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RESUMEN

Fundamento: debido aque cada vez hay una poblacion de ma-
yor edad y debido alas nuevastécnicasmédicasy odontol bgicas,
el nimero de complicaciones médicas durante el tratamiento
dental tiende aaumentar. Paraevitar estas complicaciones, debe
realizarse una historia clinica apropiada a todos los pacientes.
La busqueda de un cuestionario apropiado, que cubra adecua
damente todas las posibilidades, es por tanto necesario. Mate-
rial y método: en este trabgjo se utilizd la encuesta EMRRH,
propuesta por un grupo de investigadores europeos, para estu-
diar la prevalencia de | os antecedentes médicos en una pobla-
cion que acude a la consulta dental solicitando tratamiento.
Resultados: un total de 716 pacientes fueron registrados, de
estos, 219 pacientes tenian agun antecedente médico de inte-
rés. Existian diferencias estadisticamente significativas entre
la edad media de la poblacién con y sin antecedentes médicos
(p<0'0005). En segundo lugar, del 30’ 6% de la poblacidn con
antecedentes médicos (N=219), diferenciamos aquell os pacien-
tes que podian tener un riesgo bajo, medio y alto de complica-
cionesalahoradd tratamiento dental. Se obtuvo queel 17 31%
de los pacientes fueron clasificados como riesgo ASA 1I; el
9'49% como ASA I, y el 2251% como ASA IV. Dentro delas
patol ogias, lade mayor frecuenciafuelahipertensién (13’ 8%),
seguida de las alergias medicamentosas (8 37%), palpitacio-
nes (7' 82%), patologiarespiratoria (5’ 16%0) y diabetes (4' 3%).
Conclusion: detodo esto podemos deducir lagran importancia
de larealizacién de una detallada historia clinica, ya que po-
driamos alterar gravemente la salud del paciente con nuestro
tratamiento dental.

Palabras clave: Riesgo ASA, historia clinica, antecedentes
médicos.
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INTRODUCCION

Losavancesen laMedicinahan dado lugar que el paciente ten-
ga una mayor esperanza de vida y muchas enfermedades son
controladas mediante un tratamiento de mantenimiento. Esto
hace quelos enfermos estén tomando gran cantidad de medica-
cién durante mucho tiempo. La medicacion no es capaz de cu-
rar del todo, sino que cronifica la enfermedad. Esto significa
gue aquellos pacientes “aparentemente saludables’, pero con
antecedentes médicos importantes, tengan una calidad de vida
adecuada y puedan necesitar algin tratamiento dental. El au-
mento de edad de la poblacidn, que estd produciéndose en es-
tos Ultimos afios y que se incrementard en el futuro, hace que
haya méas pacientes medicadosy como resultado una mayor
incidencia de paci entes médi camente comprometi dos que acu-
den alaconsulta(1, 2). En el afio 2000, el 15% delapoblacion
europea es mayor de 65 afios, y se calcula que dentro de 25
afios serd por lo menos el doble (2). Debido aquelaincidencia
de padecer distintas enfermedades aumenta con laedad, € nu-
mero de enfermedades sistémicas aumentardn notablemente.
Esto hace que nuestros paci entes presenten, en muchas ocasio-
nes, antecedentes médicos de interés y puedan surgir compli-
caciones durante el tratamiento dental. Existe una estrechare-
lacion entre el porcentaje de pacientes médicamente compro-
metidos y la edad, y es precisamente la poblacion de mayor
edad laque constituyela“nueva’ poblacion que ahoraacudea
odontdlogo (2). Ademés, un dato significativo al respecto es el
hecho que estos pacientes conservan en boca més cantidad de
dientes naturales, y por ello acuden con mas frecuencia a la
consulta dental .

El odontdlogo debe tratar atodos estos pacientes asegurandose
gue no existariesgo para su salud. En el estudio de Abraham-
Inpijny cols (1) realizado en 7 paises demuestra: que en Gran
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Bretaria se han relacionado 120 muertes con la.consultadental
durante un periodo de 10 afios, y un grupo de odont6logos re-
fiere un total de 15 casos de muerte durante la préctica dental
desde el comienzo de su gercicio profesional. En Holanda,
conunnuimero de 288 odontélogos, seidentificaron 208 emer-
gencias en un periodo de un afio, incluyendo unamuerte stibita
debido a un infarto de miocardio.

De esto se deduce que la primera necesidad que tenemaos en
nuestra consulta es poder distinguir 10s pacientes que tienen
antecedentes médicos. Para ello contamos con la historia cli-
nica. Esta se define como el documento legal en e que se
recoge la descripcion ordenada, completay precisadelarela
cion del profesional con el paciente. En ella se deben de reco-
ger los datos de filiacion, los antecedentes personaesy fami-
liares detipo médico, laanamnesis, exploracionesy tratamien-
tos que se le realicen. Es un documento legal de enorme tras-
cendencia e imprescindible de realizar en todos los pacientes.
En muchas ocasiones el paciente niega que tenga antecedentes
meédicos, porque no suele darle importanciay no lo relaciona
con su problema oral. Por ello debe hacerse con un interroga-
torio dirigido el cual debe incluir todas las enfermedades de
trascendencia para nuestro tratamiento. Labisqueda de un in-
terrogatorio apropiado ha supuesto un esfuerzo de algunosin-
vestigadores en los Ultimos afios. Un grupo de ellos, pertene-
cientesavarios paisesy encabezado por laDraAbraham-Inpijn
de Holandahaelaborado un cuestionario: el European Medical
Risk Related History questionnaire (EMRRH). Con € sein-
tenta que en Europa exista un cuestionario comin que sirvade
utilidad al dentista general en su trabajo diario.

El objetivo del presente trabajo ha sido la utilizacién de dicha
encuesta para averiguar la prevalencia de los antecedentes
meédicos en la poblacién que acude a nuestras consultas denta-
les pararesaltar su trascendencia.

MATERIAL Y METODO

Lospacientesutilizadosen € estudio, fueron TODOS |os que por
primeravez acudian alaFacultad de Odontol ogiade nuestraUni-
versidad. Estos pacientes, fueron revisados en la recepcion gene-
rd, desded 16 dediciembrede 1998 hastael 26 demayo de 1999.
A todos los pacientes se les pasaba la encuesta médica europea
deriesgo A SA sobre antecedentes médicostraducidadelaorigi-
nal holandesa denominada “European Medical Risk Related
History” (EMRRH) (Fig. 1). A su vez, se recogian los datos de
filiacion de todos ellos (edad, sexo, profesion).

La encuesta consta de 23 preguntas, divididas en una pregunta
principal y una o més subpreguntas. De esta manera, s la pre-
guntaprincipal se contestanegativamente, seiradirectamentea
la siguiente pregunta principal; sin embargo, s la respuesta es
afirmativa, se preguntaran las siguientes subpreguntas, las cua
les estan relacionadas con la principal.

A cada pregunta se le establece un grado ASA que va desde €l
grado | a V. Cuando se responde negativamente a unarespues-
taprincipal, significaque e riesgo ASA esl, pero s seresponde
afirmativamente, el riesgo serddetipolll, I11 o 1V. El mayor gra
doASA esdl quedeterminad nivel deriesgo en cada pregunta.
L os datos recogidos fueron almacenandose en una base de da-
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HISTORIA CLINICA
1.¢Hasufrido dolor en el pecho tras un gjercicio (angina de pecho)?
Siesasi (I1)
¢Tienerestringidalaactividad fisica? (111)
¢Haempeorado la enfermedad recientemente? (1V)
¢Tienedolor en el pecho en reposo? (V)
2.¢Hatenido algiin ataque a corazén?
Siesasi (I1)
¢Tienerestringida jaactividad fisica? (I11)
¢Hatenido algiin ataque al corazén en los Ultimos seis meses? (1V)
3.¢Hatenido alguin soplo en el corazén o alguna enfermedad
valvular o le han implantado alguna vélvula cardiaca? (I1)
¢Le han practicado en los seis Uiltimos meses alguna cirugia vascul ar
o cardiaca? (I1)
¢Hatenido alguna vez alguna enfermedad reumética? (111)
¢Tienerestringidala actividad fisica? (1V)
4. (Hatenido alguna vez palpitaciones cardiacas en reposo? (11)
En ese momento, ¢hatenido ahogos, palidez o vértigo? (1V)
5.¢Hatenido insuficiencia cardiaca? Si es asi (I1)
¢Hatenido ahogos acostado? (I11)
¢Necesita 2 0 més amohadas de noche debido a los ahogos? (1V)
6.¢Hatenido algunavez latension ata? (I1)
7.¢Tiene tendencia a sangrado? Si es asi (1)
¢Ha sangrado durante més de una hora después de alguin accidente
ocirugia(lll)
¢Sufre de hematomas espontaneos? (1V)
8 -¢Hasufrido alguna vez una congestion? Si es asi (I1)
¢Hatenido alguna congestion en los Ultimos seis meses? (111)
9. ¢Ha padecido de epilepsia? Si esasi (I1)
¢Haempeorado Ultimamente? (111)
¢Sigue teniendo ataques de epilepsia? (1V)
10. ¢Sufrede asma? Si esasi (I1)
¢Utiliza para ello alguna medicacion o inhalador? (111)
¢Tiene hoy alterada su respiracion? (1V)
11.;Tiene otros problemas pulmonares o tos? Si es asi (I1)
Padece de ahogos tras subir 20 peldafios? (111)
Padece de ahogos cuando se viste? (1V)
12. ;Hatenido alguna vez reaccion aérgica a penicilina, aspirina, esparadra-
pos (I1)
o cualquier otra cosa?
&Tuvo por ello que ser hospitalizado requirié medicacion? (111)
¢Ocurri6 durante algunavisitaa dentista? (1V)
¢A que es alérgico?
13.¢Padece de diabetes? (1)
¢Se administrainsulina? Si esasi (111)
¢Esta su diabetes mal controlada? (1V)
14.¢Padece de enfermedad del tiroides? Si esasi (I1)
¢Padece de hipotiroidismo? (111)
¢Padece de hipertiroidismo? (1V)
15.¢Padece de enfermedades del higado? (I1)
16.¢Padece de enfermedades del rifion? (I1)
¢Esta sometido adidlisis? (I11)
¢Le han hecho algln trasplante renal ? (1V)
17.¢Ha padecido algiin cancer o leucemia? Si esasi (1)
¢Recibi6 paraello algun tratamiento con medicacion o trasplante
de médula dsea? (I11)
¢Harecibido tratamiento con radiaciones para alglin tumor
delacabezao del cuello? (1V)
18.¢Sufre algunainfeccién ahora? (1)

6n (crisis de ansiedad) (11)

20.¢Se ha desmayado durante alglin tratamiento dental o médico? (11)
21.¢/Necesitade profilaxis antibiética previaa tratamiento dental? (11)
22.¢Toma algunos de |os siguientes medicamentos? (11)

parael corazén, anticoagulantes, paralatension arterial

aspirina o analgésicos, paralaaergia, paraladiabetes

prednisona, corticosteroides (sistémicos o topicos)

paraevitar el rechazo de trasplantes

paraenfermedades de la piel, digestivas o reuméticas

parael cancer o enfermedades sanguineas

penicilina, antibiéticos o antimicrobianos

paradormir la depresién o ansiedad

ha usado aguna vez drogas creativas

¢Algunaotracosa? ......

23. Paralas mujeres ¢estd embarazada? (11)

Fig. 1. Encuesta médica europea de riesgo ASA sobre antecedentes médicos.
(EMRRH)

tos realizada con €l programa Microsoft Access 97, y el andli-
sis de los datos se realizd con el programa SPSS. Se obtenian
las medias y desviacion standard de la edad de la poblacion
general y delapoblacion cony sin antecedentes médicos. Den-
tro del grupo de pacientes con antecedentes médicos, se obtie
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nen los datos de cada patologia en particular, estableciéndose
el porcentaje con respecto alapoblacién general. Lamediade
las edades entre la poblacion con y sin antecedentes médicos se
compara, y paraello se utiliza el test de Mann-Whitney.

RESULTADOS

Serevisaron un total de 716 pacientes, cuya edad mediaerade
36’ 77 afios y con una desviacion standard de 20’91 afios, con
un rango de 3 a 83 afos. Del total de la muestra, €l 60% eran
mujeresy el 40% varones. El estudio de las profesiones de la
poblacién destaca que la mayoria eran estudiantes (31’ 8%),
seguido de trabgjadores en activo (30%), amas de casa (27%),
jubilados (6’ 7%0), parados (3’ 35%) y pensionistas (2%). Desta-
car por ultimo que el 1' 3% tenian estudios superiores.

Dentro delamuestrade 716 pacientes, un grupo de 219 pacien-
tes tenian antecedentes médicos (30'6%) y otro grupo de 497
pacientes no los tenian (69" 4%). Laedad media de los pacientes
con antecedentes médicos era de 49’ 39 afios con unadesviacion
standard de 19'61, con un rango de 4 a 83 afios, € grupo de
paci entes sin antecedentes médicos previos su edad mediafuede
31’ 20 afios, con unadesviacion standard de 18’97, con un rango
de 3 a82 afios. Estas diferencias fueron estadisticamente signifi-
cativas (test de Mann-Whitney p<0’ 0005).

Dentro del grupo de pacientes con patologia cardiovascul ar te-
nemos que el 13'8% (n=99) de la poblacion total padecia
hipertension. Deestos, el 9% (n=9) seclasificaron en el estadio
1(140-159; 90-99), & 12'1% (n=12) en €l estadio 2 (160-179;
100-109), y el 38'3% (n=38) en €l estadio 3 (>180; >110). El
40' 4% (n=40) restante, a pesar de estar tomando medicacion
para controlar la hipertension no conocian sus cifras de
hipertension. Seguidamente, el 7'82% (n=56) de la poblacion
total padecia palpitaciones, el 2' 3% (n=17) habia padecido una
angina de pecho, € 2'3% (n=17) tenia un soplo cardiaco, €
1'8% (n=13) padecia insuficiencia cardiaca, €l 0'5% (n=4)
habiapadecido uninfarto demiocardio, el 0'2 (n=2) habiasido
sometido aunacirugiacardiacay finalmenteel 0’ 1% (n=1) era
portador de marcapasos.

En segundo lugar de frecuencia, tenemos que el 8 37% de la
poblacién total de 716 pacientes eran alérgicos a medicamen-
tos (n=60). No se tuvieron en cuenta aquellos que referian te-
ner alergia a otros productos como polvo, &caros, polen, etc.
Dentro de los medicamentos, €l 36'6% (n=22) eran alérgicosa
la peniciling, &l 10% (n=6) ala sulfamida, € 5% (n=3) ala
penicilinay sulfamida, a la aspirina eran aérgicos un 11' 6%
(n=7), alosAINES un 3 3% (n=2), alaamoxicilinaun 3’ 3%
(n=2), alos anestésicos locales (procaina) un 1'6% (n=1), €
23' 3% (n=14) de | os pacientes eran al érgicos a otros compues-
tos como a mercurocromo, latex, yodo, calcio, hierro, acusina,
codeing, etc, e 3'3% (n=2) referia aergia pero no recordaba a
qué. En este grupo de pacientes alérgicos €l 1'5% (n=11) con
respecto alapoblacién general habian tenido algunacomplica-
cién previa: tuvieron que ser hospitalizados o requirieron algu-
na medicacion, y € 0'2% (n=2) de estas complicaciones fue
tras haber tomado |os medicamentos que le habia prescrito €l
odontdlogo.Dentro delapatol ogiarespiratoria, un5' 16% (n=37)
del total de la poblacion tenian problemas de tos, faringitis o
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resfriado comun con frecuencia; y un 3' 77% (n=27) referiate-
ner asma o bronquitis crénica.

Un 4'3% (n=31) de la poblacion total (716 pacientes) padecia
diabetes; el 1'5% (n=11) tipo | y & 2" 7% (n=20) tipo I1.
Dentro de los pacientes que presentaban algun tipo de patolo-
giainfecciosacon respecto al total delapoblacion, destacamos
un 3'77% (n=27) con hepatitis, un 1' 11% (n=8) referian ante-
cedentes de hepatitis A; un 1'53% (n=11) de hepatitis B; un
0’ 27% (n=2) de hepatitis C; un 0’ 13% (n=1) de hepatitisA 'y B,
y un 0’ 13% (n=1) de hepatitisB y C. Un 0’'55% delos pacien-
tes dentro de este grupo no sabian qué tipo de hepatitis habian
padecido. Dentro delapoblacién total estudiada, tenemos que
un 1'53% (n=11) de pacientes son portadores de VIH, y un
0’ 83% (n=6) afirmaban ser drogadictos.

L os pacientes que presentaban patologia tiroidea sumaban un 2'5%
(n=18). Entreestos, € 1'3% (n=10) eran pacientescon bocio, d 0'8%
(n=6) padecian hipatiroidismoy d 0'27% (n=2) hipertiroidismo.
Otros datos obtenidos fueron un 1'53% (n=11) dela poblacion
total teniatendenciaa sangrado, un 1' 11% (n=8) padecia epi-
lepsia, un 0’ 4% (n=3) eran mujeres embarazadas, un 0’ 1% (n=1)
del total presentaba anemia, € 6'9% (n=49) referia crisis de
ansiedad, €l 1'9% (n=14) padecia de patologia rend, el 1'6%
(n=12) referianecesitar profilaxisantibidticapreviaaagintra-
tamiento dental, el 1' 11% (n=8) se habian desmayado anterior-
mente durante un tratamiento médico o dental, y un 0’ 4% (n=3)
del total habia padecido cancer o leucemia.

Dentro de la pregunta que hacia referencia a los medicamentos
guelos pacientestomaban, tenemos que un 24’ 1% (n=173) dela
poblacion total de 716 pacientes ingerian algin medicamento.
Dentro de estos, e mayor porcentaje eran aquellos pacientes que
tomaban antihipertensivos (10' 75%; n=77). En segundo lugar
de frecuencia, un 5'02% (n=36) tomaban ansialiticos. Un 4' 6%
(n=33) tomaban anagésicos, un 3'63% (nN=26) medicamentos
parael corazon, un 3’ 35% (n=24) antidiabéticos, un 3' 21% (n=23)
para alguna patologia respiratoria, un 2'23% (n=16) tomaban
algin medicamento parala piel o para € aparato digestivo, un
1'81% (n=13) anticoagulantes, un 1'67% (n=12) parala patolo-
gia tiroidea, un 1'25% (n=9) antiVIH, un 0’'83% (n=6)
antialérgicos, un 0'69% (n=5) estaban tomando antibiéticos, un
0'55% (n=4) referian tomar drogas cresativas, un 0'41% (n=3)
antiepilépticos y un 0'41% (n=3) tomaban corticosteroides. Fi-
nalmente, un 3'07% (n=22) de la poblacién total tomaban otro
tipo de medicacion como puede ser cdcio, hierro, diuréticos,
anticonceptivosy metadona, y un 1' 39% (n=10) delos pacientes
no se pudo identificar el medicamento que estaban tomando.

El andlisis del nivel de riesgo seguin la clasificacion ASA nos
mostré que de los 716 pacientes el 69’ 4% (n=497) estaban in-
cluidosen e grupo ASA | (no tenian ninglin antecedente médi-
co de interés), € 17'31% (n=124) fueron clasificados como
ASA |1, e 949% (n=68) como ASA Ill, y e 2'51% (n=18)
como ASA V. Un 1'25% (n=9) de los pacientes con antece-
dentes médicos no fueron clasificados porque su patologia no
se hallabaenglobadaen laencuesta médicaeuropea(EMRRH):
2 pacientes con enfermedad de Crohn, 1 con enfermedad celiaca,
2 con Sindrome de Down, 1 con un 85% de minusvalia, 2 pa-
cientes con Parkinson 'y 1 con sordera.
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DISCUSION

Hemos analizado todos | os paci entes que han acudido anuestra
Facultad de Odontol ogia solicitando tratamiento dental duran-
te un curso académico. Lamuestra de poblacién no correspon-
deaunamuestrarepresentativade lapoblacion general . Pero si
es una poblacion que pide tratamiento dental y si puede ser
representativa del tipo de paciente que acude alaconsulta, que
esel que en definitivanosinteresa. Como caracteristicaprinci-
pal muestra unos indices de estudios superiores muy bajos, de
lo cua inferimos que tienen una menor capacidad econdmica.
La patologia interrogada no se ha descrito que tenga una dife-
rente prevalencia dependiendo de los grupos de ingresos o es-
tudios que tengan. Por o que, consideramos que | os resultados
si pueden darnos orientaciones aplicables. Ademas, hay que
tener en cuenta que la muestra es muy amplia, y que su motivo
de consultano es su antecedente médico, sino su problemaoral .
Por ello, creemos quelos datos que hemos obtenido sirven para
dar orientaciones con respecto a la poblacién que acude a la
consulta del dentista.

L os resultados obtenidos en nuestro estudio nos demuestran que
hay unagran preval enciade pacientes que padecen algunaenfer-
medad sistémicadeinterésy esto esun dato significativo atener
en cuenta a la hora de atender & paciente que acude a nuestra
consulta. Al redlizar €l andlisisdelosdatos no pudimos constatar
estudios similares en nuestro pais, por 1o que lacomparacion se
ha hecho con estudios llevados a cabo en e extranjero.

El grupo més numeroso de pacientes con antecedentes corres-
pondié alapatologia cardiovascular. Se sabe que eslaprimera
causa de muerte en casi todos | os paises occidentales. En 1994
la American Heart Association estimd que uno de cada seis
hombres y una de cada siete mujeres con edad entre 45 y 64
afios en Estados Unidostenian alguna patol ogiacardiovascul ar.
Este nimero aumenta con la edad afectando a una de cada tres
personas por encima de los 65 afios. Dentro de la patologia
cardiovascular, uno de cada cuatro pacientes padece
hipertension, por 1o que es el factor de mayor riesgo para pade-
cer insuficienciacardiacay lamayor causadeinsuficienciare-
nal e infarto. Afecta de un 15 a un 20% de los adultos en los
Estados Unidos (3). La prevalencia de patologia hipertensiva
se ve claramente aumentada con la edad. En nuestro trabgjo, el
antecedente médico de mayor frecuencia fue hipertension con
un 13'8% con respecto a la poblacion total estudiada. El se-
gundo antecedente médico de mayor frecuencia con respecto a
lapatologia cardiacafueron un 7' 82% de pacientes que sufrian
palpitaciones. Little y cols (3) hallaron que la prevalencia de
arritmias cardiacas en una poblacion numerosa de pacientes
(>10.000) era del 17'2%, y que, més del 4% eran arritmias
cardiacas graves, potencialmente letales. Simonsy cols (4), en
un estudio con mas de 2.300 profesional es sanitarios dentales,
hallaron una prevalencia del 15’ 6%, con algo més del 4% de
arritmias graves. Furberg y cols(5) calculan quelaprevalencia
global de arritmias cardiacas en Estados Unidos es de aproxi-
madamente un 10%, seglin datos del Cardiovascular Health
Study realizado en 1995 por € Heart, Lung, and Blood Institute.
Dentro de la cardiopatia isquémica hemos diferenciado a aque-
[los pacientes que han padecido una angina de pecho (2,3%), y
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aquellos que han sufrido un infarto de miocardio (1,8%). Secal-
cula que 20 millones de norteamericanos (8% de la poblacion)
padecen algunaformade cardiopatia. Uno de cadatres varones
y una de cada diez mujeres desarrollaran una enfermedad
cardiovascular antes de los 60 afios (6). En nuestro estudio la
insuficienciacardiacaafectabad 1,8% delapoblacion. Este cua
dro afectaaentre 1y 2 millones de personas en Estados Unidos,
con unos400.000 nuevos casos anuaes (7). En pacientesde més
de 65 afos es el diagndstico més frecuente de alta hospitaariay,
entodasl|asedadesrepresentael cuarto diagndstico masfrecuente.
Mientras que las tasas de mortalidad por infarto de miocardio e
ictus estén disminuyendo, la Insuficiencia Cardiaca Congestiva
sigue siendo una de las principales causas de morbilidad. Las
causas mas frecuentes de Insuficiencia Cardiaca Congestiva en
Estados Unidos son la arteriopatia coronaria, 1a hipertension, la
miocardiopatiay las valvulopatias (8).

En nuestro estudio, solamente un 0’ 1% de lapoblacion total en
estudio era portadora de marcapasos. En 1984 eran portadores
de marcapasos permanentes en Estados Unidos unas 500.000
personas. Para 1994, esta cifra se habia duplicado hasta 1 mi-
[16n. Actualmente se usan més de 1’5 millones en todo € mun-
do. Cada afio se realizan unos 100.000 implantes nuevos, por
lo que es muy importante tener en cuenta aquellos elementos
delaconsultaque pudieran interferir en su funcionamiento (9).
Delos 716 pacientes de nuestro estudio, el 8 37% referian aer-
gia. Sdlo tuvimos en cuenta las alergias medicamentosas, ya
gue son las que pueden complicar el tratamiento dental. Dentro
deeste grupo, € 1'5% con respecto alapoblacién general tuvo
antecedentes graves debido alareaccion alérgica, como lane-
cesidad de ingreso hospitalario y que en dos de ellos ocurrid
debido a farmacos recetados en la consulta dental. Esto nos
indicadel riesgo que tenemos con nuestros pacientes, pues pue-
den haber tenido una experiencia de consecuencias graves pre-
viamente. Se calculaque el 15-25% de | os estadounidenses son
alérgicos a alguna sustancia, y €l 6-10% de las reacciones
alérgicas son debidas afarmacos (10). De estas, € 46% consis-
ten en eritemay erupcion cutanea, el 23% en urticaria, el 10%
en exantemas fijos medicamentosos, el 5% en eritema multi-
formey & 1% en anafilaxia (10). El riesgo de tener una reac-
cion aérgica cuando se administra un farmaco es del 1-3%.
L as reacciones medicamentosas mortales ocurren en un 0'1%
de los pacientes médicos.

De los pacientes con antecedentes médicos de alergia amedi-
camento, se obtuvo que un 36’ 6% eran aérgicosalapenicilina
(3'07% con respecto a la poblacién total). Diversos estudios
indican que del 5 al 10% de | os pacientes que toman penicilina
aparecera unareaccion aérgicay en el 0'04-0'20%, unareac-
cion anafilactica (10, 11). En un informe de 151 muertes en
todo el mundo por reacciones anafilacticas alapenicilina (11),
se encontrd que en el 85% de los casos ocurria la muerte 15
minutos después de haber administrado el farmacoy en el 50%
lareaccion alérgica comenzaba inmediatamente después de su
administracion. El 70% de los sujetos tenian antecedentes de
estar recibiendo penicilina(11). Un hecho que queremos desta-
car es que constatamos el antecedente de laalergiaal latex en
un 0,6% de lapoblacion general, dato que corroboralatrascen-
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dencia que esta adquiriendo en los Ultimos afios. Sussman y
cols (12) informaron que el I&ex produjo reacciones de hiper-
sensibilidad en 14 sujetos, incluidos profesionales sanitarios.
Los 14 casos presentaron pruebas positivas al 1&tex y cuatro de
ellos tuvieron una reaccion anfiléctica

Un total de 3'77% de pacientes con respecto a la poblacion
general (N=716), sufrian o bronquitis cronicao asma. En Esta-
dos Unidos, la EPOC eslaquinta causade muertey se calcula
gue alrededor de 13'5 millones de personas |a padecen. Afecta
al 14% delosvaronesy a 8% de mujeres, y sdlo laartrosis la
supera como causa de discapacidad y alteracion funciona a
largo plazo. Laincidencia, prevalenciay mortalidad aumentan
con laedad y son mayores en varones blancos (13). Sin embar-
go, & asma es una enfermedad primariamente infantil, y que
afectaaun 10% de nifios (14). Aungue es un problemaaescala
mundial, su incidenciaexactano estadel todo clara. En Japon,
laprevalenciase hatriplicado desdeladécadadelos 60, de 1’2
a3'14% (15). En Estados Unidos, la prevalencia desde 1982 a
1992 sobre un 40%; desde un 3'47 aun 4 94% (16).

Hay més de 200 millones de personas en el mundo con diabe-
tes mellitus. En Estados Unidos, del 2-4% de la poblacion son
diabéticos. Ademés las tasas de prevaencia para la diabetes
han aumentado 6 veces en los Ultimos 40 afios (17). Nosotros
obtuvimos que un 4’ 3% de la poblacion total padecia diabetes,
diferenciando un 1'5% detipo | y un 2' 7% de tipo Il con res-
pecto a la poblacién total. De los pacientes diabéticos en los
Estados Unidos, el 90-95% tienen diabetestipo |1 (18). Lainci-
denciadeladiabetestipo | se haincrementado varias veces en
nifios y adolescentes durante los Ultimos 30 afios (18). Ladis-
tribucién de ladiabetestipo |1 aumenta de 8 por 100.000 alos
15 afios a 163 por 100.000 alos 65. Este incremento de ladia-
betestipo Il muestra el efecto que tiene la edad sobre la enfer-
medad. En un estudio reciente, se ha llegado a la conclusion
que €l paciente diabético (DMID) representa el 2% de los pa-
cientes que acuden alaclinica dental, y que la mitad de ellos
desconocen su condicidn por lo que esde gran importanciaque
el odontélogo hagaunadetalladahistoriamédicay s tieneduda,
remitirlo a su médico.

Lahepatitis supone un problemasanitario anivel mundial, pro-
duciéndose 5 millones de casos nuevos a afo; més de 300 mi-
[lones de personas en todo e mundo son portadoras del virus.
En Estados Unidos, la hepatitis virica se sitla en quinto lugar
entrelas enfermedadesinfecciosas de declaracion obligatoriay
més de 1 millén de norteamericanos son portadores cronicos
del virus de la hepatitis (19).

Laincidenciade hepatitis A en Estados Unidos, ha aumentado
desde el 1983 de 21.532 casos a 24.238 casos en 1993 (19). En
nuestro estudio la prevalencia de pacientes con hepatitisA fue
del 1' 11% con respecto ala poblacién general.
Aproximadamente 300.000 estadounidenses se infectan cada
afio con el VHB, aunque sélo se comunicaron 13.361 casos en
1993 (19). Alrededor de los 10.000 de los casos comunicados
han requerido hospitalizacion, y 350 personas infectadas mue-
ren cada afio por enfermedad fulminante (20). Muchos recep-
tores de transfusiones y hemofilicos que habian recibido trata-
miento de reposicion del factor de coagulacion entre 1960 y
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1970 estan infectados por el VHB. Nosotros obtuvimos un to-
tal de 1'53% de pacientes portadores del VHB con respecto a
la poblacion total. Pero la enfermedad en ocasiones cursa sin
sintoma o de forma subclinica, de modo que gran parte de los
af ectados no saben que padecen o han padecido la enfermedad.
La importancia de este antecedente médico, es para €l profe-
sional y parael paciente, por |o que se deben extremar las pre-
cauciones para evitar el contagio.

L as tasas aproximadas para € portador de hepatitis C son del
0'2-2' 2% en | os paises desarrollados. La prevalencia entre los
pacientes sometidos adidisisesde 0’5 a 30% (21). En nues-
tro estudio, sdlo un 0'27% de pacientes tenian como antece-
dente médico lainfeccion por el VHC. Laprincipa viade con-
tagio responsable de la infeccion por el VHC, es la transfu-
sion. Serevelaron unastasas de prevalenciadel VHC que osci-
lan entre el 0’ 1% de los donantes de sangre del norte de Europa
(22) y cifras superiores a 7% en algunos paises africanos en
viasdedesarrollo (22). En un muestreo realizado en un colecti-
vo de 55.587 donantes espafioles, Mufioz Gomez et a (23) en-
contraron una prevalencia de anti-VHC del 0'93%, bastante
superior aladel norte de Europa comparable ala de otros pai-
ses del area mediterranea como Francia (1’ 2%) o Italia (1' 3%)
(22, 23).

La Organizacion Mundial de la Salud (OMS) estima que afi-
nales de 1997 los casos de VIH/SIDA en e mundo fueron de
unos 30'6 millones. En e panorama mundial, Europa no esta
entre los continentes mas af ectados por la pandemia. En Euro-
palos casos de VIH/SIDA que se han producido, unos 680.000
hasta finales de 1997, se distribuyen con un gradiente de inci-
denciadeoeste aeste. Asi, en 1994, en Espafia, Francia, Italiay
Suiza, que sumaban una poblacion del 19% de Europa, se ha-
bian diagnosticado el 74% de |os casos de SIDA, mientras que
en |os paises de Europa central y oriental (excepto Rumania) y
los nuevos Estados Independientes de la ex Unidn Soviética,
con un 40% de la poblacidn, 10s casos de SIDA representaban
el 1% de los casos europeos. Actualmente en Europa occiden-
tal hay unos 530.000 casos por solo 150.000 en la Europa del
estey paisesdelaex URSS (24). A partir de 1990, Espafiaesel
pais que ha presentado la mayor tasa de incidencia anua en
Europa: 123 casos por milldn de habitantes en 1997, seguido
por Italia con 60 casos/millon y Suiza con 50 casos/millon.
Durante 1997 se notificaron en Espafia 3.268 casos nuevos de
SIDA, pero se llegard alos 5.000 cuando se reciban todos los
informes. Un total de 1'53% de la poblacion total de nuestro
estudio afirmaba estar infectado por el VIH. Sin embargo, ha-
bia pacientes los cuales no lo afirmaban, pero si decian que
eran drogadictos (0’ 83%) y deberiamostener lamisma precau-
cidn con estos, ya que estan en un grupo de alto riesgo.

Hay pocos estudios fiables que muestren la prevalencia de las
alteracionestiroideas. Los estudios realizados en Gran Bretafia
comunicaron 25-30 casos de hipertiroidismo por 10.000 muje-
resy que era 10 veces més frecuente en mujeres. En nuestro
estudio los casos de hipertiroidismo también se dieron en mu-
jeres. Laincidencia de la enfermedad en Estados Unidos (25)
es de 3 casos por 10.000 mujeres/afio.

El hipotiroidismo en Gran Bretaria es de 3 casos por 1000 mu-
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jeres afio. El nimero de casos establ ecidos fue de 14 por 1000
mujeresy de 1 por 1000 varones (25). El 0'8% dela poblacion
total, en nuestro estudio, padecia hipotiroidismo. En Estados
Unidos es 5-6 veces mas frecuente que el hipertiroidismo.
Un 1'53% de lapoblacion total de nuestro estudio referiatener
tendenciaa sangrado, sobretodo por ingestade anticoagul ante.
El consumo se ve que es ato, aunque también latendencia a
sangrado se produce por otras enfermedades.
Lahemofiliaverdadera, o deficienciadel factor VIII, esel mas
frecuente de los trastornos hereditarios de la coagulacion. La
prevalenciatotal de hemofilia en Estados Unidos es alrededor
de un caso por cada 20.000 personas; pero debido a su transmi-
sion genética puede haber dreas con mayor nimero de
hemofilicos que otras. Laenfermedad de VVon Willebrand es el
trastorno hemorragico hereditario més frecuente. Afectaal de
cada 800-1000 personas en Estados Unidos, y suele heredarse
de forma autosémica dominante (26).
En cuanto alaepilepsia, se calculaque el 10% de la poblacion
padecera al menos una convulsion epiléptica a lo largo de su
viday quelaincidenciaglobal esdel 0'5% (27) Las convulsio-
nes son més frecuentes en nifios, de forma que hasta el 4% de
nifios sufren unaconvul sion durante los primeros 15 afios de su
vida. Afortunadamente, en lamayoria de los nifios el trastorno
desaparece al crecer. Aproximadamente 1 de cada 15 pacientes
refiere que las convulsiones aparecen tras la exposicion a una
circunstancia especifica (luces parpadeantes, sonidos monéto-
nos, ruido fuerte, video juegos, etc) (27). En el 60-80% de los
pacientes epilépticos se consigue un control completo de las
convulsiones; en €l resto, el control estan solo parcial o malo
(27). En nuestro estudio se encontré que e 1'11% de la pobla-
cién total habia padecido crisis epilépticas y que estaban en
tratamiento. Es un factor importante a tener en cuenta, ya que
hay ciertos mecanismos dentro de la consulta dental, sobretodo
€l estrés, que podrian desencadenar una crisis epiléptica.
Por Gltimo, destacamos e gran ndmero de pacientes que estén
tomando algin medicamento, ciento setenta'y tres casi & 25%
delapoblacion. Esto esconsecuencia deladtatasade prevalen-
cia de antecedentes médicos. Sabemos que todo medicamento
tiene efectos secundarios y que en muchas ocasiones interfieren
con nuestro tratamiento dental, de ahi laimportancia de conocer
exactamente € tipo de medicacion que estén utilizando.
Después de conocer lapreva enciadelas diferentes patol ogias,
se clasificaron alos pacientes con antecedentes médicos seglin
el sistemaASA. Estaclasificacion segin el riesgo nos permite
ver claramente |os pacientes a los que podemos tratar sin nin-
gun tipo de problema, y aquellos en los que cualquier técnica
invasiva o por minima gque sea pueden producir un gran dafio
en la salud del paciente. Se han realizado estudios similares
utilizando el mismo formato de encuesta en diferentes paises,
donde también advirtieron que eran muchos | os pacientes que
tenian antecedentes médicos. Por gjemplo, un estudio (2) lle-
vado a cabo en Holanda con 29.424 pacientes que acudian ala
consultadental, un 78% tenian riesgo ASA | (no tenian antece-
dentesmédicos); el 12' 7%, ASAl; el 5 7% riesgoASA LIl y €
3'5% ASA V. En lapoblacion estudiada, |a patologia més fre-
cuente eran las alergias medicamentosas con una frecuencia
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del 8' 7% con respecto alapoblacién total. En segundo lugar, la
patologiacardiaca, con un 6' 8% seguido de hipertension (4' 4%),
patologia respiratoria crénica (3'2%) y patologia endocrina
(2'2%). A diferencia con nuestro estudio, la hipertensiéon ha
sido la patologia més frecuente (13'8%), seguida de aergias
medicamentosas (8' 37%). En otro estudio referente alaimpor-
tancia de la historia médica en relacion con €l riesgo ASA
(*European Medical Risk Related History™) llevadaa cabo por
Abraham-Inpijn (28), se velaprevalenciadelas distintas pato-
logias en los pacientes que acuden ala consulta dental . En Bél-
gica (28, 29), por gjemplo, la patologia més frecuente es la
cardiaca (13%), seguida de la hipertension (9%), y de la pato-
logia endocrina (8%). En Alemania, también es la patologia
cardiaca la mas frecuente (25%), seguida de la alergia (23%),
anemia (12%) y patologia neurol dgica (9%).

Con respecto al riesgo ASA, en un estudio con 248 pacientes
llevado a cabo en Bélgica (29), €l 57% no tenian antecedentes
médicos (ASA I); el 25% tenianriesgo ASALI; el 11%, ASA LI
y el 7% riesgo ASA IV.

Por tanto, debido alaalta prevalencia de pacientes con antece-
dentes médicos, es necesario realizar una correcta historiamé-
dicaayudéndonos de un cuestionario donde rdpidamente pode-
mos clasificar a paciente por su estado de salud en paciente
ASAl,0sanooenASAIl, I,y IV. Esto evitara posibles com-
plicaciones a la hora de la realizacién del tratamiento
odontol égico.

Laprincipa conclusion que aportamos con nuestro trabgjo esla
necesidad ineludible de realizar en cualquier paciente una histo-
riaclinica adecuada. Con ella conseguiremos evitar que nuestro
tratamiento perjudique a paciente, incluso en algunos casos po-
demos poner en peligro su vida. Uno delo tiposde historiaclini-
ca que por su amplitud y rigurosidad se puede utilizar es el
EMRRH que hemos presentado, con ello aportamos una herra-
mienta que puede ser de utilidad en nuestras consultas.
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Evaluation of medical risk in
dental practice through using
the EMRRH questionnaire
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ABSTRACT

Object: Due to the fact that the population is getting older and
to new medical and dental techniques, the number of medical
complications during treatment is tending to increase. In order
to avoid these complications a correct clinical history should
be obtained of all these patients. The search for a suitable
guestionnairewhich would be ableto takeinto account al these
factorsistherefore necessary. Material and Method: Inthisstudy
we have used the questionnaire EMRRH which has been
proposed by agroup of Europeaninvestigators, in order to study
the prevalence of past medical problems in a population that
attends adental clinic for treatment. Results: A total number of
716 patientswereregistered. Of these, 219 had amedical history
that was of someinterest to us. Therewere significant differences
between the average age of the population with or without
former medical problems (p<0"0005). Secondly, out of the
306% of the population with medical problems (N=219), we
separated into groups those patients who would have a low,
medium or high risk of complications when submitted to den-
tal treatment. 17°31% of the patientswere classified asrisk ASA
I1; 949" % asASA Ill, and 2'51% asASA IV. Among thediverse
pathologies the highest percentage was hypertension (13°8%),
followed by allergies to different drugs (8 37%), palpitations
(7"82%), respiratory pathologies (5 16%) and diabetes (4" 3%).
Conclusion: We can seethe obvious need for adetailed medical
history to be taken because of the existing prevalence of these
above pathol ogiestaking into account that without onewe could
seriously harm the patient”s health with our dental treatment.

Key Words: ASA risk, medical history, medical background.

INTRODUCTION

Dueto recent advancesin Medicine, patientshave alonger life-
expectancy and many diseases can be controlled with a
maintenance programme. This means that some patients may
haveto takelong-term medication, which tendsto makeillness
chronic. So “apparently healthy” patients, although they have
serious chronic or past medical problems now have a good
quality of life and may need dental treatment. The increase in
age of the population, which has taken place in the last few
years and will continue, means that there will be more patients
taking medication, therefore more patients with a complicated
medical history will need dental treatment (1, 2). In 2000, 15%
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of the European population was over the age of 65. It has been
calculated that in the next 25 yearsthis number will have doubled
(2). As there is a higher incidence of illness due to age, the
number of systemicillnesswill thereforeincrease. Patients often
have significant medical problemsand complicationsmay arise
during dental treatment. Thereis adirect relationship between
patients with severe medical problems and age. Older patients
now make up the“new” part of the population that attends den-
tal clinics(2). It should betaken into account that these patients
retain more of their teeth than in the past and need to attend a
dental clinic more frequently.

Upon commencing treatment the dentist should make sure that
these patients will not suffer any medical risk to their health.
The study carried out by Abraham-Inpijnetal (1) in 7 countries
showsthat: in Great Britain there have been 120 deathsin den-
tal surgeries over the last 10 years. In Holland, wherethere are
288 dentists, there were 208 emergenciesin oneyear, including
sudden death produced by a myocardial infarction.

This information shows the necessity of singling out patients
with a high medical risk by means of recording their history.
Thisisalegal document which lays down exactly the dentist /
patient relationship. The information in this document should
state the date of commencement of treatment, personal and
family medical background anamnesis, the patients clinical
history, examinations, check-upsand treatment carried out. This
document should be considered of great legal importance and
it is absolutely vital for every patient. The patient often denies
having certain medical problems, as he considers them to be of
no importance to the dentist. For thisreason direct questioning
should be the norm, in order to find out about any illnesses that
could influence dental treatment. The search for an appropriate
guestionnaire has been the subject of severa studiesin recent
years. Onegroup of researchers, headed by Dr. Abraham-Inpijn
from Holland, has drawn up a questionnaire: the European
Medical Risk Related History questionnaire (EMRRH). It is
hoped that in the future there will be the same questionnaire
used by all European dentists.

The objective of this present study has been to use this
guestionnaire in order to find out the prevalence of medical
risk related histories in the population that has attended our
dental unit.

MATERIALS AND METHOD

All patients who attended the University Dental unit for the
first time from 16" December 1998 to 26" May 1999 took part
inthis study. These patients completed the questionnaire before
commencing treatment.

This questionnaire was the “European Medical Risk Related
History” (EMRRH) (Fig.1) translated from the original Dutch
guestionnaire. At the same time the following information was
also registered: sex, age, occupation.

There are 23 main questions in the “EMRRH” (in italics) and
each contains one or more further specific questions. All
guestions are alotted an ASA gradefrom | to V. When thereis
a negative reply to the main question the ASA risk is|. If the
reply is affirmative the risk will bell, 11 or IV. The higher
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1. Do you experience chest pain upon exertion (Angina pectoris)? If so,(I1)
Areyour activities restricted ? (111)

Have the complaints increased recently ? (1V)

Do you have chest pain at rest ? (V)

2. Have you ever had a heart attack ? If so, (11)

Areyour activities restricted? (111)

Have you had a heart attack in the last 6 months? (1V)

3. Do you have a heart murmur, heart valve disease, or an artificial heart valve? (11)
Have you had heart or vascular surgery within the last 6 months? (11)

Have you ever had rheumatic heart disease? (I11)

Areyour activities restricted? (1V)

4. Do you have heart palpitations without exertion? If so, (I1)

Areyou short of breath, pale or dizzy at these times? (V)

5. Do you suffer from heart failure? If so, (I1)

Areyou short of breath when lying down? (111)

Do you need two or more pillows at night, due to shortness of breath? (1V)

6. Have you ever had high blood pressure? (1)

7. Doyou have atendency to bleed? If so, (II)

Do you bleed for more than one hour following injury or surgery? (I11)

Do you suffer from spontaneous bruising? (V)

8. Have you ever suffered a cerebral congestion? If so, (I1)

¢Have you suffered from one in the last six months? (111)

9. Do you have epilepsy? If so, (I1)

Isyour condition getting worse? (I11)

Do you continue to have attacks despite medication? (1V)

10. Do you suffer from asthma? If so, (I1)

Do you use any medication and/or inhalers? (I11)

Isyour breathing difficult today? (1V)

11. Do you have other lung problems or a persistent cough? If so, (I1)

Areyou short of breath after climbing 20 steps? (111)

Areyou short of breath while getting dressed? (1V)

12. Have you ever had an allergic reaction to penicillin, aspirin, latex, or anything else? If so, (II)
Did this require medical or hospital treatment? (111)

Was it during a dental visit? (1V)

What are you alergic to?

13. Do you have diabetes? (I1)

Areyou oninsulin? If so, (I11)

Isyour diabetes poorly controlled at present? (1V)

14. Do you suffer from athyroid disease? If so, (11)

Do you have an underactive thyroid? (111)

Do you have an overactive thyroid? (1V)

15. Have you now or in the past had liver disease™(I1)

16. Do you have a kidney disease? (I1)

Areyou undergoing diaysis? (I11)

Have you had akidney transplant? (1V)

17. Have you ever had cancer or leukemia? (11)

Have you received drug therapy or have you had a bone marrow transplant for this? (I11)
Have you ever had X-ray treatment for a tumor or growth in the head or neck? (1V)
18. Do you suffer from any infection at present? (I1)

If so, whichiisit?.
19. Do you suffer from hyperventilation? (I1)

20. Have you ever fainted during dental or medical treatment? (11)

21. Do you have to take antibiotics before dental treatment? (I1)
22. Are you on any medication at present? (I1)
23. Women only, please: are you pregnant? (I1)

Table. 1. European Medical Risk Related History questionnaire (EMRRH)

degree of ASA determines the level of risk in each question.
This information was kept on a data-base with a Microsoft
Access 97 programme. The analysis was carried out with the
SPSS programme. The standard median and deviation of the
age of the general population and the population with and
without medical histories was recorded. Within the group of
patients with risk related histories information about each par-
ticular disease was taken and the percentage of people suffering
from these diseases in relation to the genera population was
calculated. The average age of the population with and without
risk related histories was compared using the Mann-Whitney
test.

RESULTS

Atotd of 716 patientswerestudied. Their average agewas 36.77
years with a standard deviation of 20.91 years. The age range
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was from 3 yearsto 83 years, 60% women, and 40% men. Their
occupations were the following: students (31.8%), full-time
employment (30%), housewives (27%), retired people (6.7%),
unemployed (3.35%) and people unableto work living on astate
pension (2%). 1.3% held a university degree, or similar.

Within this group of 716 patients, 219 had medical risk related
histories (30.6%), 497 patients did not (69.4%). The average
age of patients with medical risk related histories was 49.39
yearswith astandard deviation of 19.61 and ages ranging from
4 to 83 years. The group of patients without risk related histo-
ries had an average age of 31.20 years, a standard deviation of
18.97, and ages ranging from 3 to 82 years. These differences
were statistically significant (Mann-Whitney test p<0.0005).
Within the group of patientswith cardiovascul ar diseases 13.8%
(n=99) of the total population suffered from hypertension. 9%
of those patients (n=9) were classified as stage 1 (140-159; 90-
99), 12.1% (n=12) as stage 2 (160-179; 100-109), and 38.3%
(n=38) as stage 3 (>180; >110). The remaining 40.4% (n=40),
in spite of taking medication to control their hypertension did
not know their readings.From the following group of the total
population, 7.82% (n=56) suffered from palpitations, 2.3%
(n=17) had suffered from angina, 2.3% (n=17) had a heart
murmur, 1.8% (n=13) had cardiac insufficiency, 0.5% (n=4)
had suffered amyocardial infarction, 0.2% (n=2) had undergone
cardiac surgery, and finally 0.1% (n=1) had a pace-maker.
The second most frequent medical risk related history group
out of the total population of 716 patients suffered from drug-
related allergy: 8.37% (n=60). No datawas recorded from those
patients suffering from other allergies, such as to dust, mites,
pollen, etc. Within the group of patients with drug-allergies,
36% (n=22) wereallergicto penicillin, 10% (n=6) to sulphamide
, 5% (n=3) to both penicillin and sulphamide, 11.6% (n?7) to
aspirin, 3.3% (n=2) toAINES, 3.3% (n=2) to amoxicillin, 1.6%
(n=1) tolocal anaesthetics (procaine), 23.3% (n=14) of patients
were alergic to other substances, such asmercuriciodide, latex,
iodine, calcium, iron, acusine, codeine, etc. 3.3% (n=2) knew
they suffered from some sort of allergy, but could not remember
towhat. From thisgroup of allergic patients, 1.5% (n=11) when
compared with the general population, had suffered a previous
complication: they had needed to be hospitalised or take
medication, and 0.2% (n=2) of these complications had occurred
after taking medication prescribed by their dentist.
Inthegroup of patientswith respiratory problems, 5.16% (n=37)
out of the total population frequently suffered from coughs,
faringitis or the common cold. 3.77% (n=27) suffered from
asthma or chronic bronchitis.

4.3% of thetotal population (716 patients) had diabetes; type |
(insulin-dependent)1.5% (n=11) and type Il (non-insulin
dependent) 2.7% (n=20).

Patients having some type of infectious disease compared with
thetotal population were classified asfollowing: 3.77% (n=27)
with hepatitis, 1.11% (n=8) had a medical history of hepatitis
A; 1.53% (n=11) hepatitis B; 0.27% (n=2) hepatitis C; 0.13%
(n=1) hepatitis A and B, and 0.13% (n=1) hepatitis b and C.
0.55% of patientswithin thisgroup did not know which type of
hepatitis they had suffered from. Out of the total population
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studied therewere 1.53% (n=11) HIV carriersand 0.83% (n=6)
claimed to be drug-addicts.

2.5% (n=18) of patients had thyroid disease. Within this group
1.3% (n=10) with goitre (struma), 0.8% (n=6) with
hypothyroidism, 0.27% (n=2) with hyperthyroidism.

Further data showed that 1.53% (n=11) of the total population
had atendency to bleed, 1.11% (n=8) had epilepsy, 0.4% (n=3)
were pregnant women, 0.1% (n=1) had anaemia, 6.9% (n=49)
had anxiety attacks, 1.9% (n=14) had renal pathology, 1.6%
(n=12) claimed to need antibiotic prophylaxis before dental
treatment, 1.11% (n=8) had fainted in the course of a medical
or dental treatment, and 0.4% (n=3) of the total population had
suffered from cancer or leukaemia.

The question referring to the medication taken by patients
showed that 24.1% (n=173) of the total population of 716
patients were taking some sort of medication. The highest
percentage were patients taking medication for hypertension
(10.75%; n=77), followed by 5.02% (n=36) who were taking
anxiolytic medication. 4.6% (n=33) were taking analgesic
medication, 3.63% (n=26) cardiac medication, 3.35% (n=24)
antidiabetic drugs, 3.21% (n=23) medication for respiratory
disease, 2.23% (n=16) medication for the skin or for the
digestive system, 1.81% (n=13) anticoagulants, 1.67% (n=12)
for thyroid disease, 1.25% (n=9) medication for HIV, 0.83%
(n=6) anti-allergy drugs, 0.69% (n=5) antibiotics, 0.55% (n=4)
claimed to take creative drugs, 0.41% (n=3) medication for
epilepsy and 0.41% (n=3) steroids. Finally, 3.07% (n=22) of
the total population were taking other medication, such as
calcium, iron, diuretics, contraceptives or methadone
hydrochloride and 1.39% (n=10) of patientsdid not know what
medication they were taking.

The analysis of the level of risk according to the ASA
classification showed that out of 716 patients, 69.4% (n=497)
were within the ASA | group (they had no medical risk related
history of any importance), 17.31% (n=124) were classified in
group I1. 9.49% (n=68) group |11, and 2.51% (n=18) group I V.
1.25% (n=9) of patientswith medical risk-related historieswere
not classified in any of these groups because their particular
disease was not covered by the European medical questionnaire
(EMRRH): 2 patients suffered from Crohn’s disease, 1 from
celiac disease, 2 with Down’s syndrome, 1 patients was 85%
physically handicapped, 2 patients with Parkinson’s disease,
and 1 patient was desf.

DISCUSSION

All patients who attended our unit at the University School of
Dentistry were evaluated and studied during one academic year.
The sample of the population does not correspond to a
representative sample of thegeneral population. But it doesrefer
to a population that requires dental treatment and, at the same
time, it can be considered representative of the type of patient
that attends adental practice. Thisfact isof utmost importance
to dentists. One of the main characteristics of the patients in
this study was the fact that very few had a university degree or
similar. Therefore it can be deduced that they belong to alower
socio-economic society. The diseases included in this
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guestionnaire have not been proven to be more prevalent
according to the economic or educational levels of society.
Therefore , these results can be considered to be valid when
applied to the population in general. 1t must also be stressed
that the sampleis very large and that the patients attended the
dental surgery not because of their medical risk related histo-
ries, but smply becausethey required dental trestment. For these
reasons the results obtained in this study are relevant to the
population that attends any dental surgery.

It has been seen in this study that thereis a great prevalence of
patients who suffer from some type of serious significant
systemic disease, which isto be taken into account when they
require dental treatment. When analysing the datafor this study
therewas no other former similar study in our country, therefor
the comparison has been made with studies carried out abroad.
Themost numerousgroup of patientswith arisk-related medical
history belonged to those suffering from cardio-vascul ar disease.
Itismain cause of deathin nearly all western countries. In 1994
the American Heart Association estimated that in the United
States one out of every 6 men and one out of every 7 women
aged between 45 and 64 years suffered from sometype of cardio-
vascular disease. This number increases with age and affects
one in three people over the age of 65. Within the different
types of cardio-vascular disease, one out of 4 patients suffers
from hypertension. This means it is the highest factor of risk
for suffering cardiac insufficising, and highest cause of renal
insufficiency and myocardial infarction. Hypertension affects
from 15% to 20% of adults in the United States (3). The
prevalence of hypertension clearly increases with age. In our
study the most frequent medical risk related histories belonged
to patients suffering from hypertension, 13.8% of patients of
the total population studied. The second most frequent cardiac
related disease was pal pitations (7.82% of patients). Little et al
(3) proved therewas a 17.2% prevalence of cardiac arrhythmia
in a numerous population of patients (>10.000) and that over
4% of thesewere seriouscardiac arrhythmias, or even potentially
lethal. Simons et a (4), in astudy of over 2.300 dentists found
aprevalence of 15.6% of arrhythmias of which 4% were acute.
Furberg et al (5) have calculated thereisaglobal prevalence of
cardiac arrhythmiasin the United States of approximately 10%.
This is according to the Cardiovascular Health Study, carried
out in 1995 by the Heart, Lung and Blood Institute.

Within the group of patients suffering from ischemic
cardiovascular disease adivision has been made between those
patients suffering from angina (2.3%) and those who have had
amyocardial infarction (1.8%). It has been estimated that 20
million North Americans (8% of the population) have some
form of heart disease. One out of every three men and one out
of every ten women suffersfrom acardiovascul ar disease before
the age of 60 (6). In our study, cardiac insufficiency affected
1.8% of the population. Between one and two million people
are affected in the United States. There are approximately
400.000 new casesevery year (7). Patientsover age 65 generally
require hospitalisation, and at any ageisthefourth most frequent
method of treatment. Although mortality rates for myocardial
infarction and ictus are decreasing, congestive cardiac
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insufficiency continues to be one of the main causes of death.
The most common causes of this disease in the United States
are coronary arterial disease, hypertension, myocardial disease
and valvulopaty (8).

In this present study only 0.1% of the population required a
pacemaker. In 1984 there were 500.000 permanent pacemaker
usersin the United States. In 1994 this figure had doubled and
stood at one million people. At this moment in time more than
1.5 million people in the world require pacemakers. Each year
100.000 new pacemakers are fitted and the possible risks to
users during treatment should be taken into account (9).

8.7% of the 716 patients in our study suffered from some kind
of alergy. Only drug related allergies were studied asthese are
responsible for complications in dental treatment. Within this
group 1.5% of the general population had suffered form asevere
allergic reaction requiring hospitalisation and two cases had
occurred after taking drugs prescribed after dental treatment.
This fact is important as the dentist should take into account
that patients may formerly have suffered from a severe allergy
attach. It isestimated that 15-25% of United States citizens are
alergic to some substance, and 6-10% of these allergies are
drug-related (10). These alergies were manifest as erithema
and skin rashesin 46%, urticaria 23%, permanent drug-related
exanthemas 10%, multiform erithema 5% and anaphylactic
shock 1% (10). Thereisal-3% risk entailed when administering
adrug, and a0.1% risk of alergic reaction leading to death.
There were 36.6% of patients with drug related allergies who
were allergic to penicillin (3.07% of the total population).
Different studies have shown that 5 to 10% of patients taking
penicillin will have an allergic reaction, and 0.04%-0-2% will
suffer an anaphylactic shock (10, 11). In a study of 151 deaths
in the world caused by anaphylactic shock to penicillin (11),
death was shown to have occurred 15 minutes after
administration of the drug in 85% of cases, and the allergic
reaction had commenced immediately after administration in
50% of cases. In 70% of cases these patients had formerly been
administered penicillin (11). An interesting fact is that 0.6% of
the general population are allergic to latex which should be
considered important for dentists. Sussman et al (12) reported
that latex had produced hypersensitivity in 14 people including
workersinthehealth field. All 14 casespresented positive allergic
reactionsto latex and 4 cases had an anaphylactic reaction.
3.77% of patients from the general population (n=716), suffered
from chronic bronchitis or asthma. In the United StatesEPOC is
thefifth cause of death and it isestimated that 13.5 million people
suffer from this disease. 14% of men and 8% of women are
affected, and only arthrosis causes more physical handicaps and
functional alterations over time. The incidence, prevalence and
death rate of this disease, increases with age. White males are
most at risk (13). However, asthma should be considered mainly
achildhood disease which affects 10% of children (14). Although
it is aworld-wide problem, the incidence of asthmais till not
clear. Its prevalencein Japan hastripled sincethe 60°s, from 1.2
to 3.14% (15), and in the United States it has risen 40% from
1982-1992, from 3.47% to 4.94% (16).

More than 200 million people in the world suffer from diabetes
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mellitus. Inthe United States 2-4% of the popul ation are diabetics.
The prevalence of diabetes is 6 times higher than 40 years ago
(7). Our research has shown that 4.3% of the total population
were diabetics, 1.5% type | (insulin-dependent) and 2.7% type
[1. Inthe United States 90-95% of diabetics havetypell diabetes
(18). During the last years the incidence of diabetes type | has
increased greatly in children and teenagers (18). The proportional
distribution of type 11 diabetes rises from 8 cases per 100.000 at
age 15, to 163 cases per 100.000 at age 65. This increase shows
the effect of age on this disease. In a recent study it has been
shown that diabetics patients (DMID) represent 2% of patients
who attend a dental clinic, and that half of them do not even
know that they suffer from this disease. This fact means that a
detailed medica history should be taken by the dentist and then
be forwarded to the patient’s own physician.

Hepatitis is a world-wide health problem. There are 5 million
new cases every year and over 300 million people are carriers of
the virus. In the United States, vira hepatitis is the fifth of the
infectious diseasesthat are obligatorily declared. Over onemillion
North Americans are chronic carriers of the hepatitis virus (19).
In the United States, the incidence of hepatitis A has increased
from 21.532 cases in 1983 to 24.238 cases in 1993 (19). Our
study showed a prevalence of 1.11% patients with hepatitis A
out of the general population.

Every year approximately 300.000 Americans becomeinfected
with VHB although only 13.301 cases were reported in 1993
(19). About 10.000 of reported cases require hospitalisation,
and 350 peopledieyearly of acuteinfection (20). Many people
who received blood transfusions and haemophiliacs who
received treatment to replace their coagulation factor between
1960 and 1970 are infected with VHB. Our study showed a
total of 1.53% of patients who were carriers of VHB out of the
total population. As this disease can be asymptomatic or have
sub clinical symptoms, most people do not even know they have
suffered from this disease in the past or are suffering from it
now. Thisisamedical risk related disease both for the dentist
and the patient and great precautions should be taken to avoid
infection.

The approximate incidence of hepatitis C carriers is 0.2-2.2%
in developed countries. The prevalence among patients
undergoing dialysis is 0.5% to 30% (21). In our study only
0.27% of patients had amedical history of infection with VHC.
The main cause of infection is from blood transfusions. It has
been shown that thereis aprevalence of VHC between 0.1% of
blood donors in northern Europe (22) and over 7% in some
developing African countries (22). In asample group of 55.587
Spanish blood donors, Mufioz Gomez et al (23) found 0.93%
prevalence of anti-VHC, which is higher than that found in
northern Europe but comparable with other Mediterranean
countries, France (1.2%) or Italy (1.3%) (22, 23).

The World Health Organisation (WHO) has estimated that at
the end of 1997 there were 30.6 million cases of HIV/AIDS.
Europe is not one of the continents which is most affected by
this pandemia. In Europethere have been 680.000 casesof HIV/
AIDS reported up to the end of 1997, distributed increasingly
fromwest to east. In 1994 in Spain, France, Italy and Switzerland
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(19% of the population of Europe) 74% of AIDS casesin the
whole of Europe had been diagnosed, whereas in central and
eastern Europe (except Rumania) and the new independent
States of the Soviet Union (40% of the population of Europe)
only 1% of AIDS cases had been diagnosed. At thismoment in
time in western Europe there are 530.000 cases in comparison
to 150.000 casesin eastern Europe and former USSR countries
(24). From 1990 onwards Spain has been the European country
with the highest yearly/annual incidence of cases: 123 cases
per million inhabitantsin 1997, followed by Italy (60 cases per
million), and Switzerland (50 cases per million). During 1997
there were 3.268 new cases of AIDS reported in Spain, which
will have risen to 5.000 when all the relevant information has
been received. In our study 1.53% of thetotal population claimed
to beinfected by HIV. However, there were some patients who
said they were not infected but were drug-addicts (0.83%) and
the same precautions should be taken with this group asit can
be considered a high risk group.

Therearevery few reliable studies that show the prevalence by
thyroid diseases. Studies carried out in Great Britain revealed
25-30 cases of hyperthyroidism per 10.000 women, and that
this disease is 10 times more frequent in women. In our study
the cases of hyperthyroidism wereal so in women. In the United
States the incidence is 3 cases per 10.000 women each year.

In Great Britain there are 3 cases per 1000 women per year of
hypothyroidism. It is estimated that there are 14 cases per 1000
women and 1 per 1000 men (25). In our study 0.8% of thetotal
population suffered from hypothyroidism. In the United States
hypothyroidism is 5-6 times more frequent than
hyperthyroidism.

In our study 1.53%% of the total population claimed to have a
tendency to bleeding, especially when taking anticoagulant
medication. The use of thismedication is considered to be high,
although bleeding can be caused by other diseases. True
haemophilia, or a deficient factor VIII, is the most frequent
hereditary coagulation disorder. In the United States the total
prevalence of haemaophiliaisabout one case per 20.000 people.
But, due to its genetic transmission there may be some areas
presenting more cases than others. Von Willebrand‘ sdiseaseis
the most frequent hereditary bleeding disease. It affects 1 out
of 800-1000 peopleinthe United Statesand isusually inherited
in an autosomic dominant way (26).

It is estimated that 10% of the population will suffer at least
one epileptic convulsion in their lives and the global incidence
is0.5% (27). Convulsions are more frequent in children, 4% of
children suffer a convulsion during the first 15 years of life.
Luckily these convulsions tend to disappear with age in most
children. Approximately 1 out of every 15 patient claims that
their convulsions take place after exposure to specific
circumstances (blinking light, monotonous sounds, loud noises,
video games, etc). (27). Convulsions can be controlled
completely in 60-80% of epileptic patients. Thereisonly partial
control or inadequate control for the remaining patients. In our
study it wasfound that 1.1% of thetotal population had suffered
an epileptic crisis and they were being treated for this disease.
It isvery important to take thisfact into account because in the
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dental surgery there are certain factors, especially stress, that
could possibly trigger off an epileptic attack.

The last factor to be taken into account is the high number of
patients who are taking some kind of medication, 173 people,
which is nearly 25% of the total population. This is the
consequence of the high level of medical backgrounds. It is
known that all medication has secondary effects which often
interferewith dental treatment. Therefor it isnecessary to know
exactly which medication the patient is taking.

After finding our the prevalence of the different diseases
considered of importance in our study, the patients were
classified according to their medical histories using the ASA
system. This classification according to risk allows the dentist
to distinguish between which patients can be treated with no
problems involved and those whose treatment involves a great
risk, however minimal that treatment may be. Similar studies
using the same type of questionnaire have been carried out in
other countries, where it was also shown that many patients
had medical risk-related histories. For example, a study (2)
carried out in Holland with 29.424 patientswho attended adental
surgery, showed that 78% had an ASA risk | (with no medical
risk histories); 12.7%ASAIl; 5.7%ASArisk |11 and 3.5%ASA
risk 1V. In the population studied the most frequent disease was
proved to be drug related allergies, having an 8.7% frequency
in comparison to the total population. Cardiac disease was
second, 6.8%, followed by hypertension (4.4%), chronic
respiratory disease (3.2%) and endocrine problems (2.2%).
There is a difference between this study and the study carried
out in our university faculty. In our study the disease with the
highest percentage of incidence was cardiac disease (13.8%),
followed by drug related allergies (8.3%). In another study of
importance of patient’s medical history in relation to the ASA
risk (European Medical Risk Related History) carried out by
Abraham-Inpijn (28) the prevalence of different diseases
suffered by patients attending dental surgeries was shown. For
example, in Belgium (28,29) cardiac disease (13%) isthe most
frequent, followed by hypertension (9%), endocrine diseases
(8%). In Germany cardiac disease is also the most frequent
(25%), followed by drug related allergies (23%), anaemia (12%)
and neurological diseases (9%).

In Belgium a study carried out with 248 patients (29) showed
that in relation to risk related diseases 57% had no risk related
medical histories(ASAI); 25% had ASA risk 11; 11% ASA risk
I1; 7% ASA risk IV.

Therefore it should be considered that as there is such a high
prevalence of patients with medical risk related histories, a
correct medical history should be taken by the dentist. Thiscan
be carried out by means of a questionnaire which will enable
thedentist to classify immediately the state of the patients health
asASA, healthy, or ASA 1L, I11, and V. Thiswill help to avoid
possible complications during dental treatment.

Themain conclusion of our study isthat it is hecessary to carry
out acompleteclinical history of all patients, thereby avoiding
any possible treatment that could put the patient’s health or
even hisvery life, at risk. One of the types of clinical histories
that can be used is the EMRRH, due to its far-reaching and
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thorough questions. It is hoped that it will prove to be an
invaluable tool for use in the dental practice.
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