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ABSTRACT

The objective of this study was to determine the oral health status of partially dentate patients
reporting to the Department of Prosthodontics, Khyber College of Dentistry, Peshawar. One hundred
and fifty patients were included in the study. The data were collected on special designed proforma.
Mouth mirror, dental explorer, periodontal probe, radiograph was used for oral health status assess-
ment. Eighty-six were males (57.33%) and 64 were females (42.67%). Their ages ranged from 14 to 70
years. Caries, gingivitis, periodontitis and number of missing teeth were more prevalent in illiterate
and primary level partially dentate patients. Oral health was worse in medically compromised pa-
tients. All diabetic patients had some degree of periodontitis.

Caries, periodontal diseases and tooth loss were more prevalent in medically compromised and

tlliterate partially dentate patients.
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INTRODUCTION

It is increasingly recognized that the impact on
quality of life (QoL) of disease and treatment of disease
and its consequences should be taken into account when
assessing health status and evaluating treatment out-
comes.!? Adaptive capacity and personal characteristics
appear toinfluence patient’s response to chronic disease.
This can result in reports which seem counterintuitive,
for example, the finding in a large German survey
that having fewer than 9 teeth had more impact on
health-related QoL (quality oflife) than having cancer,
hypertension, or allergy.? Therefore, clinical indicators
only are not sufficient to describe health status. This
is also true for oral diseases and its consequences for
oral health-related quality of life (OHRQoL).* The two
most prevalent oral diseases, caries and periodontal
disease often do not cause symptoms in early stages.
They seriously impair the quality of life in large num-
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ber of individuals and can affect various aspects of life,
including oral functions, appearance and interpersonal
relationship.®

Growing recognition of importance of QoL in the
field of dentistry has since led to the development of a
number of oral-health related QoL instruments.® The
need to consider oral health as integral part of health,
and the contribution of oral health to overall health
related QoL, has been stressed.” The Oral Health Impact
Profile (OHIP-14)is a 14-items questionnaire designed
to measure self-reported functional limitation, discom-
fort and disability attributed to oral conditions.? It is
derived from an original extended version of 49-items
based on a theoretical model developed by the World
Health Organization (WHO)® and adapted for oral
health by Locker.® In this model the consequences of
oral disease are hierarchically linked from a biological
level (impairment) to a behavioral level (functional
limitation, discomfort and disability) and lastly to the
social level (handicap). The OHIP-14, in spite of being
a short-questionnaire, has been shown to be reliable;®
sensitive to changes;!*!2and to have adequate cross-cul-
tural consistency.
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Traditionally, dentists have been trained to rec-
ognize and treat disease such as caries, periodontal
disease and tumors. Consequently, variousindices have
been used to describe the prevalence of these diseases
in the population. In dentistry, these indices include
Helkimo’s index of mandibular dysfunction!* and the
Community Periodontal Index of Treatment Needs
(CPITN)."* However, important as these objective mea-
sures are, they only reflect the end-point of the disease
processes. They give no indication of the impact of the
disease process on function or psychosocial well-being.
Furthermore, trends in disease processes are often not
related to objective indicators per se. For instance, the
prevalence of total tooth loss (edentulousness) varies
widely between various communities, from 36% in one
studyin New Zealand, to 1% in a Japanese population.!®
This strongly suggests that cultural and economic fac-
tors influence oral health care outcomes, as originally
suggested by Davis.”’

The objective of this study was to determine the
oral health status of partially dentate patients seen in
the Department of Prosthodontics, Khyber College of
Dentistry, Peshawar.

METHODOLOGY

This descriptive (cross-sectional) study was un-
dertaken in the department of Prosthodontics, Khyber
College of Dentistry, Peshawar from 14 February 2010
to 7" December 2012. Convenience sampling technique
was utilized for sample collection of 150 patients.
The inclusion criteria consisted of patients from both
genders, above the age of 15 years, having partially
edentulous areas in either or both jaws, patients with
medical conditions. Completely edentulous patients,
having mixed dentition and primary dentition stage,
uncooperative and unwilling patients were excluded
from the study.

After approval from institutional ethical review
committee, the data for this study were compiled from
the patients fulfilling the inclusion criteria visiting
the Department of Prosthodontics at Khyber College
of Dentistry, Peshawar. Informed consent was taken
from all patients on a specifically designed proforma.
History was taken, which was followed by detailed
clinical examination for oral status. Patient name, age,
gender, address, education level, socioeconomic status
and occupation wererecorded. Clinical assessment was
for systemic problems e.g. diabetes, arthritis, acromeg-
aly, Down’s syndrome, hepatitis etc. The medically
compromised patients were already diagnosed by their
physicians.

Caries were recorded using mouth mirror, dental
probe, orthopantograms, periapical radiographs. Gin-
givitis was recorded by noting the clinical features
i.e., pain, swelling, erythema and plaque on gingiva.
Periodontitis were recorded, detecting attachment
loss using periodontal probe, noting gingival recession
and root exposure. The collected data were analyzed
by SPSS version 17.0. Frequencies and percentages of
the variables were tabulated.

RESULTS

A total of 150 partially dentate patients were in-
cluded in this study. Eighty-six were males (57.33%)
and 64 were females (42.67%). The male to female ratio
was 1.3:1. Their ages ranged from 14 to 70 years with
a mean of 36.65+15.6 years. The most common age
group was third decade (26.67%). The details of age
distribution are given in table 1.

TABLE 1: AGE DISTRIBUTION

Age (years) n %
11-20 26 17.33
21-30 40 26.67
31-40 31 20.67
41-50 18 12.0
51-60 21 14.0
61-70 14 9.33
Total 150 100

TABLE 2: OCCUPATION OF PARTIALLY DEN-
TATE PATIENTS

Male Patients (n=86)

Occupation No. of patients %

Businessman 9 10.46
Doctor 2 2.32
Class IV 23 26.33
Teacher 5 5.81
Officer 13 15.11
Farmer 3 3.48
Laborer 11 12.8
Student 20 23.25

Female Patients (n=64)

House-wive 54 84.37
Student 10 15.51
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TABLE 3: ORAL HEALTH STATUS IN PATIENTS BY EDUCATIONAL LEVELS

Educa- Missing Teeth Gingivitis Peri- Plaque& Cal- Caries in Caries in
tional odontitis culus post. teeth ant. teeth
level No. N.o. pa-
Teeth tients
Illiterate 1-5 17 40(68%) 18(31%) Heavy =34 Upper=50  Upper=25
(n=58) 6-8 15 (58%) Lower=49  Lower=23
Medium = 24
9-10 12 (41%)
11-14 7
15-18 7
Primary 1-5 23 25(67%) 5(3%) Heavy =9 (24%) Upper=34  Upper=6
(n=37) 6-8 9 Medium = Lower=35  Lower=3
21(56%)
9-12 3
13-18 3
Secondary 1-5 22 21(65%) 6(18%) Heavy =12 Upper=30  Upper=6
(32) 6-8 5 (37%) Lower=28 Lower=2
Medium =
918 5 16(50%)
University 1-4 3 18(78%) 2(8%) Heavy = 0(0%) Upper=21  Upper=2
(n=23) 6-7 9 Medium = Lower=20 Lower=0
17(73%)

TABLE 4: ORAL HEALTH STATUS IN MEDICALLY COMPROMISED PATIENTS (N=33)

Disease No patients Gingivi- Periodontitis Calculus Caries in post. Caries in ant.
tis teeth Teeth
Asthma 4(12%) 2(6%) 2(6%) 4(12%)  Upper(U)=4 U=00
Lower(L)=4 L=0
COPD 8(24%) 8(24%) 8(24%) 8(24%) U=6 U=1
Diabetes 12(36%) 12(36%) 11(33%) 11(33%) U=12 U=2
L:12 L:3
IHD 3(9%) 1(3%) 0(0%) 3(9%) U=2 U=0
L=3 L=3
Epilepsy 2(6%) 2(6%) 0(0%) 3(9%) U=2 U=2
U=2 L=1
Hypertension 2(6%) 1(3%) 0(0%) 2(6%) U=2 U=0
L2 L=0

Fig 1 shows the educational levels of partially
dentate patients. Illiterate patients carry the highest
score. Table 2 provides the occupations of patients in
both genders. In females the house-wives (n=54, 84%)
were most numerous while in class IV were the males
(n=23, 26%). Table 3 presents oral health status in
partially dentate patients by educational levels. Oral
health is much better in university level educated
patients. Table 4 shows oral health status in partially
dentate patients with different systemic diseases. Di-

abetes has major impact on periodontal health. Fig 2
provides details about the cleaning habits of partially
patients. Tooth brushing was very common method.

DISCUSSION

Education has an important role in maintenance of
oral health.!® Plaunder® used randomized samples of
35, 50, 65 and 75year-olds, classified according to the
educational level: elementary school or higher, were
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Fig 1: Educational level of patients
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Methods Of Cleaning
Fig 2: Methods of cleaning teeth in patients (n=150)
identified. In 1091 subjects, anumber of characteristics
such as (i) number of teeth, (ii) periodontal attachment
levels (PAL), (iii) caries and (iv) occlusal function were
recorded. The number of remaining teeth was similar
for low educational and higher educational level in
the 35year olds (25.8 versus 26.6), but in the older
age groups low educational level had significantly a
larger number of missing teeth. The low educational
groups (except in 65year olds) exhibited significantly
more PAL loss. Low education had significantly fewer
healthy gingival units in all but the 75year age group.
In all age groups, low educational level had fewer in-
tact tooth surfaces and a significantly poorer occlusal
function. The frequency of tooth cleaning measures
did not differ between low educational level and high
educational level. This study report similar result to
the present study in which illiterate (31% periodontitis)
have more periodontal diseases than university level
(8% periodontitis) individuals. In current study number

of missing teeth and caries in illiterate outweigh that
of high educational level individuals.

Lawrence®studied the relationship between diabe-
tes mellitus and oral health status in Indians from the
Gilat River Indian Community in Arizona. This tribe
of native Americans has the world’s highest reported
incidence and prevalence of non-insulin dependent
(type 2) diabetes mellitus. The probing attachment
level, alveolar bone loss, age, sex, calculus, plaque and
gingivitis as well as the diabetic status was assessed
in 1,342 Indians who were at least partially dentate.
The prevalence and severity of destructive periodontal
disease was determined by measuring probing attach-
mentloss and radiographically apparent interproximal
crestal alveolar bone loss, two independent but cor-
related indicators of periodontal destruction. Diabetic
status was significantly and strongly related to both
the prevalence and severity of disease. Similar to Law-
rence’s study to current study showed high prevalence
of gingivitis (100%) and periodontitis (98%).

Wang?! conducted a case-control study of 306 COPD
patients and 328 controls with normal pulmonary
function on periodontal health, oral health behaviors,
and chronic obstructive pulmonary disease (COPD)
in China. Their periodontal status and respiratory
function were clinically examined and information on
oral health behaviors was obtained using a validated
questionnaire. Patients with COPD had fewer teeth
and a higher plaque index than the controls. Although
our study was not a comparative like Wang’s study
but partially dentate patients with COPD have high
prevalence of caries and periodontal diseases.

Shigli?? carried out a study on 365 patients, 58.9%
of the patients were completely edentulous, 41% were
partially dentate, of which 20.8% had lost their teeth
from caries, 11% from periodontal disease and 9.3% from
acombination of reasons. Mandibular first molars were
the teeth most frequently lost due to dental caries. The
maxillary left central incisor was most frequently lost
due to periodontal disease, followed by the maxillary
right central incisor. Present study reports similarity
as well as differences to Shigli’s study. No edentulous
patient was included in present study and missing
anterior teeth was mainly due to trauma; periodontitis
was the second common cause. The caries in posterior
teeth especially mandibular first molar was commonly
affected similar to Shigli’s study.

Abed Al-Hadi?®® evaluated the risk indicators of
tooth loss in Jordanian adults using 509 patients.
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The subjects were interviewed regarding demograph-
ics, social economic status, smoking habits, and oral
hygiene practices and then clinically examined by a
single examiner. The overall educational level of the
subjects waslow. More than 40% reported not brushing
their teeth regularly and 56% had had no professional
teeth cleaning during the last year. The mean number
of remaining teeth decreased significantly with age.
Men also had significantly fewer remaining teeth. Ed-
ucation and income were also significantly associated
with the number of remaining teeth. This study results
are similar to the present study. There were greater
tooth loss due to caries, periodontitis and trauma in
individuals having low educational level.
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