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Objective: The aims of this study were to assess the
prevalence of self-reported halitosis, oral hygiene practices
and related diseases among Resident doctors in University of
Benin Teaching Hospital.

Methods:  Ninety-four  self-administered  structured
questionnaires were used to investigate self-perception of
halitosis and oral hygiene practices among a group of
Resident doctors in UBTH. Chi square test was used to detect
significant differences between frequencies and to test
correlation between self-perception of halitosis and
measures of oral hygiene.

Results: 60.4% of the participants were males and 39.6%
were females. Self-perception of halitosis was reported by
34.6%. Halitosis was reported with the highest frequency
(79.2%) during wake-up time. Halitosis was perceived by only
6% during the hand on mouth test.

Conclusion: The prevalence of self-perceived halitosis
among the volunteers in this study was within the range of
other studies. Knowledge and practices of appropriate
methods of oral hygiene care was lower among non-dental
medical practitioners.
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INTRODUCTION

Halitosis, also known as fetor oris, oral malodour or bad
breath is defined as a repulsive or foul odor that
emanates from the oral cavity (Sanz et al., 2001). It is a
frequent reason for dental visits and accounts for 14.5%
of dental consultations in a study conducted in Nigeria
(Arowojulo & Dosumu, 2004). This condition is
multifactorial in etiology and may involve both oral and
non-oral causes (ADA Council on Scientific Affairs,
2003). Halitosis can have a severe detrimental social
and psychological impact on the affected individuals,
which could affect their social interactions (Rosing &
Loesche, 2011). The objective of this study was to
assess the prevalence of self-reported and self-
perceived halitosis as well as the oral hygiene practices
among resident doctors in the University of Benin
Teaching Hospital.
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MATERIALS AND METHODS

A self -administered google form was designed and
shared online on the social media platform of resident
doctors at the University of Benin Teaching Hospital. It
was distributed among resident doctors of various
specialties in the University of Benin Teaching Hospital.
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52.

A total of 63 resident doctors responded to the
questionnaire on their self-perception/self-reported
halitosis and their oral hygiene practices. Data was
collected from the online portal. Information collected
was analyzed using SPSS (Statistical Package for Social
Sciences, release 17 for Windows®) version 21.



RESULTS

Out of the g4 resident doctors who received the
questionnaire and reminders, 63 returned properly
filled forms. Of these, 60.4% were from males and
39.6% from females. The mean age of the whole
sample was 34 years with a minimum of 28 years and a
maximum of 4o years. There were no significant
differences with respect to age in the whole sample
when subjects are grouped according to gender.
Self-perceived halitosis was reported by 34.6% of the
respondents and 5.8% were unable to decide if they
had halitosis. Approximately 7.5% were examined for
halitosis by a dentist, while 1.9% were examined by a
physician. Dentists provided treatment for 5.8% of the
respondents and 1.4% were treated by physicians.
None of the respondents have used traditional
medicine for halitosis.

3.8% reported that bad breath has interfered with their
social life or with their work during the previous month.
Halitosis was reported with the highest frequency
(79.2%) on waking up. In 9.3% of the respondents,

At what time of the day do you feel your breath is worse?

when you wake up
when you are hungry
while talking to others
in the morning

in the afternoon

throughout the day
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halitosis was perceived during hunger. A small
percentage (<12%) of the respondents, reported
halitosis during morning, afternoon or throughout the
day.

In the hand on mouth test, only 6% of the respondents
reported perceiving any odor while 5.5% were not sure.
All respondents (100%) admitted to brushing regularly
with 50% saying they brush twice daily and the other
50% brushing once daily. All the respondents used
fluoridated toothpaste. About 47.2% of the
respondents used dental floss, while mouthwash was
used by none of them.

Dental caries was reported by 5.2% of the respondents.
None of them had bleeding gums. 1.9% had dry mouth.
Similarly, 1.9% were smokers. Drinking of tea or coffee
was common with about 43.1%.

Using the Chi square test analysis, no statistically
significant correlation was found between the use of
tooth pick and halitosis on waking, smoking and
frequency of toothbrushing, presence of dental caries
and halitosis.

34 (79.1%)

40



Can you smell your own breath?

DISCUSSION

Halitosis, also known as fetor oris, oral malodor, or bad
breath is defined as a repulsive or foul odor that
emanates from the oral cavity (Sanz et al., 2001). It is a
frequent reason for dental visits and accounts for 14.5%
of dental consultations in a study conducted in Nigeria
(Arowojulo & Dosumu, 2004). This study assessed the
self-perception of halitosis among Resident doctors as
well as their knowledge about this condition.

In many research, including ours, the evaluation of
malodor depends on the individual self-perception.
Since this method is subjective and not standardized
among participants, many authorities do not believe it
to be accurate. But despite its drawbacks, this
approach has been the most widely used organoleptic
tool for assessing halitosis (ADA Council on Scientific
Affairs, 2003).

Halitosis can have a severe detrimental social and
psychological impact on the affected individuals, which
could affect their social interactions (Résing & Loesche,
2011), hence its findings are crucial. The rate of SPH
among the respondents in this study was relatively low,
a finding which has been reported in other similar
studies (Alsadhan & Darwish, 2015; Nalcaci & Baran,
2008).

The self-perception of halitosis varies with age.
Younger people have a propensity to be more watchful
and concerned about their health than middle-aged
people, which could be one explanation for this pattern
(McCrae, 1976; Alzoubi et al., 2015). Additionally,
younger people are more likely to notice bad breath
and seek treatment for the issue (Bin Mubayrik et al.,
2017).

In this study, 7.5% of respondents were diagnosed by
dentists, and about 5.8% of these people received
treatment as a result. On the other hand, only a small
percentage of respondents (1.9%) consulted physicians
for a diagnosis, and an even smaller percentage (1.4%)
received medical care or advice from doctors. Dental
surgeons are primarily responsible for diagnosing
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halitosis (Eldarrat et al., 2008). The fact that only 7.5%
of cases of halitosis are detected by dentists, despite
the fact that the condition is well recognized, highlights
their inadequate involvement in its identification and
care.

The respondents in this study experienced malodor on
awakening at a rate of 79.1% and at a rate of 9.3% when
they were hungry or thirsty. Sleeping, being hungry, or
being thirsty would undoubtedly decrease saliva
production and cause bad breath (Eldarrat et al., 2008).
However, in those situations halitosis is transient and
diminish after consuming food or liquids and should not
be considered to be a true malodor. During the study,
only a smaller percentage <12% of the individuals
reported odor speaking throughout the day, whetherin
the morning, midday, or evening.

Lack of oral hygiene, which includes brushing, using
antiplague mouthwash, and flossing, has been linked to
halitosis (Pratibha et al.,2006; Al-Ansari et al., 2006).
In this study, all participants admitted to brushing
regularly with 50% brushing twice daily. Use of
mouthwash was used by none of the subjects and
almost half (47.2%) used dental floss. However, no
correlation was found between oral hygiene measures
and halitosis in this study as 79.1% of the respondents
who practice regular brushing still experienced halitosis
on waking up.

This condition is multifactorial in etiology and may
involve both oral and non-oral causes (Eldarrat et al.,
2008). None of the individuals had bleeding gums,
while 5.2% of the subjects had dental caries. Potential
causes of the poor breath include dental caries and
periodontal conditions. However, neither factor in the
current study indicated a connection to mouth
halitosis. A known extrinsic cause of oral halitosis is
smoking (Morita & Wang, 2001). Smoking, however,
did not appear to be related to self-perception of
halitosis in this study. 1.9% of participants reported
having dry mouths. Low salivary flow, or xerostomia,
increases tongue coating and potential malodor while



lessening the effect of oral washing (Koshimune et al.,
2003).

Drinking of tea or coffee was quite common among the
respondents in this study (43.1%). Information on how
these two beverages affect mouth odor is limited,
although some researches have suggested a link
between drinking tea or coffee and a reduction in
certain microbes in the mouth (Signoretto et al., 2006).

CONCLUSION

Although halitosis is a widespread condition, it is still
seen as an embarrassing topic for discussion (Nardi et
al., 2009). Our results revealed low self-perception and
limited knowledge regarding halitosis. There is also an
underreporting of halitosis among non-dental
practitioners with a study in Switzerland showing that
dentists are 3 times more likely to self-report halitosis
when compared with physicians (Oppliger et al., 2014).
Dentists also ranked higher in general knowledge
about halitosis (Oppliger et al., 2014). Knowledge and
practices of appropriate methods of oral hygiene care
was also lower among non-dental medical practitioners
(Oppliger et al., 2014). Therefore, it is important to
strengthen the role of dentists in educating and
enlightening their patients about oral malodor. Public
awareness about the causes of and management of this
condition should be increased.
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