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Abstract
Blood comprises various cellular elements and serves as our immune system's second line of defense.
Deviations from its normal composition can have adverse effects on health. At the same time, the oral
mucosa in the oral cavity functions as the body's first line of defense, and any anomalies or diseases within it
can give rise to both systemic and oral complications. If left untreated, caries can lead to severe tooth
damage or extraction, potentially affecting an individual's nutrition and overall health. This review article
focuses on the importance of understanding the intricate relationship between blood disorders and oral
health. It underscores the profound impact of oral manifestations of blood disorders such as β-thalassemia,
sickle cell disease, iron deficiency anemia, leukemia, hemophilia, Plummer-Vinson syndrome,
erythroblastosis fetalis, Fanconi anemia, cyclic neutropenia, and acute lymphoblastic leukemia on the
overall well-being of an individual.
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Introduction And Background
The World Health Organization emphasizes that an individual's health and overall well-being is significantly
influenced by oral health. Examining the oral cavity offers valuable insights into one's general health, as its
condition mirrors and affects our overall bodily well-being. As the oral cavity acts as the body's main line of
defense through the oral mucosa, many oral disorders and severe systemic diseases have similar risk factors.
Dental decay, periodontal disease, gingivitis, and oral cancer are some of the most prevalent conditions that
pose significant threats to oral health [1-3]. The oral cavity plays host to a rich and varied array of bacteria
within the body, including those that can exacerbate general health issues when coupled with dental decay
and periodontal disease [4].

In an epidemiological study conducted in 2019 among children aged 6-12 years in orphanages in Kerala,
India, the prevalence of dental caries was 77.44% [5]. A hospital-based case-control study was conducted in
Pune, India, involving individuals who smoked more than 10 bidis/cigarettes daily for over 25 years. The
prevalence of oral cancer in this group was 95%, indicating an elevated risk [6]. A systematic review and
meta-analysis conducted by Janakiram et al. in 2020 involved an electronic search, which revealed a
prevalence of 51% for periodontal disease and 46.6% for gingivitis. Mild to moderate periodontitis was seen
in 26.2%, while severe periodontitis was seen in 19% of cases [7].

Periapical infections and pulpitis can result from dental caries when infection spreads from carious enamel
and dentin into the pulp. Pulp removal becomes essential to stop bacteria from spreading further. If left
untreated, an infected, decaying tooth may progress to the point where extraction is necessary. Oral
diseases, including periodontal disease, infected root canals, cavitations in extraction sites, and other
conditions that impact the oral cavity, such as oral cancer, notably influence general health. A study
conducted by Watanabe et al. in 2020 showed that deterioration in masticatory function is associated with
deterioration in general health, which has been attributed to deterioration in the nutritional status [8].

Blood is a unique type of tissue consisting of plasma and various types of blood cells, each with its specific
role and structure. These blood cells are produced in the bone marrow. Among these cells, erythrocytes,
which have a distinctive biconcave shape and are responsible for transporting oxygen, typically range from
four to six million cells per microliter. Another crucial component is leukocytes, commonly known as white
blood cells (WBCs), with a typical count of about 4000-11,000 cells/µL. WBCs serve as the body's defense
against diseases by protecting it from harmful pathogens and toxic substances. Usually, there are more red
blood cells than white blood cells in the blood, but any deviation from these standard counts can affect an
individual's overall health.

Various factors, including salivary flow, biofilm formation, diet, substrate, and oral hygiene practices,
influence the occurrence of dental caries. Saliva plays a pivotal role in maintaining oral health by exerting a
cleansing effect on tooth surfaces, possessing anti-cariogenic properties, offering buffering capacity,
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exhibiting proteolytic activity and antibacterial capabilities, and regulating the processes of
demineralization and remineralization. These combined mechanisms work in concert to help prevent the
development of caries. A reduction in salivary secretion can lead to a decrease in anti-cariogenic and
proteolytic activity [9]. Dental plaque is clinically characterized as a firm, yellow-greyish material that
adheres stubbornly to intraoral hard surfaces, encompassing healthy tooth structures and removable and
fixed dental restorations. Elevated plaque levels contribute to the accumulation of bacteria and the onset of
periodontal diseases, increasing the likelihood of developing cavities [10]. Within this plaque, various
bacteria can accumulate, including Streptococcus mutans, Staphylococcus aureus, Actinomyces, Neisseria, and
other species [11]. This bacterial buildup can lead to a drop in pH levels below 5.5, demineralizing the
subsurface and surface of the affected area. In conclusion, the complex interaction between dental health,
blood composition, and microbial variables emphasizes the significant influence of oral health on overall
health. This study highlights the complex nature of this crucial link.

Review
Thalassemia, sickle cell disease (SCD), iron deficiency anemia, and various other hematological disorders are
a group of conditions that not only affect blood but can also have profound implications for oral health.
These conditions, encompassing a spectrum of genetic and acquired disorders, are characterized by
abnormalities in the blood's composition or function. While they primarily impact the hematological system,
they can also lead to various oral health issues, including dental caries, periodontal disease, malocclusion,
and other oral manifestations. Recognizing the dynamic relationship between these disorders and oral
health is essential for delivering holistic care to the individuals affected. This article explores the
relationships between hematological disorders and oral health, shedding light on how these conditions can
influence oral health outcomes and emphasizing the importance of tailored dental management for
individuals with such disorders.

Blood disorders
β-Thalassemia

Thalassemia is a collection of inherited disorders that produce abnormal polypeptide chains in the
hemoglobin (Hb) molecule. Thalassemia not only has detrimental effects on the individual's physical health
but also has a psychosocial impact on the affected individual and their family. There are two primary types
of thalassemia: α-thalassemia and β-thalassemia (Figure 1).

FIGURE 1: Classification of thalassemia
Image credits: Gayatri Kale (author)

Thalassemia is characterized based on both its clinical and genetic components. The prevalence of β-
thalassemia major carriers is 2.78% [12]. The most severe clinical symptoms are displayed by β-thalassemia,
often known as Cooley's anemia, whereas α-thalassemia appears milder and may not show any clinical
indications [13]. Thalassemia major typically manifests clinically between 6 and 24 months after diagnosis.
Infants with the condition do not thrive and become progressively paler. Thalassemia major is characterized
by a clinical presentation that includes growth retardation, pallor, jaundice, decreased muscle tone, genu
valgum, hepatosplenomegaly, leg ulcers, development of masses due to extramedullary hematopoiesis, and
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skeletal changes resulting from bone marrow enlargement. In infants under 2, severe microcytic anemia,
moderate jaundice, and hepatosplenomegaly often raise suspicion of thalassemia major. Thalassemia
intermedia, on the other hand, tends to manifest later with similar but less severe clinical symptoms. Other
issues, such as feeding problems, constipation, agitation, recurrent fever attacks, and progressive abdominal
enlargement due to spleen and liver enlargement, may also occur [14]. Thalassemia patients exhibit notably
elevated occurrences of various oral manifestations, including sensations of burning in the oral mucosa,
lingual varicosities, dry mouth, atrophic glossitis, and numbness in the oral mucosa. These symptoms are
particularly prevalent among individuals with thalassemia [15]. Figure 2 enumerates the disease's oral and
dental manifestations.

FIGURE 2: Oral and dental manifestations of β-thalassemia
Image credits: Gayatri Kale (author)

It was once believed that gingival irritation and dental caries were unrelated. In a study, Ventura asserted
that the increase in caries prevalence is due to the endocrine disturbances brought on by thalassemia [16-
17].

In a 2002 study, Al-Wahadni et al. investigated whether β-thalassemia major is related to worsening
periodontal disease and dental caries. Plaque deposits, gingivitis, periodontitis, and dental caries were
assessed in 61 affected patients and 63 healthy individuals aged 6-18 years using various periodontal
indexes and the decayed, missing and filled teeth (DMFT) index, respectively. It was found that the
thalassemia patient group's dental caries were higher than healthy patients [18]. In a 2014 study by Arora et
al., the mean DMFT score was found to be higher among β-thalassemic patients [19]. In a study by Dhote et
al. conducted in 2015, the DMFT index showed a slightly higher mean value in the thalassemia major group
[20].

Sickle Cell Disease

SCD is an inherited hemoglobin disorder with a prevalence of approximately 10% [21]. It is caused due to
abnormal hemoglobin known as hemoglobin S (HbS) that binds to red blood cells. This condition arises due
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to a specific point mutation in the β-globin chain of hemoglobin, where valine replaces glutamic acid in the
β-globin chain. An epidemiological study on sickle cell disease was conducted at a rural hospital in central
India by Kamble and Chaturvedi in 2000. The study included all patients admitted to the pediatric ward of
Kasturba Hospital, Mahatma Gandhi Institute of Medical Sciences, Maharashtra, India, from August 1995 to
July 1996. This study revealed an SCD prevalence of 5.7% (99 out of 1753 hospitalizations) [22].

Chronic hemolytic anemia, sickle cell crisis, susceptibility to bacterial infections, and slow tissue
deterioration are the hallmarks of this condition [23]. SCD may present in various ways that might impact
different body organs, including the kidney, lungs, musculoskeletal and cardiovascular systems, and so
on [24]. Patients with sickle cell anemia frequently endure acute aplastic crises, intense pain that begins in
infancy and lasts through childhood and with age, and symptomatic anemia [25]. Significantly decreased
salivary flow, mental nerve neuropathy, elevated plaque levels, calculus deposition, radiographic
abnormalities, enamel hypomineralization, delayed tooth eruption, dental caries, malocclusion, and
hypercementosis are some of the common dental manifestations seen in people with SCD. Depapillation of
the tongue, which leads to atrophic glossitis, is common in anemic patients. However, the prevalence of
such symptoms among SCD patients remains uncertain. Unlike adults, children with SCD are more
susceptible to developing periodontitis. Generally, individuals with SCD have an increased susceptibility to
infections and periodontal diseases. The oral mucosa of SCD patients often exhibits pallor to yellowish
discoloration due to the deposition of blood pigments due to hyperbilirubinemia resulting from
erythrocytosis. Additionally, erythematous macular lesions, bleeding, and hemorrhage can affect the buccal
and labial mucosa [26].

Fernandes et al., in 2015, found in a cross-sectional investigation that SCD also has degenerative effects on
the oral cavity and dental tissues [27]. SCD has been linked to various dental abnormalities caused by blood
vessel thrombosis (Figure 3).
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FIGURE 3: Dental manifestations of sickle cell disease
Image credits: Gayatri Kale (author)

On the other hand, SCD patients have a higher risk of dental complications due to changes in the dental
structure, medications that contain sucrose, and increased susceptibility to infections, as found in an
observational cross-sectional study by Medeiros et al. in 2018. Poor dental hygiene is always a risk factor for
SCD [23].

In 2002, Laurence et al. conducted a pilot study on sickle cell anemia and dental caries. Low-income SCD
patients had more decayed and fewer filled areas than patients without SCD. The study suggested that SCD
patients with lower incomes may be more likely to experience dental caries and may have access to
additional treatment options if caries are discovered. Despite the lack of statistically significant changes,
these findings had clinical significance and encouraged further investigation through more in-depth future
studies [28].

Iron Deficiency Anemia

The World Health Organization asserts that iron insufficiency is an anticipated dietary shortfall in
developing and industrialized nations. The prevalence of iron deficiency anemia is more than 95% [29]. Iron
is a crucial nutrient that aids in oxygen transportation. Iron deficiency anemia results from insufficient iron,
which hinders hemoglobin synthesis. This deficiency may have short- and long-term impacts, including
permanent dysfunctions of the growing central nervous system in children. In adults, a deficiency of iron
that leads to anemia can have a wide range of detrimental health consequences. These include reduced work
capacity, impaired regulation of body temperature, compromised immune function, gastrointestinal
disturbances, and an increased susceptibility to Helicobacter pylori infection. Iron deficiency can lead to
neurocognitive impairment, resulting in psychomotor and cognitive abnormalities in children. If left
unaddressed, these issues can impact a child's learning ability. During pregnancy, iron deficiency anemia has
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long been linked to an elevated risk of low birth weight, preterm delivery, perinatal mortality, infant and
young child mortality, and maternal mortality [30].

According to various research studies, early childhood caries is one of the oral symptoms of iron deficiency
anemia, especially in young children under the age of five years. In children with iron deficiency, the
impairment of salivary gland function leads to reduced buffering capacity due to decreased salivary
secretions and lower salivary pH, which increases the risk of caries. Children under the age of five who
experience caries and iron deficiency anemia have demonstrated early molar loss, potentially affecting
dietary habits and resulting in various nutritional problems and malnutrition. Additionally, the reciprocal
relationship holds in the case of iron deficiency anemia. Shaoul et al. noted in a study that iron deficiency in
children leads to higher incidences of caries due to inadequate diets or diets with a higher consumption of
cariogenic foods such as high-carbohydrate diets and beverages [31].

In conclusion, those with iron deficiency anemia should focus on their oral hygiene to reduce their chance
of developing periodontal and dental caries. It is crucial to ensure children under 5 have a well-balanced
diet that satisfies their nutritional needs and promotes healthy eating habits because this risk is particularly
severe in young children. Such dietary modifications can be beneficial in reducing the likelihood of oral
health issues in affected people.

Leukemia

Leukemia is a disorder primarily affecting white blood cells, characterized by an abnormal increase in
immature or atypical leukocytes. Its prevalence ranges from 7.3% to 57.8% [32]. It is a malignant and
progressive condition originating in tissues producing white blood cells, including bone marrow and other
organs. This proliferation of aberrant blood cells is marked by compromised differentiation, regulation, and
programmed cell death [33].

Solitary, dispersed, or clustered lesions on the chest, limbs, and head are among the possible systemic
symptoms of leukemia; palms and soles are less frequently affected. The clinical symptoms of acute
leukemia arise from the rapid development of bone marrow insufficiency. It leads to a severe clinical
presentation characterized by high fever and gastrointestinal and pulmonary symptoms. Additionally,
patients often experience progressively severe anorexia, muscle and joint pain, and episodes of hemorrhage.
Leukemia can present orally as bleeding gums, oral mucosal ulcerations, petechiae, bone loss, and enlarged
gingiva. Patients with leukemia with compromised immunity may develop secondary infections such as
candidiasis and herpes simplex virus infections.

Increased tooth decay in the cervical region, tooth pain and mobility, and early tooth loss are additional
typical dental symptoms of leukemia, especially in more severe instances. Cervical caries frequently result
from the degenerating alveolar bone underneath and the periodontal ligament. Reduced oral hygiene,
decreased salivation, which hinders oral cleaning, changes in oral microbiota, and dietary changes can all be
blamed for the increased prevalence of dental caries [34].

Patients should be encouraged by effective treatment plans to practice good dental hygiene and use
fluoride-containing dentifrices sparingly. Additionally, patients should be encouraged to maintain a diet low
in carbs and dietary sucrose, eat non-sticky foods, and schedule routine dental examinations. Vigilance can
significantly reduce dental caries while using sugar medications and maintaining oral hygiene. It is best to
avoid giving children sugar-containing drugs right before bedtime [35].

Hemophilia

Hemophilia, often called the "royal disease," is a chromosomal bleeding disorder linked to the X
chromosome. It is caused by a deficiency in either coagulation factors, precisely, factor VIII or factor IX.
Hemophilia is categorized into two primary types based on the deficient factor: hemophilia A, resulting from
a deficiency of factor VIII, and hemophilia B, resulting from a deficiency of factor IX. Both hemophilia A and
B can be further classified into three categories based on the activity levels of these factors, which include
mild, moderate, and severe forms. Hemophilia A is more common in males, with incidences accounting for
approximately 80%-85% of cases, while hemophilia B is less frequent, occurring in roughly 10%-15% of
cases.

Hemophilia's clinical manifestation can result in a range of issues, including pregnancy-associated and
neonatal bleeding, heightened susceptibility to bruising, excessive bleeding following minor injuries or
surgeries, spontaneous bleeding in diverse body regions, inflammation of the joints, muscle hematomas,
and the formation of pseudotumors. Hemophilia patients are prone to musculoskeletal complications such as
chronic hemophilic arthropathy, synovitis, contractures, developing inhibitors against factor VIII, and
pseudotumor formation. Hemophilia is marked by bleeding from various sites, often observed in the mouth
as gingival bleeding and post-extraction hemorrhages. The frequency of oral bleeding incidents varies
depending on the severity of the individual's hemophilia, potentially leading to multiple occurrences
throughout their life. [36]. A greater incidence of dental caries and other oral problems is present in people
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with inherited coagulation abnormalities, such as hemophilia, since they are less likely to adopt regular oral
hygiene routines to stop bleeding. Another issue that could occur during dental treatment is the
administration of a local anesthetic since factor replacement is required when executing inferior alveolar
blocks because of the rich vasculature and the potential for hematoma development in sites like the
retromolar or pterygoid regions [37].

Numerous investigations of the oral health of hemophiliacs have found a high frequency of dental problems
and poor oral hygiene. Dental operations are frequently avoided because people fear having long-lasting
bleeding, which increases the likelihood that a treatment won't work. Those who have inherited blood issues
must put their oral health first. The oral health requirements of these individuals can be successfully guided
and managed by a combination of several dental visits and routine consultations with a hematologist,
physician, and dentist [38].

Plummer-Vinson Syndrome

Plummer-Vinson syndrome (PVS) is documented to be more frequent in females than males, with a notable
ratio of approximately 8:1 [39]. PVS is defined by post-cricoid dysphagia, upper esophageal webs, and iron
deficiency, with at least five out of nine iron insufficiency criteria being met. In the United Kingdom, a
similar clinical condition with identical symptoms is called the "Paterson-Kelly syndrome" [40]. PVS
primarily affects women in their 30s-60s, with a lower incidence observed in males [41-42]. Common
symptoms of anemia reported by patients include weakness, pallor, fatigue, and tachycardia. Additional
features that may be observed include esophagitis, cardiospasm, achlorhydria, nail abnormalities like
koilonychia or clubbing, enlargement of the spleen and thyroid, spleen tumors, dermatitis, seborrhea,
hyperkeratosis, conjunctivitis, keratitis, blepharitis, and visual disturbances [43].

People with PVS are more likely to develop fibrosis, and extending these fibrotic areas can cause pain when
speaking, eating, or maintaining good dental hygiene. Consequently, they can develop periodontal disease,
increased plaque accumulation, cavities, and poor oral hygiene [44-45].

Erythroblastosis Fetalis

Erythroblastosis fetalis refers to the hemolytic anemia that neonates experience due to blood
incompatibility between the mother and fetus [46]. It occurs in about 15% of pregnancies [47]. Alongside
symptoms like ascites, hepatosplenomegaly, edema, and jaundice soon after birth, severely affected
newborns appear pale and frail due to elevated bilirubin levels [48]. Dental findings include varying degrees
of enamel abnormalities during development. Examples of enamel defects include hypoplasia confined to
primary dentition or issues with the cusps of permanent first molars. The timing of metabolic disruption and
the severity of dental problems are interconnected.

Cullen conducted a case study on a three-and-a-half-year-old White male with a prenatal diagnosis of
erythroblastosis fetalis due to Kell incompatibility. No caries were noted in the patient. Enamel hypoplasia
was observed on maxillary and mandibular incisors, canines, first molars, and second molars. Nursing caries
syndrome was diagnosed as the child in this study was breastfed until the age of 2 and exhibited chipped and
yellow enamel. Postnatally generated enamel was found to possess standard color, texture, and quantity
upon careful examination. No clinical caries were caused due to the hypoplasia or thalassemia in the child.
However, the child's parents were cautioned about the potential higher risk of cavities due to enamel
hypoplasia [49]. Nevertheless, there is no direct evidence linking erythroblastosis fetalis to dental caries.

Fanconi Anaemia

Fanconi anemia (FA) is a genetically and phenotypically diverse recessive disorder characterized by
congenital abnormalities, progressive pancytopenia, and susceptibility to solid tumors and hematologic
malignancies. FA exists in individuals of all racial and ethnic backgrounds, with a reported carrier frequency
of 1 in 300. The clinical presentation of FA includes symptoms such as pancytopenia, hyperpigmentation,
skeletal malformations, reduced stature, urogenital abnormalities, and a tendency for familial occurrence
[50]. The most common oral symptoms in those with this condition are gingivitis and periodontitis. Poor oral
hygiene and biofilm formation contribute to the progression of these conditions in affected individuals.
Factors such as regular sugar consumption and specific cariogenic bacteria may lead to the development of
dental caries. Low economic status and limited access to oral health care could also play a role [51].

In a 2007 study, Tekcicek et al. investigated the oral health of children between the ages of 2 and 18 with
Fanconi anemia. The study found that 35% of the participants had dental caries [52]. A case study conducted
in 2016 by Goswami et al. focused on a five-year-old male child with FA. The intraoral examination revealed
several carious lesions. The patient underwent multiple symptomatic restorations during dental visits due to
poor oral hygiene maintenance, resulting in frequent oral infections and ulcers [53].

Cyclic Neutropenia
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Cyclic neutropenia is a benign hematologic condition characterized by periodic episodes of severe
neutropenia that occur in cycles of 21 days. Epidemiological studies have revealed that the prevalence of
neutropenia (having a neutrophil count of less than 1.5 g/L) is approximately 4.5% among individuals of
Black ethnicity and 0.8% among those of White ethnicity [54]. Additionally, some blood cells exhibit cyclical
variations. The exact cause of cyclic neutropenia remains unidentified. The condition manifests suddenly,
with symptoms typically appearing in infancy or early childhood. However, it can also develop in adult
patients and be accompanied by clonal proliferation of large granular cells. Symptoms typically
emerge during infancy or childhood in the majority of cases. The diagnosis often arises when patients
exhibit neutropenia episodes alongside a history of recurrent upper respiratory tract infections. In some
instances, patients may develop mucosal ulcers in the intestinal tract, specifically in the colon, rectum, and
anus, potentially leading to bacteremia from these sites [55]. Individuals with severe neutropenia, defined as
a neutrophil count below 500/mm³, experience symptoms such as pharyngitis, stomatitis, oral ulcers, and
enlarged lymph nodes. Serious infections can also occur. Severe gingivitis and oral ulceration during
neutropenia are oral symptoms of cyclic neutropenia.

In a 1996 study by Pernu et al., salivary variables and the incidence of dental caries were investigated. While
no conclusive evidence linking tooth caries to the condition was found, it was stated that poor oral hygiene
could contribute to caries [56].

Acute Lymphoblastic Leukemia

Acute lymphoblastic leukemia (ALL) accounts for 12% of all leukemia cases and is estimated to have a global
incidence ranging from 1 to 4.75 cases per 100,000 people [57]. ALL is the malignant transformation and
proliferation of lymphoid progenitor cells in the bone marrow, blood, and extramedullary locations. While
80% of reported cases of ALL are seen in young individuals, the disease is equally dreadful when it affects
adults. Malignant, poorly differentiated lymphoid cells accumulate in the bone marrow, peripheral blood,
and extramedullary sites, reflected in most ALL clinical manifestations. Constitutional symptoms and bone
marrow failure symptoms can result in anemia, thrombocytopenia, and leukopenia, sometimes presenting
as nonspecific. Common symptoms include fever, weight loss, night sweats, bleeding, fatigue, dyspnea, and
infection susceptibility. Extramedullary involvement is frequent and can lead to patients' lymphadenopathy,
splenomegaly, or hepatomegaly [58].

In the oral cavity, the most typical symptoms of leukemia include gingival bleeding, hyperplasia,
opportunistic infections, and bone changes [59]. A study conducted by Pajari et al. revealed that children
who received central nervous system radiation had higher DMFT scores (7.13) compared to children who only
underwent chemotherapy (3.4), and controls (1.8). Studies on the lifetime incidence of caries indicated that
children with ALL developed 2.7 new caries lesions per year during treatment, in contrast to new lesions in
controls [60].

Guidelines for maintaining oral hygiene in hematological disorders
Patients with hematological disorders face an increased risk of dental problems, but there are crucial
guidelines they should adhere to to maintain optimal oral health. First, maintaining a rigorous oral hygiene
routine is essential, involving brushing teeth at least twice daily with a fluoride toothpaste, utilizing a soft-
bristled toothbrush, and replacing it every three to four months [61]. Additionally, it is advisable to
moderate sugar intake, as excessive sugar consumption can contribute to dental caries. Sugary medications
should ideally be avoided before bedtime to limit prolonged sugar exposure. Regular dental check-ups and
cleanings are crucial for monitoring oral health and applying preventive treatments like fluoride
applications and dental sealants [62]. For those experiencing dry mouth due to their condition, staying
hydrated and considering sugar-free gum or lozenges may help, and a dentist could recommend artificial
saliva products. When mobility is limited due to the hematological disorder, discussions with the dentist
about the frequency of scaling and root planing become necessary to prevent plaque and calculus buildup. In
early childhood caries or rampant caries, fluoride applications can strengthen tooth enamel, while minimally
invasive dental treatments like laser-assisted procedures are encouraged for caries detection and treatment.
Maintaining open communication with healthcare providers, including hematologists, general physicians,
and dentists, through regular consultations is vital to effectively manage the hematological condition and
oral health. By diligently following these guidelines, individuals with hematological disorders can take
proactive measures to safeguard their oral health, diminish the risk of dental complications, and enhance
their overall quality of life.

Conclusions
Hematological diseases significantly impact oral hygiene, leading to compromised oral health due to
physical and mental health factors. This results in heightened plaque and calculus accumulation, increasing
the susceptibility to dental caries. Reduced salivary flow, often observed in hematological disorders, further
exacerbates the situation. While saliva's natural cleansing and pH regulation roles are essential for oral
health, its altered quantity in individuals with these conditions leads to a higher prevalence of dental caries
than their healthy counterparts. The incidence of caries is closely tied to patient therapy and oral hygiene
practices, with severe cases potentially requiring tooth extraction and affecting dietary habits and overall

2023 Kale et al. Cureus 15(10): e47159. DOI 10.7759/cureus.47159 8 of 10

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


well-being.
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