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Objectives: The purpose of this research is to examine the link between orodental condition and dyspeptic symptoms 
in patients with functional dyspepsia (FD) and uninvestigated dyspepsia (UD) 
Materials and Methods: A cross-sectional study was conducted from February to July 2018, involving orodental 
examinations of 199 participants. The participants were divided into three groups: FD, UD, and a control group. FD 
diagnosis was made based on the Rome III criteria. Patients diagnosed with FD were assessed using the Glasgow 
Dyspepsia Severity Score. The orodental examination included the assessment of missing, decayed, and filled teeth, 
tooth mobility, erosion, and mucosal inflammation. Statistical analysis was performed using multivariate logistic 
regression. 
Results: No significant association was observed between orodental health and functional dyspepsia. However, 
subgroup analysis revealed a significant association between decayed teeth, eating within 20 minutes, and oral mucosal 
inflammation with UD. Moreover, a significant statistical association was identified between lower levels of education 
and the presence of functional dyspepsia. No significant relationship was identified between the Glasgow Dyspepsia 
Severity Score, demographic data and orodental health. 
Conclusions: This study identified a positive association between low educational status and FD, as well as a correlation 
between decayed teeth, oral mucosal inflammation, and eating habits (specifically eating faster than 20 minutes) with 
UD. 
 
Keywords: Dyspepsia, tooth loss, mastication, tooth, oral hygiene. 

Fonksiyonel Dispepsi ile Oro-Dental Sağlık Arasındaki Potansiyel İlişkinin 
Araştırılması 
Araştırma Makalesi ÖZ 

Amaç: Fonksiyonel dispepsi (FD) ve araştırılmamış dispepsi (AD) ile orodental durum arasındaki ilişkiyi araştıran 
çalışmalar literatürde nadirdir.  Bu çalışmada amacımız FD ile AD tanısı alan hastalarda dispepsi ile orodental durum 
ilişkisini araştırmaktır. 
Gereç ve Yöntemler: Şubat-Temmuz 2018 arasında gerçekleştirilen kesitsel çalışmada 199 kişinin orodental muayenesi 
yapılmıştır. Katılımcılar FD, AD ve kontrol olmak üzere üç ana gruba bölünmüştür. FD tanısı Roma III kriterine göre 
konulmuştur. Fonksiyonel dispepsisi olan hastalarda semptom şiddetinin nesnel olarak değerlendirilmesi için Glasgow 
Dispepsi Şiddet Skorlaması uygulanmıştır. Orodental bakıda eksik, çürük ve restoratif tedavi uygulanmış diş sayısı ile diş 
mobilitesi, dental erozyon ve ağız içi mukozada izlenen inflamasyon değerlendirilmiştir. Orodental durum ile 
gastrointestinal hastalık arasındaki ilişkiyi değerlendirmek için çok değişkenli lojistik regresyon analizi kullanılmıştır. 
Bulgular: Fonksiyonel dispepsi ile ağız ve diş sağlığı arasında herhangi bir ilişki saptanmamıştır. Alt grup analizinde çürük 
diş, 20 dakikadan hızlı yemek yeme ve oral mukozada izlenen inflamasyonla AD arasında anlamlı ilişki bulunmuştur. 
Eğitim durumunun düşük seviyede olmasıyla fonksiyonel dispepsi arasında istatiksel olarak anlamlı bir ilişki saptanırken,  
Glasgow dispepsi şiddeti skoru ile demografik veriler ve orodental durum arasında istatistiksel anlamlı ilişki 
saptanmamıştır.  
Sonuçlar: Bu çalışmada düşük eğitim düzeyi ile FD arasındaki pozitif ilişkinin yanı sıra çürük diş, oral mukozal inflamasyon 
ve 20 dk’dan hızlı yeme ile AD arasında ilişki saptadık. 
 
Anahtar Kelimeler: Dispepsi, diş kaybı, çiğneme, diş, ağız hijyeni. 
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Introduction 

Historical records indicate that the concept of "Prima 
digestio fit in ore" — digestion beginning in the mouth — 
can be traced back to the ancient Roman period.1 The 

structures within the oral cavity, including the teeth, 
tongue, and salivary glands, play a crucial role in nutrient 
absorption and in converting ingested food into a 
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digestible, bioavailable form for the body.2,3 In particular, 
chewing enables the disintegration of solid foods, making 
them suitable for ingestion. Tooth loss is a leading cause 
of impaired chewing function.4 A study involving 
edentulous elderly individuals demonstrated that reduced 
chewing capacity negatively impacts food intake and 
increases the incidence of gastrointestinal diseases.5 The 
presence of gastritis and ulcers in individuals with 
compromised chewing function has long been 
recognized.6,7 However, current evidence regarding 
potential nutritional deficiencies and gastrointestinal 
disorders resulting from impaired chewing function 
remains inconsistent. Behr’s review of 22 studies 
examining the relationship between tooth loss, chewing 
dysfunction, and general health found that only ten of 
these studies reported a significant association between 
dental and chewing function and overall health.8 

Functional dyspepsia (FD) is commonly defined as the 
sensation of epigastric pain or discomfort, often 
accompanied by symptoms such as nausea, vomiting, or 
burning, in the absence of any identifiable organic, 
systemic, or metabolic causes.9,10 The global prevalence of 
functional dyspepsia is estimated to range from 5% to 
11%.¹¹˒¹² The prevalence of dyspepsia is reported as 26% in 
the USA and 41% in the UK.13,14 The point prevalence of 
dyspepsia in Turkey was found to be 30.8% for the three-
month period and 62% for the six-month period.15 In a 
study conducted in Turkey, the prevalence of dyspepsia 
was determined to be 39%.16,17 It should be noted that 
there is an organic cause in about 25% of patients with 
dyspepsia,12 and about three-quarters of them have FD.18 

There are publications indicating an association 
between irregular eating patterns, rapid eating, and an 
increased risk of functional dyspepsia (FD). However, only 
a limited number of studies have investigated the 
relationship between upper gastrointestinal disorders, 
including FD and gastroesophageal reflux disease (GERD), 
and tooth loss. In the literature, studies examining the 
association between oro-dental conditions and dyspepsia 
are scarce and yield conflicting results. Although a limited 
number of recent studies have explored the relationship 
between gastroesophageal reflux disease and dental 
erosion,19 as well as oral mucosal irregularities,20 no study 
has comprehensively evaluated dyspeptic cases in relation 
to all these parameters.  

The limited number of studies examining the 
relationship between oro-dental health and 
gastrointestinal disorders highlights a significant gap in 
the existing body of knowledge. In particular, the potential 
associations between relatively common gastrointestinal 
conditions such as functional dyspepsia, and oral health 
parameters—including chewing function, tooth loss, 
dental erosion, and oral mucosal diseases—have not been 
adequately elucidated. Moreover, comprehensive studies 
evaluating all of these parameters collectively are 
currently lacking in the literature. Therefore, a detailed 
investigation of oro-dental health impairments in 
individuals with dyspepsia may contribute to identifying 
potential risk factors for functional dyspepsia and 

underscore the broader impact of preventive oral health 
services on general health. This study aims to address this 
gap by providing a multidimensional evaluation of the 
relationship between oral health status and functional 
dyspepsia. 

Materials and Methods 

Selection of Patients 
The ethics approval was obtained from the ethics 

committee of the Ege University Faculty of Medicine on 
28.08.2011 with protocol number 28.08.2011/05. This 
cross-sectional study was conducted with patients who 
presented to Ege University between December 2017 and 
July 2018. A total of 109 individuals were included in the 
control group, aged between 18 and 75, who met the 
following exclusion criteria: pregnancy, lactation, recent 
surgery within the past week, drug use known to induce 
dyspepsia, malignancy, diabetes mellitus, connective 
tissue diseases, gastroesophageal reflux disease, peptic 
ulcer, and alarm symptoms (involuntary weight loss, 
dysphagia, recurrent vomiting, hematemesis, melena). 
Participants in the control group were asked about 
symptoms such as stomach pain, burning, early satiety, 
and bloating, and all answered negatively. Additionally, 50 
individuals who reported at least one of these symptoms 
were classified into the uninvestigated dyspepsia (UD) 
group. Forty patients, who underwent normal abdominal 
ultrasound and gastroscopy, were diagnosed with 
functional dyspepsia (FD) based on the Rome III criteria. A 
questionnaire assessing sociodemographic data, eating 
speed, and tooth brushing frequency was administered to 
all participants. All participants were examined by the 
same dentist, and their findings were recorded on the 
form. To determine the severity of dyspepsia in FD 
patients, the Glasgow Dyspepsia Severity Score was 
applied. 

Orodental Examination 
Participants were evaluated for filled, decayed, and 

missing teeth, as well as for dental erosion and oral 
mucosal inflammation. Dental erosion is defined as the 
loss of tooth structure caused by chemical factors, 
independent of bacterial involvement.21,22 The severity of 
dental erosion was classified using the Smith and Knight 
Dental Erosion Index, which rates the erosion severity on 
a scale from 0 to 4, with higher numbers indicating greater 
severity.23 During the oral examination, inflammation of 
the oral mucosa was assessed in areas including the 
lingua, Buccal mucosa on both sides of the oral cavity, 
hard and soft palates, top and bottom vestibules, and the 
floor of the mouth. The presence of hyperemia, erosion, 
and ulcers was noted. The severity of mucosal 
inflammation was rated on a scale from 0 to 2, 
corresponding to normal, moderate, and severe 
inflammation.20,24,25 

Gastrointestinal Examination 
Gastroscopy and abdominal ultrasonography were 

performed using the Olympus Exera 3 video endoscopy 
system for patients presenting with dyspepsia who met 
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the inclusion criteria for the study. Patients with normal 
findings were further assessed according to the Rome III 
criteria and diagnosed with functional dyspepsia (FD).¹²˒16 

Glasgow Dyspepsia Severity Scoring 
In 1996, El-Omar and colleagues developed the 

Glasgow Dyspepsia Severity Score to assess the severity of 
dyspepsia.26 The score consists of eight items: symptom 
frequency (maximum score 5), the impact of dyspepsia on 
normal activities (maximum score 2), number of workdays 
missed due to dyspepsia (maximum score 2), medical 
consultations (maximum score 2), number of home doctor 
visits (maximum score 2), number of tests conducted due 
to dyspepsia (maximum score 2), over-the-counter 
medication use (maximum score 2), and prescription 
medication use (maximum score 3). The score ranges from 
0 to 20, with higher scores indicating more severe 
dyspepsia.27 In the Turkish adaptation of the Glasgow 
Dyspepsia Severity Score, the number of emergency 
department visits was recorded instead of home doctor 
calls.16 

Evaluation of Potential Variables 
Participants provided self-reported data regarding 

their body weight and height. BMI (Body Mass Index) was 
determined by dividing a participant's weight in kilograms 
by the square of their height in meters. A BMI over 30 was 
classified as obesity. Additional information was obtained 
via a questionnaire, which included questions about age, 
gender, relationship status, education, smoking, alcohol 
use, frequency of tooth brushing (categorized as 0, 1–3, or 
>3 times per day), chronic diseases, and medications used. 
To assess eating speed, participants were asked how long 
it typically took them to finish an average meal. Eating 
speed was subsequently categorized into three groups: 
under 10 minutes, 10 to 20 minutes, and more than 20 
minutes. 

Statistical Analysis 
In the statistical analysis, all variables were initially 

examined using frequency tables, and descriptive 
statistics for each continuous variable were calculated 
separately for the entire patient dataset and by group. The 
Shapiro-Wilk test was applied to assess the normality of 
continuous variables. The Mann-Whitney U test was used 
to evaluate differences between groups for numerical 
variables when parametric assumptions were not met, 
while the independent t-test was employed when 
parametric assumptions were satisfied. For comparisons 
of the means of three or more groups with non-normally 
distributed data, the Kruskal-Wallis test was used. 
Categorical variables were summarized as counts and 
percentages (%), whereas continuous variables were 
summarized by mean, median, standard deviation, range, 
minimum, and maximum values. The chi-square test was 
used to examine relationships between categorical 
variables. Spearman's rank correlation was used for 
correlation analysis. A significance level of 0.05 was set for 

all comparisons. Statistical analyses were performed using 
IBM SPSS Version 21.0 software. 

Results 

The general characteristics of the participants are 
presented in Table 1. In the comparison of demographic 
data between participants with FD, UD, and those without 
dyspepsia, no statistically significant differences were 
observed between the three groups regarding gender, 
relationship status, education, smoking, alcohol use, and 
BMI. 

In the subgroup analysis, educational status differed 
significantly between groups: 23.9% of the control group 
had completed primary school, while 45% of the FD group 
had only attended primary school. This suggests that 
lower educational status is a risk factor for the presence 
of functional dyspepsia (p = 0.012). The mean age was 
41.8 ± 13.4 years for the FD group, 37.5 ± 10.9 years for 
the UD group, and 40.8 ± 13.1 years for the group without 
dyspepsia. No statistically significant age differences were 
found between the three groups. 

The average Glasgow Dyspepsia Severity Score was 
10.7 ± 3.3, with a maximum score of 18 and a minimum 
score of 5. The relationship between dyspepsia severity 
scores and various variables was analyzed using 
appropriate statistical methods. The distribution of 
dyspepsia severity scores by gender and frequency of 
tooth brushing was evaluated using the Kruskal–Wallis 
test. Correlations with age, body mass index (BMI), and 
oro-dental examination findings (including the number of 
missing, decayed, or filled teeth; dental erosion; and oral 
mucosal inflammation) were assessed using the 
Spearman correlation test. Table 2 and Figure 1 presents 
the correlation analysis between the Glasgow dyspepsia 
severity score and the number of missing, filled, and 
decayed teeth, as well as dental erosion and oral mucosal 
inflammation. Associations with smoking and alcohol 
consumption were analyzed using the Mann–Whitney U 
test. The analysis revealed no statistically significant 
correlation between dyspepsia severity and age, gender, 
BMI, smoking, alcohol consumption, frequency of tooth 
brushing, number of missing, decayed, or filled teeth, 
dental erosion, or oral mucosal inflammation. Table 3 
presents the comparison of the three groups according to 
the number of filled, decayed, and missing teeth. A 
statistically significant association was observed between 
decayed teeth and UD (p = 0.029). 

Table 4 displays the relationship between dental 
erosion, oral mucosal inflammation, and the FD, UD, and 
non-dyspepsia groups. A significant association was found 
between oral mucosal inflammation and UD (p = 0.007). 

No significant differences in eating speed were 
observed between the three groups. However, when 
eating speed was categorized as fast or slow eaters (with 
a threshold of 20 minutes), the subgroup analysis (Table 
5) revealed that fast eating was a significant risk factor for 
UD (p = 0.043)
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Table 1.  Distribution of FD, UD and control group according to demographic data 

Individual Characteristics 
FD 

n ( %) 
UD 

n (%) 
Dyspepsia (-) 

n (%) 
P* chi square 

Number of Cases 40 (20.1) 50(25.1) 109 (54.8)   
Gender 
    Female 
    Male 

 
25 (62.5) 
15 (37.5) 

 
27 (54.0) 
23 (46.0) 

 
56 (51.4) 
53 (48.6) 

 
0.482 

 
1.461 

Education 
      Primary School 
      Secondary School  
      High School 
      University 

 
18 (45.0) 
6 (15.0) 
4 (10.0) 

12 (30.0) 

 
12 (24.0) 
6 (12.0) 

12 (24.0) 
20 (40.0) 

 
26 (23.9) 

8 (7.3) 
29 (26.6) 
46 (42.2) 

 
0.067 

 
11.766 

Marriage 
    Single  
    Married 
    Widow 

 
7 (17.5) 

31 (77.5) 
2 (5.0) 

 
10 (20.0) 
40 (80.0) 

0 (0) 

 
29 (26.6) 
76 (69.7) 

4 (3.7) 

 
0.393 

 
4.094 

Smoke (+) 
Smoke (-) 

11 (27.5) 
29 (72.5) 

13 (26.0) 
37 (74.0) 

35 (32.1) 
74 (67.9) 

0.696 0.724 

Alcohol (+) 
Alcohol (-) 

5 (12.5) 
35 (87.5) 

13 (26.0) 
37 (74.0) 

21 (19.3) 
88 (80.7) 

0.274 2.587 

BMI  
      Underweight 
      Normal  
      Overweight 
      Obese 

 
1 (2.5) 

17 (42.5) 
13 (32.5) 
9 (22.5) 

 
3 (6.0) 

19 (38.0) 
20 (40.0) 
8 (16.0) 

 
0 (0.0) 

41 (37.6) 
52 (47.7) 
16 (14.7) 

 
0.267 

 
12.279 

*p < 0.05 was considered significant. When comparing the demographic data of the FD, UD, and non-dyspeptic groups, no statistically significant 
differences were found between the three groups in terms of gender, marital status, education level, smoking, alcohol consumption, and BMI. 

 
Table 2.  Correlation analysis between the dyspepsia severity score and the orodental examination findings 

 p r 

Missing teeth  0.928 .015 

Filling teeth 0.292 -.171 

Decayed teeth 0.856 -.030 

Dental erosion  0.376 -.144 

Oral mucosal inflammation  0.323 -.160 

r: Spearman's rank correlation coefficient 
*p < 0.05 was considered significant. The table presents the correlation analysis between the Glasgow Dyspepsia Severity Score and the number of 
missing, filled, and decayed teeth, as well as dental erosion and oral mucosal inflammation. No statistically significant associations were found 
between dyspepsia severity and the number of missing, decayed, or filled teeth, dental erosion, or oral mucosal inflammation. 

 
Table 3. Distribution of FD, UD and control group according to DMF data 

 
 

FD 
Mean ± SD 

UD 
Mean ± SD 

Dyspepsia (–) 
Mean ± SD 

P* 

Decayed teeth 1.03 ± 1.593 1.94 ± 1.789 1.59 ± 2.632 0.029* 

Filling teeth 5.98 ± 6.908 4.96 ± 4.544 4.89 ± 5.156 0.884 

Missing teeth  5.05 ± 4.489 4.90 ± 3.898 4.67 ± 4.554 0.776 

n 40 50 109  

Kruskal Wallis test 
SD: Standard Deviation 
*p < 0.05 was considered significant.  
The comparison of the three groups based on the number of filled, decayed, and missing teeth is presented. A statistically significant relationship was 
found between decayed teeth and the UD group (p=0.029). 
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Figure 1. Shows the correlation analysis between the dyspepsia severity score and the findings from the orodental 
examination. 

 
Table 4. Distribution of FD, UD and control group according to oral mucosal inflammation and dental erosion data 

 
FD 

n (%) 
UD 

n (%) 
Dyspepsia (–) 

n (%) 
P* chi quare 

Oral mucosal inflammation 
     0 
     1 
     2 

 
13 (32.5) 
22 (55.0) 
5 (12.5) 

 
8 (16.0) 

42 (84.0) 
0 (0.0) 

 
38 (34.9) 
64 (58.7) 

7 (6.4) 

 
0.007 

 
14.153 

Dental erosion 
    0 
    1 
    2 
    3 
    4 

 
20 (50.0) 
15 (37.5) 

3 (7.5) 
2 (5.0) 
0 (0) 

 
20 (40.0) 
25 (50) 
3 (6.0) 
2 (4) 
0 (0) 

 
51 (46.8) 
45 (41.3) 
11 (10.1) 

1 (0.9) 
1 (0.9) 

 
0.696 

 
5.564 

*p < 0.05 was considered significant.  
A significant relationship was found between oral mucosal inflammation and the UD group (p = 0.007). 

 
Table 5: Distribution Of FD, UD and control group according to eating fast data 

Eating Fast 
 

FD 
n (%) 

UD 
n(%) 

Dyspepsia (–) 
n (%) 

Under 20 min 1 (5.6) 11 (23.4) 6 (8.7) 

20 min and more 17 (94.4) 36 (76.6) 63 (91.3) 

p:0.043 ki-square:6.311. 
In the UD group, a meal duration of less than 20 minutes was identified as a risk factor (p:0.043). 

 

Discussion 

Despite the widely held belief that digestion begins in 
the mouth,5 supported by numerous dental studies 
suggesting a correlation between oral health and 
gastrointestinal disorders, the complexities of this 
relationship require further investigation.3,7,8 A review of 
available online resources reveals a consensus among 
both dental professionals and the general public, in our 
country and internationally, regarding the existence of a 
direct link between oral health and digestive system 
diseases. Dyspepsia, a prevalent symptom of digestive 

disorders, significantly impacts quality of life. To assess 
the severity of dyspepsia, the Glasgow Dyspepsia Severity 
Score was developed by El-Omar et al. with higher scores 
indicating more severe dyspepsia.13,27 To date, there are 
no studies in the literature directly comparing the 
Glasgow Dyspepsia Severity Score with dental health data. 
In our study, no statistically significant associations were 
found between dyspepsia severity and variables such as 
age, gender, BMI, smoking, alcohol consumption, 
frequency of tooth brushing, dental erosion, oral mucosal 
inflammation, or the number of missing, decayed, or filled 
teeth. This lack of association suggests that commonly 
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presumed lifestyle or oral health factors may not play a 
direct or measurable role in the severity of dyspeptic 
symptoms. It also implies that dyspepsia may be 
influenced more by intrinsic gastrointestinal or 
psychosomatic factors rather than external demographic 
or oral health-related variables. 

It has been demonstrated that reduced chewing 
function can affect food intake and contribute to an 
increased prevalence of gastrointestinal diseases.5 Tooth 
loss is the most common cause of impaired chewing 
function.28-30 Adibi et al.31 investigated the relationship 
between functional dyspepsia (FD) and tooth loss. While 
no significant relationship was found between tooth loss 
and FD, a notable association was observed between 
tooth loss and early satiety, a key component of FD. While 
Adibi’s study focused on middle-aged adults, our research 
included a broader age range (18 to 75 years). In contrast, 
Hattori et al.32 reported that the reduction in food 
grinding efficiency due to missing teeth does not 
significantly impact gastrointestinal digestive function. 
Although the current study is limited by its small sample 
size and the inclusion of primarily young, healthy males, it 
benefits from a diverse age range and patient population. 

Carretero et al.5 also reported a strong correlation 
between the number of antagonist teeth and chewing 
performance, but found only an association between 
chewing performance and functional dyspepsia. This 
suggests that the rate of food breakdown may be a more 
critical factor for dyspepsia patients than the number of 
antagonist teeth. In the current study, the number of 
missing teeth in the FD group was 5.05 ± 4.48, compared 
to 4.67 ± 4.55 in the control group, with no statistically 
significant difference observed between the two groups. 
This finding indicates that tooth loss, a potential marker of 
long-term oral health status, may not be distinctly 
associated with the presence of functional dyspepsia. 
Although tooth loss is often linked to nutritional 
compromise or systemic inflammation, our results 
suggest that it may not serve as a reliable indicator of 
gastrointestinal functional disorders like FD. 

Several studies have demonstrated an association 
between dietary behaviors, such as irregular eating 
patterns and fast eating, and an increased risk of chronic 
uninvestigated dyspepsia (UD). Keshteli et al.33 found a 
link between moderate-to-fast eating speeds and chronic 
UD in a study involving 4,763 Iranian adults. In our study, 
a statistically significant relationship was found between 
eating within less than 20 minutes and UD (p = 0.043). Few 
studies have examined the relationship between FD and 
eating speed. A study involving young women found no 
significant difference in eating time between FD patients 
and controls.34 However, our study differs from others by 
including both genders. In our cohort, 6% of the FD group 
(n = 24) finished an average meal in 10–20 minutes, while 
61.5% of the control group (n = 67) did the same. No 
meaningful connection was observed between meal 
timing and FD (p = 0.686). 

Dental erosion, primarily caused by vomiting, 
regurgitation, or the consumption of acidic foods, has 

been identified as one of the extraesophageal symptoms 
of gastroesophageal reflux disease (GERD) in the Montreal 
Definition and Classification of GERD.20 However, in our 
study, no relationship was found between UD and dental 
erosion. A significant relationship has been reported 
between dental erosion and functional dyspepsia in 
patients with a history of eating disorders.35 No other 
studies investigating the link between dental erosion and 
FD exist in the literature. Our findings suggest that acidic 
attacks do not play a significant role in this context. 

Tooth brushing plays an important role in maintaining 
oral hygiene, and poor oral hygiene is a common cause of 
chronic periodontitis. The potential overlap in symptoms 
between reflux and functional dyspepsia may complicate 
the diagnosis. GERD can lead to poor oral hygiene due to 
the upward migration of gastric contents.22,36 In our study, 
the frequency of tooth brushing was assessed as an 
indicator of oral hygiene, but no relationship was found 
between tooth brushing frequency and functional 
dyspepsia. This suggests that general oral hygiene 
practices, at least as reflected by brushing habits, may not 
have a measurable impact on the presence of FD. It is 
possible that more specific oral health parameters, such 
as periodontal status or microbial composition, might be 
more relevant in evaluating potential links with 
gastrointestinal functional disorders. 

Oral mucosal inflammation, assessed in areas such as 
the tongue, bilateral buccal mucosa, hard and soft palate, 
upper and lower vestibules, and the oral floor, was 
characterized by hyperemia, erosion, and ulcer presence. 
Diseases like pyostomatitis vegetans, associated with 
conditions such as ulcerative colitis, are known to cause 
significant changes in oral mucosa. A correlation between 
oral mucosal inflammation and GERD has also been 
reported.20,24,25 However, no studies in the literature have 
investigated the relationship between FD, UD, and oral 
mucosal inflammation. In our study, no significant 
relationship was found between the severity of oral 
mucosal inflammation and FD. However, a notable 
correlation was found between oral mucosal 
inflammation and UD (p = 0.007). 

Zahedi et al.37 reported no relationship between the 
DMFT index and gastric histopathology, suggesting that 
the slower decolonization of bacteria in the teeth, 
compared to the periodontium, may explain this lack of 
association. Our study also found no statistically 
significant differences in the number of decayed teeth 
between the FD group (1.0 ± 1.5) and the control group 
(1.5±2.6). However, subgroup analysis revealed a 
significant association between uninvestigated dyspepsia 
(UD) and the number of decayed teeth (p = 0.029), 
suggesting that individuals with undiagnosed or less 
managed gastrointestinal complaints may exhibit poorer 
oral health. Furthermore, while the average number of 
filled teeth was higher in the FD group (5.9 ± 6.9) 
compared to the control group (4.8 ± 5.1), this difference 
was not statistically significant. These findings imply that 
although overall dental caries experience (as measured by 
decayed or filled teeth) may not distinguish FD patients 
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from healthy individuals, certain subtypes of dyspepsia 
might be linked to untreated dental issues, possibly due to 
lifestyle factors or healthcare accessibility. 

This study has several limitations. First, functional 
dyspepsia is a condition that is difficult to diagnose 
clinically, as its symptoms overlap with many other 
gastrointestinal disorders and it is not often considered 
among the primary differential diagnoses. This may lead 
to reliance on subjective clinical judgment and the 
potential for diagnostic variability. Furthermore, the 
limited and unequal sample size in both the study and 
control groups may have restricted the statistical power 
of the analysis and reduced the generalizability of the 
findings. Future studies involving larger and more diverse 
populations are needed to enhance the accuracy and 
reliability of the results. 

Conclusions 

This research represents one of the scarce cross-
sectional investigations in the literature that assesses the 
association between oral and dental health and dyspepsia 
by employing different oro-dental parameters. In our 
study, after excluding organic pathologies, patients 
diagnosed with functional dyspepsia (FD) were objectively 
assessed using standardized scoring systems for both 
dyspepsia and oral and dental health. Additionally, the 
same parameters were applied for validation in the 
uninvestigated dyspepsia (UD) group. The results of the 
present study revealed a statistically significant 
association between oral mucosal inflammation, eating 
faster than 20 minutes, and UD. However, no significant 
relationship was found between the number of missing 
teeth, eating speed, oral mucosal inflammation, dental 
erosion, decayed and filled teeth, and the severity of FD.  
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