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INTRODUCTION

Worldwide approximately 600 million people are
aged 60 years and over. This number will double by the
year 2025. By 2050, it will be 2 billion; 80% people are
living in developing countries.1,2 According to 1998
census of population of Pakistan was around 131 mil-
lion.3 Out of this 60 year olds constituted 5% of the

population which comes to about 6.5 million people.4

The health services and institutions imparting medical
and dental education however, have not grown at the
same rate as the population in Pakistan.

Poor oral health among old aged people is an
important public health issue and is a growing burden
to countries worldwide.5 There is emphasis on the
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ABSTRACT

Poor oral health among old aged people is an important public health issue and a growing burden
to countries worldwide. In Pakistan, there is paucity of data available regarding the oral health status
of the elderly. This study was aimed to describe oral health status of the elderly in Lahore district, by
assessing the dental disease prevalence in the 60+ age group. The current study was conducted in
Lahore district. The results of the study are based on 470 valid examination proformas. The mean age
of the total sample was 66.71+ 6.39 falling in the range of 60-91 years. Extra and intra oral examination
were carried out. All clinical findings were recorded on the standard World Health Organization (WHO)
oral health assessment form. Prevalence of periodontal disease as observed by Community Periodontal
Index (CPI) was almost 70% in the study population. Calculus, most frequent finding, was observed in
28% subjects, shallow pocketing in 23.25% whereas deep pocketing was reported in 18.75%. Mean
Decayed Missing Filled (DMF) score for the sample was 16.3 with females scoring higher than males.
Missing component constituted 86.5 % of the DMF score. 80% of the subjects did not wear any
prosthesis, while almost 11.85% wore either a bridge or a partial denture or both; and another 8.5%
wore a complete denture. Temporomandibular joint (TMJ) symptoms were reported by 11.25% of the
subjects whereas TMJ clicking was the most common sign observed in 38%. TMJ tenderness and
reduced jaw mobility was observed in 11.1% and 1.4% of the subjects respectively. Results of the current
study clearly indicate poor oral health status of the elderly in the study population of Lahore. The level
of unmet needs is very high hence; more attention needs to be given towards improving and maintaining
the oral health status of the elderly.
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general health of the elderly however the oral health is
far from optimal.6,7

In Pakistan, there is paucity of data regarding the
oral health status of the elderly. The only comprehen-
sive data in this age group is available from the
National Pathfinder Survey 2003.3 The current study
was aimed to look at almost the same variables and
determine trends in oral health in this age group in
Lahore district.

METHODOLOGY

The study was conducted in Lahore district of
Pakistan. The district of Lahore has been divided
administratively into six towns which have a total of
140 union councils each. The union councils of Lahore
were the primary sampling frame for this study. Multi

stage sampling technique was used. The study included
males and females of 60 + age group who attended the
medical and dental camp set up in union councils and
verbally consented to participate in the study. Natural
light was used for clinical examination.

All the teeth were examined wet at the time of
examination. Extra oral examination included assess-
ment of temporomandibular joint dysfunction, recorded
as signs (clicking, tenderness and reduced jaw mobil-
ity) and symptoms (reported complaints) being either
present or absent. Intra oral examination, carried out
with the help of dental mirror and CPITN probe,
included measurement of periodontal disease level,
dental caries and prosthetic status of the subjects. All
examinations were carried out by a single examiner
and the clinical findings were recorded on the standard
WHO oral health survey form.

RESULTS

The sample population comprised of 470 valid
examination proformas (270 males and 200 females).
The mean age of the total sample was 66.71+6.36
falling in the range of 60-91 years. Table 1 shows the
periodontal status of the elderly. Table 2 and 3 indi-
cate the temporomandibular joint assessment

TABLE 1: PERIODONTAL STATUS OF THE ELDERLY

Community Healthy Bleeding Calculus Pocket Pocket Excluded Not Total
Periodontal % % % 4-5 mm 6 mm or % recorded
Index % more % %

Male 10.3 1.1 31 27 19 13 0 270

Female 10.5 0.5 25 19.5 18.5 25.5 0.5 200

Total 10.4 0.8 28 23.25 18.75 19.25 0.25 470
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TABLE  2: TEMPOROMANDIBULAR JOINT ASSESSMENT

Temporo Mandibular TMJ TMJ TMJ Reduced
Joint Assessment symptoms clicking tenderness Jaw mobility

 (%) (%) (%) (%)

Male Yes 8.5% 32.5% 4.1% 0.37%

No 91.5% 67.4% 96% 99.6%

Female Yes 14% 43.5% 18.1% 2.5%

No 86% 56.5% 75.5% 97.5%

Total Yes 11.25% 38% 11.1% 1.4%

No 88.75% 61.95% 171.5% 98.55%

TABLE 3: DENTAL CARIES EXPERIENCE

Gender Decayed Missing Filled DMFT
(D) (M) (F)

Male 1.8 12.4 0.3 14.5

Female 2.1 15.8 0.2 18.1

Total 1.95 14.1 0.25 16.3
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and dental caries experience respectively where-
as, figure 1 highlights the prosthetic status of the
subjects.

DISCUSSION

The study reflects the poor oral health status of the
elderly. The prevalence of calculus in a population is
considered a measure of the oral hygiene level and
frequency of regular professional dental care.8 Calculus
was the single most frequently observed finding (28%)
in the present study.

Similar prevalence was observed in the National
data3 and studies conducted in India9 and Turkey10

reporting calculus as being the most frequently re-
ported finding. A high prevalence of pocketing (both
shallow and deep) was also observed in the subjects, in
coherence with studies carried out in Madagascar and
Chinese elderly.11,12 If this pattern persists a significant
number of edentulous elderly will result because poor
oral hygiene or high levels of dental plaque are associ-
ated with high prevalence rates and severity of peri-
odontal disease ultimately resulting in higher levels of
tooth loss.13 This was highlighted by the high missing
score of the mean DMFT. Higher DMFT scores of 20.2,
21.6, 25.1 and 25.4 have been reported in this age group
in both developed and developing countries.11,14,15,16 The
decayed component of DMFT score is however, half
that of the National data.3 This may be an indicator of
lower decay rates in this segment of population of
Lahore or an earlier treatment seeking pattern even
though the treatment most often rendered is extrac-
tion; a pattern consistent throughout the country

accounting for a high missing score. Similar
high percentage of missing teeth have also been
reported by studies conducted in Srilanka17 and
Brazil.18

Regarding prosthetic status, a large majority of the
subjects (80%) did not wear any prosthesis at all. A
small number however, were found wearing partial
(7.3%) and complete dentures (8.5%). These findings
suggest a high level of lack of perceived needs for the
compensation of lost dentition and are consistent with
the studies carried out in India .9 Apart from the
perceived need, financial considerations are also im-
portant; indicative of the fact that not many people can
afford the treatment unless subsidized by government
or perhaps made free altogether. For most of the
edentulous people, the loss of all natural teeth leads to
impairment, disability, handicap 19,20 and can some-
times contribute to temporomandibular joint disor-
ders.21 The TMJ dysfunction was also assessed in the
current study. A generally known fact is that the
number and severity of the patient’s symptoms and the
clinically diagnosed signs do not necessarily match.22

Similar findings were observed in the present study
where only 11% of reported symptoms were recorded
as compared to at least one sign of TMD observed in
38% of the subjects. These findings are consistent with
findings from other studies.3,23 The current study also
reported women having significantly higher preva-
lence of clinical signs and symptoms as compared to
their male counterparts. Similar statistics have also
been described by studies conducted in Saudi and
German population .24,25

Fig 1: Prosthetic status of the elderly
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CONCLUSIONS AND RECOMMENDATIONS

The current study clearly indicates the oral health
status of the elderly in Lahore is far from optimal.
Though efforts have been made to improve the health
care and health care system but unfortunately factors
such as diminished physical capacity and decreased
income, population growth and the lack of subsidized
facilities have prevented elderly to get timely and
inexpensive treatment. Government needs to acceler-
ate senior citizens health care programs and provide
them with the benefits they truly deserve so as to
improve the overall quality of life and well-being among
the elderly. Large nationwide surveys should be car-
ried out to give the most reliable picture of oral health
and care in the country.
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