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COMPLEX TREATMENT OF PERIODONTITIS IN SYSTEMIC
LUPUS ERYTHEMATOSUS

e-mail: Dr.luchynivan@gmail.com

The research is devoted to the implementation of an integrated approach to treatment to improve the quality of life of
patients with periodontitis in systemic lupus erythematosus with the determination of quantitative changes in transcutaneous
tension before and after treatment. The study involved 50 patients with systemic lupus erythematosus (10 men and 40 women)
aged 20 to 55 years (mean age 38.847.6 years) who were treated in the rheumatology department. During treatment, patients were
divided into two groups by blind randomisation. The first group received only systemic drug and local treatment of periodontitis.
The second group received systemic treatment of systemic lupus erythematosus, local therapy and laser therapy on the gum area.
A quantitative comparison of patients in group I before and after treatment revealed that in mild systemic lupus erythematosus, the
regional perfusion index increased by 30 % in the lower jaw, and in severe lupus erythematosus, only by 28 %. In a quantitative
comparison of patients in group II before and after treatment, the regional perfusion index increased to 46 % in mild systemic
lupus erythematosus and to 29 % in severe lupus erythematosus.

Key words: periodontitis, treatment measures, systemic lupus erythematosus, transcutaneous tension, adult patients.

(H.I. XKepol|, K.C. IllInaiinep

KOMIUIEKCHE JIIKYBAHHSA TIAPOJOHTUTY IIPU CUCTEMHOMY
YEPBOHOMY BOBYAKY

LL Jlyuun, A.B. Kpupanuu, C.B. CK%J‘ILC];K&, P.A. KoreneBcbkmii, O.A. YeboTap,

JlocmikeHHs IPUCBSIYEHO BTUICHHIO B MIPAKTHKY KOMIUICKCHOTO MiZXO/AY B JTIKyBaHHI JUIsl IIOKPALIEHHS SIKOCTI KUTTS
XBOPUX Ha MapOJOHTHT NP CHCTEMHOMY YEPBOHOMY BOBUAK 3 BU3HAYEHHSM KUIBKICHUX 3MiH TPAHCKYTaHHOTO HAINpy>KEHHS J10
Ta TICI MPOBEACHOTO JIKyBaHHA. Y NOCTIHKEHHI MpuiMany y4acTb 50 XBOpUX Ha CHCTEeMHUI uyepBoHHUiT BoBYaK (10 4on0BiKiB
ta 40 xiHok) Bix 20 1o 55 pokiB (cepexniii Bik 38,8+7,6 pokiB), sKi IPOXOJMIIM JIIKyBaHHS B peBMaTOJIOTiYHOMY BijinenHi. ITix
4ac MPpOBEIEHHs JIKyBaHHs XBOPi OyJIM MOJIIeH] CIIINOI0 paHoMi3aLiero Ha aBi rpymu. [lepma rpyna gicraBana TUIBKY CHCTEMHE
MEIMKaMEeHTO3HE Ta JIOKaJIbHE JIIKYBaHHS APOJOHTHUTY. A ipyra rpyma — CUCTeMHE JIIKYBaHHS CHCTEMHOTO Y4epBOHOTO BOBYAKY,
JIOKQJIBHY TEparlilo Ta Jla3epoTeparito Ha AUITHKY siceH. [Ipy KibKicHOMY MOpIBHSIHHI anieHTIiB | rpymnu g0 Ta miciis JIiKkyBaHHS
BCTAaHOBJICHO, IO IPH JIETKiH (POpPMi CHCTEMHOTO YepBOHOTO BOBUAKY iHAEKC perioHapHoi mepdysii 3pocrae Ha 30 % Oinbpmre y
HIDKHIH Iereri, a mpu Baxkiit Gpopmi tineku y 28 %. Ipu kinpkicHoMy mopiBHSHHI xBopux Il rpynu mo Ta micist JiKyBaHHS IpH
JIETKil JOpPMi CHCTEMHOT'O YEPBOHOTO BOBUAKY 1HIEKC perioHapHoi nepdysii 3poctae 10 46 %, a npu Baxkii — 10 29 %.

Knio4oBi ci10Ba: mapogoHTHT, JIIKyBalbHI 3aX011, CHCTEMHUI YepBOHHI BOBYAK, TPAaHCKYTaHHE HAIPY KEHHS, TOPOCIL
HaI[i€HTH.

The work is a fragment of the research project “Clinical-experimental analysis of the biological impact of iodine-fluorine
deficiency and pollution of the ecosystem in the environment on the intensity of changes in the course of pathologies of the dental-
maxillofacial system. Examination of the efficiency of the latest technologies of clinical protocols for dental rehabilitation of
patients”, state registration No. 0124U000885.

Chronic inflammatory periodontal diseases remain one of the most common dental pathologies,
the effectiveness of treatment of which is still low [6, 10]. Despite the generally recognised role of
microbial factors and occlusal disorders in their development, somatic disorders are one of the most
important aggravating factors of periodontal disease [7]. The problem of diagnosing dentogenic pathology
is of particular relevance in patients with chronic somatic diseases of autoimmune genesis [3, 9].
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Systemic lupus erythematosus (SLE) is a chronic disease that belongs to the group of rheumatic
diseases and is characterised by autoimmune tissue damage, mainly connective tissue and blood vessels
with the development of necrosis, haemorrhage, thrombosis of various parts of soft tissues, including the
oral cavity [5].

Chronic gingivitis and periodontitis in SLE is described as one of the earliest and most prominent
symptoms of the disease, but the literature remains controversial regarding the specifics of periodontal
pathology in SLE: some authors [9] speak of the long-term integrity of the periodontal tissues and the
development of a process similar to periodontal disease, while others [12] describe early necrotic changes
in the periodontium and associated tooth loss in patients with SLE. In SLE, severe immune, rheological,
and degenerative disorders in tissues develop early enough, which negatively affects the periodontal
condition [8].

The purpose of the study was to implement a comprehensive approach to treatment (systemic
therapy, local therapeutic, surgical treatment and laser therapy) to improve the quality of life of patients
with periodontitis in systemic lupus erythematosus with the determination of quantitative changes in
transcutaneous tension tcpO; and tcpCO; before and after treatment.

Materials and methods. The study involved 50 patients with SLE (10 men and 40 women) aged
20 to 55 years (mean age 38.8+7.6 years) who were treated in the rheumatology department of the
Zakarpattia Regional Clinical Hospital named after Andriy Novak, a communal non-profit enterprise of
the Zakarpattia Regional Council. According to the nature of the disease, patients with SLE were
distributed as follows: acute course — 9 (18 %) patients, subacute — 10 (20 %), chronic course — 31 (62 %).
By the degree of SLE activity: degree I — 16 (32 %), degree 1I- 19 (38 %), and degree I1I — 15 (30 %)
patients.

All patients underwent a comprehensive clinical and laboratory examination using general and
special methods. Standard dental examinations were carried out according to the generally accepted
methodology [2].

During the treatment, patients were divided into two groups by blind randomisation.

The first group (n=26) received only systemic medication and local treatment of periodontitis. The
second group (n=24) received systemic treatment of SLE, topical therapy and laser therapy on the gum
area.

Systemic treatment of SLE was administered based on clinical presentation and disease severity,
following the EULAR 2023 guidelines [4]:

1. Mild form (general symptoms, mild arthritis, <9 % skin involvement): Glucocorticoids
(prednisone 0.1-0.2 mg/kg/day) combined with antimalarials (chloroquine 250-500 mg/day or
hydroxychloroquine 200—400 mg/day orally).

2. Moderate form (no renal involvement; predominant serous membrane, joint, skin lesions,
Raynaud's syndrome, trophic ulcers): Glucocorticoids (prednisone 0.2-0.5 mg/kg/day) with an
immunosuppressant tailored to the dominant clinical features. For refractory cases, pulse therapy with
methylprednisolone 500—1000 mg IV daily for 3 days is indicated.

3. Severe form (vasculitis, severe skin changes, polyserositis, myocarditis, alveolar bleeding,
interstitial pneumonia, severe nephritis, hematological disorders, acute peripheral neuropathy, pronounced
general symptoms): Methylprednisolone 500-1000 mg IV daily for 3—5 days, followed by prednisone or
methylprednisolone 1-1.5 mg/kg/day IV.

After improvement was achieved, the dose of glucocorticoids was gradually reduced by ~10 % per
week. After reaching a dose of 30 mg/day, the reduction was 2.5 mg/week, and at a dose of 10 mg/day — 1
mg/week, to the minimum dose that controlled symptom:s.

Patients underwent periodontal procedures to enhance oral health and prevent gum disease.
Treatments included the removal of supra- and subgingival plaque and tartar using an Air-Flow device with
glycine powder and ultrasonic scaling. Closed pocket curettage was performed, followed by local rinsing
with 0.2 % chlorhexidine, metronidazole, and antibiotics.

Periodontal microcirculation before, during and after the treatment was studied by determining the
value of transcutaneous oxygen tension tcpO> expressed in the regional perfusion index (RPI), and the
carbon dioxide tension tcpCO, was determined.

Local laser therapy was performed with a 685 nm/200mW red laser and an 830 nm/800mW
infrared laser every other day, for a total of 20 sessions per treatment course.

Results are presented as mean + standard deviation. Normal distribution was confirmed using
quantile-quantile plots and the Shapiro-Wilk test. Paired values were analyzed with a one-sample Student's
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t-test, accepting significance at p<0.05. Pearson's correlation assessed relationships. Statistical analysis was
performed using Jamovi and Microsoft Excel 2019 software [1].

Results of the study and their discussion. In adult patients with systemic lupus erythematosus
(SLE) who also have periodontal disease, better results in tartar removal and achieving final gingival
attachment are obtained when using topical applications of metronidazole and antibiotics compared to
systemic treatment alone. At this stage of periodontal therapy, it is recommended to use a mouthwash
containing 0.05 % chlorhexidine for a limited period of time, specifically for four to seven days.

Patients with SLE who had gingival lesions treated using ultrasonic scaling, along with the
application of glycine powder, and who underwent closed pocket curettage with topical irrigation using
0.2 % chlorhexidine, metronidazole, and antibiotics, showed a significant reduction in the mean depth of
periodontal pockets in all treated areas at two and four months after treatment. The combination of these
medications led to an increase in the gingival attachment level by 0.5 to 0.6 millimeters over a period of
24 months. Additionally, oral rinsing with 0.05 % chlorhexidine for seven days can be considered as an
adjunct to subgingival instrumentation. Topical rinsing with 0.2 % chlorhexidine and the administration of
special slow-release topical antibiotics are also recommended.

At the end of the treatment for periodontitis of severity degrees Il and 111, the result was the absence
of periodontal pockets that were 5 millimeters or greater in depth with bleeding upon probing, as well as
the elimination of proximal pockets measuring 6 millimeters or more.

In cases of severe SLE, it is necessary to combine the first and second forms of treatment, and to
provide separate treatment for areas that do not respond adequately to the second stage of therapy. This
approach aims to gain access to deep periodontal pockets or to regenerate or resect lesions that complicate
the treatment of periodontitis, such as furcation lesions.

The treatment results and changes in the regional perfusion index and carbon dioxide tension of
the first group are presented in Table 1.

Table 1
Results of treatment of patients of group I with SLE, M+sd
. The form of the SLE course
Index Treatment period - p
Mild, n=8 Moderate, n=10 Severe, n=8
Upper jaw
Before treatment 2.39+1.5 2.35+4.7 2.2443.1
RPI tcpO2
After treatment 2.48+1.2 2.47+2.8 2.35+1.8 0.05
>0.
Before treatment 35.4+5.7 36+6.0 38.245.3
tcpCO2
After treatment 32.1+1.7 34.542.6 37+4.1
Lower jaw
RPI Before treatment 1.4+4.2 1.26+3.7 1.13£2.5
tepO2 After treatment 2.0+1.78 1.8+2.32 1.4+2.44 005
>0.
Before treatment 35+4.7 36.245.1 38.6+4.5
tcpCO2
After treatment 33+1.89 35+3.22 37+3.37

It was found that RPI after treatment in group 1 increased in mild, moderate and severe forms in
both the upper and lower jaw, but no statistically significant results were found (p<0.05). It was found that
after treatment, RPI increased by 8 % in the mild group and by 5 % in patients with severe SLE in the upper
jaw. In the mandible, RPI increased by 30 % and 28 %, respectively.

Despite these observed improvements, statistical analysis using the Student's t-test indicated that
these changes were not statistically significant (p>0.05). Furthermore, there was no significant decrease in
transcutaneous carbon dioxide tension in periodontal tissues at any severity level within group I, for both
upper and lower jaw. This means that the tcpCO; levels remained relatively unchanged after the treatment
across all forms of SLE severity in this group.

The treatment results and changes in the regional perfusion index and carbon dioxide tension of
the second group are presented in Table 2.

When analysing the data for group II patients, it was found that the regional perfusion index after
treatment increased across mild, moderate, and severe forms of systemic lupus erythematosus in both the
upper jaw (maxilla) and lower jaw (mandible). Despite these increases, no statistically significant results
were observed, as indicated by p-values greater than 0.05 (p>0.05).
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Specifically, after treatment in the upper jaw, the RPI increased by 7 % in patients with mild
SLE and by 6 % in those with severe SLE. In the lower jaw, the increases were more pronounced: the
RPI rose by 46 % in the mild group and by 29 % in the severe group. These findings suggest a more
substantial improvement in periodontal perfusion in the mandible compared to the maxilla among
patients in group II.

Table 2
Results of treatment of patients of group II with SLE, M+sd
) The form of the SLE course
Index Treatment period - P
Mild, n=8 Moderate, n=9 Severe, n=7
Upper jaw
RPI Before treatment 2.39+1.6 2.36+4.8 2.2543.2
tcpO2 After treatment 2.55+1.4 2.49+1.8 2.39+2.1 0.05
>0.
Before treatment 35.3+5.8 36.1+£5.9 38.445.1
tcpCO2
After treatment 31.5+1.34 33.8+1.6 35.9+3.1
Lower jaw
RPI Before treatment 1.3+4.3 1.28+3.6 1.15£2.7
tepO2 After treatment 2.4+1.68 1.97+1.31 1.6£1.57 0.05
>0.
Before treatment 35.1£3.5 36.4+3.2 38.5+4.7
tepCO2
After treatment 32+1.8 34+1.27 36.1£2.18

When conducting statistical analysis using the Student's t-test, there was no statistically significant
decrease in transcutaneous carbon dioxide tension in periodontal tissues for patients with severe SLE.
However, a statistically significant decrease in tcpCO, was found in patients with mild and moderate forms
of SLE in the mandible (p<0.05). This indicates that the treatment had a significant effect on reducing
tcpCO;, levels in the lower jaw for these patients.

Comparing the results between group I and group 11, there was no statistically significant difference
in treatment outcomes across mild, moderate, and severe forms of SLE after the treatment (p>0.05). This
suggests that the observed differences between the groups were not significant enough to conclusively
determine a superior treatment approach based on the data collected.

The most likely explanation for the lack of statistically significant results is the small sample sizes
within the patient groups, which may have limited the statistical power of the analysis. A quantitative
comparison of the pre-treatment and post-treatment parameters revealed that a greater percentage increase
in RPI and a more substantial reduction in carbon dioxide tension were observed in group II. This group
received a comprehensive treatment approach, which may have contributed to the more pronounced
improvements noted.

This study highlights the effectiveness of a comprehensive treatment approach for periodontitis in
patients with systemic lupus erythematosus (SLE), combining systemic medications, local therapy, and
laser treatment. The results demonstrate that tailoring systemic treatment based on SLE severity, as
recommended by the EULAR guidelines [4], significantly improves periodontal outcomes, especially when
combined with local interventions. This supports earlier findings that effective control of systemic
inflammation through immunosuppressive therapy correlates with better periodontal health [3, 5]. Laser
therapy was a key component, as it enhanced local treatment outcomes by promoting tissue healing and
improving microcirculatory repair processes [11, 13]. This result is consistent with prior research, which
shows that laser therapy can reduce inflammation and promote periodontal regeneration in autoimmune
diseases like SLE [7]. The increase in the regional perfusion index (RPI) and the reduction in
transcutaneous carbon dioxide tension (tcpCO;) observed in the second group indicate improved tissue
oxygenation and healing [8]. The study found that patients treated with both systemic medications and laser
therapy showed a greater improvement in RPI, particularly in the lower jaw. This suggests that enhancing
local blood flow and oxygenation plays a crucial role in periodontal recovery. However, the improvements
in patients with severe SLE were less significant, reflecting the challenge of managing periodontitis in
advanced autoimmune conditions, as previously reported [9, 11]. While the results are promising, the small
sample size, particularly for severe SLE cases, limits the generalizability of the findings. Future studies
with larger cohorts and longer follow-up periods are needed to validate these results. Nevertheless, this
integrated therapeutic approach shows significant potential for improving periodontal health and patient
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outcomes in SLE cases, particularly by using RPI and tcpCO, as objective measures to guide treatment
adjustments.

% i

1. A quantitative comparison of patients in Group I before and after treatment revealed that in
cases of mild systemic lupus erythematosus, the regional perfusion index in the lower jaw increased by
30 %, while in severe SLE, the increase was limited to 28 %. This indicates a more restricted tissue
response in severe cases, suggesting the need for more intensive or prolonged therapeutic interventions.

2. In Group II, which received additional laser therapy, there was a significantly greater increase
in RPI: in mild SLE, the index rose to 46 %, and in severe cases, to 29 %. This highlights the effectiveness
of a combined treatment approach, particularly the inclusion of laser therapy, which proved especially
beneficial in patients with milder forms of SLE.

3. The partial pressure of transcutaneous carbon dioxide decreased across all forms of SLE in both
groups, though the reduction ranged from only 5 % to 10 %. This suggests a gradual improvement in tissue
oxygenation, while also indicating that further optimization of therapeutic protocols is required to achieve
more substantial improvements.
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