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RESUMEN

En los pacientes mayores de 65 afios es comun la presencia de
enfermedades sistémicas graves como la hipertension arterial,
accidentes cerebrovasculares, enfermedades cardiacas, diabe-
tes mellitus y las enfermedades mentales, |o que conlleva que
consuman diversostipos de medicamentos para su tratamiento.
Este hecho puede repercutir sobre la salud bucodental de estos
pacientes y hay que tenerlas en cuenta a la hora de efectuar
cualquier tratamiento odontol 4gico.

Se harealizado un estudio retrospectivo en 196 pacientes ma-
yores de 65 afios para constatar qué tipo de tratamiento quirdr-
gico se practicé en &mbito ambulatorio bajo anestesia
locorregiona valorando la presencia de patologiasistémica, la
polimedicacion, el estado bucodental, el motivo de consultay
el tipo de anestesia utilizada, con €l fin de relacionarlos con la
aparicion de complicacionesintra o postoperatorias sistémicas
ylolocales. El 88,4% de | os pacientes presentaba algun tipo de
patologiasistémica; la hipertension arterial fuelamés frecuen-
te con un 44,9% de los pacientes afectados. El 78,6% acudia
para redlizar un tratamiento sobre tejidos duros (extracciones
dentarias, remodel aciones éseas, etc.) y € 64,8% del total de
los tratamientos que se realizaron incluia extracciones de res-
tos radiculares (54,3% de intervenciones del total de las reali-
zadas en tejidos duros), de terceros molares sintomaticos
(15,3%) o de otrasinclusiones dentarias. Del total de lasinter-
venciones quirdrgicasrealizadas Unicamente apareci6 algin tipo
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de complicacion de tipo leve o moderado en un 13,3%, ya
fueran de carécter local ( 25 casos) o sistémico (1 caso).

No se constatd ningunarelacion significativaentrelaaparicion
de complicaciones intra o postoperatorias y €l tipo de trata
miento realizado o la medicacion que tomaban estos pacientes.
S6lo en € caso de padecer diabetes mellitus se aprecid un au-
mento significativo delaincidenciade complicacioneslocales
intray postoperatorias (p<0,003).

Palabras clave: Paciente geriatrico, tratamiento quirargico-
ambulatorio, complicaciones.

INTRODUCCION

En la mayoria de paises industrializados el nimero de ancia-
nos, asi como su esperanza de vida esta creciendo de forma
significativa (1). Esto obliga a tener en cuenta ciertos proble-
mas rel acionados con laedad de los pacientes, como la presen-
ciade enfermedades sistémicas cronicas, lapluripatologiay las
alteraciones incurables, y entre ellas la hipertensién arterial,
los accidentes cerebrovasculares (ACV), las enfermedades car-
diacas, ladiabetes mellitusy distintas enfermedades psiquiatri-
cas, que pueden afectar notablemente el tratamiento
odontol6gico (2).

Estas enfermedades sistémicas y su tratamiento (antihistami-
nicos, antihipertensivos, diuréticos, ansioliticos, antidepresivos,
antineopléasicos, etc.) pueden influir en la salud bucal de los
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pacientes geriatricos (2-4). En alguna ocasion, € anciano pue-
de requerir también tratamiento quirdrgico para solucionar de-
terminados procesos de patologia bucal, ademés de los trata-
mientos conservadores. Los principiosy las técnicas terapéuti-
cas que se emplean son similares alas usadas en pacientes més
jovenes; si bien la capacidad regenerativa esta gradualmente
disminuida, se acepta que la curacion final observada en estos
pacientes geriétricos no difiere significativamente de la de los
adultos jévenes (1).

Los objetivos de nuestro estudio fueron constatar qué tipo de
tratamientos se han efectuado mas frecuentemente en los pa-
cientes mayores de 65 afios en un Servicio ambulatorio de Ci-
rugiaBucal empleando técnicas de anestesialocorregional, qué
grupos de patologias sistémicas presentaban y qué tratamien-
tos farmacol 6gicos consumian. A continuacion se relacioné la
presencia de patologia sistémica o el politratamiento
farmacol6gico con la aparicion de complicaciones intra o
postoperatorias.

MATERIAL Y METODO
Serealiz6 un estudio retrospectivo que incluyd a 196 pacientes
mayores de 65 afios que fueron tratados de forma consecutiva,
enambito ambulatorio bajo anestesialocorregional, enel Master
de Cirugia e Implantologia Bucal de la Clinica Odontol 6gica
de la Universidad de Barcelona en un periodo de tiempo de 4
anos (desde 1997 a 2000, ambos incluidos).
Delashistoriasclinicas sevaloré: laedad, € sexo, lapresencia
y tipo de patologia sistémica, la existencia de tratamiento
farmacolégico, el estado bucodental (que incluia: e recuento
de nimero de dientes asi como de losrestos radi cul ares presen-
tes en boca, niimero de lesiones periapicales, porcentaje de ca-
ries, presencia de patologia periodontal y tipo, y grado de
reabsorcion 6seadel cuerpo mandibular), el motivo de consul-
tapor el que acudieron, el tratamiento que serealizo, el tipo de
anestesia utilizado, si se observaron complicaciones intra o
postoperatoriasy s éstas fueron locales o sistémicas.
Laevaluacion delareabsorcion 6seafueredizadaapartir dela
medicion, en laortopantomografiadelos pacientes, delaaltura
del cuerpo mandibular enlazonadel agujero mentoniano. Para
evitar la distinta magnificacion de las radiografias que aporta-
ban los pacientes se recurrio a céalculo de la proporcién alatb,
donde*“a’ corresponde aladistanciadesde lacrestaalveolar a
agujero mentoniano y “b” ala que hay desde dicho agujero
hasta la basilar mandibular; de este modo la proporcién a/at+b
representael porcentaje delaalturadseapor encima del aguje-
ro mentoniano respecto alaaturatotal del cuerpo mandibular.
Todas las variables fueron tratadas mediante un andlisis des-
criptivoy se utilizaron lapruebade c_ de Pearson paralacom-
paracion de las variables cualitativas, la de t de Student y la
prueba de la U de Mann-Whitney para las cuantitativas. Se
empled & programainformético SPSS 10.0 paraWindows. Para
valorar € nivel de significacion estadistico se considerd p<0,05.

RESULTADOS

Fue examinada una muestra representativa de 196 pacientes
mayores de 65 afios con una edad media de 70,6 afios y un
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rango entre 65 y 85 afios, con una desviacion tipicade 5,0. El
45,9% eran varonesy el 54,1%, mujeres.

-Patologia sistémica.

El 88,4% de |os pacientes presentaban algun tipo de patologia
sistémica: la hipertensién arteria fue la més frecuente en un
44,9% del total de los casos. El segundo lugar o ocupaban las
osteoartropatias consideradas de forma general (artrosis, artri-
tis, osteoporosis, etc.) en un 33,7%. Las cardiopatias se obser-
varon en un 20,4% y la diabetes mellitus en un 9,7%. En este
ultimo caso debemos diferenciar entre la diabetes insulino-de-
pendiente, que afectaba a 6 de estos 19 pacientes (32%) y la
diabetes noinsulino-dependiente, presente en 13 de ellos (68%).
Un 8,2% presentaban otras patol ogias.

-Medicacion.

Por 1o que hace referencia a tratamiento farmacoldgico que
seguian estos pacientes, destacaban los antihipertensivos, los
diuréticos, |os antiagregantes plaquetarios, los analgésicos, 10s
antidepresivos, hipoglucemiantesorales, protectoresgastricos,
etc. El 22,4% delos pacientes estudi ados no seguianingn tipo
de medicacion, el 21,4% tomaban 1 farmaco, el 17,9% 2
farmacos, €l 12,2 % tres farmacos y el 26 % mas de tres
farmacos. Asi pues, el 38,2% de estos pacientes tomaban tres o
més farmacos distintos, ya fuera por prescripcion facultativao
por automedicacion.

-Salud bucodental.

Laciframediade dientes que tenian los pacientes en boca era
de 14,1 dientes, con un rango entre 31- 0 (se ha considerado
como “diente” a que presentaba tanto raiz como corong; en el
caso de que €l diente presentara solo la raiz fue considerado
como resto radicular y no como dienteen si). Lacifra mediade
restos radiculares en boca fue de 1,4 con un rango entre 12- 0.
Lamediade caries (considerando la caries como lesi6n obser-
vable macroscopica y radiogréficamente fue de 2,6, con un
méximo de 20. Si relacionamoslamediade cariescon lamedia
de dientes se puede estimar que un 18,4% de los dientes esta-
ban careados.

El ndmero de lesiones periapicales observables en la
ortopantomografiay en las radiografias periapicales presenta-
ba una mediade 0,8 y un maximo de 8.

Esimportanteresatar el hecho de qued 100% delos pacientesde
esteestudio presentaban periodontitis, yafueralocal o generdiza
da (esta Ultima eramés frecuente, en un 84,8% delos mismos).
El grado de reabsorcion éseaen el cuerpo mandibular obtenido
(evaluado con €l indice a/atb) presenté unamediade 54,7% en
el lado derecho paralos hombresy de 51,0% paralas mujeres.
En el lado izquierdo obtuvimos unamediade55,4%Yy de 51,6%
respectivamente.

-Motivo de consulta.

A fin de sistematizar la patologia que tenian, hemos diferen-
ciado basicamente la que asentaba sobre |0s tejidos blandos o
duros de la cavidad bucal.

El 78,6% de casos acudian por patologia de tejidos duros
(exodoncias, remodelaciones Gseas, etc.) quedando en un se-
gundo lugar la de tejidos blandos con un 20,4% (biopsias,
exéresis de lesiones de la mucosa bucal, etc.). Solamente un
1% venian por otros motivos de consulta.
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-Tipo de tratamiento realizado.

Diferenciamos tres tipos de tratamientos: los realizados sobre
tejidos duros (dientes y huesos maxilares), sobre tejidos blan-
dosy sobre ambos tipos de tejidos en la mismaintervencion.
Los tratamientos sobre tejidos duros incluian principamente
las extracciones dentarias, que representaron el 64,8% detodas
las intervenciones quirdrgicas del estudio, ya fueran restos
radiculares (54,3% del total de intervenciones de tejidos du-
ros), de terceros molares sintométicos (15,3%) u otras inclu-
siones dentarias.

Otra porcion de este grupo abarcaba el resto de posibles trata-
mientos que se pueden realizar sobre los huesos maxilares
(remodelaciones Gseas, exéresis de cualquier tipo de quiste o
tumoraci 6n Gsea como tori mandibulares o exostosis del maxi-
lar superior, etc.). Este grupo representd € 6,1% del total de
tratamientos.

El 19,4 % de todas las intervenciones fueron para realizar el
tratamiento de patologia de tgjidos blandos. El 76% de estas
intervenciones fueron biopsias excisionales y el 24%,
incisionales. La mayoria de las lesiones tratadas fueron
hiperplasias benignas (75%), seguidas de las lesiones
leucoplésicas (20,1%) y otras (2,4%).

Un 9,6% de |as intervenciones agrupaba combinaciones de di-
ferentes tratamientos en una misma intervencion quirdrgica,
como por gemplo la extracciéon de un tercer de molar y la
exéresis de un quiste maxilar.

-Tipo de anestesia.

En el 73,5% delas 196 intervenciones quirdrgicasrealizadas se
utilizé como anestésico local laarticainaa 4% con adrenalina
en concentracion 1:100.000 (88,8%) y 1:200.000 (11,2%). En
algunos de los pacientes que presentaban patologia
cardiovascular o trastornos que contraindicaran el uso de
vasoconstrictor se utiliz6 prilocaina a 3% con felipresina en
concentracion de 1:1.850.000 (Ej.: Citanest®) (15,5% de los
casos) 0 mepivacaina a 3% sin vasoconstrictor (6,2% de los
pacientes). Otro anestésico utilizado, aunque no de forma tan
habitual como laarticaina, fuelalidocainaal 2% con adrenalina
en concentracion 1:100.000 (4,7% de las intervenciones).
-Complicaciones observadas.

De las 196 intervenciones quirdrgicas realizadas Unicamente
en 26 de ellas (13,3%) aparecid algun tipo de complicacion de
tipo leve 0 moderado, ya fuera de caracter loca (25 casos) o
sistémico (1 caso).

Las complicaciones |ocales mas frecuentes fueron el sangrado
excesivo (38,5%) que produjo laaparicién de hemorragiasintra
0 postoperatorias (60%) y hematomas o equimosis
postoperatorios (40%); lainflamacion (se consideraron los ca-
sosen los que el edemao latumefaccion local eran de carécter
exagerado y/o persistente: 11,5%); y lafracturadelascorticales
vestibular o lingual durante la extraccion de terceros molares
inferiores (15,4% de las intervenciones). Otras situaciones ob-
servadas fueron la recidiva de la patologia (3 casos de las 26
complicaciones), sindrome dol oroso postextraccion (3,8%), etc.
El Unico caso que registramos de complicacion sistémica co-
rrespondio a una crisis hipertensiva observada en el periodo
postoperatorio y que tuvo que ser tratada en ambito hospitaario.
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Una vez obtenidos estos datos se verifico si existia algan tipo
de relacion entre las caracteristicas de estos pacientesy la apa-
ricion de las complicaciones observadas.

En nuestro estudio no se encontrd ningunacorrel acion (p>0,05)
entre complicaciones intra o postoperatorias y la toma de
polimedicacidn, asi como tampoco respecto a tipo de técnica
quirdrgicareaizada.

Por lo que hacereferenciaala presenciade patol ogiasistémica
y laaparicion de estas complicaciones, si que se observé una
asociacion significativacon ladiabetes mellitus (p =0,003). De
los 26 pacientes que presentaron complicaciones, 19 padecian
diabetes mellitus.

DISCUSION

En este estudio retrospectivo realizamoslarevisién delahisto-
riaclinicade nuestros pacientes extrayendo todos | os datos ne-
cesarios y detallando la existencia de determinadas ateracio-
nes sistémicas que requieren especial atencion previamente
tratamiento odontol 6gico (4). Los pacientes de edad avanzada,
ademés, pueden requerir tratamiento quirdrgico para solucio-
nar diversos procesos de patologia bucal y los principios tera-
péuticos general es que empleamos en ellos son iguales que en
cualquier otra persona de menor edad. A pesar de que su capa-
cidad de curacion esté disminuida el resultado final es similar
al obtenido en los adultos jévenes (1).
Lamayoriadeintegrantes de nuestro grupo de estudio (un 88,4%
de los pacientes mayores de 65 afios que tratamos) presenta
algun tipo de patologia sistémica que conlleva latoma de va-
rios farmacos. L a patol ogia sistémica presente en |os pacientes
geridtricos puede facilitar un aumento de la morbilidad y la
mortalidad durante el periodo intraoperatorioy esteriesgo qui-
rdrgico dependera de factores propios del paciente (patologia
sistémica), de laanestesiaempleada, y los del tratamiento qui-
rurgico aplicado (tipo de cirugiay duracion). Laedad esuno de
los factores que influyen en el riesgo operatorio. Pero las cau-
sas de morbilidad y mortalidad en el periodo intraoperatorio
son las mismas para | os ancianos mayores de 65 afios que para
adultosjovenes (5). No obstante hay estudios epidemiol gicos,
bacteriol dgicos e inmunoldgicos que demuestran que la pre-
sencia de enfermedad periodontal o de caries pueden ser causa
indirecta de un importante aumento de esta morbimortalidad,
especialmente entre las personas de mas edad, debido alaim-
portante repercusion que tiene la salud bucal sobre el estado
genera de cualquier individuo (6).

L os ancianos cada vez viven mas tiempo aunque deban convi-
vir con diversas enfermedades crénicas. En nuestro estudio y
teniendo en cuenta de que se trata de una Clinica Odontol dgica
Universitariagque ofrece Uinicamente asi stenciade tipo ambul a-
torio, seregistré unamayor prevaencia de hipertension arterial
(un 44,9 % de los pacientes) seguida por algun tipo de
osteoartropatia (33,7%), patol ogia cardiaca (20,4%) y por Ulti-
mo diabetes mellitus (9,7%). Otros estudios (4,6,8) muestran
datos similares: la artritis se da en un 48,4 % de | os pacientes,
la hipertension arterial entre 30-50% como la enfermedad més
prevalente, la patologia cardiaca en un 27,7% vy la diabetes
mellitus en un 9,8%. La realidad es que los trastornos
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cardiovasculares, como lahipertension arterial y lainsuficien-
ciacardiaca, son los més frecuentes (48,8%)(7).

La patologia que afectaa sistema cardiovascular debe ser cui-
dadosamente valorada en el paciente geridtrico. Las enferme-
dades cardiovasculares, incluyendo la hipertension arterial, son
laprincipal causa de muerte entre los adultos de edad avanza-
da el 75% de las muertes en los mayores de 50 afios estan
relacionadas con la hipertension arterial (4,8).

Trasreadlizar cualquier técnica anestésicalocorregional se pro-
ducen ciertos efectos sistémicos consecuencia de la accion de
los vasoconstrictores, normal mente laadrenalina, que acompa-
fia a la sustancia anestésica. Estos efectos resultan de la
estimulacion sobre |os receptores beta, que se traducen en un
aumento del trabajo cardiaco y un aumento delapresion arterial
(sobre todo la sistdlica, motivada por €l incremento de la fre-
cuenciay de lafuerza de contraccion del corazén). Pero debe
remarcarse que con las dosis empleadas habitualmente estos
ef ectos sistémicos son practicamenteinexistentes (9). Lacanti-
dad de adrenalina que se administra en la anestesia local
odontol 6gica generalmente no produce otro efecto que la
vasoconstricciénlocal, incrementando laintensidad y duracion
del efecto del anestésico; de lo contrario podriamos producir
dolor, el cual contribuira aincrementar los niveles endégenos
de catecolaminasy, por |o tanto, también aaumentar lapresion
arterial. Se sabe que la cantidad de adrenalina liberada
enddgenamente por €l estrés es mucho mayor que la contenida
en cualquier cartucho anestésico (8). Por lo tanto, es mas im-
portante obtener una buena anestesia, aunque la solucién con-
tenga adrenalina, que no evitar su uso y someter al paciente a
situaciones de miedo y ansiedad, que inducirian una secrecion
enddgena de adrenalinamuy superior alaque nosotros podria-
mos inyectar (10). Aungue hay ancianos con compromiso se-
vero del sistema cardiovascular que pueden ser particularmen-
te sensibles a la accion de los vasoconstrictores y se les
contraindicariael uso deadrenalina. No obstante, lacirugiabucal
ambulatoria no esta contraindicada en los pacientes con
hipertension arterial ligera o moderada siempre que esté bien
controladay compensada. L os pacientes hipertensos que reci-
ben medicacion y estan bien controlados pueden experimentar
fluctuaciones minimas en la presién arterial, las cuales no son
superiores a las que sufren los normotensos y, clinicamente,
por tanto, no constituyen un riesgo paralacirugiabucal. A pe-
sar de esto, es recomendable que: en aguellos procedimientos
en los que no sea necesario un campo quirdrgico totalmente
exanguie se utilice un anestésico sin vasoconstrictor; que en pre-
sencia de inflamacion o infeccion se use un anestésico loca
con baja constante de disociacion, como la mepivacaing; v fi-
nalmente, si es necesaria una buena hemostasia, se utilice la
adrenalina a una concentracién de 1:200.000 (8,11).

De este modo, para nuestras intervenciones quirdrgicas se uti-
liz6 articaina a 4% con epinefrina 1:100.000 en el 66,3% de
casos, mientras que en los pacientes que presentaban algin
tipo de patologia cardiovascular o cualquier otro antecedente
que contraindicara el uso de vasoconstrictor se uso prilocaina
al 3% con felipresina 1:1.850.000 (15,5% de pacientes) o
mepivacainaa 3% sin adrenalina (6,2% de casos). Como nor-
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mageneral, se desaconsegja €l uso de vasoconstrictor en ancia-
nos con hipertension a partir del grado 111 segin la clasifica-
ciénde Maamed (12), enfermedades cardiovascularesmal com-
pensadasy de aparicion reciente (6 meses después de un episo-
dio de infarto de miocardio o de un accidente vascular cere-
bral), aguellos tratados con antidepresivostriciclicos, IMAO e
hi potensores betabl oqueantes (estos Ultimos por riesgo de pro-
ducir crisis hipertensivas severas al interaccionar con las
catecolaminas de la sustancia anestésica), afectados por
hipertiroidismo, por feocromocitoma, asi como en lostratamien-
tos en los que no serequiere un grado de hemostasiaimportante.
Las manifestaciones bucales de la diabetes son relativamente
frecuentes y existen ademas una serie de deficiencias en los
mecani smos de defensa inmunol égicos que son especificas de
la diabetes mellitus, y consecuencia de ello es una mayor sus-
ceptibilidad a las infecciones y una peor cicatrizacion de las
heridas (13-14). No obstante, el paciente diabético bien contro-
lado no presenta una incidencia de infecciones mayor que la
poblacién general (15). En nuestro caso encontramos una ma-
yor proporcion de aparicién de complicaciones de tipo infla
matorio en los pacientes diabéticos, que podria explicarse por
la ateracidn de laquimiotaxis de los neutrdfilos.

Ademas, en contra de lo que se piensa habitualmente, estos
pacientes no presentan un mayor facilidad para sufrir acciden-
tes hemorrégicos que un individuo no diabético; incluso pue-
den presentar una tendencia hipercoagulativa. Otras posibles
patol ogias asociadas a |la diabetes mellitus, como puede ser la
insuficienciarenal, y que muchas vecesno se tienen en cuenta,
si que pueden comportar un alto riesgo de hemorragia
intraoperatoria (la cual puede estar causada por una complica-
cién asociada o por la propiainsuficiencia renal asociada ala
diabetes)(15-16). En nuestra muestra aparecieron 10 casos de
complicaciones de tipo hemorrégico, y ninguno de los pacien-
tes presentaba diabetes mellitus; en algunos pacientes la causa
de lahemorragia podia estar més relacionada con la medica-
cion que tomaban algunos dirigida a tratar patologia
cardiovascular, como € acenocumarol (Sintrom®) o alatoma
continuada de antiinflamatorios no esteroideos.

En los resultados observados no se encontrd ninguna correla-
cién entrelaaparicion de complicacionesintrao postoperatorias
y latomade farmacos, |0 que en ciertamaneraes|égico yaque
s0lo determinados medi camentos suel en asociarse aciertas com-
plicaciones como es el caso del uso continuado de
corticoesteroides asociado a la aparicion de infecciones
postoperatorias, o latoma de anticoagul antes orales asociada a
la presentacion de excesivo sangrado intra o postoperatorio.

El tratamiento farmacol 6gico de una patol ogia sistémicacréni-
ca puede tener efectos secundarios a nivel bucal (4). Debido a
la pluripatologia existente, es frecuente observar que muchos
de estos pacientes siguen tratamiento con farmacos tales como
antidepresivos triciclicos, antihistaminicos, antihipertensivos,
antineopléasicos, diuréticos y tranquilizantes; todos ellos pue-
den producir unadisminucion delasecrecion salival como efec-
to secundario (3). Alrededor del 75% de | os pacientes mayores
de 65 afios toman medicacion que inhibe la secrecién saliva
(7,13). En nuestro estudio no valoramos €l tipo de farmaco que
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tomaba el paciente sino solamente el nlimero, pero como gene-
ralmente los farmacos guardan relacién con la patologia pre-
sente, |os mas frecuentes serian los que estan indicados para el
tratamiento de la patologia cardiovascular. El tratamiento dela
hipertension arterial, que requi ere en muchas ocasioneslatoma
de varios f&rmacos, debe ser evaluado por sus posibles efectos
sobre lasecrecién salival (xerostomia), € gusto (disgeusia, es-
pecialmente sabor metdlico) o la mucosa bucal (reacciones
liquenoides) como ocurre por ejemplo con algunos diuréticos
como lastiazidas (4,8). En nuestro estudio no observamos nin-
guna relacion significativa entre la presencia de hipertension
arterial y un mayor indice de caries (p =0,84), o de un aumento
del nimero de restos radiculares presentes en boca (p=0,22),
en contrade |0 que se podriaintuir sobre la posible asociacion
entre latomade estos farmacos causantes de xerostomiay con-
secuentemente un aumento del indice de caries, y si latomaes
alargo plazo, un aumento de nimero derestosradiculares. Una
explicacién de estafaltade asociaci 6n vendriadada, entre otros
motivos, porque aungue podriaexistir unarelacion entrelatoma
de este medicamento y la aparicion de caries existen ademés
muchos otros factores coadyuvantes que intervienen en la apa-
ricion de la caries.

Del mismo modo y de forma representativa, en nuestros pa-
cientes existe una légica disminucién de dientes presentes en
bocaen relacion alaedad, con unamediade 16,3 dientesen los
menores de 70 afios y de 11,8 en los de 70 0 mas afios, opinion
compartida por algun estudio (5); sin embargo no hubo rela-
ciénentreel sexo del pacientey el grado de edentulismo, resul-
tados que no coinciden con otros trabajos donde se afirma que
el edentulismo es mas frecuente en mujeres que en hombres, s
bien la muestra que estudiaron era escasa en nimero (16,17).
Tampoco se encontré ninguna relacion entre la presencia de
patologia cardiovascular y la aparicién de complicaciones en
relacién con la técnica quirdrgica realizada (p=0,157). Las
medidas preventivas habituales tales como la monitorizacion,
€l uso del anestésico adecuado y la premedicacion ansiolitica
(en funcién del caso y valorando si es necesaria) se siguen de
forma imperativa ante un paciente que presenta este tipo de
patologiasistémica. De estaforma, en tales situaciones el ries-
go de aparicién de a guna complicacion sistémica (sobre todo)
intra o postoperatoria se reduce considerablemente.

El anciano suele presentar frecuentemente patol ogia bucal cré-
nica, como la periodontitis y la pérdida dsea suele ser
acumulativay progresiva, interviniendo factores tanto locales
como generales (hormonales) (1,18-19). Aunque todos o la
mayoria de los adultos mayores de 65 afios estén af ectados por
periodontitis leve o moderada, solo del 5 a 20% lo esta por
periodontitis severa (20-22). Nuestra revisiéon mostré que €l
100% de los pacientes mayores de 65 afios padecian
periodontitis, y un 84,8% de |os casos tenia periodontitis gene-
ralizada. De todas formas esta patol ogia no influyé en la apari-
cién de complicaciones intra o postoperatorias.

CONCLUSIONES
L os pacientes geriétricos (mayores de 65 afios) acuden a nues-
tra clinica de &mbito ambulatorio en mayor proporcion parala
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extraccion de restos radiculares y cordales sintomaticos como
principales motivos de consulta.

En nuestro estudio no se encontrd ningunarelacion significati-
va (p< 0,05) entre € tipo y la incidencia de complicaciones
intra o postoperatorias observadas en |os pacientes geriétricos
enrelacion al tipo detratamiento quirdrgico realizado ni lame-
dicacion que toman estos pacientes. Unicamente en el caso de
la diabetes mellitus se aprecid una relacion significativa res-
pecto a la incidencia de complicaciones locales intra y
postoperatorias (p<0,003).

Una historia clinica bien detallada y o més completa posible
serd el factor més decisivo para e tratamiento quirdrgico de
estos pacientes. Conociendo el estado general del paciente no
debe existir ninglin problemani impedimento alahorade pla-
nificar su tratamiento y realizar laintervencion quirdrgica que
seanecesaria. Si setoman todas las medidas profil &cticas perti-
nentesy se dispone delos medios, materialesy deinstrumental
adecuado podremos controlar cualquier situacion adversa que
pueda presentarse.

ENGLISH

Complications of ambulatory
oral surgery in patients over
65 years of age
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Gav-Escopa C. CoMPLICATIONS OF AMBULATORY ORAL SURGERY IN
PATIENTS OVER 65 YEARS OF AGE. MED ORraL 2004;9:253-62.

SUMMARY

Serious systemic disorders such as hypertension,
cerebrovascular or heart disease, diabetes and psychiatric
problems are common in elderly patients, and lead to the
prescription of different drugs. This may in turn influence ora
health, and the dentist should be familiarized with these
situations when providing dental treatment in elderly patients.
A retrospective study was made of 196 patients over age 65
years to evaluate the type of ambulatory surgery performed
under locoregional anesthesia, taking into account the presence
of background systemic pathol ogy, multiple drug therapy, oral
and dental health, the cause of consultation and the type of
anesthesia used, relating these parameters to the devel opment
of intra- or postoperative systemic and/or local complications.
Some systemic disease was documented in 88% of the patents
— hypertension being the most frequent disorder (in 45% of
subjects with systemic disease). On the other hand, 78% of the
patients used some medication, and 77% presented for hard-
tissuetreatment (tooth extractions, boneremodeling, etc.); 61%
of all treatments comprised the removal of root fragments (54%
of all hard-tissueinterventions), symptomatic third molars (15%)
or other dental inclusions. Only mild or moderate complications
wererecorded (13%) —either local (n = 25) or systemic (n=1).
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No significant relation was observed between the devel opment
of intra- or postoperative complicationsand thetype of treatment
provided or the medication used by these patients. Only diabe-
tes was associated with a significant increase in intra- and
postoperative local complications (p<0.003).

Key words: Geriatric patients, ambulatory surgery,
complications.

INTRODUCTION

In most developed countries the proportion of elderly people
and their life expectancy is increasing considerably (1). As a
result, there is an increase of geriatric patients seeking dental
care, which makes it necessary to take certain age-related
problems into account when providing dental treatment in this
particular population group.

Geriatric patients often present chronic systemic disorders,
multiple pathol ogies and incurabl e diseases—including arterial
hypertension, cerebrovascular accidents, heart disease, diabe-
tes mellitus and mental disorders. In order to treat these
problems, elderly patientsare usually prescribed different types
of drugs, particularly antihistamines, antihypertensive
medication, diuretics, anxiolytics, antidepressants,
antineoplastic drugs, etc. (2-4).

These systemic diseasesand their treatment canin turninfluence
the oral health of geriatric patients. One of the reasons why
dentists are seeing a growing number of elderly patients is
because they increasingly retain their own teeth, and an
increased presence of caries is therefore observed in positive
correlation to advanced age. In some cases, elderly subjects
may require surgery for oral pathology. The therapeutic
principles and techniques are similar to those used in young
patients, and although their repair capacity is generally
diminished, it is accepted that final healing in elderly patients
is not significantly different to that found in young adults.
The present study was conducted to determinethe most common
types of surgical treatment in patients over age 65 yearsseenin
an ambulatory oral surgery service, using locoregional
anesthesia, with an evaluation of the prevalent systemic
disorders and pharmacological treatments in this population
group, and correlating the presence of background systemic
disease or multiple drug therapy to the development of intra-
and postoperative complications.

METHODS

The present retrospective study comprised 196 patients over
65 years of age and consecutively treated under locoregional
anesthesia by differents surgeons in an ambulatory setting in
the context of the Master of Oral Surgery and Implantology
(Dentd Clinic, Barcelona University, Spain) over a four-year
period (1997-2000).

The following data were evauated from the individual case
histories: age, sex, the presence and type of background systemic
pathol ogy, the existence of pharmacological treatment, oral and
dental status (including a count of preserved teeth and root
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remains, the number of periapical lesions, percentage of caries,
the presence and type of periodontal disease, and the degree of
mandibular bone resorption), the cause of consultation, the
treatment provided, the existence of intra- or postoperative
complications, and their local or systemic nature.

Bone resorption was evaluated from the orthopantomograph
by measuring the height of the mandibular body in the region
of the mental foramen. In order to avoid the different
magnifications of the X-rays contributed by the patients, the
ratio a/(a + b) was calculated, where a = the vertica distance
between the alveol ar ridge and the mental foramen, and b =the
vertical distance between the mental foramen and the
mandibular basilar zone. The ratio therefore represents
percentage bone height above the mental foramen with respect
to the total height of the mandibular body.

All variableswere subjected to adescriptive statistical analysis.
The association between the devel opment of complication and
several preoperative variables was analized using the Pearson
chi-sguare test for comparing qualitative variables and the
Student t-test and Mann-Whitney U-test for contrasting
guantitative variables. Statistical significance was considered
for p<0.05. The SPSS version 10.0 statistical package under
M S Windows was used throughout.

RESULTS

A representative sample of 196 patients over 65 years of age
(70.6 = 5.0 years (mean + standard deviation, SD); range 65-
85) was studied. Women were dightly more numerousthan men
(54.1% versus 45.9%, respectively).

-Background systemic disease

Most of the patients (88%) presented some background systemic
disorder. The most frequent systemic pathology was arterial
hypertension (45% of all subjects with systemic disorders),
followed by global boneand joint pathology (arthrosis, arthritis,
osteoporosis, etc.)(34%). Heart disease was documented in 20%,
and diabetes mellitusin 10% of cases (n=19). Inrelationtothe
latter, type 2 diabeteswas considerably more common than type
1 (insulin-dependent) diabetes (68% and 32%, respectively).
Other pathol ogies were recorded in 8% of the patients.
-Medication

The most commonly used drug substances were antiplatel et
drugs, diuretics, antihypertensive agents, analgesics, antide-
pressants, oral antidiabetic drugs, gastroprotectors, etc. On the
other hand, 22% of the patients used no pharmacological
treatment, while 21% used a single drug, 18% two drugs, 12%
three drugs and 26% used more than three drug substances —
i.e., 38% used three or more different drugs (either prescribed
or through self-medication).

-Oral and dental health

An average of 14.1 teeth were preserved per patient (range O-
31). In this context, “tooth” was defined when both the root
and crown were present. Preservation within the mouth of the
root alone was regarded as a root, the average being 1.4 roots
per patient (range 0-12).

The mean number of caries (defined as macroscopicaly and
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radiologically manifest lesions) was 2.6, with a maximum of
20. On relating the mean caries to the mean number of teeth,
18.4% of all preserved teeth were seen to be caried.

The number of periapical lesions detected by pantomography and
periapical X-rayswas 0.8 on average, with amaximum of 8.

All patients in the study presented either localized or generalized
periodontitis(thelatter being the most common presentation, 85%).
Mandibular bone resorption as assessed by the a/(a + b) ratio
was 54.7% on average on theright sidein males, and 51.0%in
females. The corresponding left-side values were 55.4% and
51.6%, respectively.

-Cause of consultation

In order to facilitate systematization of the observed pathol ogy,
adistinction was made between oral cavity hard- and soft-tissue
treatments. In this context, 79% of the patients presented for
hard tissue therapy (extractions, bone remodeling, etc.), while
20% presented for soft tissue treatment (biopsies, exeresis of
oral mucosal lesions, etc.). Only 1% consulted for other reasons.
-Type of treatment provided

Three types of treatment were distinguished: hard tissue (teeth
and maxillary bone), soft tissue, and combined soft- and hard-
tissueinterventions. In thiscontext, hard tissue treatment mainly
consisted of tooth extractions (accounting for 65% of all surgical
operationsin the study), comprising root fragments (54% of all
hard tissue interventions), symptomatic third molars (15%) or
other dental inclusions. The rest of hard tissue interventions
consisted of maxillary treatments (bone remodeling, bone cyst
or tumor resection; 6% of the total treatments).

In turn, 20% of all interventions were indicated for soft tissue
pathology. Seventy-six percent of these procedures consisted
of excision biopsies, while 24% were incision biopsies. Most
of thetreated lesionswere benign hyperplasias (75%), followed
by leukoplakia (20.1%) and other lesions (2.4%).

Finally, combined soft- and hard-tissue treatment in the same
operation was carried out in 10% of cases, e.g., extraction of a
third molar with excision of amaxillary cyst.

-Type of locoregional anesthesia used

Most of the 196 operations (73%) were performed under 4%
articaine anesthesia with adrenalin 1:100,000 (88.8%) or
1:200,000 (11.2%). Some patients presenting cardiovascular
disease or some other condition contraindicating the
vasoconstrictor received 3% prilocaine with felipressin at a
concentration of 1:1,850,000 (15% of cases) or 3% mepivacaine
without vasoconstrictor (6%). A lesscommonly used anesthetic
was 2% lidocaine with adrenalin 1:100,000 (5% of all
operations).

-Complications

Of the 196 operations, complications were only observed in 26
cases (13%), and were essentially of aloca nature (25 cases,
versus a single systemic complication in the form of a
postoperative hypertensive episode requiring hospital
treatment).

Themost frequent local complicationswere excessive bleeding
(38%), with intra- or postoperative hemorrhage (60%) and
postoperative hematomas or ecchymosis (40%); inflammation
(defined as exaggerated and/or persistent edema or local
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swelling)(11%); and vestibular or lingua cortical fractureduring
the extraction of lower third molars (15% of all operations).
Other situations recorded were recurrence of the disorder (three
of the 26 complications), post-extraction pain syndrome (4%),
etc.

No correlation (p>0.05) was found in our study between the
development of complications either during or after surgery and
the use of multiple drugs, or as regards the surgical technique
employed.

As to the presence of background systemic pathology and the
development of such complications, a significant correlation
was only found with diabetes mellitus (p = 0.003). In this
context, 19 of the 26 patients who presented complications
suffered diabetes.

DISCUSSION

As the population ages, the proportion of people requiring
medical care for mainly chronic and incapacitating systemic
diseases increases. A clinical history as detailed and complete
as possible, together with adequate examination and
complementary studies, informs of the general condition of the
geriatric patient and may reveal the existence of certain back-
ground systemic alterations that require special consideration
before providing dental treatment, asin the present retrospective
study (4).

Elderly patients may require surgery to treat different oral
problems, and the general therapeutic principles applicable in
this population group are essentially similar to those
corresponding to patients of any other age. Although healing
capacity diminisheswith advanced age, the final results are si-
milar to those obtained in young adults (1).

In the United States, 85% of the elderly and 95% of those over
age 65 cared for iningtitutionsreceive some kind of medication.
According to a study conducted in Andalusia (southern Spain)
to assess the oral conditions among the elderly, these patients
consume an average of 2.8 drugs per individual, the mean
number of systemic disorders being 2.3, acording with our
results. Most of the subjects in our study (88% of those over
age 65 subj ected to treatment) presented some systemic disorder
requiring the use of various drug substances (5-6).

The elderly increasingly live longer, though they must often
cohabit with different chronic illnesses. In our study based on
the findings of an ambulatory care University dental clinic, an
important prevalence of arterial hypertension was observed
(45% of the patients), together with joint or bone pathology
(34%), heart disease (20%) and diabetes mellitus (10%). Other
studies (9,15,23) have reported similar data: arthritisin 48.4%
of patients, arterial hypertension in 30-50%, heart disease in
27.7%, and diabetesin 9.8%. In this sense, the literature shows
cardiovascular disorders such asarterial hypertension and heart
failureto be the most common systemic problems (48.8%) (22).
Cardiovascular diseases (including hypertension) must be
carefully assessed in the geriatric patient, since they constitute
the first cause of death in this population group. Indeed, 75%
of dl deathsamong individualsover age50 arerelated to arteria
hypertension (7).
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The systemic pathol ogy found in geriatric patients may lead to
increased intraoperative morbidity and mortality, and this
surgical risk isin turn dependent upon patient-related factors
(systemic pathology), the anesthesiaemployed, and the surgery
performed (technique and duration). Patient age is one of the
factorsinfluencing surgical risk, though the causes underlying
intraoperative morbidity and mortality are the samein patients
over age 65 years and in young adults. Nevertheless, different
epidemiological, bacteriological and immunological studies
have shown the presence of periodontal disease or caries to
indirectly cause animportant increasein morbidity and mortality
— particularly among older persons, due to the important
repercussions of oral health upon the general condition of
individualsin general (8).

Systemic effects are to be expected following locoregional
anesthesia, as a result of the action of the vasoconstrictor
(normally adrenalin) that accompaniesthe anesthetic substance.
These effects are a result of beta-receptor stimulation, which
increases cardiac output and blood pressure (particularly systolic
pressure, due to the increased heart rate and inotropic effect).
However, it should be pointed out that at the habitually
administered doses these effects are practically negligible (9).
The amount of adrenalin administered with the local anesthetic
used in dental practice generally causes no effects other than
local vasoconstriction, with an increase in the intensity and
duration of the anesthetic action. Failure to licit this action
would produce pain, which would in turn increase endogenous
catecholaminelevel sand thus also blood pressure. In this sense,
it is known that the amount of endogenous adrenalin released
as aresult of patient stress is much greater than that contained
in an anesthetic cartridge (10). Therefore, it is more important
to secure agood anesthetic effect, even if the solution contains
adrenalin, than to risk patient fear and anxiety — which would
induce far greater endogenous adrenalin levels than the
concentrations produced as a result of the injection of an
anesthetic-vasoconstrictor solution. Elderly patients with
severely impaired cardiovascular function may be particularly
sensitive to vasoconstrictors. Nevertheless, ambulatory oral
surgery isnot contraindicated in patientswith dight to moderate
arterial hypertension, provided thelatter isadequately controlled
and compensated. Hypertensive patientswho receive medication
and are well controlled can present minimum blood pressure
fluctuations no greater than those seen in normotensive
individuals, and which do not poseaclinica risk for oral surgery.
In any case, it is advisable to discard a vasoconstrictor in those
caseswhere acompletely blood-free surgical field is not needed.
Furthermore, in the presence of inflammation or infection, alo-
cal anesthetic with a low dissociation constant (pKa)(e.g.,
mepivacaine) isindicated, and when good hemostasiaisrequired,
adrenalin at a concentration of 1:200,000 is advisable (8,11).
Accordingly, in our study we used 4% articaine with adrenalin
1:100,000 in 66% of cases, while surgery in patients with
cardiovascular disease or any other contraindication for
vasoconstrictors was performed administering 3% prilocaine
with felipressin at a concentration of 1:1,850,000 (15% of ca
ses) or 3% mepivacaine without vasoconstrictor (6%). As a
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general rule, vasoconstrictorsare not advised in el derly patients
with grade Ill hypertension according to the Malamed
classification (12), poorly compensated and recent onset
cardiovascular disease (6 months after myocardial infarction
or cerebrovascular stroke), patients treated with tricyclic
antidepressants or hypotensive beta-blockers (thelatter implying
the risk of severe hypertensive episodes upon interacting with
the catecholamines contained in the anesthetic solution), andin
surgery where adry surgical field is not essential.

Sedative premedication is beneficial for lessening patient
anxiety. Furthermore, the use of nitrous oxide, for example,
offers the additional advantage of increasing arterial oxygen
pressure. According to some authors, sedation is the best way
to control endogenous adrenalin levels, and the myocardium
may moreover benefit from the increased oxygen supply
afforded by nitrous oxide as sedative. This indication is
applicable in patients with coronary problems, a history of
cerebrovascular events, or in hypertensive individuals. Some
studies have even considered this technique to largely reduce
the appearance of dysrhythmias (2). On the other hand, the
administration of benzodiazepines to ensure anxiolytic action
can be useful in ambulatory treatments, though such prescription
requiresprior approval by the physician treating the background
systemic pathology of the patient.

The oral manifestations of diabetes mellitus are relatively
freguent. Inthissense, an increased incidence of carieshasbeen
reported, in part accounted for by the type of diet of these
patients. Furthermore, diabetics present a series of specific
immune deficiencieswhich imply an increased vulnerability to
infection and poorer wound healing (13-14). Neverthel ess, well
controlled diabetics show no greater incidence of infectionsthan
thegeneral population (15). Although in our study no significant
relation was observed between the presence of diabetes mellitus
and the prevalence of caries (p = 0.57), an increased presence
of inflammatory complications was recorded among these
individual s—aphenomenon which could be explained in terms
of diabetes-related neutrophil chemotactic alterations.
Furthermore, unlike habitually believed, these patients are not
more susceptible to hemorrhagic accidents than non-diabetics,
and may even show ahypercoagulativetendency. Other possible
disorders associated with diabetes mellitus (e.g., renal failure),
and which are often not taken into account, may indeed pose an
important risk of intraoperative bleeding (resulting from an
associated complication or from the actual renal failure
associated with diabetes) (15,16). In our series there were ten
cases of bleeding complication, though none of the affected
patients were diabetics. The reason for this bleeding may be
related to the medication some of the patients were using for
their cardiovascular pathology, such as acenocoumarol
(Sintrom®) or the prolonged use of nonsteroidal antiinflamma-
tory drugs (NSAIDs).

Our study detected no correlation between the devel opment of
intra- or postoperative complications and the use of drugs; this
is logical to a point, since only concrete drugs are usually
associated with specific complications, such as continued
corticosteroid therapy and the appearance of postoperative
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infectious processes, or oral anticoagulantsand excessiveintra-
or postoperative bleeding.

The pharmacol ogical treatment of asystemic disorder may have
side effects at oral level (4). Dueto the existing multiple disor-
ders, many of these patents are seen to receive treatment in the
form of tricyclic antidepressants, antihistamines, antihyper-
tensive drugs, antineoplastic agents, diuretics and tranquilizers
—al of which induce decreased salivary flow as a side effect
(3). Approximately 75% of all patients over 65 years of age use
drugswhich inhibit salivation (7,13). The present study did not
evaluate the types of drugs used, but only their number, though
since the medication is generally related to the pathology
present, the most frequent drugs would appear to be those
prescribed for cardiovascul ar disease. The treatment of arterial
hypertension, which often implies a combination of drugs,
should be evaluated due to its possible effects upon salivary
flow (xerostomia), taste (dysgeusia, particularly characterized
by a metallic taste), or the oral mucosa (lichenoid reactions) —
asoccursfor examplewith certain diuretics such asthethiazides
(4, 8). We observed no significant rel ation between the presence
of hypertension and increased caries (p = 0.84), or anincreased
number of root fragmentsin the mouth (p = 0.22), in contrast to
what might be suggested by the tendency of these drugsto cau-
se oral dryness and thus an increasein caries— with aresulting
rise in the number of root fragments over the long term. An
explanation for this lack of an association could be afforded
(among other factors) by thefact that many other variablesalso
contribute to the development of caries, in addition to the
administration of xerostomia-inducing drug substances.
Likewise, no association was found between the existence of
cardiovascular disease and the appearance of complicationsin
relation to the surgical technique employed (p = 0.157). The
usual preventive measures, such as monitorization, the
administration of an adequate anesthetic and the provision of
anxiolytic premedication (depending on the case and evaluating
whether it is truly necessary) are to be strictly observed in the
case of patients with this kind of systemic pathology. The
adoption of such measures considerably reducestherisk of intra-
or postoperative complications— particularly those of asystemic
nature.

Thedenta professional should evaluate the need for buccodental
treatment in geriatric patients and must focus priority on
problems such as xerostomia, root and coronal caries,
periodontal disease, residual crest resorption, the lesions
produced by dentures, and stomatitis (among other alterations),
since they are the most frequent and conditioning problemsin
patients bel onging to this age group.

Although caries in the elderly are usually long-evolving and
are often quite advanced, they can be asymptomatic. Studies
addressing dental health and the need for treatment in the
institutionalized geriatric population have found the incidence
of cariesto be greater in men and to increase with age. Thisis
because males preserve a larger number of teeth and show
comparatively greater neglect of oral hygiene. Inthe sameway,
our patientslogically showed adecreasing number of teeth with
increasing age, with an average of 16.3 teeth in the mouth among
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those under age 70, versus 11.8 teeth in patients aged 70 years
or older —in coincidence with the findings of other authors (5).
However, we observed no relation between patient sex and the
degree of edentulism, in contrast to the observations of other
investigators who report edentulism to be more frequent in
women — though the patient series involved in these reports
was rather limited (16,17).

Most elderly individualsaretotally edentul ous, though the most
recent studies show 20% or moreto retain some of their natural
teeth. The preservation of teeth is closely related to socio-
economical factors, and in this sense the economical status of a
great majority of elderly personsin Spain is precarious. The
frequency of total edentulism in the western world varies from
59-80% of the popul ation over age 65, though in some countries
such as Canadathe figure is considerably lower (24-55%), and
possibly reflectsthe existence of ahigher socio-economical sta-
tus. In our case, we can not report dates of thistheme, although
our patients are not a representative serie of all the geriatric
patients.

Elderly individuals often present chronic oral disorderssuch as
periodontitis, and bone | oss tends to be cumulative and progre-
ssive (1,18,19). Although most if not all people over age 65
present mild or moderate periodontitis, only 5-20% suffer severe
periodontitis (20-22). In our series all patients over 65 years of
age presented periodontitis, and 85% had generalized
periodontitis. In any case, this pathology did not influence the
appearance of intra- or postoperative complications.

In general, geriatric patientswith poor oral hygiene (amajority
inalmost all studies published intheliterature) suffer important
bone loss — this condition being more common in men than in
women. The index used in our study to assess bone resorption
(a/(a + b)) provides an idea of mandibular bone level at the
height of the mental foramen, but does not offer an exact
evaluation. Indeed, this level depends not only on bone
resorption but also on the location of the mental foramen —
though in principle all our patients were considered to present
asimilar location of the foramen.

The jaws suffer progressive atrophy with age similar to that
seen in other parts of the skeleton, and in this context tooth
extraction always implies aloss of aveolar crest. The degree
of such resorption varies among individuals and can be
influenced by different factors such asthe wearing of dentures,
diet, periodontal disease, etc. In patients of similar age, women
show greater bone resorption than men (particularly at
mandibular level). Endocrine factors also influence alveolar
bone resorption. In effect, postmenopausal women with
osteoporosi s suffer more severe resorption than premenopausal
women of the same age.

CONCLUSIONS

Geriatric patients (over 65 years of age) visit our ambulatory
oral surgery service mainly for the extraction of root fragments
and symptomatic third molars. No significant relation was
observed between the development of intra- or postoperative
complications and the type of treatment provided or the
medication used by these patients. Only diabeteswas associated
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with a significant increase in intra- and postoperative local
complications (p<0.003).

A clinical history asdetailed and complete aspossibleisdecisive
for the surgical management of these patients. Knowing the
general condition of the patient, there should be no problemsor
obstacles for the planning and performance of surgery, and
adoption of the required preventive measures with availability
of the necessary resources should sufficeto control any adverse
situation that may arise.
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