate immunity, reduction in growth factor synthesis, and stress 

are all risk factors for delayed repair. Drugs have demonstrated the capacity to enhance skin 

repair mechanisms. Inhibitors of dipeptidyl peptidase 4 are used systemically to treat poor 

wound healing. Drugs used topically include statins, phenytoin, and metformin.36 

Localized Osteitis Diabetes causes the development of dry sockets, which results in slower 

healing and a more compromised immune system37. Increased synthesis of matrix 

metalloproteinases (MMPs), such as collagenase, and lower osteocalcin levels, an anabolic 

bone hormone, are the main causes of localized osteitis37-39. Many methods of management 

may be considered the best for treating dry sockets. Chlorhexidine gluconate 0.2% rinses 

before surgery are recommended, as is the use of gel afterward. Using the right antibiotics 

can help in dry socket treatment. Alveolar osteitis can be treated with laser therapy and 

alvogyl, among other treatments. Plateletrich plasma and platelet-rich fibrin are other 

management options. Also, zinc oxide eugenol and high growth factor plasma can be used. 

Tranexamic acid and other alternatives like ozone gas may be helpful.35,36 

General management considerations for diabetic patients: Before, during, and after any 

dental treatment, the points that should be taken into consideration are:37 

1) Consult with the patient's medical doctor to discuss glycemic control.  

2) Verify that the patient had meals and taken their prescriptions before therapy.  

3)Update medical histories and medications and review systems at every appointment.  

4) Immediately prevent, treat, and eradicate infections and diseases.  

5) Be cautious of and ready to handle hypoglycemia.  

6) Never recommend or use anything that contains aspirin.  

7) Obtain profound local anesthesia.  

8) Keep the oral cavity healthy and give extensive preventative treatment.  

9) Encourage regular food and medication adherence before and after appointments.  

10) check for blood sugar levels with a glucometer if the patient is high risk or on insulin or 

undergoing surgery.  
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Emergency Management of Hypoglycemia in Dental Office: In case of any emergency in 

a dental setup, immediately stop dental treatment. In awake patients, give fifteen gm of 

carbohydrates orally. In addition, 180 ml of orange juice, a glucose tablet, 15–25 ml of sugar, 

or a simple sugar candy can be given. If required, repeat the carbohydrate dose and monitor 

blood sugar.38 If necessary, a clinician should seek emergency medical aid for a patient who 

is not cooperating. An intravenous infusion of 20 to 50 mL of a 50% dextrose solution after 

injecting 1 mg of glucagon subcutaneously or intramuscularly. While treating an unconscious 

patient, inject 20–50 mL of a 50% dextrose solution and 1 mg of glucagon subcutaneously or 

intramuscularly at nearly any location.39,40 

CONCLUSION:Common oral signs of diabetic mouth syndrome (DM) include xerostomia, 

dental caries, periodontal disease, gingivitis, candidiasis, other oral infections, burning mouth 

syndrome, taste dysfunction, altered oral mucosa, delayed wound healing, and localised 

osteitis. In individuals with diabetes mellitus, oral problems are considered serious 

repercussions of the disease and may have a detrimental effect on the patient's quality of life. 

Therefore, it's critical to manage and prevent dental issues linked to diabetes. By taking care 

of their patients' oral health, dentists can reduce diabetes-related morbidity and mortality. 

Improving glycemic management reduces the risk of issues such as candidiasis and 

xerostomia. It is impossible to ignore the generally higher prevalence of the oral health issues 

we discussed, even though this is only seldom the case. We frequently cannot confirm or 

disprove apparent correlations between DM and oral illnesses and disorders because of a lack 

of high-quality studies. Consequently, an extensive, well-designed study is required. 

Although this review has shed some light on the subject, it will still be difficult for diabetes 

care professionals to identify the warning signs and symptoms of oral problems. To handle 

potential oral consequences, we thus strongly recommend an interdisciplinary approach 

between DM care experts and dental field professionals, as is the case for wellknown diabetic 

complications. 

References 

 1. Shafer’s textbook of oral pathology. 7th ed. 

 2. Rohani B. Oral manifestations in patients with diabetes mellitus. World J Diabetes. 

2019;10(9):485-9. doi: 10.4239/wjd.v10.i9.485, PMID 31558983. 

3. Tandon N, Ali MK, Narayan KMV. Pharmacologic prevention of microvascular and 

macrovascular complications in diabetes mellitus: implications of the results of recent clinical 



IJFANS INTERNATIONAL JOURNAL OF FOOD AND NUTRITIONAL SCIENCES 

ISSN PRINT 2319 1775 Online 2320 7876 

      Research Paper           © 2012 IJFANS. All Rights Reserved, UGC CARE Listed ( Group -I) Journal Volume 11, Iss  03, 2022 

1492 

 

trials in type 2 diabetes. Am J Cardiovasc Drugs. 2012;12(1):7-22. doi: 10.2165/11594650-

000000000-00000, PMID 22217193. 

 4. American Diabetes Association. Diagnosis and classification of diabetes mellitus. 

Diabetes Care. 2009;32;Suppl 1(Suppl 1):S62-S67:S62-7. doi: 10.2337/dc09-S062, PMID 

19118289. 

5. Mauri-Obradors E, Estrugo-Devesa A, Jané-Salas E, Viñas M, López-López J. Oral 

manifestations of Diabetes Mellitus. A systematic review. Med Oral Patol Oral Cir Bucal. 

2017 Sep 1;22(5):e586-94. doi: 10.4317/medoral.21655, PMID 28809366. 

6. Pradeepa R, Mohan V. Epidemiology of type 2 diabetes in India. Indian J Ophthalmol. 

2021 Nov;69(11):2932-8. doi: 10.4103/ijo.IJO_1627_21, PMID 34708726. 

7. World Health Organization. Fact Sheet No. 312. Diabetes. 2011;2011. P. 

8. Albert DA, Ward A, Allweiss P, Graves DT, Knowler WC, Kunzel C, et al. Diabetes and 

oral disease: implications for health professionals. Ann N Y Acad Sci. 2012;1255:1-15. doi: 

10.1111/j.1749- 6632.2011.06460.x, PMID 22409777. 

 9. Cicmil S, Mladenović I, Krunić J, Ivanović D, Stojanović N. Oral alterations in diabetes 

mellitus. Balkan J Dent Med. 2018;22(3):7-14. doi: 10.2478/bjdm-2018-0002. 

 10. Al-Maskari AY, Al-Maskari MY, Al-Sudairy S. Oral Manifestations and Complications 

of Diabetes Mellitus: a review. Sultan Qaboos Univ Med J. 2011;11(2):179- 86. PMID 

21969888.  

11. Cicmil A, Govedarica O, Lečić J, Mališ S, Cicmil S, Čakić S. Oral symptoms and 

mucosal lesions in patients with diabetes mellitus Type 2. Balkan J Dent Med. 

2017;21(3):50-4. doi: 10.1515/bjdm-2017-0007.  

12. Mauri-Obradors E, Estrugo-Devesa A, Jané-Salas E, Viñas M, López-López J. Oral 

manifestations of Diabetes Mellitus. A systematic review. Med Oral Patol Oral Cir Bucal. 

2017;22(5):e586-94. doi: 10.4317/medoral.21655, PMID 28809366 [PMID: 28809366 DOI: 

10.4317/medoral.21655]. 

13. Ship JA. Diabetes and oral health: an overview. J Am Dent Assoc. 2003;134;Spec No:4S-

10S. doi: 10.14219/jada.archive.2003.0367, PMID 18196667. 



IJFANS INTERNATIONAL JOURNAL OF FOOD AND NUTRITIONAL SCIENCES 

ISSN PRINT 2319 1775 Online 2320 7876 

      Research Paper           © 2012 IJFANS. All Rights Reserved, UGC CARE Listed ( Group -I) Journal Volume 11, Iss  03, 2022 

1493 

 

14. Khan T. Oral manifestations and complications of diabetes mellitus: a review. Int J 

Health Res. 2018;4:50-2. doi: 10.22271/ijmhr.  

15. Kapourani A, Kontogiannopoulos KN, Manioudaki AE, Poulopoulos AK, Tsalikis L, 

Assimopoulou AN et al. A review on xerostomia and its various management strategies: the 

role of advanced polymeric materials in the treatment approaches. Polymers. 2022 Feb 

22;14(5):850. doi: 10.3390/polym14050850, PMID 35267672.  

16. Villa A, Connell CL, Abati S. Diagnosis and management of xerostomia and 

hyposalivation. Ther Clin Risk Manag. 2015;11:45-51. doi: 10.2147/TCRM.S76282, PMID 

25653532. 

17. Escobar A, Aitken-Saavedra JP. Xerostomia: an update of causes and treatments. Salivary 

glands-new approaches Diagn treat. 2018 Nov 5;1(11):1-2. 

18. Glick M. Burket’s oral medicine. 12th ed.  

19. Arrieta-Blanco JJ, Bartolomé-Villar B, JiménezMartinez E, Saavedra-Vallejo P, Arrieta-

Blanco FJ. Bucco-dental problems in patients with Diabetes Mellitus (I): index of plaque and 

dental caries. Med Oral. 2003;8(2):97-109. PMID 12618670.  

20. Indurkar MS, Maurya AS, Indurkar S. Oral manifestations of diabetes. Clin Diabetes. 

2016;34(1):54-7. doi: 10.2337/diaclin.34.1.54, PMID 26807010 [PMID: 26807010 DOI: 

10.2337/diaclin.34.1.54]. 

21. Daniel R, Gokulanathan S, Shanmugasundaram N, Lakshmigandhan M, Kavin T. 

Diabetes and periodontal disease. J Pharm Bioallied Sci. 2012;4;Suppl 2:S280-2. doi: 

10.4103/0975-7406.100251, PMID 23066270 [PMID: 23066270 DOI: 10.4103/0975-

7406.100251]. 

22. Negrato CA, Tarzia O. Buccal alterations in diabetes mellitus. DiabetolMetabSyndr. 

2010;2:3. doi: 10.1186/1758-5996-2-3, PMID 20180965. 

23. Preshaw PM, Bissett SM. Periodontitis and diabetes. Br Dent J. 2019;227(7):577-84. doi: 

10.1038/s41415-019- 0794-5, PMID 31605062.  

24. Taboza ZA, Costa KL, Silveira VR, Furlaneto FA, Montenegro R, Russell S et al. 

Periodontitis, edentulism and glycemic control in patients with type 2 diabetes: a cross-

sectional study. BMJ Open Diabetes Res Care. 2018;6(1):e000453. doi: 10.1136/bmjdrc-

2017-000453, PMID 29607049 [PMID: 29607049 DOI: 10.1136/bmjdrc-2017-000453]. 



IJFANS INTERNATIONAL JOURNAL OF FOOD AND NUTRITIONAL SCIENCES 

ISSN PRINT 2319 1775 Online 2320 7876 

      Research Paper           © 2012 IJFANS. All Rights Reserved, UGC CARE Listed ( Group -I) Journal Volume 11, Iss  03, 2022 

1494 

 

25. Rodrigues CF, Rodrigues ME, Henriques M. Candida sp. Infections in patients with 

diabetes mellitus. J Clin Med. 2019;8(1). doi: 10.3390/jcm8010076, PMID 30634716 [PMID: 

30634716 DOI: 10.3390/jcm8010076].  

26. Garcia-Cuesta C, Sarrion-Pérez MG, Bagán JV. Current treatment of oral candidiasis: A 

literature review. J Clin Exp Dent. 2014 Dec;6(5):e576-82. doi: 10.4317/jced.51798, PMID 

25674329. 

27. Spanemberg JC, Rodríguez de Rivera Campillo E, Salas EJ, López López J. Burning 

Mouth Syndrome: update. Oral Health Dent Manag. 2014;13(2):418-24. doi: 10.12974/2311-

8695.2014.02.01.2, PMID 24984658.  

28. Ritchie A, Kramer JM. Recent advances in the etiology and treatment of burning mouth 

syndrome. J Dent Res. 2018 Oct;97(11):1193-9). doi: 10.1177/0022034518782462, PMID 

29913093.  

29. Leite RS, Marlow NM, Fernandes JK, Hermayer K. Oral Health and type 2 diabetes. Am 

J Med Sci. 2013;345(4):271-3. doi: 10.1097/MAJ.0b013e31828bdedf, PMID 23531957. 

30. Tsujimoto T, Imai K, Kanda S, Kakei M, Kajio H, Sugiyama T. Sweet taste disorder and 

vascular complications in patients with abnormal glucose tolerance. Int J Cardiol. 

2016;221:637-41. doi: 10.1016/j.ijcard.2016.07.062, PMID 27423082 [PMID: 27423082 

DOI: 10.1016/j.ijcard.2016.07.062].  

31. Hsieh JW, Daskalou D, Macario S, Voruz F, Landis BN. How to manage taste disorders. 

CurrOtorhinolaryngol Rep. 2022 Dec;10(4):385-92. doi: 10.1007/s40136-022-00428-z, 

PMID 36158900.  

32. Kadir T, Pisiriciler R, Akyüz S, Yarat A, Emekli N, Ipbüker A. Mycological and 

cytological examination of oral candidal carriage in diabetic patients and nondiabetic control 

subjects: thorough analysis of local aetiologic and systemic factors. J Oral Rehabil. 

2002;29(5):452-7. doi: 10.1046/j.1365- 2842.2002.00837.x, PMID 12028493. 

33. Guggenheimer J, Moore PA, Rossie K, Myers D, Mongelluzzo MB, Block HM, et al. 

Insulin-dependent diabetes mellitus and oral soft tissue pathologies: II. Prevalence and 

characteristics of Candida and candidal lesions. Oral Surg Oral Med Oral Pathol Oral 

RadiolEndod. 2000;89(5):570-6. doi: 10.1067/moe.2000.104477, PMID 10807713. 



IJFANS INTERNATIONAL JOURNAL OF FOOD AND NUTRITIONAL SCIENCES 

ISSN PRINT 2319 1775 Online 2320 7876 

      Research Paper           © 2012 IJFANS. All Rights Reserved, UGC CARE Listed ( Group -I) Journal Volume 11, Iss  03, 2022 

1495 

 

34. Petrou-Amerikanou C, Markopoulos AK, Belazi M, Karamitsos D, Papanayotou P. 

Prevalence of oral lichen planus in diabetes mellitus according to the type of diabetes. Oral 

Dis. 1998;4(1):37-40. doi: 10.1111/j.1601-0825.1998.tb00253.x, PMID 9655043. 

35. Abiko Y, Selimovic D. The mechanism of protracted wound healing on oral mucosa in 

diabetes. Review [review] [review]. Bosn J Basic Med Sci. 2010;10(3):186-91. doi: 

10.17305/bjbms.2010.2683, PMID 20846123 [PMID: 20846123 DOI: 

10.17305/bjbms.2010.2683]. 

36. Spampinato SF, Caruso GI, De Pasquale R, Sortino MA, Merlo S. The treatment of 

impaired wound healing in diabetes: looking among old drugs. Pharmaceuticals (Basel). 2020 

Apr 1;13(4):60. doi: 10.3390/ph13040060, PMID 32244718. 

37. Babu K, Adiga K, Dsouza L, Poonja P, Bhandarkar G, Rao PK et al. Oral manifestations 

in diabetes mellitus. Dent. 2019;1:28-30.  

38. Textbook of oral medicine-Anil G R and Savita AG. 3rd ed.  

39. Soysa NS, Samaranayake LP, Ellepola AN. Diabetes mellitus as a contributory factor in 

oral candidosis. Diabet Med. 2006;23(5):455-9. doi: 10.1111/j.1464- 5491.2005.01701.x, 

PMID 16681553.  

40. Garola F, Gilligan G, Panico R, Leonardi N, Piemonte E. Clinical management of 

alveolar osteitis. A systematic review. Med Oral Patol Oral Cir Bucal. 2021 Nov;26(6):e691-

702. doi: 10.4317/medoral.24256, PMID 34704976.  

 


