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geography, culture, tradition, habits, and even race. This 
diversity also extends to literacy rates, health indicator rates 
infant mortality rate, and hygiene practices. This variation 
is reflected in the periodontitis prevalence as is revealed by 
the two major surveys conducted.[2,3]

Periodontitis prevalence in India has also been reported. 
Chawla et al., 1975, carried out a study in 1416 rural children 
and 189 factory workers in Lucknow area to assess the efficacy 
of  oral hygiene measures and professional scaling in the 
prevention of  disease progression. The authors reported the 
prevalence of  gingivitis and periodontal disease in Lucknow 
children and adult samples to vary between 93% and 100%. 
They concluded that scaling half-yearly can prevent apical 
migration of  epithelial attachment. Madden et al., 2000, carried 
out a study in two villages in a rural area in Andhra Pradesh. 
One hundred and sixty participants were interviewed and 
examined with the community periodontal index (CPI) of  

INTRODUCTION

Chronic periodontitis (CP) is a major oral health problem 
and it is considered as one of  the reasons for tooth loss 
in developing and developed nations. Worldwide, the 
prevalence of  CP in the general adult population is reported 
to be 30–35%, with approximately 10–15% diagnosed with 
severe CP.[1]

India is one of  the major emerging market economies 
with a population of  over 1 billion and is very diverse in 
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Abstract
Aim: The aim of the present study is to evaluate the status of periodontal disease in the sample population of Jammu region.

Materials and Methods: The study included 400 males (200 cigarette smokers and 200 non-smokers) aged 16–65 years. 
The subjects were randomly selected from the patients attending the dental outpatient Department of Periodontics, Indira 
Gandhi Government Dental College, Jammu. Community periodontal index (CPI) score was recorded for each patient and a 
questionnaire was completed by each patient.

Results: Periodontal condition as assessed by CPI score showed that there was a statistically significant difference in the 
findings between tobacco consumers and non-tobacco consumers, and periodontal health was altered in the subjects who 
were tobacco consumers.

Conclusion: The increasing prevalence of periodontal diseases is a concerning problem which needs immediate intervention, 
if not, it would have a serious negative impact on the future oral health.
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treatment needs index. The authors noted a high prevalence 
of  CP in this population.[4,5]

There also prevails a view that people in Asia are particularly 
susceptible to periodontitis. This view of  a particularly high 
prevalence of  periodontal diseases appears to have originated 
from early epidemiological studies using an index system that 
gave weight to gingivitis and moderate periodontitis resulting 
from poor oral hygiene and calculus deposition.[6]

Albandar, in an overview, concluded that subjects of  Asian 
ethnicity had the third highest prevalence of  periodontitis.[7]

The studies on the prevalence of  periodontitis in a rural 
and urban population in different parts of  the world 
have provided data primarily on populations of  different 
ethnic origins. Corraini et al., 2008,[8] studied the prevalence 
of  periodontitis and its association with demographic, 
socioeconomic, and behavioral risk factors in an untreated 
and isolated population in Brazil, and 83% of  the 
population had >4 mm probing depths. Wang et al., 2007,[9] 
performed a descriptive study of  periodontal disease 
conditions among a selected sample of  400 participants in 
China. The authors observed that periodontal disease was 
widespread, and very few of  the population had access to 
the oral care facilities. Nalçaci et al., 2007,[10] assessed the 
oral health status of  people aged 65 years and above in 
a rural district of  Turkey. The authors reported a higher 
level of  tooth loss with increasing age. A cross-sectional 
study performed in a rural area in Brazil, wherein a total 
of  172 participants were examined for periodontal and oral 
hygiene parameters, and the prevalence of  periodontitis 
was estimated to be 24.4%.[11]

MATERIALS AND METHODS

A cross-sectional study design was used. This study 
included 400 males aged 16–65 years attending the dental 
outpatient Department of  Periodontics, Indira Gandhi 
Government Dental College, Jammu. CPI was used as 
an epidemiological tool. Patients were randomly selected 
depending on the following criteria.

Inclusion Criteria
The following criteria were included in the study:
•	 Over 18 years of  age and not older than 65 years of  

age.
•	 More than 10 natural teeth present.

Exclusion Criteria
The following criteria were excluded from the study:
•	 Chronic systemic pathology, such as diabetes, other 

endocrine pathologies, and hematological pathologies.

•	 Periodontal health, with no clinical signs of  periodontal 
inflammation (CPI =0).

Subjects were Divided into Two Groups
•	 Cigarette smokers
•	 Non-smokers.

Clinical Examination
The periodontal examination was conducted using the 
mouth mirror and community periodontal index of  
treatment needs probe, and the CPI score was recorded.

Codes and criteria of  CPI index

Code-0=No periodontal disease (healthy periodontium).

Code-1=Bleeding observed during or after probing.

Code-2=Calculus or other plaque retentive factors either 
seen or felt during probing.

Code-3=Pathological pocket 4–5 mm in depth. Gingival 
margin situated on a black band of  the probe.

Code-4=Pathological pocket 6 mm or more in depth. The 
black band of  the probe is not visible.

An oral health questionnaire was also formulated and was 
filled by each subject [Figure 1].

RESULTS

The majority of  the study group constituted the young adults 
under 35 years of  age (47% of  the total sample), 51% were 
having the periodontal disease and were consuming tobacco. 
In the oldest age group (over 55 years), only a small proportion 
(11%) had periodontal disease and were consuming tobacco.

The periodontal condition was measured by CPI score 
per person showed that in the group studied, there were 
statistically significant differences between tobacco 
consumers and non-tobacco consumers for CPI score of  
1 (P = 0.007; non-tobacco consumers more likely to have 
gingival bleeding), 2 (P = 0.004; tobacco consumers more 
likely to have calculus present), CPI score 3 (P = 0.001; non-
tobacco consumers more likely to have shallow pockets), 
and CPI score 4 (P = 0.045; tobacco consumers more likely 
to have deep pockets), as shown in Tables 1-3.

DISCUSSION

One of  the landmark reports by Shah et al., 2007, 
available about periodontitis prevalence in the Indian 
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Figure 1: Proforma

Table 2: Mean and standard deviation according to 
age among tobacco and non-tobacco consumption
Group N Mean age Standard deviation
Tobacco consumers 200 38.08 13.22
Non-tobacco consumers 200 37.35 12.07

Table 1: Study group according to age and tobacco consumption
Age, n (%) 16–65 years <35 years 35–44 years 45–55 years More than 55 years
Tobacco consumers 200 (50%) 96 (51%) 44 (48%) 28 (37%) 32 (73%)
Non-tobacco consumers 200 (50%) 92 (49%) 48 (52%) 48 (63%) 12 (27%)
Total 400 (100%) 188 (47%) 92 (23%) 76 (19%) 44 (11%)
Chi-square 0.09 1.18 5.27 9.08
P value 0.78 0.68 0.03 0.00

population is the multicentric study carried out by the 
Government of  India in collaboration with the World 
Health Organization. A total of  22,400 participants 
covering both rural and urban districts of  seven different 
states of  India were examined for their periodontal 
status. A prevalence of  100% for periodontal disease 
was reported for the states of  Orissa and Rajasthan. In 
addition, a varied prevalence of  attachment loss >3 mm 
was observed in different states (Maharashtra – 78%, 
Orissa – 68%, and Delhi – 46%).[2]

The prevalence rates for periodontitis observed in most 
of  the studies in the Indian population are high (ranging 
from 27% to 100%). Studies done in various populations 
worldwide have shown similarly high prevalence rates in 
developing countries as compared to developed countries, 
wherein a decrease in the prevalence of  periodontitis has 
been observed. The periodontitis prevalence observed in 
a Brazilian rural population ranged between 24.4% and 
83%,[8,11] and in a Thai population, it ranged from 92% to 
100%.[12] About 100% of  a Vietnamese study population 
exhibited at least one site with attachment loss, and 90% of  
the adult participants in a Guatemalan population exhibited 
at least one site with clinical attachment level ≥6 mm.[13]

Smoking is on the rise in the developing world, but falling 
in developed nations. About 15 billion cigarettes are sold 
daily or 10 million every minute.[14] Smoking has clearly been 
implicated contributing to periodontal breakdown and in 
impeding the healing of  periodontal tissues.[15]

The findings in the present study are consistent with the 
study of  Feldman et al.,[16] showed that tobacco consumers 
with periodontal disease had less clinical inflammation 
and gingival bleeding when compared with non-tobacco 
consumers. This may be explained by the fact that one of  
the numerous tobacco smoke by-products, nicotine, exerts 
local vasoconstriction, reducing blood flow and edema, and 
acts to inhibit what are normally early signs of  periodontal 

problems by decreasing gingival inflammation, redness, 
and bleeding.

In this study, we used the CPI as recommended by the 
World Health Organization. CPI is not a perfect measure of  
periodontal disease and excludes measurement of  attachment 
loss, gingival recession, alveolar bone level, and other clinical 
periodontal parameters. Nevertheless, it was originally proposed 
as an appropriate estimation of  disease in large epidemiological 
surveys and has contributed to an understanding of  the 
epidemiology of  periodontal disease on a global level.[17]
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CONCLUSION

The present study shows that tobacco consumers showed 
bad periodontal health. The findings highlight the need for 
preventive strategies aimed at young individuals, many of  
whom take up smoking as a habit, early in life. However, 
more variables could have improved the scope of  the study.
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Table 3: CPI scores according to reported tobacco consumption
CPI scores Code 1 

bleeding (%)
Code 2 

calculus (%)
Code 3 shallow 
pockets 4–5 mm

Code 4 deep pocket more than or 
equal to 6 mm 

Total

Tobacco consumers 14 (7) 116 (58) 29 (15) 41 (21) 200 (100)
Non-tobacco consumers 31 (15.6) 87 (43.6) 56(28) 26(13) 200(100)
Chi-square 7.3 8.5 10.9 4.1
P value 0.007 0.004 0.001 0.045
CPI: Community periodontal index


