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Editorial

The issue 2, Volume 4 of Journal of Contemporary Dental Sciences (JCDS)
contains a wide range of Original and clinical case papers. Risk factors and
intensity of gingivitis among 6-13 years school going children has been
explored by Mahjabeen et al. Another original research by Dr. Suraiya and
her team compared dental caries status among rural and urban children.
Dental anxiety of orthodontic patients is investigated using Anxiety
assessment scales in a paper by Shahabuddin Ahmed. A research paper by
MBM Haque et al. discusses Tobacco use and betel quid related factors
among Bangladeshi Rural adults while Oral health related quality of life
among Bangladeshi population was the theme of a Cross-sectional study carried out by S Shahan.

This issue also includes interesting case reports on Management of Bimaxillary Median diastema
through interdisciplinary approach (Dr. MM Bhuiyan), Management of intraoral sinus by single visit
endodontic treatment (MAH Sheikh et al.) and Surgical Management of Verrucous Carcinoma at
Sapporo Dental College Hospital (SM Omar).

Professor (Dr.) Asad-Uz-Zaman BDS, DDS, PhD
Professor and Head

Department of Oral Pathology and Periodontology
Sapporo Dental College & Hospital

Chief Editor, Journal of Contemporary Dental Sciences.
Mailing Address: Plot-24, Courtbari Road, Sector-8,
Uttara Model town, Dhaka -1230, Bangladesh

Email: sdch@bol-online.com, asifkhan34@hotmail.com
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Original Article

Risk Factors and Intensity of Gingivitis among 6-13 Years Old Elementary School
Children in Dhaka
R Mahjabeen,! D Sharmin,2 N Anwar,3 SR Nawshin,* S Haque,> MH Khan$

Abstract

Purpose: Gingivitis or gingival inflammation is the most common and prevalent oral disease in children. The aim of the study
was lo investigate the related factors and evaluate the prevalence and intensity of gingivitis among the elementary school
children living in different areas of Dhaka city. Materials and Methods: A cross sectional study was conducted among 6-13
years old children from 3 randomly selected schools in Dhaka. The questionnaire comprised of 16 questions and the children
were interviewed based on those questions related to their age, gender, location, parent’s occupation, oral hygiene practice,
dietary habit etc. The clinical examination of gingival was carried out using a mouth mirror and periodontal probe. Results:
About 94% both of males and females were Jound to brush their teeth every day. 41.8 % students had mild gingivitis and 24.5
% was considered to have poor oral hygiene. The mean gingival index (Gl) was significantly higher in males of 6-9 years
than females (P< 0.05). Besides, there is no association between sex and plaque indices. But, a significant correlation was
Jound between dental caries, plaque and gingival scores in both age group (P <0.05) and also the level of socio-economic
status was highly associated with dmfi/DMFT and gingival index (P < 0.05). Males are 1.3 times (odds ratio [OR= 0.285])
more likely to have gingivitis compared with females. Similarly, children of 6-9 years old were 1.43 times more likely to have
gingivitis compared with the children of 10-13 years. Interestingly, it was found that, tooth brushing frequency was not
significantly associated with gingivitis. Conclusion: It was concluded that gingivitis has embedded its root among the

children of all socio-economic strata.
Key words: Gingivitis, 6-13 years children, risk factors
Introduction

Like most of the developing countries the prevalence
of dental diseases among the children are
considerably high in Bangladesh. Gingivitis is one of
the most common oral diseases in children and
adolescents. It is the inflammatory and recurrent
reaction of free gingiva without detectable bone loss
or clinical attachment loss.!2 It is stimulated by both
local and systemic factors.34 In case of children, the
dependency on adult for the maintenance of oral
hygiene is considered to be the most important local
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predisposing factor.2 Gingivitis is mostly caused by
the poor oral hygiene which facilitates the
accumulation of plaque, food debris and
micro-organism that gear up the inflammation. As the
children are fond of sweets and chocolates the risk of
the reaction between plaque, starches, sugars and
bacteria increases resulting in severe gingivitis.
Gingivitis is reversible with professional treatment
and maintenance of good oral hygiene but
periodontitis is irreversible. Sometimes the gingival
inflammation becomes so severe that it can develop
susceptible hosts into more alarming situations like
periodontitis, bone destruction and even tooth loss,

The condition is more significant among the children
having musculoskeletal disabilities or intellectual
disorders like Down syndrome, Autism who are not
able 1o maintain proper oral hygiene. It is due to the
negligence towards oral health of the parents or care
providers who are responsible for maintaining their
daily oral hygiene. When compared with other normal
children their oral and dental conditions have been
explored to be poorer. Gingivitis is commonly seen in
children during the eruption and exfoliation of teeth,
which is considered to be a physiological cause. But if
it is not managed carefully, it may result in discomfort
during brushing, mastication and cause restlessness
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in children. During puberty, it becomes significant due
to hormonal changes. Besides these reasons gingivitis
become exaggerated in cases of compromised
immunity, chronic illness and fevers like malaria,
chicken pox or measles. It is also seen in the children
having malocclusion and in the children using

orthodontic appliances and if proper measures are not
taken the condition deteriorates.

At present the high prevalence of gingivitis in children
is related to the higher consumption of western type of
diet including refined carbohydrates and poor oral
hygiene maintenance. In Dhaka gingivitis is mainly
exaggerated due 1o the lack of awareness, insufficient
knowledge, improper maintenance of oral hygiene,
lack of government funded policies and inadequate oral
health service providers. The current image of
gingivitis in Dhaka represents that is has already
become a public health problem. The situation can be
improved with regular dental visits, reinforcement of
oral health education. It is now essential to organize
more dental health programs to promote and instruct
the proper brushing techniques and healthy dietary
habit to prevent gingivitis especially targeting the
schools where we can instruct children, parents and
teachers at the same time. They are significantly
predisposed to gingivitis due to their dietary habit, poor
oral hygiene and also special physiological changes in
gingival tissue during puberty. Children cannot
verbalize the feeling of pain like adult, therefore,
prevention and early intervention should be
emphasized to avoid the acuteness of diseases. So our
study was conducted to find out the prevalence, risk
factors and evaluate the severity of gingivitis among
primary school going children in Dhaka which will
further navigate us towards the direction of prevention
of gingivitis in children.

Materials and Method

A cross-sectional study was conducted among 6-13
years children in Dhaka. A simple random sampling
technique was used to conduct the survey, We selected
three schools randomly in the urban area of Dhaka city.
Children were interviewed and examined by four
trained dental practitioners according to the queries of
the questionnaire. The questionnaire comprised of 16
questions based on the demographic status,
anthropometric  measurements,  socio-economic

L4 Ko2 gy 204
condition, dietary habit, oral hygiene practi

Ce, o
dental conditions of the children. Tl ang

At the first section of the questionnaire ¢,
questions regarding the age, gender, grade of chiidr:e
and occupation of the parents. For the Smio‘fCOnomj:
status of their parents we also took the help from the
parents and teachers. And then the children Were askeq
some question regarding the brushing !echniql,e‘

brushing time, tooth cleansing device and brushing
substance.

After that they were also asked some related questiong
about their dietary habit and nutrition.

Finally, the children were examined using mouth
mirror, sterilized instruments, Community Periodontg)
Index (CPI) probe, caries probe, disposable gloves and
masks. Standardized oral diseases indicators like
DMFT and Loe and Silness Gingival Index were
included in the questionnaire. The indicators included
gingivitis, oral mucosal abnormalities and also
decayed, missing and filled teeth. Four gingival regions
of gum (mesio-buccal, disto-buccal, mesio-lingual,
disto-lingual) in teeth were examined carefully.
Gingival index given by Loe and Silness in 1963
measures severity of gingivitis on a scale ranging from
0.1 to 3.0 (0.1-1.0: mild gingivitis, 1.1-2.0: moderate
gingivitis, and 2.1-3.0: severe gingivitis) 5. 6. And they

were coded respectively using the following signs -, +,
++, 4+,

The state of oral hygiene was evaluated as follows:
Good (plaque index 0.0 i.e. absence of plaque), Fair
(plaque index 0.1-1.9 i.e. presence of plaque) Bad
(plaque index 2.0-3.0 i.e. plaque seen by naked eye)7,

Statistical Analysis

Data were summarized as means, SD or percentages as
appropriate. Significance of differences in clinical
parameters by age group, gender was sought using
independent Student's t-test or ANOVA for continuous
variables (PI, CAl, and GI). To identify determinants
of gingival status adjusted for confounding in each age
group, ordinal regression analysis was carried out
using gender, mean PI, and mean CAI as factor or
covariates as appropriate. A p value of <0.05 was
considered as significant. All analyses were performed
using SPSS version 20.
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Results Table 2: Mean plaque index, gingival index, DMFT
Table 1: Frequency of tooth brushing (%) by children  scores in children
according to gender Age
Tooth brushing frequency (%) | Total 6-9 years 10- 13 years
Sex N Gender Mean+SD P Mean+SD P
Everyday | O Two-th imes
Tyday w::]? ;\:\:;;: ree limes | None Male Female |value | Male Female | value

Male 9319 3 5.1 5 | 196 DMFT 1.02£.737 | 8652687 |.105 | 789+696 | 91+.723 | 54

Female | 935 5 43 16 | 184 Plaque index |202+.766 | 1832732 | 314 | 1852724 [ 1.88£927] 391
In this above table, about 94% both of males and |[Gingival  [204+908 | 1.082.908 |.029 |2.06£958 |2.18%127 | .608

index

females were found to brush their teeth everyday, only
5% brush their teeth two -three per week and less than
2% of both males and females did not brush their teeth
at all.

| a8
a0 368
20 |
% 10
105 108
et B B
D —
Nomnal Muld Moderate Severe
Gugnitis  Gingivitis  Gingivitis
Gingival Status

Fig 1: Gingival status according to gingival index (GI)
The Gingival status was classified as Normal, Mild
gingivitis, Moderate gingivitis, Severe gingivitis. 41.8
% students had mild gingivitis, 10.5% had moderate
gingivitis, 10.8% had severe gingivitis while 36.8 %
had healthy gingiva.

= 413

40 24.2

30 24.5
% 20

10

0 Sl
Good Fair Poor
Oral Hygiene Status

Fig 2: Oral hygiene status according to plaque index
(PI).

Oral hygiene status according to plaque index (PI) in
Fig.2 was classified as Good, Fair, Poor. About 413 %
students had fair oral hygiene, 34.2% had good oral
hygiene and 24.5 % was considered to have poor oral

hygiene.

In this above table, mean gingival index (GI) was
significantly higher in males of 6-9 years than females
(mean: 2.04[SD: .908] vs. mean: 1.08 [SD:.908];
P=.029, less than 0.05). Whereas among the children of
10-13 years , females had higher mean scores
compared with males (mean: 2.18[SD: 1.27] vs. mean:
2.06 [SD: .958]; P=.608, not less than 0.05)

Table 3: Relationship between plaque and gingival
indices with mean DMFT/dmft scores

Plaque index Gingival index
o | e e |9l e
< = :E ol = S .?
d — o =2 - ™| o,
I =] laa] _
2 & 2| % w8 |/ &
Fels| s | 2|82 |9 4
\6 A+ + +l +|
t-uE e + i = +1 = -
=== 2| 2 | =2 HEIREE K
a = 4 - A = -
et =
m
s 8|8 |2l.l3]8|Y8.
Eez|l gl S| cs|&8[2]|S |8 HE
on +i +1 +1 - w| e J
=| 8 Lon Ni|io|lwl s w| el ©
a T g o — bl (= e (s
- =]

In this above table, there is significant correlation
between dental caries, plaque and gingival scores in
both age group (P <0.03).

Table 4: Relationship of DMFT/dmft, plaque and
gingival indices with level of socio-economic status

Level of socio-economic status
Mean+SD | Chi* P value
DMFT/dmft 0.92:0.718 | 0.304 | 0.000
Plaque index 1.90:0.761 | -0.002 | 0.969
Gingival index | 1.95:0.952 | 0.052 | 0.000

In this above table, it was showed that the level of
socio-economic status was highly associated with

dmft/DMFT and gingival index. (P < 0.05)
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Discussion

Our present study emphasizes on the prevalence and
intensity of gingivitis and oral behaviors among
elementary school children in one of the areas in
Dhaka. It is evident from our study that, about 41.8%
children are suffering from mild gingivitis. Similar
studies conducted in Tafelah, Jordan and Lucknow,
India reported that 69.9% school children aged 6-11
years and 71.11% school children aged 8-10 years
were suffering from mild to moderate severity
respectively.8:9 In our study we saw that the prevalence
of gingivitis is higher in boys rather than girls whereas
another study conducted in Irbid, Jordan!0 shown that
the frequency of brushing was significantly higher in
females than males. The underlying causes of the
higher frequency of gingivitis in case of boys are more
consumption of chocolates, sugar containing foods and
negligence towards brushing. On the other hand the
frequency is less in case of girls due to their grooming
and obedient nature. Another study in Sharjah reported
that, gingival inflammation noted to be higher among
girls more than 6 years old which was due to the early
onset of puberty compared to boys.!! Our study
depicted that about 41.8 % children of 6-13 years old
had mild, 10.5% moderate and 10.8% severe gingivitis
also complaining of gum bleeding during brushing
whereas, in Lithuania more than 50% of children of
11-15 age group complained of gum bleeding.'? This
study depicts that, the chances of gingivitis are less
among children using tooth brush and paste (P<0.001)
compared with the children who use neem stick and
ash, charcoal. In our previous study we had seen that,
tooth brush and paste were found to have reduced
chances of gingivitis (P <0.001) compared with other
tooth cleaning devices like ash, charcoal, ash.!3

In our study, we saw that, about 93.7% children brush
their teeth daily and 77.9% brush their teeth before
breakfast by using toothpaste and tooth brush. In
Tafelah, Jordan, 54.2% children brushed their teeth at
least once to twice per day 8. There tooth brushing was
not routinely practiced among the school children. In
Andhra Pradesh, India, 99.99% children used tooth
brush to clean their teeth and only 0.01% of them used
the finger for cleaning their teeth and none of them
used Neem stick. Moreover, 98% of the children used
tooth paste and tooth brush and only 2% of them used
tooth powder along with tooth brush there. In a

previous study conducted in Moulovi Bazar, Sylhe
showed that 7.2 % children used nothing but water 3¢
the only practice to keep their oral cavity clean. 404
children used ash, 29.2% used tooth powder, 12% useg
tooth paste and 11.2% used charcoal. In this study j
was also found that 76.8% children used to clean thejr
oral cavity once per day (mostly in the moming) and
followed by 23.2% twice per day. About 62.4% of
them did not use toothbrush.!*

Our study revealed that, 34.2% had good oral hygiene,
41.3 % % scored fair where 24.5% scored very poor in
oral hygiene maintenance. A study conducted in the
areas with high incidence of Noma in Nigeria showed
that only 8.3% children had good. 79.1% had fair and

12.6% had poor oral hygiene.!'

Another study conducted in Argentina6 reported that
the children from low income families show
significantly higher levels of gingivitis compared to the
children from middle and high income families and it
was due to the significantly less healthy oral health
practices and attitudes of low income families than the
middle or higher class families. In our study we found
that the level of socio-economic status was highly
associated with dmfyDMFT and plaque index (P <
0.05) and oral hygiene practice among the children of
medium class had the higher prevalence of gingivitis.

Similar studies of Roberts'®, Mitchell et. al'7 attributed
the beginning of deficient oral health status to the poor
socio-economic level. In Nigeria the prevalence of
gingivitis and calculus is lower in the private school
children of higher socio-economic class and the
prevalence is higher in public school children of lower
socio-economic class.!8 They reported that better oral
hygiene practice in children of higher class has reduced
the prevalence of gingivitis. In South Wales, a survey
presented the effect of socio-economic status on
gingival condition of 11-12 years old school
children.!? It described that the gingival bleeding
scores have an overall trend to increase from higher 10
lower socio-economic strata. While focusing on the
precipitating factors of gingivitis, wo main
predisposing factors could be enumerated for the
prevalence of gingivitis and periodontitis in case of
children.
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Firstly, oral condition of children is considered to be
very important during mixed dentition because the
deciduous teeth gradually exfoliate and permanent
teeth erupt which cause physiological, hormonal
changes in puberty and arise the circumstance for
prevalence of gingivitis. Secondly, the negligence of
the children and also parents towards maintaining
proper oral hygiene is also responsible for gingivitis.20
Conclusion

Our study magnified the association between gingivitis
and socio-economic backgrounds of the primary school
going children of Dhaka city. Here we have found an
inverse relationship between gingivitis and socio-
economic conditions. Similar findings from other
studies!32!1 conducted previously in Bangladesh
regarding gingivitis and periodontal condition confirm
the findings of our study. So for the betterment of
present situation of gingivitis in children proper
measures should immediately be taken without socio-
economic discrimination.
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Prevalence of Dental Anxiety of Orthodontic Patients using Anxiety Assessment Scalg
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Abstract

Purpose: Dental anxiety is the most common psychological condition seen in dentistry and. affects f’ significant Percentaq,
of the population. Patients undergoing orthodontic treatment go through some difficult time during the whole treatmen,
period. The purpose of the study was to determine the prevalence of dental anxiety of the patients undergoing orthodon,
treatment. Methods: A cross sectional study was carried out among 220 adult orthodontic patients following convenjep,
method of sampling from Orthodontia department of Dhaka Dental College Hospital and Bangabandhu Sheikh Mujip
Medical University, Dhaka from July 2014 to June 2015. Data following the questionnaire were collected by the
investigator. Dental anxiety of the respondents was assessed using Modified Dental Anxiety Scale (MDAS) and Modifieg
Dental Anxiety Scale for Orthodontics (MDASOQ) by the investigator. Results: More than three fourth (78.2%, n=172) of the
respondents stated that they were not anxious about their orthodontic problem. In assessment of anxiety using MDAS, 2229
(n=49) of the respondents were found anxious about their dental problems, only 0.5% (n=01) extremely anxious and res; of
them (77.3%, n=170) did not suffer from dental anxiety. In assessment of anxiety in orthodontic treatment by MDASQ
28.6% (n=63) of the respondents were found dentally anxious, 3.7% (n=08) extremely anxious and rest of them (67.7%.
n=149) did not suffer from anxiety. Conclusion: Dental anxiety was prevalent among patients seeking orthodontic
treatment. Female sex, increased age group, unmarried and low economic condition had significant (p<0.03) influence on

dental anxiety. Respondents’ self reported long duration dental anxiety was a contributor (p<0.05) to overall dental anxiery

(in both MDAS and MDASO scale).

Key words: Prevalence, Dental anxiety, Dental anxiety assessment scale, Orthodontic treatment.

Introduction

Dental anxiety is the most common psychological
condition seen in dentistry and affects a significant
percentage of the population.!-3 Prevalence of dental
anxiety is ranges from 10% to 20%.45Anxiety in
patients influences both the psychology (e.g. avoidance
of dental care) and the physiology (e.g. palpitations,
nausea) of the dental experience, which leads to a
variety of behaviors that impact dental care, such as
delay and avoidance of dental treatment. Dental
anxiety not only leads to avoidance of dental care, but
it may also affect individuals generally by causing
sleep disturbance, negative thoughts, and feelings of
low self-esteem and confidence.b Patients avoiding
dental treatment may have untreated dental disease
leading to poorer oral health, reduced dental visits and
consequently poorer oral health-related quality of
life.7-9 Treating anxious patients has been identified as
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one of the most common stressors of dentists along
with causing pain, running behind schedule, late
patients and heavy workload.!%Dentally anxious
patients are reported to be more challenging to treat for
several reasons such as harsh attitudes towards dental
personnel, more negative feelings about treatment, less
satisfaction with treatment.!""13Although dental
anxiety is undoubtedly present in dental practice, some
practitioners act as if dental anxiety does not exist. In
one survey about perceptions of dentally anxious
patients, about two-thirds of dentists thought that
anxious patients were somewhat or always a problem
and about one-third of the practitioners believed dental
anxiety was not an issue in dental practice,

Dental anxiety described by Klinberg and Broberg!5 as
a state of apprehension that something dreadful is
going to happen in relation to dental treatment or
certain aspects of dental treatment. Dental anxiety in
the context of orthodontic treatment therefore defined
as self-reported anxiety occurring in response to some
aspect of orthodontic treatment. The anxiety might be
initiated by orthodontic treatment, the anticipation of
such treatment, or due to factors associated with
orthodontic treatment. Although studies have assessed
several aspects of anxiety related to dental treatment,
there have been a few studies that have investigated
dental anxiety among patients receiving orthodontic
treatment.
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Despite the unknown prevalence of patients anxious
about orthodontic treatment, orthodontists anecdotally
report many cases of dentally anxious orthodontic
patients in their practice. The aim of orthodontics is to
achieve a functional and aesthetically harmonious
occlusion by permanently altering the position of
natural teeth. It can also help to look after the
long-term health of the teeth, gums and jaw joints, by
spreading the biting pressure over all the teeth.
Orthodontic treatment brings about many alterations in
the patient's life like in career opportunities, social
interaction and self-confidence. Person's dentofacial
appearance can have a significant improvement on the
overall quality of life.16.17 In the past, most
orthodontic patients were children. In recent years, the
demand for adult orthodontic treatment has grown
rapidly.

Self-report questionnaires are the most common
method of assessing dental anxiety and their reliability,
validity and uses are well documented.!8 The Modified
Dental Anxiety Scale (MDAS) was developed by
Humphris et al.!9 The scale has shown advantageous
psychometric properties in comparison with the
original Dental Anxiety Scale (DAS). Its reliability and
validity have also been proven to be adequate.20 One
of the advantages of the MDAS is that it requires less
time to complete compared to other dental anxiety
measures.!® Moreover, the scale does not increase
anxiety in respondents, regardless of the patient's initial
level of dental anxiety.?! Newton and Buckl8
recommended the use of the MDAS to measure dental
anxiety in adults in clinical dental settings and research
purpose. A modified version of the Modified Dental
Anxiety Scale adapted to Orthodontics (MDASO) is
applicable to assess anxiety related to orthodontic
treatment. The intent of modifying the MDASO is to
allow patients to clearly distinguish a visit to the
dentist from a visit to the orthodontist.22

By far no study has been conducted for assessment of
dental anxiety of orthodontic patients in Bangladesh.
Prevalence of dental anxiety as it relates to orthodontic
treatment has not been investigated. The aim of the
study was to determine the prevalence of dental
anxiety of the orthodontic patients attending at tertiary
level hospitals. Outcomes will create awareness among
the dental practitioners and help orthodontists identify
patients who are dentally anxious and facilitate

appropriate management and treatment of the patients
leading to symbiotic benefit of dental practitioners and
orthodontic patients.

Materials and Methods

A cross sectional study was carried out in the
Orthodontia department of Dhaka Dental College
Hospital, Dhaka and Bangabandhu Sheikh Mujib
Medical University, Dhaka over a period of one year
extending from July 2014 to June 2015. Total 220
adult orthodontic patients, 110 respondents from each
above mentioned study places, fulfilling the selecting
criteria were enrolled in the study following convenient
method of sampling. Research instruments were
Interviewer questionnaire, Modified Dental Anxiety
Scale (MDAS)!? and Modified Dental Anxiety Scale
adapted to Orthodontics (MDASO).22 Research
instruments were prepared and pretested in a private
dental college hospital and finalized after necessary
modification.

The Modified Dental Anxiety scale (MDAS) was used
to assess dental anxiety about specifics dental
procedures, The MDAS consisted of 5 questions with a
standardized answer scheme for each question ranging
from 1 (not anxious) to 5 (extremely anxious), with a
sum score ranging from 5 to 25. A score equal or
higher than 15 was identified an individual as dentally
anxious. Respondent was considered as extremely
anxious if the sum score was 19 or higher. A modified
version of the Modified Dental Anxiety Scale adapted
1o Orthodontics (MDASO) was used to assess dental
anxiety related to orthodontic procedures. The intent of
modifying the MDAS was to allow patients to clearly
distinguish a visit to the general dentistry from a visit
to the orthodontist. The MDASO consisted of §
questions related to orthodontic treatment, The same
answer scheme and scoring was used for the MDASO,
including l(not anxious) to S(extremely anxious) with
a sum score ranging from 5 to 25.

Data was collected in maintaining confidentiality and
privacy of the respondents by face to face interview
and recorded in a semi-structured questionnaire by the
researcher.
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and 11.0%(n=19) male. Fear of pain was contribyj,
factor for 23.8%(n=41) respondents among them
19.2%(n=33) were female and 4.6%(n=8) male,
Evoking stimuli, lack of proper information wq,
contributing factor for dental anxiety stated p,
12.8%(n=22) and 11.6%(n=20) respondeng
respectively.

Table 2: Contributing factors for dental anxiety of the
respondents (n=172)

Dental anxiety was assessed by the researcher using
the MDAS and MDASO scales. Data was checked and
edited after collection. Statistical analyses of the results
obtained by Statistical Packages for Social Sciences
(SPSS-21) software (SPSS Inc, Chicago, IL, USA).
The results were presented in tables and figures. The
statistical terms included in the study were mean,
standard deviation, frequency and percentage. The
relationships between different variables were analyzed
using the Pearson's Chi-square test. Statistical

§ s ; [ Contribuing factors Male | Femake | Towl |
significance was set at p<0.05 and confidence interval * (n) RCLL .Y
- 46%(%) | Y [ e |
at 95% level, all p value were two tailed. e e e | D |
Past bad experience 06%(h) | LD L TN ;
Results Uncanng professional 000 | 1V | 2w ]
Vicanous leaming BEUEEESERERLTR
Dental anxiety score of the respondents was presented Evoking sumuh IR [ e |' e |
[ - i | (mectonoeedlednll) | ‘
1; ;hch’l'ablc 1. According to MDAS, nearly one fourth o e S e AN | A { o
(22.2%, 2-49) respondents WBI’(?. dentally anxious and ¢ ool | oI | 2 | 3N |
(;nly 0.5%(n=1) extremely anxious. More than three ;MHMMrmum S | SR | e |
L o . - " 1 S —————pa——— - - v 4
ourth ('?7.3 7%, n=170) respondents were not anxious. Tock of proper mlormation | VSW0) | K119 | T16%0)
According to MDASQO, more than one fourth (28.6%, T e e S | R |

n=63) respondents were dentally anxious and 3.7%
(n=8) extremely anxious. Less than three fourth
(67.7%, n=149) respondents were nol anxious,

Table 1: Dental anxiety score of the respondents
according to MDAS and MDASO (n=220)

Frequency (n) l Percentage (%)
Modified dental anxiety scale (MDAS)

Dental anxlety score

14 ( Not anxious) Y O
15-18 (Dentally anxious 49 222
19 (Extremely anxious) I 0.5

Modified dental anxiety scale for orthodontics (MDASO)

14 ( Not anxious) 149 61.7
15-18 (Dentally anxious) 63 28.6
19 (Extremely anxious) 8 37

Contributing factors for dental anxiety was presented
in the Table-2. More than half (57.6%, n=99) of the
respondents stated costly and extensive treatment was
contributing factor for dental anxiety among them 44.8
%( n=77) were female and 12.8%(n=22) male. Doubt
aboul proper treatment was contributing factor for 35.5
%( n=61) respondents among them 26.8 %( n=46)
were female and 8.7 %( n=15) male. Hopeless/too late
1o do was contributing factor for 33.1 %( n=57)
respondents among them 22.1 %(n=38) were female

i SN '.

I Others: Non cooperation of family, Sude effect (adverse eftect) of
treatment

Association of dental anxiety according to MDAS and
MDASO with socioeconomic status of the respondents
was summarized in the Table-3. According to MDAS,
dental anxiety was found to be significantly (p<0.05)
associated with sex, age, marital status, occupation,
sell income and family income of the respondents.
Dental anxiety was more common in female (20.5%,
n=45), 25-29 years age group (10.0%, n=22),
unmarried (15.9%, n=35), student (14.1%, n=31), nil
sell income group (11.4%, n=25) and 1-20000 taka
family income group (10.0%, n=22). No significant
(p>0.05) association was found in education of the
respondents. According to MDASO, dental anxiety
was found to be significantly (p<0.05) associated with
sex, age, marital status and self income of the
respondents. Dental anxiety was more common in
female (27.3%, n=60), 25-29 years age group (12.3%,
n=27), unmarried (23.6%, n=52) and nil self income
group (15.9%, n=35). No significant (p>0.05)
association was found in education, occupation and
family monthly income of the respondents.

@ CamScanner


https://v3.camscanner.com/user/download

Journal of Contemporary Dental Sciences

Vol. 4, No.2, July 2016

Tab‘le 3: Comparative association of (P <0.05) dental
anxiety according to MDAS and MDASO with
socioeconomic status of the respondents (n=220)

Variables MDAS MDASO
Gender

(Male, Female) *P =0.003 *P=0,012
Age group in yrs

(18-20, 21-24, 25-29) *P=0.010 *P =0.044
Marital status

(Married, Unmarried, | *P=0.007 *P=0.010
Divorced/ Separated)

Education level

(SSC, HSC, Graduate,

Mas:erg) P=0712 P=0.750
Occupation

(Student, Service, Business,

Unemployed,  Housewife, | *P=0.001 P=0.097
Others')

Self income in taka

Nil, 1-10000. >10000 *P=0.009 *P=0.001
Family income in taka

1-20000, 2000040000, *P=0.030 P=0.096
>40000

1. Others: Tuition, Hand work 2. *P < 0.05 significant

Association of dental anxiety according to MDAS and
MDASO with self stated dental anxiety was
summarized in the Table-4 and Table-5. More than
three fourth (78.2%, n=172) respondents stated that
they were anxious about their orthodontic problem. In
Table-4, dental anxiety was found to be significantly
(p<0.05) associated with presence and duration of self
stated dental anxiety of the respondents. Dental
anxiety was more common in respondents who were
anxious about orthodontic problem (22.7%, n=50) and
in >24 months duration of anxiety (8.6%, n=19). In
Table-5, dental anxiety was found to be significantly
(p<0.05) associated with presence and duration of self
stated dental anxiety of the respondents. Dental
anxiety was more common in respondents who were
anxious about orthodontic problem (31.8%, n=70) and
in >24 months duration of anxiety (12.3%, n=27).

Association of dental anxiety according to MDASO
with dental anxiety according to MDAS of the
respondents was presented in the Table-6. Dental
anxiety assessed by MDASO was found to be
significantly (p<0.05) associated with dental anxiety
assessed by MDAS of the respondents. 21.4% (n=47)
respondents were dentally anxious in both MDAS and

MDASO.

Table 4: Association of dental anxiety according to
MDAS with self stated dental anxiety of the
respondents (n=220)

MDAS
. Not anxious | Anxious Total
Variables
(Score 14) | (Score 15) Sa!
% (n) % (n) % (n)
Anxious aboul
orthodontic problem
v P=0.001
s 55.5%(122) | 22.7%(50) T8.2%(172)
No 21.8%(48) 0(0) 21.8%(48)
Duration of dental
anxiety
< 6 months 28.6%(63) 2.7%(6) Id%(6) | P=0.001
6-12 months 168%(37) |  4.5%(10) 21.4%(47)
12-24 months 19.5%(43) 6.8%(15) 26.4%(58)
> 24 months 12.3%(27) 8.6%(19) 20.9%(46)

Table 5: Association of dental anxiety according to
MDASO with self stated dental anxiety of the
respondents (n=220)

MDASO
gy Not anxious Anxious Total
V bl
i (Score 14) | (Score 15) ot
% (n) % (n) % (n)
Anxious about
orthodontic problem
P=0.001
Yes 46.4%(102) | 31.8%(T0) | TR2%(17T2)
No 21.4%(48) 0.5%(1) 21.8%(48)
Duration of dental
anxiety
< 6 months 27.7%(61) 3.6%(8) 31.4%(69) | P =000
6-12 months 136%30) | 7.7%(17) 21.4%(4T)
12-24 months 17.7%(39) £.6%(19) 26.4%(58)
> 24 months B.6%(19) 12.3%(27) 20,9%(46)

Table 6: Association of dental anxiety according to
MDASO with dental anxiety according to MDAS of
the respondents (n=220)

Modified Dental Anxiety Scale for Orthodontics (MDASO)
Not anxious Anxious Total
(Score 14) (Score 15)
% (n) % (n) % (n)
Not anxious
(Score 14) 66.4%(146) | 10.9%(24) 71.3%(170)
Modified ;'"ﬂ{"ls
Dental Anxiety A
Scale (MDAS) (S:;::)S) 1.4%(3) | 21.4%(47) 22.7%(50)
TN 67.7%(149) | 32.3%(T1) 100.0%(220)
% (n)
Chi-square = 112,797, df =01, p value =000 |
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Discussion

Respondents were predominantly female (73.6%,
n=162). perhaps more females were seeking
orthodontic treatment. In our study females were more
likely than males to experience dental anxiety,
Armfield et al?3 research showed that 12% of males
reported dental anxiety in comparison to 20% of
females. Several other studies support the finding that
Women report more dental anxiety than men,2:15.24.25
In our study dental anxiely increased gradually with
age. Marya et al®S study showed that prevalence of
dental anxiety was seen mostly in the 20-30 year age
group (37.3%). Ammfield et al23 also reported that the
prevalence of dental anxiety increased gradually with
age. In our study lower income was associated with
dental anxiety. Ammfield et al.23 Doerr et al26 and
Roy>? also supported this finding and concluded that
higher income households had a lower incidence of
anxiety while lower income households had a higher
incidence of anxiety. In our study student were more
dentally anxious than others. The possible explanation
was that more than two third (n=153) of the
respondents were student and a large portion (n=117)
of them had no self income. In our study no difference
observed in educational level. Hakeberg et al27 also did
not find any difference between high and low educated
individuals.
Concerning contributing factors for dental anxiety,
more than half (57.6%, n=99) of the respondents stated
that costly and extensive treatment was contributing
factor. Doubt about proper treatment was contributing
factor for 35.5%(n=61) respondents. Hopeless/too late
to do was contributing factor for 33.1%(n=57)
respondents. Fear of pain (23.8%, n=41), evoking
stimuli (12.8%, n=22) and lack of proper information
(11.6%, n=20) was other contributing factors for dental
anxiety. In Rajagopal et al17 study most of the patients
felt that long duration of treatment (61.8%), lack of
information (12.7%) and fear of pain (11.2%) was the
important contributing factor for dental anxiety
followed by embarrassment, expensive etc. Roy22
found a positive correlation between dental anxiety and
patients' reported pain. Fear of pain associated with
dental treatment has been identified as a major
component of dental anxiety,!3

From the study it was revealed that respondents were
more anxious about their orthodontic problem than

Y

by Akmw o)
other dental problems. Average MDAS an4 MD
score of the respondents was 12,98 2445 ,
13.55 2.563. In our study prevalence of dental anxj y

was 22.7% (using MDAS) and 3239, (usi:‘!
MDASO). In Roy?? study reported Prevalence Weg

22.8% (using MDAS) and 18.7% (using MDASO,
The prevalence varies among the different Sludie;
depending on population sampled and dental anxiey
scales used. Klingberg and Brobergls Publisheq ,
review about prevalence of dental anxiety ranging from
5.7% t0 19.5% according to the different Studies.
According to review of adult dental anxiety by Heargp
et al,28 six studies using the Dental Anxiety Scale
reported prevalence between 10.2% and 16.29,. Other
studies showed that prevalence of dental anxiety was
ranges from 10% to 20%.%3 So far known, it was the
first attempt to address dental anxiety in orthodontjc
treatment in Bangladesh. More studies need to be done
to explore the prevalence of dental anxiety and exact
situation of the whole country.

Conclusion

Dental anxiety was more prevalent among patients
seeking orthodontic treatment, based on the percentage
of respondents being dentally anxious (22.7%) using
the MDAS and anxious about going to the orthodontist
(32.3%) using the MDASO. Socioeconomic
characteristics such as female sex, increased age group,
unmarried and low economic condition had significant
(p<0.05) influence on dental anxiety. Respondents' self
reported long duration dental anxiety was a contributor
(p<0.05) to dental anxiety.
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Oral Health Related Quality of Life
S Shahan!, MBM Haque

Abstract
Purpose: Currently there is a growing intervest in oral health outcomes in how c_)!'aa’ {ff’.ﬂ’mi: affects quality of life. The
the study was to describe oral health related quality of life among adilt ;mp:.r.-*unmr_!n'fng in a rural Icamm unity, Mery of
cross sectional study was carried out at Gafargoan upazila of M\'mfm.-;;'ngh district for a period of Jﬂﬂtlary 2;*13:,1
- ; ing purposive sampling method on the I,

December 2014, A 1oral of 600 respondents were selected followi 4= : : basis 3
ewer administrative questionnaire gng qualiy fineq
of li,

selection criteria. The research instrument was a prefested infervi
measuring scale. Results: Among the study population, 52.5% ( n=317) were female and 47.2% (n=273) ywop, Wiy 3
eral of the socio-economic Sy
n.!fi'q

mean oral health impact profile-14 (OHIP-14) added score was 10.87'6.63.5er of i
like age, educational status, occupation and income of the respondents were statistically significantly ASSociate g

inferior oral health related quality of life (at p value <0.05). The explanatory variables of oral health status like uses of gy,

brush and fluoride containing paste, sugar containing tea and health risk behavior were highly Statistically n'gmﬁra*
(p<0.0001). Binarv logistic regression model was used to identify the important p redictors (at p value <005) Re‘gu,':
consumption of sweeten foods (AOR 085; 95% C10.01 10 0.5) and sugar containing tea (AOR 0.12; 95% Ci 02 to 06y
and Uses of smokeless tobacco (AOR 13.5; 95% Cl 3.22 to 56.48) had more likely to develop poorer quality of life fQ&}
Conclusion: To ensure easy access of community people to receives dental care services from community healh mml
Behavioral change motivation programs and health education programs among the community people must pe Bf'.'ml

regulariy.\

Keywords: Quality of life, Oral Health Status and OHIP-14

Introduction

The World Health Organization (WHO) defined health
as "a state of complete physical, mental and social
well-being and not merely the absence of disease or
infirmity” (WHO, 1948). But the present concept of
health requires the inclusion of psychosocial aspects,
such as issues related to quality of life. The idea of
"quality of life" has been expanded recently, and its
improvement has also become a goal of the good
practices for health promotion and prevention of
disease.! Health related quality of life (HRQoL) is
considered a multidimensional concept; it refers not
only to individuals' physical well being but also to their
psychological and social well being.2 The impact of an
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individual's health on his/her daily activities can e
significant. Actions and interactions can be grealy
affected which in turn may further reduce the
individual's functionality and psychological wel
being.3 It is an emerging subject of importance during
recent years. Oral health status is the combination of
teeth status and supporting tissues and structures stafus.
The oral cavity is a portal of entry and the site o
microbial infections that affect overall health st
Oral health is integral part of overall health.*

Oral disease creates a major public health burdes
worldwide and receives inadequate attention in many
low and middle income countries.> Oral discas®
particularly oral cancers, periodontal disease, dentd
caries, and tooth loss are linked to emerging ch™
non-communicable diseases primarily because
common risk factors.3 It has considerable imp*!
individuals and communities in terms of pal" i
suffering, impairment of function and rﬂd“""ﬁd L
of life. Thus the individuals' oral health has SI*gmﬁ'ct 1
effect on overall health related quality of i
important to measure oral health rf:lalcd_fl“‘l ity
life.6 The term Oral health-related Quallty ok
(OHRQoL) is defined by individual af‘scssn; sicd
several oral health dimensions includin® coiﬂ .
dental function, tooth pain, psychological dis e o
and social impacts-all of which 2 ect
well-being.3

_d
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' It has considerable impact on individuals and
communities in terms of pain and suffering
[ k]

impairment of function and reduced quality of life.
Thus the individuals' oral health has significant effect
on overall health related quality of life, it is important
to measure oral health related quality of life.6 The term
Oral health-related Quality of Life (OHRQoL) is

| defined by individual assessment of several oral health

dimensions including physical dental function, tooth
pain, psychological discomfort, and social impacts-all
of which affect overall well-being.> Any oral health
related disorders/disease that could interfere with the
activities of daily life may have an adverse effect on
the overall health related quality of life.” Moreover,
oral-related behavior such as practicing good oral

- hygiene, having regular check-ups, and spending more

—r—

money on aesthetic dental care are motivated by
OHRQoL concerns.?

OHRQoL is a relatively new but rapidly growing
phenomenon. Over the past two decades several
authors have explored the evolution of OHRQoL and
documented the circumstances that have led to its
importance. The concept of OHRQoL is especially
vital to promote oral health care and access to care.? As

. a developing country Bangladesh, is not free from the

burden of oral diseases. Most of the people of this
country are not in a good socio-economic condition due
to various problems such as poverty, wages,
discrimination, want of essential goods and
commodities. So they are not concerned about their
oral diseases and effects of oral health problems in their
health related quality of life. The majority of oral
diseases can give rise to significant morbidity, resulting
in physical, social and psychological consequences

'~ which affect patients’ QoL.10

" Studies have shown that poor oral health has negative
" impact on daily life for substantial proportions of older

people.!! The negative impacts have been shown to be
particularly evident among elderly individuals who did
not use dental services on a regular basis.!2 In contrast,
Swedish studies have found that young women reported
the poorest OHRQoL.!3 In Finland, Lahti and
co-workers found that older individuals reported poorer
' OHRQoL, but young people with low education and
'those with missing teeth that had been replaced by
'removable dentures rated their OHRQoL as poor.12
There is limited knowledge of OHRQoL in Bangladesh.

13

In Bangladesh, epidemiological studies of oral health in
adults are scarce, and there is a single published article
about teeth status and oral health and
oral-health-related quality of life (OHRQoL) among
elderly. No published article on OHRQoL among
adults in this country. According to UN estimate in
2010, in total 166,280,712 populations, main bulk of
that population are adult 64.1%. If the proper care of
oral health is not taken in adults, in future they will
lead inferior quality of life. Therefore a study is
planned to describe the oral health related quality of
life, to assess the effect of socio-economic factors on
oral health related quality of life, to find out the
behavioral and lifestyle characteristics related to
quality of life in adult population. This study will help
the policy makers and implementers to know about the
socio-economic factors and oral health problems which
are related to QoL.

Materials and Methods

A cross sectional study was carried out in three union
of Gafargoan upazila, namely Char Algi, Gafargoan
and Datter Bazar, a sub district (upazila) of
Mymensingh is situated at the northern part of the
country. The study area was chosen purposively in
terms of accessibility to the respondents. Every
household was chosen in that selected area and adults
(19 to 65 years) by using purposive sampling method.
Respondents, who were present in the house during
data collection included as the participants of the study
but who were mentally and physically disabled,
suffered from chronic diseases, used illicit substances
and unwilling to participate excluded from the study.
The estimated sample size was 600 and period of study
was six months.

After giving complete description of the study to the
respondents, written consent in Bengali were taken
from the interested respondents. For those who could
not sign the consent form was read out and their thumb
prints were taken. They were informed of their full
right to participate and to refuse from the study. It was
assured to the respondents that no invasive procedures
will be employed on them. Prior to commencement of
the study, the research protocol was approved by the
ethical committee of the National Institute of
Preventive and Social Medicine, Dhaka, Bangladesh.

@ CamScanner



https://v3.camscanner.com/user/download

Oral Health Relared Qualiey of Life among rural Adudts m Bangladesh

Data were collected using pre-tested questionnaire,
consisted of socio-economic characteristics, oral
hygiene practice, health risk behavior. perception of
dental problems and oral health related quality of life.
OHRQL was assessed using the 14-item OHIP.10 Tt
comprises 14 items which were derived from the
original extended version of 49-items, these items are
subsequently transformed into seven dimensions based
on a conceptual oral health framework and derived
from the World Health Organization (1980).13 The
Cronbach's alpha values of the subscales were between
0.75 and 0.90 indicating the high internal consistency
reliability of the Oral Health Impact Profile.14 Five
points [ points] Likert's Scale was used to measure the
responses to the OHIP-14 items with the possible score
range. Five points are Very often = 4, Fairly often = 3,
Occasionally = 2, Hardly ever = 1, Never = 0. Lowest
score of OHIP-14 is 0 and highest score 56. Within
each dimension, coded response can be multiplied by
weights to yield a subscale scores.15

Data were cleaned and edited. Analysis was done using
Statistical Package for Social Sciences (SPSS) version
20.0. Respondents were divided into two groups by
dichotomized OHIP-ADD score; according to cut off
score which was set at 10 on the basis of the median to
identify a target group with inferior OHRQoL.
Statistical tests (Chi-Square) were performed to
determine the association between the socio-economic
characteristics and oral health related quality of life.
Association was also seen between oral hygiene
practices, health risk behavior, and perception of dental
problems factors with OHRQoL. To control the
confounder and to identify the important predictors, all
variable that were found significant in univariate
analysis (at p<0.05) were included in binary logistic
regression model and association was reported with
Adjusted Odds Ratio (AOR) with 95% CI, with p

value.

Results

The target was to collect data from the equal number of
male and female in total 600 respondents, but the male
(n=283) respondents were slightly less than half in
comparison to the female (n=317) respondents. The
mean age of the respondents both male and female was
39.92 years with standard deviation 13.27 years.
Majority of the respondents income were in between
10000 to 19000 taka, 37.17% (n=223) and 9000 taka

(n=212).least group of respondengs
income were 20,000 taka and abgye
population for research were aduits, ¢
percentage of the respondents having p,
teeth were 96.5% (n=579). Majority of
using denture 97.3% (n=584). Alo
respondents had suffered from Pain of
within last 12 months and 17% (n=

Ssllnﬁm!u
and below incoming respondengg Wer Y

0

any types of complain regarding teeth o, mo

(n=441) respondents had rated the
teeth and 76.3% (n=458) had rated the

of gum. Only 13.2% (n=79) were rated g

: ; <o
of teeth and in case of gum rating 11,2¢
respondents were rated as good condition (Table

Table 1: Distribution of the
condition (n=600)

i
102) Were fl‘Ec ;

POOr cond,
Poor

e
27.509, (3:;?3%
- As the 1 551
(Tabje g
Mber of

them w
St 83

Cre oy
(49g,

sc“fnfn;-l

Tom
uth, 35q

itigp
ﬂdilion
1)

respondents gy healy

Variables Distribution Nmﬂ‘ﬁﬁ"\_
resgnndemgu! age
Number of Less than 20 a1 — %)
natural teeth teeth 35
20 teeth and T“‘—-——-..
more 9 96.5
Uses of dentures | Present 16 _“ﬁ—-ﬁ
Absent 584 _“;ﬁ—-
Tecth or mouth | present 498 T
causes any pain |
or discomfort Absent 102 10 |
during past 12 :
months |
Self rating teeth | Good/very good 19 32 |
status — —
Fair ) 133
Bad/very bad 441 Ii8)
Self rating gum | Good/very good 67 12
i -
condition Fair P 13
Bad/very bad 458 76.3

Table 2: Distribution of the respondents eating
behavior (n=600)

Number of the respondents (n) and percentage (%)
Several times | Several timesa 5'1'::;“". m""
: adayloncea | week/once a week ;
Variahles day(everyday ) (weekly) m‘;;'::}
Freshfruitsand | 464(773%) | 124(207%) | 120
vegetable wﬁj"
2%, )
Bakery foods 192 (32.0%) 199 (33.2%) W
Sweet or sugar 143 (23.8%) 209 (34.8%)
containing foods -—Eﬁﬁﬁ
Cold drinks/juice | 40 (6.7%) 96 (16.0%) ]
Sugar added 213(35.5%) 78 (13.0%)
tea/coffee —
14
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Table 2 shows the percentages of having fresh fruits and vegetables everyday or several times a day were two

third of the total respondents 464 (77.3%), least them were never had vegetables 12(2.0%) and 124 (20.7)
participants were having once or several times a week. In total 391 (58.7%) respondents were taking bakery foods
regularly or several times a week and 209 (34.8%) of the respondents never or seldom had bakery foods. Sweet or
sugar containing foods were taken by 352 (58.6%) respondents and 248 (41.3%) did not like to have or could not
afford sweet or sugar containing foods. In my respondents almost half of them were taking sugar containing tea
regularly or occasionally 291 (48.5%). But rests of the respondents were not taking sugar containing tea 309

(51.5%).

Table 3: Association of socio-economic characteristics with Oral Health Related Quality of Life (OHRQoL)

Socio economic Respondents with inferior | . P-value Crude OR with
characteristics OHRQoL 95%Cl
Square

No (N %) Yes (N %)
Sex:
Male 137(48.4%) | 146(51.6%) 0.54 0.46 0.89 (0.64-1.22)
Female 163(51.4%) | 154(48.6%)
Education:
Iliterate 71(29.5%) 170(70.5%)
Below S.S.C 106(54.1%) | 90(45.9%) | 26:53 | 0.000% | 0.35(0.24-0.53)
SSCandabove | 123(75.5%) | 40(24.5%) | 7507 | 0.000* [0.14(0.09-0.21)
Occupation:
Unemployed 158(53.2%) | 139(46.8%)

12.07 | 0.000* 1.97 (1.34-2.89)
Day labourer 64(36.6%) 111(63.4%) 216 0.141 0.73 (0.48-1.11)
Service 78(60.9%) 50(39.1%)
Marital status:
Single 26(76.5%) | 8(23.5%)
*

T —e o Rl el et
Widow/widower 11(22.9%) 37(77.1%) ) i ’ i ’
Family type:
Nuclear 178(48.9%) | 186(51.1%) 0.45 0.504 0.89 (0.64-1.24)
Joint 122(51.7%) | 114(48.3%)
Characteristics Mean (SD) F P value
Age:
Below 30 years 17.66 (10.49) 66.364 0.000*
3049 years 23.04 (3.77)
50 years and above | 31.82 (12.86)
Income:
9000 and below 31.58 (12.53) 79.480 0.000*
10000-19000 24.07 (11.28)
20000 and above 16.24 (10.75)

*Significant at p value <0.05; OR= odds ratio; CI=confidence interval
Table 3 shows association between socio-economic factors included age, sex, education, occupation, marital

status and income with oral health related quality of life (OHRQoL). Chi-square test was done to see the
association but no association was observed between sex and family type with inferior oral health related quality

of life.
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Result showed that there was highly significant difference between the illiterate and _belt_aw S.8.C res
0.000) and the married and widow/widower group as well as labourer respondents with inferior ory he:lllhr:lh

quality of life (p=0.000). These differences were found to be statistically significantly associateq (p< 0‘05)
way ANOVA test was conducted to compare differences in the mean values of the age ang income :
respondents with Oral health related quality of life score. There was a statistically significant difference at l;:
0.05 level in the OHRQoL score with the three age groups [F (2,597) =66.36, p= 0.000]. Three income groy, -+
the respondents were statistically significant at the p < 0.05 level with the OHRQoL score [F (2,597 =7gs g
p=0.000] and each group differ significantly with one another group. A

Oral Health Related Quality of Life among rural .Iffm":'_x in Bunglades):

Table 4: Association of Oral hygiene maintenance with Oral Health Related Quality of Life (OHRQoL)

Oral hygiene Respondents with inferior Chi- P-value Crude OR with
maintenance OHRQoL 95%Cl1

No (N %) Yes (N %) Square
Cleaning of teeth
Once daily or less 92(32.5%) 191(67.5%) 65.55  0.000* 0.252 T
Twice daily or 208(65.6%) 109(34.4%) 0.180-0.355
more
Tooth brush use for cleaning
Yes 213(72.7%) BO(27.3%) 117.99  0.000* 6.733
No B7(28.3%) 220(71.7%) 4.710-9.624
Fluoride containing tooth paste use for clea ning teeth
Yes 167(77.7%) 48(22.3%) 102.65 0.000* 6.592
No 133(34.5%) 252(65.5%) 4.492-9.674

*Significant at p value <0.05; COR= Crude Odds Ratio; Cl= Confidence interval

Table 5: Important factors that contribute to oral health related quality of life from the binary logistic regression
model

Characteristics Wald’s P AOR 95% Cl for
value Adjusted Odds
Chi-Square Ratio
Lower UppeT—
30-49 years age of the respondents 3.882 049 0.244 0.060 0.993
Regular consumption of bakery foods 5.207 023 6.437 1.300 31.862
Regular consumption of sweeten foods 7472 .006 0.085 0.014 0.498
Weekly consumption of sweeten foods 5.786 016 0.124 0.023 0.680

lar consumption of sugar containing
o . 6.087 014  0.116 0.210 0.642
tea/coffee

Uses of smokeless tobacco 12.706 ro— —_— -

N
AOR= Adjusted Odds Ratio; Cl= Confidence Interval; Logistic regression: Cox & Snell R2= 0.61, Nagelkerke R™= ™
Chi-Square = 1.80,p < 0.05 (df8)
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Use of tobacco,Smokeless tobacco and betel quid among respondents

smokless tobacco habit
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betel quid habit
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Figl: Distribution of the frequency of harmful habits
respondents (n=600)

Two-third of the total respondents were not smoker 456
(75.7%) and rest of the one-third were regular or
occasional smokers. 327 (54.5%) respondents were
using smokeless tobacco and rest of them 273 (45.5%)
were not using. Among all these harmful habits, betel
quid regular or occasional users were more 408 (68%)
and never used 192 (34%) of total 600 respondents
(Figure 1).

On univariate analysis, the oral hygiene maintenance
factors like, frequency of cleaning tooth, tooth brushing
apparatus and uses of fluoride containing toothpaste of
respondents were statistically significantly associated
with inferior quality of life (p <0.05) (Table 4).

Several of the socio-economic, oral health status, oral
hygiene maintenance and health risk behavior related
variables were associated with inferior OHRQoL in the
univariate analysis. Hence a binary logistic regression
model was constructed to find out the important
predictors for OHRQoL adjusting the other factors. The
model was good at classifying correctly the inferior
quality of life (90.7%) and the not poorer OHRQoL of
the respondents (93.0%). The predictors in the model
showed that respondents who were regular consumping
bakery foods almost six times likely to be inferior

(Smoking. Smokeless tobacco and Betel quid) among

OHRQoL than the respondents who were not and those
who had weekly consumption of sweeten foods were
five times less likely to develop poorer Qol. Uses of
smokeless tobacco had a positive association with
infennor QoL (Adjusted OR= 13.5; 95% Cl= 32 10
56.5) (Table §).

S T—

In the current study, the oral health related quality of
life among females (52.8%) and males (47.2%) has no
a significant difference but the association between sex
and OHRQoL vaned. Men reported poorer OHRQoL
than women in the representative sample. But a study
conducted in Bangladesh showed that male had lowest
means score of OHIP-14 with best quality of life
related to the oral health compare 1o female
respondents.d A study conducted in Norwegian also
showed that Women reported poorer OHRQoL than
men in the representative .f\‘ample.2 Individuals with
higher education (S.5.C and above) was reported better
OHRQoL (75.5%). The tendency was not the same for
illiterate and below S.S.C level respondents, even
though the difference was statistically significant, The
present results are in line with those of previous studies
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References

and confirm that level of education is associated with

OHRQoL.!'¥ Inferior OHRQoL was more common
among the day labourer group (63.4%) than the group
of the unemployment respondents (46.8%). This was
finding is dissimilar among those Bnngladcshi elderly,
where the poorer QoL was common in the
unemployment groups.’ The important predictors for
inferior OHRQoL found in this study by the binary
logistic model is consistent with other studies. As the
study participants were adult, so majority of the
respondents had tendency of having regularly sugar
containing tea/coffee, almost 57.7% respondents were
showed poorer QoL. There is association between
smoking habit, smokeless tobacco habit and betel quid
consumption with inferior OHRQoL. In this study
67.4% of the smoker, 71.9% smokeless tobacco
consumer and 61.3% betel quid users were reported
with poor QoL. But the study was done in Bangladesh
reported that 50.9 % of elderly were taking betel quid
regularly which was less than this study.!”
The most important finding is the inferior OHRQoL
associated with oral health status and health risk
behavior. This might be due to availability, decrease
price of betel quid and increase the dependency level
towards these harmful habits. Although due to
gradually loss of teeth, some of the respondents started
avoiding betel quid. Therefore, educating these patients
about promoting good oral health and preventive care
will be crucial. Research also shows that certain
population segments are drastically underserved. This
study has some limitations. The respondents were
selected conveniently which may not be representative
of the whole population. Moreover, this study was done
in six months; usually more time is required to explore
inferior oral health related quality of life. Further
research and understanding of the psychological and
behavioral aspects of the Bangladeshi respondents are
required for developing behavioral change motivation
programs.
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Tobacco Use and Betel Quid Dependence among Bangladeshi Rural Adults
MBM Haque,'S Shahan2, MR Karim?, N Amin*

Abstract

Purpose: The use of areca nut (psychoactive substance) in betel quid is a common practice in the South-East Asian Region.
The assessment of betel quid dependence has become a global public health issue because of its adverse health
consequences. The aim of this study was 1o assess betel quid dependence among the users (with and withowt tobacco
additives) using the Betel Quid Dependence Scale (BQDS). Methods: A cross-sectional study was conducted among 400
adult betel quid users, selected by purposive sampling method on the basis of defined selection criteria. Data were collected
using a pre-tested interview administered questionnaire. Results: Overall 88.25% of the study respondents were dependent.
Of them, 90.2% of the respondents used tobacco and 72.1% did not use tobacco. Female respondents had greater likelihood
of dependence [Adjusted odds ratio (AOR) 4.32; 95% confidence interval (CI) 1.65 1o 11.33]. The respondents who passed
secondary or had higher level of education (AOR 0.13; 95% C1 0.04 10 0.45) were less likely to develop dependence while
those who used betel quid for a longer duration (AOR 1.12; 95% CI 1.05 to 1.18) and increased quantity (AOR 3.07; 95%
Cl 1.89 1o 5.00) had more chance of developing dependence. Conclusion: In this study, betel quid users with and without
tobacco additives were highly statistically significantly associated with dependence (p=0.0001). Betel quid dependence was
statistically significamtly associated with gender of the respondents, level of education, amount of betel quid consumed daily
and duration of use (p<0.05).

Keywords: Betel quid, areca nut, tobacco, dependence, Bangladesh. J Con Dent Sci 2016; 4(2):19-23

Introduction

Areca nut is ranked as the fourth most commonly
consumed psychoactive substance after tobacco,
alcohol and caffeine.! Almost 10% to 20% of the
people worldwide chew areca nut with betel quid.?
Betel quid is found to be practiced among the migrated
communities of Africa, North America and Europe but
it is commonly consumed in the South, Southeast Asia
and Asia Pacific regions.? In Bangladesh, betel quid is
traditionally used in social customs and cultural rituals.
Betel quid is a mixture of thin slices of areca nut
(supari) and slaked lime (calcium hydroxide) rolled in
a betel leaf.2 The prevalence of chewing betel quid in
Bangladesh is almost twice as more in the rural than in
the urban areas and three-fourths of the users like to
use tobacco in the form of zarda, gul, etc.?

Over 250 million people are smokeless tobacco users
in the South-East Asia region.5 In Bangladesh, men use
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both smoke and smokeless form of tobacco like
cigarette, bidi, zarda, sadapata, gul and khoinee but
women usually do not smoke but use smokeless
tobacco with betel quid.® More than six million people
are dying each year globally due to tobacco related
discases.”

Areca nut contains different alkaloids of which
arecoline is the principal alkaloid responsible for the
dependence.® Some of the essential components for the
diagnosis of dependence are tolerance, withdrawal,
loss of control and craving.? The arecoline acts as an
agonist and a stimulant for the central and the
autonomic nervous system, increasing the level of
noradrenaline and acetylcholine.!” The symptoms of
tolerance and withdrawal found among regular betel
quid chewers can be comparable to nicotine
dependence among smokers.!! The immediate effects
are rapid increase of facial skin temperature,
palpitation and sweating.!

Betel quid chewed without tobacco or lime has adverse
effects on both the hard and soft tissues of the oral
cavity, like attrition, damage to periodontal ligaments
and tooth mobility.!2 Many lesions (betel chewer's
mucosa, areca nut related lesion, quid induced lesion
and betel quid lichenoid lesion) and conditions (oral
leukoplakia, oral submucous fibrosis) are associated
with regular betel quid chewing with or without
tobacco which precede the development of oral
cancer.!3
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The International Agency for Research on Cancer,
classified areca nut alone as a Group | carcinogen
(carcinogenic to humans).'* Combining tobacco
(another carcinogen) with betel quid increases its risk
further for premature death and illness, so chewing
betel quid and tobacco has become an important public
health problem.!S The areca nut alkaloids are
converted into areca nut specific N-nitroso compounds
which are responsible for oral cancer, its precursors
leukoplakia, lichen planus and oral submucous fibrosis,
other cancers of pharynx and esophagus. !¢ Oral cancer
18 the second most form of cancer and cause of death
among men Inving in South-East Asia. Globally one
third of cancer cases are of oral cancer and one half
from the South-East Asian region. One of the
important factors contributing to this is the use of betel
quid and tobacco.!7

There has many researches on the epidemiological
aspect in the South-Asian countries but very few
studies focused on the behavioral and psychological
issues. Further researches in this field are required to
reduce the burden of oral health related diseases arising
due to betel quid use. Therefore the present study aims
to assess betel quid dependence among the users (with
and without tobacco additives) using the BQDS.

Materials and Methods

A cross sectional study was conducted in a selected
rural community of the Gaffargaon sub-district for a
period of six months. At 95% confidence interval with
5% precision and taking the prevalence of betel quid
dependence to be 40.5%, 8 the estimated sample size
was 370. Considering non-response rate and missing
data the targeted sample size was 400 respondents.

Prior to commencement of the study, the research
protocol was approved by the ethical committee of the
National Institute of Preventive and Social Medicine,

Dhaka, Bangladesh.

The respondents were selected by purposive sampling
method. After giving complete description of the study
to the respondents, written consent in Bengali were
taken from the interested respondents. For those who
could not sign the consent form was read out and their
thumb prints were taken. They were informed of their
full right to participate and to refuse from the study. It
was assured to the respondents that no invasive
procedures will be employed on them. Data were

collected using pre-tested questionnaire and by Visit
households, having male and female respondentg n
from 18 years to 60 years and those who useq at e
one betel quid daily in the last one year were incly
provided they gave their consent to participate i,
study. Respondents, who were mentally and thSiCally
disabled, suffered from chronic diseases, useq illc
substances and who were unwilling to participate Were
excluded from the study.

The questionnaire consisted of SDCiO'CCOﬂQmiQ

characteristics, pattern of betel quid use and yge of

different forms of tobacco. Betel quid dependence Wag

assessed using the 16-item BQDS. The question of

each item had a dichotomous answer that is "yes"

"no". For the answer "yes" the score was | and for the

answer "no" the score was 0. The total score rangeq

from 0 to 16. The respondents whose total score was

above 3 were defined as dependent. 18

Data were cleaned and edited. Analysis was done using
Statistical Package for Social Sciences (SPSS) version
20.0. Respondents were divided into two groups: betel
quid users with tobacco and betel quid users without
tobacco. Statistical tests (2) were performed to
determine the association between the socio-economic
characteristics and the pattern of use with the two
groups of users. Association was also seen between
these factors with betel quid dependence. To control
the confounder and to identify the important predictors,
all variable that were found significant in univariate
analysis (at p<0.05) were included in binary logistic
regression model and association was reported with
Adjusted Odds Ratio (AOR) with 95% CI, with p
value.

Results

More than half of the total respondents were females
i.e. 224 (56%) and the male respondents were 177
(44%). The average age of the female respondents was
41.21 10.76 years and the male was 43.47'11.74

years.
About 353 (88.25%) of the total respondents were
found to be dependent. Of them, 90.2% of the
respondents used tobacco and 72.1% did not use
tobacco.

Out of the 400 respondents, 357 (89.25%) used
tobacco in different forms with their betel quid and 43
(10.75%) did not use tobacco.
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of these tobacco users, 281 (70.25%) of the
respondents used only smokeless form of tobacco with

Table-2: Association of socio-economic characteristics
with betel quid dependence score (n=400)

their betel quid and 27(6.75%) only smoked but did not = Total betel quid
use smokeless tobacco and 49 “2'25%) of the g‘ dependence score " 3 COR with 95%
dent d otk : g Score  |Score 4 and [ Chi ] Cl
respondents use th forms of tobacco (Figurel). 3. 3points above =
5—";- n (%) n (%)
-3 Sex
tMale 28 (15.0%) 148 (84.1%]) 5.24 | 0.02°* [ 2.04 (1.1-3.79)
Female 19 (8.5%) 205 (91.5%])
Age (in years)
g ™ tLess than 35 | 17 (15.5%) 93 (84.5%) 4.33
§ | 3549 19 (13.4%) 123 (86.6%) 022 | 0.63 | 1.18(0.58-2.40)
s | 50 and above | 11{7.4%) 137 (92.6%) 4.03 | 0.04* | 2.28(1.02-5.08)
b ) Education
| T Illiterate 18 (8.2%) 201 (91.8%0) 17.64
Below 11(9.4%) 106 (90.65) 0.14 [ 0.71 | 0.86 (0.39-1.9)
Sccondary
el : Sccondary 18 (25.1%) 46 (71.9%)15.78 | 0.000* | 0.23 (0.11-0.47)
D'_.“N" '\""'!-'-r___'ﬂlllnl ulv' o I-l. and above
Torm of tabacce i e 8 H
Farms of tobac d with M
RS Send wich Baral autl t Unemployed | 17 (8.0%)196(92.0%)| 7.05
i s SEC i . Day labourer | 17 (14.2%)103(85.5%)| 3.13 | 0.08 [ 0.53(0.39-1.9)
Fig.1: Distribution of the forms of tobacco used with Service 13 (19.4%) 54 (80.6%) 6.54 | 0.01*]0.36(0.11-047)

Chi2= reference category: *=Significant at p value <0.05; COR=
Crude Odds Ratio; Cl= Confidence interval

Table-3: Association of the pattern of betel quid use
with betel quid dependence score (n=400)

betel quid by the respondents

Table 1 shows pattern of betel quid used by the two
groups of betel quid users. There was a significant
difference with frequency and quantity of betel quid

used daily between these tw? groups .(p<.0_-05)- Chenceeristics _J,I"“'J:::;';‘:L : P——
However, there was no statistically significant Score | Scored | ChI" | value
difference with the socio-economic characteristics ol ey
between the two groups (p<0.05). Taubacco w atatus
Sk . TWithout tobacco | 12 (27.9%] 31 (72.1%] 1213 ] 0.000° [ 3.56 (1.68-7.56) |
Table-1: Association of pattern of betel quid use  [Wihwbicco | 35(0.8%) [322902%] [
between the two groups of the respondents (n=400) Mﬂw"‘” il
Characteristics| Groups of the respondents N No 333790 |74 (6. 3% | 17.67] 0.000° | 361 (1936.76) |
Betel quid | Betelquid | o | 3 L] M ON) RO PY)
without | with tobacco | g Ej'-:"'“‘“"’:u“ s R [
) times or less 0(28.0%) (72.0%) | 24.
kobaoco n{ %J l'l(/o) More than 3 6(9.2%) | $9(908%] 822| 0.004* 1.82(1.53-9.54)
wﬂm %?‘ds 1 (0.5%) [191(99.5%) | 17.83 0,000* | 74.16 (10,05-547.4)
Less than 10 | 17 (10.8%) [ 140 (89.2%) | 0.60 | 0.74 - : - :
9 1 an 37(23.6%) | 120(76.4%) | 27.78
10:29 - (9'6:/’0) - (92';.;?) l;‘f;;!h . '}ti.:%’l 150 (95.5%)] 19.28 | 0.000* | 6.61(2.85-15.35)
30 and above | 11(12.8%) | 75 (87.2%) 30 and sbove 3(3.5%) |3 (96.5%) | 1207 0.001° 8.53(2.55-28.59)
Age at initiation (in vears) [Age atini ;
tLess than 20 0(0.0%) | 108 (100% 0.18
Less than 20 9 (8.3%) | 99 (91.7%) 142 | 0.50 Tczs; = 33(15.2%) | 123 (838%)] 000 099 000 |
20-29 15 (10.3%) [ 130 (89.7%) 30 and above 25(17%) | 122(83%] 000] 099 0.00
A% ity i
30 and above | 19 (12.9%) |128 (87.1%) [FLess than 3 36.2%) | 35 (53.8%] 88.59] 0.000° 16.03
Frequency of use 3 and above 17 (5.1%) | 318 (94.9% (8.04-31.96)
3 times 29 (20.3%) | 114 (79.7%) 22.26/0.000% Chi2= reference category; *=Significant at p value <0.05; COR=
>3 times 6 (9.2%) | 59 (90.8%) Crude Odds Ratio; Cl= Confidence interval
All day 3(?.2%) 184 (95.8%) On univariate analysis, the socio-economic
uantity of “-‘%-!flﬂz%d‘;;) 78 (55%) [19.19 [0.0007 characteristics: gender, age, educational level and
13_es‘si lh;(;lv-’; 26((7.8‘34:) 3090209 occupation of the respondents were statistically
L significantly associated with betel dependence (p

* = gtatistically significant at p value <0.05

<0.05) (Table 2).
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Table-4: Predictors for betel quid dependence from
the binary logistic regression model

Predictors -\‘:"nlll (.'hlz_ P value | AOR (95% C1) 2

£ 7 —— 8.5 0.003 | 4.32(1.65-11.33)
Education 2,03 0,003 | 0.13(0.04-0.45)
(Secondary and

| above) =
Duration of use 1301 | 00001 [ 1.12(1.05-1.18)
Quantity of 2036 | 00001 | 3.07(1,89-5.00)

[ quidused | =

AOR= Adjusted odds ratio; Cl= Confidenc interval;
Logistic regression: Cox & Snell R2=0.30, Nagelkerke R2=
0.58, model Chi-Square = 1.80, p < 0.05 (df8)

Moreover, pattern of use related variables: type of
ingredients used, duration of use, frequency and
quantity of betel quid use were statistically
significantly associated with betel quid dependence.
The betel quid dependence was significantly different
between the two groups of tobacco users. Comparison
between the two groups showed that betel quid users
with tobacco were more likely to be dependent than
those who did not use tobacco additives. Among the
betel quid users, 322 (90.2%) were dependent taking
tobacco in either smoke or smokeless forms or both.
Whereas, the betel quid users 31 (72.1%), did not take
tobacco were found to be dependent (Table 3).
Several of the socio-economic and pattern of betel
quid use related variables were associated with betel
quid dependence in the univariate analysis. Hence a
binary logistic regression model was constructed to
find out the important predictors for betel quid
dependence adjusting the other factors. The model was
good at classifying correctly the betel quid dependent
respondents (97.2%) and the not dependent
respondents (48.9%). The predictors in the model
showed that female respondents were almost four
times likely to be dependent than male respondents
and those who had higher level of education
(secondary and above) were eight times less likely to
develop dependence. Increased duration of use had a
positive association with dependence (Adjusted OR=
1.12: 95% Cl= 1.05 to 1.18). Those who used greater
quantity of betel quid, they were three times more
likely to be dependent than others (Table 4).

Discussion
The most important finding is the high levels of betel

quid dependence in our sample of betel quig users

this study, 353 (88.2%) of the responde > In
points and above in the BQDS. This result iy dissim)

with the study conducted among male prig, -
(40.5%) in Taiwan using the BQDS I8

inconsistency could be that the sample in thig stug

consisted of incarcerated male prisoners with Previoy

experience of using betel quid. Respondents usins

tobacco with betel quid (90.2%) showed highi

dependence in comparison 1o users without tobaceg

(72.1%). This finding is similar to study dope j,

Pakistan where 78.1% "areca and tobacco’ users gng
67.2% ‘arcca’ users showed depenpence.!9 Ty,
important predictors for dependence found in b
study by the binary logistic model is consistent wigh
other studies. Female respondents had more chance of
developing dependence than male respondents which
is similar to the study conducted in the South,
South-cast and East Asia region.® Higher the level of
education lowered the likelihood of dependence. This
means by creating awareness and health education
programs, people will be less inclined to chewing betel
quid. Increasing duration and amount of quid used
were more likely to result in dependence. These
factors are similar to the study conducted in India
among patients having non-substance abuse related
psychiatric disorders.!! The possible explanation is
that there is an association of betel quid chewing fora
longer period of time and the use of increased quantity
of betel quid with dependency. This study has some
limitations, The respondents were selected
conveniently which may not be representative of the
whole population. Moreover, this study was done in
six months, usually more time is required to explore
dependence syndrome. Further research and
understanding of the psychological and behavioral
aspects of the Bangladeshi betel quid users is rchifcd
for developing behavioral change motivation

programs.
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Status and determinants of dental caries among urban and rural schoo] children y
comparative study |

A Suraiya,! F Sirazee.2 AKM Shalauddin,3 MASI Harun,4

Abstract
Purpose: Dental caries is the most prevalent and comp

lex chronic oral disease but yet oral health is often negle

Cled Withjy

the health care system. This cross sectional comparative study was carried out to determine the starus of dentgl cari
ey

between urban and rural children at the age of 15 years. Methods: Data was collected by face to face interview and ¢
examination by using semi-structured questionnaire and check list among conveniently selected 225 respondenys Fou

Micg)

selected urban place and rural place of Bangladesh. Results: By the study result it was found that sc CIO-€Conomie Status

urban was higher than rural. The extra oral condition of urban respondents was normal bur 8.3% from rural have Swelling
of face and jaw. Gingivitis was common problem in both urban (36.2%) and rural (52.5%) respondents’. It was foung rht;,
decayed upper teeth 95.8% in rural whether 88.6% decayed in urban. Most of the urban respondents’ r equired r CStoragjy,
reatment and very few pulp care but rural respondents require both treatments including extraction. Sweetmear and
chocolates were more consumed by urban respondents (46.7%) but they have good knowledge (88.6% ) and hygienic Practice
than rural respondents. Majority of urban people had visited dentist at any time but 98.3% respondents from rurgl Hever
visited. Conclusion: Awareness programme should be conducted on dental diseases for improvement of knowledge among
the target population. Maintenance of oral hygiene by using tooth paste and brush twice daily. \

Keywords: Caries, urban, rural, 15 years children

Introduction

Dental caries is one of the most prevalent oral diseases
of public health concern affecting adolescents, This
disease is ubiquitous in nature and progresses over
time in those affected, if timely preventive measures
are not undertaken. Untreated caries can result in pain
and adversely affect the individual's quality of life.!
Dental caries is a multifactor disease, caused by a web
of factors like micro-organisms, substrate, host, factors
related to the teeth and time. In addition, socio
behavioral and environmental factors have been shown
to be risk indicators for dental caries among
adolescents in both developing and developed
countries.
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The theme of the world health day of 1994, 1997, and
1998 were respectively, "Oral health for healthy life",
Healthy teeth for your life time" and "Healthy teeth,
bright smile”. Moreover it is also said that “Mouth is
the gate way of health”. So if we cannot take care of
oral cavity and its contents we cannot have a good
health. Tooth is one of the most important parts of the
oral cavity. It maintains the beauty of the face, helps in
mastication, chewing and digestion of food and it also
helps to speech. But no one can be sure of the real
value of the dentition to an individual since different
people have different attitudes towards their teeth, both
in terms of appearance and function.2

Dental caries is still the most common infectious
disease. In the United States, its prevalence is
estimated to be 5 times higher than that of asthma and
7 times higher than that of allergic rhinitis. There has
been remarkable progress in the reduction of tooth
decay (dental caries) in the U.S. over the past 30 years.
Nevertheless, dental caries continues to be a si gnificant
problem. During the past few decades, changes have
been observed in the prevalence and distribution of
dental caries in the population. This disease is endemic
in specific sectors of the population, especially the
economically disadvantaged.34

In developing countries, migration of people from rural
areas and urbanization brings about changes in lifestyle
and dietary habits which in turn can affect the oral
health status adversely.
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From the available studies, it can be estimated that a
large number of population ranging from 31.5 to 89%
were affected by dental caries in different parts of the
country. According to National Oral Health Survey
caries prevalence in India is 51.9, 53.8 and 63.1% at
ages 5,12 and 15 years respec[ive]y_ﬁ

The four most prominent noncommunicable diseases
(NCDs) - cardiovascular diseases, diabetes, cancer and
chronic obstructive pulmonary diseases - share
common risk factors with oral diseases, preventable
nsk factors that are related to lifestyle. For example,
dictary habits are significant to the development of
NCDs and influence the development of dental caries.
Tobacco use has been estimated to account for over
90% of cancers in the oral cavity, and is associated
with aggravated periodontal breakdown, poorer
standards of oral hygiene and thus premature tooth
loss.6

Dental caries is one of the most common disorder
affecting humans, with highest priority risk group
between 12 to 50 year of age. Environmental factors
such as education, socioeconomic status, life style and
dietary pattern can have a greater impact on caries
resistance or development.”

Dental caries and periodontal diseases have historically
been considered the most important global oral health
burdens. At present, the distribution and severity of
oral diseases vary among different parts of the world
and within the same country or region. The significant
role of socio-behavioural and environmental factors in
oral disease and health is evidenced in an extensive
number of epidemiological surveys. Dental caries is
still a major oral health problem in most industrialized
countries, affecting 60-90% of schoolchildren and the
vast majority of adults. It is also a most prevalent oral
disease in several Asian and Latin-American countries,
while it appears to be less common and less severe in
most African countries.6

Dental problems are a public health problem in
Bangladesh. Therefore, the dental caries status needs to
be identified by valid studies to assess the actual
distribution of the problem in the community. Because
of lack of awareness of the people the dental diseases
are increasing day by day.8

In Bangladesh, no study has been done on dental caries
among urban and rural children at the age of 15 years,
So it is the crying need of the country to have adequate
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information on the status of dental caries among the
urban and rural children and to take necessary
prevention program to fight against the dental caries.
Therefore, the proposed study has the importance to
identify status of dental caries among urban and rural.
The objective of the study was to determine the status
of dental caries among urban and rural school children.

Materials and Methods

This was an comparative type of cross-sectional study.
Khaja Ajmeri High school from Chittagong city and
Manikgonj Model High School at Manikgonj District
were study area. Both were Bangla medium
school.Gender, parents education, geogrtaphic
location,kowledge on dental caries, food habits,
cleaning practice of teeth, care seeking practice were
conceptual frame work of this study. 225 study
population were age of 15 with carious lesion of urban
and rural school student from selected High school
selected for this study. Respondents those who suffered
with physically and mentally illness and individual
respondents denying providing information were
excluded from study. Semi structured questionnaire
Observational checklist were used as data collection
tool. Questionnaire was finalized after pre-test which
included both closed and open ended questions.
Instrument was used (Dental mirror, Caries probe,
cotton, antiseptic solution) to asses the dental status of
respondents. After collection of data, all questionnaires
were coded and checked for completeness, correctness
and internal consistency to exclude missing or
inconsistence data. Data was entered in SPSS data
view and Data analysis was done through SPSS 16 and

EXCEL.

Results

The study showed that 41.9% male and 58.1% female
were living urban area on the other hand 42.5% male
and 57.5% female were living rural area.( fig-1).
Majority of respondents' fathers education level
graduate 74.3%, HSC 15.2% in urban but 60% father's
were illiterate in rural( table-1). Mother's education
level were graduate (63.8%) and HSC (24.8%) found
in urban and majority were illiterate (80.8%) and only
17.5% have primary school education in
rural(table-2).Majority of the respondents from rural
(58.3%) like rice and bread but majority (46.7%) from
urban like sweatmeat and chocolate
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Fig.-1: Distribution of the respondents’ gender by

geographical location (n=225)

Table-1: Father's Education Level of the respondents

W
Table-4: Materials and tools used to cleap t

he
the respondents (n=225) ee“'l:v,
|
w B Tools used to clean the ]
g'% teeth* Materials used for cleﬂﬂing*
& 8 I Pty e
g5 : ooth | Toot
8'3 Brush | Finger Others mee Lo | di
-_-_‘-___"_‘-~
T
Urban |103(98.1)] 2(19) | 00 | 101(%.2) 3(29) (g
Rural |41(342) | 73(60.8)| 6(5.0) | 23(192) 61(5[}-3)%
Chi2 =99.349 P value 0000 | ., 0~

Table-5: Action taken by the responden

(n=225)
Father's
Education Urban* Rural*
Level |
Graduate | 88 (83.8) 00
| HSC | 11 (10.5) 00
SSC | 0(0.0) 4(3.3)
| High school 2(1.9) 20(16.7)
| Primary School 2(1.9) 24 (20.0)
| Mliterate 2(1.9) 72 (60.0)

Table-2: Mother's Education of the respondents

(n=225)

durip
toothache (n=225) :
Action taken by [ =
the resppndcnl Utban* Rural* | Chi® andp |
during value
toothache
| _Gotoadentist | 59(56.2) | 0(00) |
Mouth ringing
with warm saline (204} 2(LD Clite
Take medicine R
from the 7(6.7) | 66(55.0) ;f_' 4
Pharmacy _ | -
Go to a Quack 1(1.0) 45 (37.5)
Others 000 | 7658 |
Table-6: knowledge on dental caries.
Knowledge 2 and P
on dgnlal Urban* Rural* Cmv:?ue
caries SRV
Yes 93(88.6) | 2(1.7) | chiz=1.734
P =0.000
No 12(11.4) | 118(983) |  df=!

Mother's | _‘
Education Urban* Rural*
level
Graduate 67 (63.8) 00
HSC 26 (24.8) 00
High School 1(1.0) 2(L.7)
Primary school 1(1.0) 21 (17.5)
Illiterate 10 (9.5) 97 (80.8)
Table-3: Type of food most like by the respondents
(n=225)

Type of food Chi2 and P
| most like Urban* Rural* value
. Rice, bread 7(6.7) 70 (58.3)
| Fish, Meat 2(19) | 23(19.2
| Vegetable, Fruits | 2(1.9) | 25(20.8) B A
. Dairy product, i
l fice, Soft dinks | 856429 | 2(1.7) PJfO,_ZTO

Sweetmeat,

Chocolates 49 (46.7) 00

urban like sweetmeat and chocolates. Meanwhile, Daily
product, juice, soft drinks were liked by 42.9%
respondents from urban, while, fish/meat ( 19.2%)
vegetable/fruits (20.8%) were liked in rural 1
statistically significant relation was found bf“";;}.
types of food and geographical location (p<0.

(Table-3)Maximum respondents from urban (98

8.1%)

. pl$
used brush and (96.2%) tooth paste while rBSP:‘::‘;
from rural used finger (60.8%) and tooth PO
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50.8%) for cleaning teeth. It was found to be statisti-
- W

l ificant (P <0.05). (Table-4)

cally sign

n case of action taken by the respondent during tooth-
ache, (36.2%) in urban area went to a dentist and 55.0%
of respondents in rural area took medicine from the
pharmacy and (1.7%) used mouth ringing with warm
saline water in rural area as well as 1.0% respondents
went to a Quack in urban area. It was found to be statis-
tically significant (P <0.05) (Table-5).

Incase of knowledge on dental caries among respon-
dents. (88.6) of respondents had known about it in
urban area but only (1.7%) knew in rural area. Majority
(98.3%) from rural area did not know about the dental
caries. It was found to be statistically significant (P

<0.05)(table-6).

Table-7: Condition of gum between urban and rural
area (n=223)

Condition of | (.. ' Rurap# | Chi?and P
oum value
14
No abnormal | 67 (63.8) (11.7)
Ulceration 00 7 (5.8)
Acute 12 Chi2 =
necrotizing 00 (10.0) 83.237
gingivitis y P =0.000
. 24 df =4
Abscess | 00 (20.0)
e 63
Gingivitis 38 (36.2) (52.5)

Table-8: Distribution of respondents according to
number of affected teeth (n=225)

The condition of gum of the respondents in urban and
rural area that include maximum respondents (63.8%)
from urban and 11.7% from rural have no abnormality
in the gum but Gingivitis was common problem in both
urban (36.2%) and rural (52.5%) respondents. Rural
areas respondents also suffered from ulceration (5.8%),
Acute necrotizing gingivitis (10.0%), Abscess (20.0%).
It was found to be statistically significant (P <0.05).
( Table-7) maximum respondents had problems on 1st
Molar teeth of all four segments such as 58.8% Upper
right, 59.9% Upper left, 60.4% Lower right, 62.0%
Lower left and similarly, 32.8%, 38.8%, 33.8%, 31.6%
in 2nd Molar teeth from all segments were affected.
Least of them have Ist pre molar and incisor teeth prob-
lems.

Discussion

The cross sectional comparative study was carried out
to identify the prevalence of dental caries among 15
years school children. Due to time constraint and
according to selection criteria, 225 respondents were
selected which was less than calculated sample size
384.The present study found that percentage of female
respondents were higher than male in both Urban and
Rural area. Regarding education level of parents,
majority of respondents fathers education level gradu-
ate 74.3%, HSC 15.2% in urban but 60% fathers were
uneducated in rural. The association between fathers
education level in urban and rural found to be highly
significant. Meanwhile, Mothers education level was
graduate (63.8%) and HSC (24.8%) level educated
mothers were found in urban and majority were unedu-
cated (80.8%) in rural. All of the respondents from
urban had normal appearance of the extra oral and
91,7% in rural area had normal appearance of the extra
oral condition but 8.3% respondents of rural had swell-

In case of the the condition of gum of the respondents
in urban and rural areas, maximum respondents
(63.8%) from urban and 11.7% from rural had no
abnormality in the gum but Gingivitis was common
problem in both urban (36.2%) and rural (52.5%)
respondents. Rural areas respondents were also
suffered from ulceration (5.8%), Acute necrotizing

No. of Upper Upper | Lower Lower ing of face and jaw.

affected teeth | right left right left
segment | segmenlt | segment | segment

I (incisor 00 00 00 2(0.8)
__ teeh)

4(1" pre 3(1.7) 00 00 00

molar)

5pre | 12(68) | 3(13) | 1(58) | 15(5.6%)
. molar) _

6(1" Molar) | 104(58.8) 1;429) (;06% 165(620) | gingivitis (10.0%), Abscess (20.0%).
| (59. ¥
10 Molar) | 58 (328) I9z¢33.31 93(33.8) | 84(31.6)
|
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Present study found more affected teeth among rural
respondents than urban. 1st Molar teeth of all four
segment were affected and 7th (2nd Molar) teeth from
all segments were similarly affected. In majority of the
respondents had 4th (1st pre molar) and incisor teeth
problems.

Dental status found that decayed was more prevalent
dental problems which was found more in rural than
urban. Similarly. filled with decay, fissure sealent miss-
ing teeth due to caries were prevalent problems. Mean
DMFT was 0.85 £1.50. Girls had significantly higher
Decayed Missing and Filled Teeth (DMFT) than boys
at ages 12 and 16 years (P = 0.027 and P<0.0001
respectively).

Therefore, types of treatment required also high among
rural respondents. The types of treatment required for
lower teeth in urban area, the maximum number
(44.10%) required Fissure sealent in urban but 33.3%
were from rural need to one surface filling. Similar
number (33.3%) of respondents required extraction and
Fissure sealent in rural area. The considerable number
of respondents (10.8%) required extraction, As a
whole, more treatment required for rural than urban
areas respondents. In the rural zone there were around

twice as many teeth needing treatment as in the urban
9
zone.

A statically significant was found between types of
food and geographical location. Another study found
that fee paying subjects in India are having more dental
caries prevalence as compared to non fee-paying
because fee-paying subjects are consuming more
sweels, more in between sugary meal, bakery products
as they belong to high socio-economic status, 10

Respondents from urban area Swish & Spit after and
brush teeth but all respondents from rural area do noth-
ing after taking chocolates. Respondents from urban
used brush (98.1%) and tooth paste (96.2%) whether
respondents from rural used finger (60.8%) and tooth
powder (50.8%) for cleaning teeth. Another study men-
tioned students who used fluoridated toothpaste were
found to have less caries. Boys who cleaned their teeth
with chewing sticks had more caries than boys who
used toothbrush and paste.1!

The action taken by the respondent during toothache by
where maximum number (56.2%) in urban area went to
a dentist and 55.0% of respondents in rural area took
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R
medicine from the pharmacy and only (1.7%) Sy,
and split with warm saline water in rural area as we]| 2
1.0% respondents went to a Quack in urban area,

Regarding knowledge on dental caries among respon.
dents, (88.6%) of respondents known about it in urbgy
area but the least number (1.7%) known in rural arey
Majority (98.3%) from rural area knew nothing aboy
dental caries. The level of knowledge had a positive
correlation with the caries levels amongst this cohorts,

The respondents of urban area had visited dentist at any
time but almost total (98.3%) number of respondents
had never visited dentist any time. Similar finding on
another study shows children who had received advice
regarding oral hygiene from a dentist or parent had
more sound FPMs compared to the children who did
not receive any advice.

Conclusion

Affected teeth due to dental caries were higher among
the respondents of rural area than urban area. Because
of their lack of knowledge (1.7%), poor oral hygiene

practice like only 19.2% used tooth paste and 34.2%
used brush and lower socio-economic status.

Though sweetmeat, chocolates are cariogenic food and
more consumed by urban respondents (46.7%) but they
had lower percentage of affected teeth due to caries due
to their knowledge was good on dental caries (88.6%),
good oral hygienic practice such as 96.2% used tooth

paste and 98.1% used tooth brush and higher socio-
economic status.
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Case Report

Management of intraoral sinus by single visit endodontic treatment : A case report
MAH Sheikh!, MMR Howlader2, AK Sheikh3, K Nahar4, SN Islam5

Abstract

Single visit endodontic treatment is one of the most advancing branch of Endodontics. It implies to cleaning, shaping anq
disinfection of a root canal system followed by obturation at the same appointment. It is now a day's very popular among
Dental Surgeons as well as patients. Previously, it was considered to be painful after obturation especially in non-vital tooth.
Burt now, with revolutionary changes in conceps, it is considered as a routine & painless procedure even in non-vital tooth
cases. This case report deals with management of intraoral sinus tract which was associated with upper right lateral incisor,
After 7days follow-up the patient showed relief from the complication and 6 months follow up x ray showed healing of

periapical lesion.

Key words: Intraoral sinus tract, Single visit endodontic (SVE) treatment

Introduction

Odontogenic sinus tract is one of the manifestations of
chronic dental infections which provides a path for
drainage of pus and infection. The opening of an
odontogenic sinus tract can be located either intraorally
or extraorally . It depends on the location of the
perforation in the cortical plate by the inflammatory
process and its relationship to facial muscle
attachments . The majority of sinuses that arise are
intraoral.!-3 An intraoral opening usually indicates
presence of a nectrotic pulp or chronic apical abscess
and sometimes periodontal abscess. Necrotic dental
pulp is usually due to caries ,trauma, deep restoration
and other causes. Large unlined metal restoration
allows continuous low grade thermal stimuli to damage
the pulp over a longer period. If the treatment is not
initiated at initial stage the pulp becomes necrotic and
infection spreads beyond the confines of the tooth into
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the periradicular area resulting in apical periodontitis.
The inflammatory and immunological processes then
induce bone resorption. The marrow spaces are
involved, resulting in the formation of a localized
abscess,the suppurative osteitis.

The inflammation then spreads peripherally until the
cortex of the bone is destroyed and a subperiosteal
abscess forms.4 Depending on factors like
gravity,virulence of microorganisms and most
importantly anatomic arrangement of adjacent mucles
and fasciae,either a cutaneous sinus or an intraoral
sinus forms.5 The recognition of this entity leads to
effective treatment.

It has been suggested that the teeth with chronic apical
periodontitis and a draining sinus tract can be
endodontically treated by a single visit procedure. This
sinus tract may act as a safety valve for the residual
inflammatory exudate. In this case , presented with a
persistent intra-oral sinus tract which originated from a
necrotic pulp showing complete healing following a
single visit procedure. Elimation of micro-organism
from the root canal system is essential for successful
root canal treatment. Various measures have been
introduced to reduce the number of micro-organisms in
the root can al system for various instrumentation
technique,irrigation and intracanal medicaments.®
Calcium hydroxide’ is a very effective endodontic
therapeutic dressing in single visit root canal therapy
because theendopathogens are unable to survive
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the highly alkaline environment provided by
momz.lt neutralizes the biological activity of
polysaccharide. 8.9

with giomer filling materials. A radiograph was taken
at the same visit for obturation evaluation. After seven
(7) days follow up the tooth was found sound,the sinus
lesion became smaller in diameter.The patient was
advised for follow up at 1,3,6 months and 1 year.

pacterial lipo

Case Report

5 25 years old female patient from Mirpur reported to ) _ _
.jepaﬂmem of Conservative Dentistry and Fig-1: Location of sinus tract
Endodontics. BSMMU with complaints of mild pain
and discomfort in maxillary anterior region for last 4
months. There was a history of restoration in that tooth
for last 2 years.Her medical history was non
Wnr_ribuwr}‘.Exlraoral examination revealed no
significant findings.Intraoral sinus was located in the
b;ccal mucosa of maxillary right lateral incisor. The
tooth was sensitive to percussion and by pulp vitality
1est it failed to respond. No mobility was present. An
intraoral periapical radiograph showed loss of lamina
dura in apical area.There was periapical radiolucency
in that tooth. The sinus tract was traced with
guttapercha point(No.25)and pointed towards the apex.  pjg._3. Initial radiograph
Considering the history,clinical and radiological
examination it was diagnosed as a case of chronic
apical periodontitis with intraoral sinus tract.

Treatment plan

Single Visit Endodontic treatment of maxillary right
lateral incisor followed by permanent restoration.

Treatment Procedure

The whole treatment procedure was explained to the
patient and consent was taken. After mouth preparation
astraight line access cavity was done.The necrotic pulp
remnants were removed and washed out by 2.5%
sodium hypochlorite solution and normal saline.
Working length measuring radiograph was taken and
working length was established 21mm. Then the canal
was prepared by standardized rechnique along with
copious irrigation with normal saline and sodium
hypochloride. Then Ca(OH)2 mixed with normal saline
and placed into the canal using lentulo spiral just for 20
minutes, Then the canal was again irrigated with
sodium hypochloride and EDTA alternatively.Canal
'-'-'a.s dried using paper point.Before obturation a master
Point was tried into the canal until tug back was felt.
Then the tooth was obturate with gutta percha point
and zinc oxide eugenol sealer using lateral
condensation technique and final restoration was made

31

Fig-3: Tracing of sinus tract by GP point

@ CamScanner


https://v3.camscanner.com/user/download

' ' ] it e jc treatment @ A case report
Management of intraoral sinus by single visit endodontic treatment : A case reg

MAH Sheikh et al

Fig-4: Working length determination

Fig-5: X ray afier obturation

Fig-6: X ray after six months

Discussion

The site of dental sinuses s usually anatomically close
to the causative tooth. An odontogenic sinus usually
drains along a pathway of least resistance, resulting in
an intraoral or extra oral sinus tract, where the location
of the perforation in the cortical plate and its association
with facial-muscle attachment is a critical factor,"1! A
sinus tract may drain into the labial/buccal mucosa,

32

palatal side, and gingival sulcus. The palatal and Iil‘}gua]
cortical bones are possibly more compact or thicker
than the labial/buccal cortical bone. Thus bone destruc-
tion often leads to sinus tract formation on the
labial/buccal side. In this case report, opening of the
sinus tract is into the buccal mucosa.

Occasionally, the opening of the sinus tract may be
found at a far distance from the dental infection, which
makes the diagnosis challenging. Antibiotics may be
used as an adjunct to conventional treatment; when the
patient is in the setting of diabetes, immune suppres-
sion, or systemic signs of infections such as fever. An
antibiotic therapy alone will not be effective in these
cases, because of the absence of adequate circulation in
a necrotic pulp system and abscess. Adequate treatment
planning should rely on accurate history taking, and
clinical and radiographic examinations to avoid possible
errors.

Traditionally , endodontic treatment of a tooth involy-
ing chronic periodontitis aims at the complete elimina-
tion of microbial invaders of the root canal system.
Studies have shown that instrumentation and irrigation
of the root canal system substantially reduce the number
of cultivable micro-organisms but rarely lead to a total
eradication.!2.13 For this purpose intra canal dressing
such as calcium hydroxide is recommended_14.15.16 But
it has obvious disadvantages i.e. it does not repeatedly
kill the intra-canal floral7.18.,19,20, j needs multiple
visits to be optimally potent.2! In this case, calcium
hydroxide was applied in to the affected tooth only for
20mins just for creating an environment as because of
its high alkalinity and bactericidal effects. Also used
EDTA to remove smear layer and sodium hypochlorite
as an irrigation solution. This solution presents several
important  properties: antimicrobial effect, tissue
solution capacity and acceptable biologic compatibility
in less concentrated solutions. It is considered that, the
success of single visit RCT depends: on radiograph a
preexisting lesion had gotten smaller or healed com-
pletely, no new lesion had formed where there was no
lesion before, the patient is asymptomatic and the
patient is functioning well with the tooth,

Numerous studies evaluating the effectiveness of single
versus multiple appointment root canal treatment have
been published, which reported no significant differ-
ence in effectiveness (healing rates) between these two
treatment regimens.”
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Case Report A S
Bi-maxillary midline diastema: An interdisciplinary approach for closure ang
prevention of relapse. A Case Report
M M Bhuiyan!

Abstract

Bi-maxillary midline diastema is a very uncommon situation and can represent negative impact on esthetics and Phonetics,
especially in adults. The purpose of this article is to describe a case report of 29 years old male with a Smm midline
diastema on upper arch and 8 Smm midline diastema on lower arch. Main etiological factors such as proclination, abnormgl
Jrenal antachment, midline pathology, pathologic migration of teeth, tooth size arch length discrepancy [TSALD] et are
considered 1o develop spaces berween central incisors. After orthodontic diagnosis, treatment undertaken was the fived
braces therapy 1o close the diastema. Due o significant supporting structure damage around the lower central incisors teeth,
special antention was taken during space closin § procedures. Spaces are closed by bodily movement of teeth to prevent space
reepening.  After completion of reatment, long term-fixed bonded retainers were placed on upper and lower arch 1o
maintain and prevention of relapse of closing spaces.

Keywords: Bimaxillary midline diastema, JSixed orthodontics J Cont Dent Sci 2016; 4(2):34-37

Introduction iatrogenic factors such as mesodens, microdontia,

B hypodontia, abnormal oral habits, enlarge frenum etc.
The term midline diastema refers to any spaces or gaps P , - 8 i
et N ; In addition, peg-shaped lateral incisor has also been
exising in the midline of dental arch. It is generally : . HE
: 2 regarded as a potential cause of diastema due to digital
used in reference to maxillary arch, even though sl of th | inictsor Teestiene Tvales
e ; . . movem 3 volve
midline space is present in mandibular arch. However " : dl.l : . cgntra |r]1c§or =i lmen lm Vit
3 ; orrect diagnosis ¢ van
the continuing presence of diastema between the i § Tgn _slan a;_;::ry e ad lities
; oL : . its ! aliti
maxillary central incisors often considered an esthetic | | l::c' e ;’“3 og:v s c:reat'mem i o
. r . 1 ation,
or malocclusion problem of patients which adversely aeuce orthodontics, prosthodontics, restor

effect body image and self-esteem specially in adults.' surgery and various combination of the above. In the
following case, treatment options for bi-maxillary

midline diastema covered fixed braces therapy
followed by fixed bonded retainers to alleviate relapse
after complete closure of diastema. 2°% Meticulous care
was taken for complete closure of diastema because of
The mandibular diastema is not a normal growth  Significant alveolar bone resorption in the lower central
characteristic.The spacing though seen less frequently ~ 'neisors.

than maxillary diastema often is mere dramatic, No
epidemiological data have been published on its , h
prevalance. The primary etiologic factor in mandibular A hcalt!]y 29 yeat old adult patient ‘.N.l
diastema is tongue thrust in low rest position and non-cunlrll?utary medical history presented to Bhuiya"
periodontal disease.'** Midline diastema could be Dental Clinic with the chiel complyint of s?v-cﬁ
transient, created by developmental, pathological or P uc“:'g if‘ the anterior region of both arches. Chmu]
cxamination showed the spaces between the centrd

——————————_incisors in the maxillary and mandibular arch with
' MchBT kmr;gg"uiyan.BDS.PhDUaPuul Former Associate Professor, — excessive midline diastema of Smm and 8.5mm
ity Dent cge, Private Practitioner, Bhuiy: g :
¥ oner, Bhulyan Dental Care, respectively (fig.1 and fig.2).
Address of Coresspondence

Md Mohashine Bhuiyan, BDS, phD (Japan) Bhuiyan Dental Care, Navana

Tower  Shopping Complex,  Gulshan-1, Dhaka,  Bangladesh,
Email:sdch@bol-online.com

The presence of midline diastema usually distorts a
pleasing smile. For this reason many patients seek
closure of a diastema mainly for esthetic and
physiological reasons rather than functional.?

Case Report
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Iysis of all records i.e. photograph, study model,
AnalySt

; r:;l cephalugram, orthopantomograph were done
Jate

4 problfm list was made. The arch form was avoid
:nﬂ ymm shift of midline I::) right side  was
rded.The amount of over bite and overjet were

g re : C. Pretreatment Panoramic Radiograph Tracing:
Gine ch.The patient had well-balanmeed face with o0 - | '
Jower larcm asymmetry. Overall oral hygiene was i
nu-a;:]c'[ﬂfy put lower central incisors found to be '.
s ised(fig.1). '
odontally compromised(fig.1) I

!

| Alveolar Bone Resorption :
. each of them. ! o Root Exposed

Onhgmenlumograph presence of vertical bone loss
ground lower central incisors teeth[fig.3 and fig.4]. The
gient had tooth size arch length discrepancy
(TSALD] and the cause of the malocclusion was

considered developmental.

Fig.3. Pretreatment Panoramic Radiograph and tracing

Fig.1. Pretreatment Facial Photograph [extra-oral &
intra-oral |

C. Pretreatment Panaramic Radiograph:

Fig. 5. Post treatment facial photograph [extra-oral &
intra-oral]

[ Alveolar Bone Resorpton |
Fig_z. Pretreatment Panoramic Radiograph
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a- An intendisciplinary approach

Bi-mavillary midline diastent

Treatment Goal

¢ Elemination of s
o Align the teeth in both arches
inter-cuspation.

Maintain normal lower facial height.
Correction Of midline discrepancy-
Maintain normal 0J/OB. Try to m
biologically and bodily

Strictly maintain facial profile.

Build a stable and functional occlusion and est

esthetically pleasing smile
Try to achieve Andrew's six keys to nor

S.

¢ from both jaw
e J achieve good

an

ove teeth

ablish
mal

occlusion.

e Fixed bonded retainers in both upper and lower jaws

Treatment Plan
Once the causative factors have been established,

treatment planning can be undertaken.
¢ Use Roth 0.022 inch-slot pre-adjusted edge wise

appliance
Align the teeth in both arches and space close by

gentle force
Biological and bodily movement of teeth

Maintain minimum anchorage in both arches
Maintain normal lower facial height

Strictly maintain facial profile

Correction midline discrepancy by elastic traction
Maintain normal OJ/OB

Build a stable and functional occlusion and establish

esthetically pleasing smile
¢ Retainers: upper bonded and Begg retainer and
lower bonded retainer

Treatment Progress
Treatment was started at the mandibular arch first, then
the maxillary arch with pre-adjusted Roth (0.022x
0:028) bracket. A 0.014, 0.016 and 0.016x0,022 inch
niti alrchwire were used for leveling and alignment of
anterior teeth. After leveling and alignment 0.018
slarf!css steel wire with stop loop was inserted Pc;we
chal-n was used for closing the space, Durin' s f
closing procedure, teeth are moved bodily byg f alCIe
pressure lq prevent post treatment relapse. S acf -
ngthcred distal to lateral incisors and closin f’ s
wire [16x22 ss ] was used to retract thge Z?Iearri(:h
or

for closure and preve

; . A Case Report
tion of relapse Mg,

Iy

segment. A 16x22 nitinp! arch was i“Senedf
final alignment and detallmg._ Lastly 3 g, 6;3&*
inch stainless steel ‘arch wire was useq g,

alignment stabilization.  Intermaxillary di
(5/16-inch medium) were used to correg mi;:-lu
discrepancy- After one and half years é ing
appliances Wwere removed. "_I'he patient wag mm:hg
with removable Begg Retainer and Fixeq BW::

Retainers for the prevention of relapse.

Results
Post treatment photographic analysis showed (fig.s

A.Closure of spaces in the both arches
B.Excellent alignment and established competep b

C.Attractive facial profile.
D.Establishment of facial symmetry.

E.Esthetically pleasing smile. |
Post treatment panoramic radiograph showed g, |
formation of bone around lower central incisors (figJ)

Discussion
Effective treatment of midline Diastema requirs

accurate diagnosis of its etiology and intervention
relevant to the specific etiology. Detailed medical and
dental history, clinical and radiograph examination of
both jaws and tooth size arch length evaluation bring us
to a correct diagnosis. A midline diastema usually isa
part of normal dental development during the mixed
dentition stage. However, several factors can cause d
diastema that may require intervention. The etiologic
associated with diastemas include, Abnom
frenum, TSALD, Periodontal  disease, O
results.)habits etc. Cooperation in both orthodontic und
periodontic discipline may help in solving vario®
periodontal abnormalities encounted before orthodont®
treatment. The success in closing diastema depends
upon the following treatment phases:
L. Accurate diagnosis of the specific etiology- ,
2. Pretreatment consideration of appropriate orthodont®
objectives.
3. Treatment of specific etiology.
4. Long-term retention and stability. j
In our case, the midline diastema caused by TsALD o
Pathologic migration of teeth, the spaces can be c.lo;d
by orthodontic treatment following above menti?
four treatment phases.?
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punt ceveral options 1o correct midline diastema,
oere pwise technique was applied in the

o his €as¢ ste

¢ treatment. After alignment of teeth with

‘h\“‘i g
orth? power chain was used to close

Si\'“l Tit
.h“ im‘ih‘l\ﬁ s
:\“d then on

cninm Wire,
paces.
Jmass retraction was done with closing

arch Wire. Meticulous care was taken by applying
lmj[‘ 4 gentle pressure 10 close the spaces by power
mlh-i ama,;icul-‘u-l_\' on the periodontally compromise
‘IL:\:‘:T Entcﬁm' rceth. As a result, new bone formation
occured and height of the alveolar bone increased
qround these teeth(fig.4). Minimum anchorage was
maintained during retraction considering patient's
profile as well as asthetic and functional aspects.

In addition. patient was presented with midline

discrepancy. To counter this situation, intermaxillary
elastic traction was used and satisfactory result was
obtained [fig.5]. Andrew's Six Key's to normal
occlusion was established which is the most
fundamental criteria of a succesful orthodontic
rreatment. Since most midline diastema recur after
wreatment. spaces are closed by bodily movement of
teeth and permanent retention is needed in most cases.
Inability to provide retainer lead to a tendency for the
weeth to return towards their initial position. Rellapse
is a major concern in the correction of midline
diastema. Exact diagnosis and removal of the
aetiology is the key to obtaining a stable result.
Long-term use of lingually bonded fixed retainers are
recommended to prevent relapse, especially in cases
with large diastema. In our patient, with large
diastema. lingual fixed retainer as well as removable
Begg retainer are used to ensure stability of the
orthodontic closure.

Conclusion

I. The treatment of midline Diastema with fixed
orthodontic appliance, improves the self-esteem
and esthetics of the patient. It helps normal
alignment of teeth which contributes not only to
the oral health but also goes a long way in the
overall well-being and personality of an individual.
The result achieved in the case fulfill the initial

treatment goals, which may be considered a

successful treatment,

Val A, Noo.2, July 2016

3. Autractive facial profile and beautiful smile were
achieved after treatment,

This case highlights the use of fixed bonded retainer
and removable Begg retainers in preventing relapse
after the completion of orthodontic treatment.
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Surgical Management 0
SM.Omar,'! MT Islam,

f Verrucous Carcinoma: A Case Repor

2 7 Hossain,? N Amin#

squamous cell carcinoma. VC grows 8radually ,

i ' i el di siated, low-grade carcir ‘
: < a variant of well differen low-grac g, VC grovs )
arcinoma is ¢ f -es. Clinically 1t resembles prolif fing projcon 4%

a tendency of local invasion but raniely melgsiits d tobacco user specially in Bangladesh. The histopgy
flower like appearance. It is more common in berel nut an se of experience 10 report a case of verrug, Pltholog
s v ires immense 0f & 3 ous cqpe 8

i i of Verrlic inoma is difficult and requ EE =2 : . S Carcin,,
diagnosis of verrucous carcin : _,;f‘; as a benign lesion with minimum aggressive pqrem’ml :.fnfr long standing e oy
eoxiy - nosis and surgical excision of the lesiop i rﬁ: r
Mog

Abstract

Verrucous ce

Thowugh verrucous carcinoma is ¢ i
: ] i yre early diag

shown transformation into Squamous cell carcinoma. lel:‘q:m

appropriate treatment modality of verrucous carct noma. In

carcinoma of left buccal mucosa.

Keywords: Male, Oral C avity, Verrucous Carcinoma

Introduction

Oral Verrucous Carcinoma
Squamous Cell carcinoma (SC
by Lauren V Ackermann in 1948 so it was known as
Verrucous Carcinoma of Ackermann or Ackermanns
Tumor.! Three major locations of verrucous carcinoma
are 1.oral cavity (oral florid papillomatosis), 2.
anogenital region (giant condyloma of Buschke and
Lowenstein), and 3. plantar surface of fool
(epithelioma cuniculatum).2 The most common site of
occurrence is buccal mucosa of the oral cavity, other
sites being tongue larynx, pyriform sinus, esophagus,
nasal cavity and paranasal sinuses, external auditory
meatus, lacrimal duct, skin, scrotum, penis, vulva,
vagina, uterine cervix, perineum.34 OVC has a
predilection for male in sixth decade with a slow
growing rate and becomes locally invasive if not
treated properly. But, distant metastasis is rare.S
Clinically, it presents as a plaque like lesion with
finger like projections resembling cauliflower,6
Tobacco in both smoking and smokeless form, betel
nut and betel quid, alcohol and opportunist viral
infections are the most associated etiologies with
OVC.5-10 We report a case of a male patient with oral
verrucous carcinoma in buccal mucosa with
differential diagnosis of the lesion and its management.
1. Shah Md Omar Sharif, BDS. MS (in course) in Clinical Social Work,
Dhaka University. Dhaka
b WA T b 08 Lo, o o Ot i
v a
3. Md Zakir Hossain, BDS, Asst. Prof., Dept. of Oral and Maxillofacial
Surgery, Sapporo Dental College & Hospital, Unara, Dhaka
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(OVC). a variant of
C), was first described
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s article we

discuss a case of 62 years old male with
('Tn‘(-%
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Case Report
A male patient of 62years old(Figure No. 1) reporied

: . ©
Sapporo Denal College with a chief complaiy of
burning sensation and pain in the left side of myy
since 6 months. Patient noticed a small, painl
growth over the left buccal mucosa 1 year back, whi
gradually grew to the present size. Patient developy
pain 6 months back which was initially mild w
intermittent. He visited government hospital 2 wees
back with the same complain and was prescribed ;
course of antibiotic, analgesics and steroid gel. Th
patient had a history of chewing betel nut and b
quid since 15 years, 7-8 times/day in the lower kf
buccal vestibule for 10 minutes following which bk
used to spit out the contents. He gave no relevast
medical or family history. On general examinatios
patient had normal gait and posture and was wel
oriented, conscious and moderately built. No evidens
of pallor, cyanosis and clubbing was present. Singk
left submandibular lymph node was palpable o
approximately 1.5 cm byl cm in size, ovoid in shift
tender on palpation, mobile and firm in consistec}
There was a presence of restricted mouth opening **
seen on extra oral examination also.
On local examination, on inspection - iﬂll'ﬁm"’")'ll"cg1
was presence of solitary proliferative verrucous et
over the left buccal mucosa (Figure No. 2) 8¢5
anteroposteriorly from retrocommissural ¥ '
posterior buccal mucosa and superoinfeliOﬂY_ d:
upper buccal vestibule to approximately 1™ abO\; -
lower vestibule. The lesion was approﬁmﬂew 4"1(,['
in size, well defined with irregular margins- S'"‘_f"“.im
the lesion was irregular at the periP™®
cauliflower like projections in the centre.

»
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Journ!
¢ lesion varied from pink in periphery to
ank WhIte in the centre. On palpation, inspectory
:}—ndings of size, site, surface, shape were confirmed.
Iiﬂim; was tender and elevated from adjacent mucosa
“-iih jrregular and firm margins. His right buccal
Mucosa revealed presence of fibrous band with diffuse,
iregular erythematous area extending anteroposteriorly
fmr;a retrocommissure area to posterior buccal mucosa.
Hard tissue examination revealed broken down root
and missing some teeth with poor oral hygiene.

Color of

Based on the clinical examination a provisional diagno-
gis of verrucous carcinoma, of left buccal mucosa was
siven. Differential diagnosis of Squamous cell carci-
;mma. verrucous leukoplakia, hyperplasia, was given.
Complete blood count revealed no abnormality but
random blood sugar level 18milimol/L so he was
prescribed tab. GLIMEPIRIDE (Amaryle) 3mg once
daily and tab. METFORMIN (Comet)750mg once daily
10 control the blood sugar. Then he was advised for
checking up the fasting blood sugar and Zhours after
breakfast after 7 days. This time after 7 days his random
blood sugar level resembles normal so an incisional
biopsy of the lesion was done.

Histopathology Report

Section of the submitted tissue showed that the surface
of the specimen is lined by stratified squamous parak-
eratinized epithelium which was hyperkeratosis. The
epithelium displaypapillary histoarchiteture with broad,
elongated rete ridges. Mild atypical cells can be in the
seen at the basal cell area. The Basement membrane is
intact and adjacent connective tissue is infiltrated with
variable inflammatory cells. Overall features sugges-
tive of Verrucous carcinoma.

Operation procedure

Under all aseptic precaution general anesthesia was
given. After confirmation of Anesthesia then the left
side submandibular incision was given to reflect the
skin, fascia and muscle(Figure3). Then left subman-
dibular salivary gland along with palpable lymph nodes
are removed(Figure 4) with preserving the mental
nerve. Then lip splinting was done and the lesion of
cheek was excised with surrounding 2cm of normal
healthy tissue (Fig.5) Extraction of upper right 2,1and
left 1,2,6,7 lower left 6,7.8 teeth was done. Skin flap
was taken from left thigh (Figurel6) and intraoral
wound was perfonncd.{Figurell) A drain tube was

39

given to maintain the dead space. After that extra oral
wound was closed muscle and fascia by 3-0 vicryl and
skin by 5-0 proline. (Figurel2) The margins of excised
tissue is send for histopathological examination again.

Fig. 1 Patient showing swelling on the left side of
mouth

Fig. 2 Verrucous growth on left buccal mucosa

Fig. 3 Left submandibular incision given to reflect skin

Fig. 4 Left submandibular salivary gland along with
papable lymph node removed

@ CamScanner



https://v3.camscanner.com/user/download

'_\-_'i"}'_"_"’*' Management of Verruoons Carvinoma: A Case Report

Fig.

S The lesion in cheek excised with 2 ecm normal

ussue

Fig 8. P1. followup after 1 month after surgery

Excisional Biopsy Report
All margins are free from tumor tissue,

40

Discussion

OVC, as mentioned most commo

: ; affee
male with adverse habits of tobaceg and I’Ctl “'dfrly
. ST L . dlcg
the present case is of middle aged mgle : ol.s ¥

cauliflower like growth in his Jef; bucc
logically proved to be a verrucous ¢
Ackermanns tumor though hag » Predilectio,
cavity but cases affecting esophagus hay, i Org)
reported.!! Lesions often develop at the si
tobacco was placed habitually.12 [, Acke
L1 out of 18 patients (61%) with buceal
tobacco chewers. Majority of patients
tobacco and had buccal cancer. 13

al mu(:m
arcinpmg

Cancers Wt‘re'
(?62%) Che“"Ed

Association of Human Papilloma Virys
verrucous carcinoma has also been prow.
studies.?

infection g4
ed in Varipyg

Other etiologic factors like poor denta] hygiene,
ill-fitting dentures, low socioeconomic Status, tobageg
chewing, snuff and alcohol use, and smoking53,4
These are the same factors that predispose individyals
to the development of premalignant lesions such s,
leukoplakia, submucous fibrosis (SMF), and
erythroplakia.!5 Rajendran et al. recorded leukoplakia
in association with OVC in 48% of their patients.10.12
Untreated long standing leukoplakia has been reported
to change into OVC.16 Most common site in oral
cavity is buccal mucosa(61.4%) followed by
(11.9%).13 OVCs are mostly large, exophytic, soft,
fungating growth with pebbly surface having locally
aggressive nature. Enlarge lymph nodes are often
palpable but are often reactive.7.8 Histopathological
diagnosis of verrucous carcinoma is difficult and
reporting needs experience.17.18 The histologicdl
features of VC, for example, verrucous surface and
elephant feet like down growth seeming to compress
the underlying connective tissue and typically shO}‘"';g
minimal or absent cytological atypia, are _“"(?e:
known. 19 By flow cytometry, VC is a diploid lesion On
the contrary, the conventional squamous cancer ol
shows aneuploidy and genomic instability.2
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pocause it 18 cytologically benign. be.s'fd_cs Ehe focal
1 cell nuclear hyperchromatism, distinction from
pasal €€ :
yC and verrucous hypel‘pl:lSl:i (V_H) canr_mt b.e base.d
only on cytologic 'fcalun:s_.l‘?-«l D1t'ft_:rem|ul diagnosis
of \eITucous carcinoma lnc‘ludes: (1) sq}f'ﬂ.lll()ll? cell
carcinoma showing vcrruccnd. features, (ii) Prolifera-
(jve VEImucous leukoplakia, (iii) epithelial hyperplasia,
(iv) pseudoepitheiiomamus hyperplasia, (v) verruca
vulgaris, (vi) keratoacanthoma.22 As per literature, the
best treatment modality of OVC is surgical resection of
the tumor.13 So. this patient was also advised for surgi-
cal removal of the lesion and regular follow up.
Though OVC doss not show distant metastasis and
mostly associated with reactive lymphadenopathy so
supra omohyoid neck dissection is sometimes
considered.23 OVC has been reported to erode the
margin of mandible but marrow infiltration is
extremely rare.!2 Rajendran et al., in their study of 426
cases of OVC, found the incidence of bone invasion to
be 1.2%.10 Oliveira et al. did not find bone invasion in
their series.3 Recurrence of lesion can be due to
improper section, false negative frozen section report
and sometimes due to the slow growth pattern surgical
margins are compromised.”.8.24 Slaughter et al.
emphasized the fact that in situ carcinoma involves the
mucosa over wide surface area than in depth. The
presence of carcinoma in situ microscopically in clini-
cally negative resections can explain the phenomenon
of recurrence of invasive cancer in apparently normal
epithelium or previous excision sites.25 Radiotherapy
is contraindicated in treatment of OVC as radiation
induced anaplastic transformation.15 As the literature
is confusing, it is retained that radiotherapy could be

used only in selected clinical settings, when surgery is
not possible.23

Conclusion

In most of the cases Verrucous carcinoma, verrucous
hyperplasia, verrucous keratosis are clinically indistin-
guishable from each other so hislopathologic.al
evidence is necessary to give an appropriate diagnom:s.
Verrucous carcinoma presents as thick warty keratotic
lesion which is more common in males and is usually
painless or asymptomatic. In our case we present a
male with painful, warty, exophytic lesion of left
buccal mucosa histopathologically proved to be verru-
cous carcinoma. OVC associated with leukoplakia or
submucous fibrosis may be an indication of field

Val. 4, No. 2, July 2016
cancerization and can lead (o
it is highly suggestive, that sy
regular follow up.

multiple recurrences, so
ch patients be kept under
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