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Introduction: Dental diseases are universal in nature. Their presence and severity may vary from one 
individual to another and is also affected by multiple factors such as gender, knowledge, attitude and 
the affordability of dental/oral care. Gay, bisexual and transgender community is one among the socially 
disadvantaged community in our country. The present study was carried out in the city of Pune, India, to 
evaluate the prevalence of dentition status and the treatment needs among the men who have sex with 
men (MSMs) and transgenders (TGs) and its correlation with the oral health‑related quality of life.
Materials and Methods: The sample size was 270. Convenience sampling was followed. The WHO oral 
health assessment for 1997 was used to record dentition status and treatment needs. Oral Health Impact 
Profile‑14 was used to record the oral health‑related quality of life. SPSS 22.0 (Chicago, IL, USA) was used 
for statistical analysis. All P < 0.05 were considered to be statistically significant.
Results: There was no statistically significant difference seen across the various domains in the overall impact 
of the oral quality of life. There was a significant correlation between the decayed teeth, missing teeth and 
overall decayed, missing and filled teeth scores with respect to the seven domains. Problems arising due to 
past dental experience (dental caries), lost natural tooth structures replaced with restorative material and a 
cumulative impact significantly affected the outcome of the oral health‑related quality of life of the participants.
Conclusion: There was an alteration in quality of life of the MSMs and TGS with respect to dental caries. 
This calls for an intervention that is tailor‑made to meet the needs of this group.
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INTRODUCTION

Dental diseases are universal in nature. Their presence 
and severity may vary from one individual to another 
and is also affected by multiple factors such as gender, 
knowledge, attitude and the affordability to dental/oral 
care. Neglect of  oral diseases can largely lead to loss of  
tooth and also negatively affect the quality of  life led by the 
person due to inability to chew, speak and also unpleasant 
esthetics.[1] In India, dental services are provided by 
both public and private sector, yet due to brain drain 
and improper distribution of  health‑care workers, oral 
health is still at the back foot.[2] According to Chandrima 
and Gunjan, the third genders, especially the hijras, in 
India are a vulnerable lot, who are not always recipient 
of  the available health‑care resources.[3] Gay, bisexual 
and transgender community is one among the socially 
disadvantaged community in our country. Social stigma 
associated with these communities largely affects their 
access to oral health care and hence special attention is 
needed to improve their oral health.[4] A study in Pakistan 
reported that stigma associated with such communities 
affects their access to oral health care adversely.[5] In 
general, the attitude toward gay, bisexual and transgender 
community in Indian society is discriminatory and biased. 
Violence against these communities is very common and 
they are most vulnerable.[6] It hinders these people from 
seeking health care. There is also a greater chance for 
them in indulging into various forms of  addictions such 
as tobacco, alcohol and other forms of  substance abuse[6] 
that severely affects not only their general health but also 
their oral health. These groups indulge in unsafe oral sex 
and also in peer influenced harmful activities that could 
debilitate their health status.

According to the Joint United Nations Programme on HIV 
and AIDS, the prevalence of  HIV infection among MSM in 
capital cities from nearly 80 countries is on average 13 times 
higher than that of  general populations in these countries.[7] 
With such life‑threatening conditions prevalent among 
them, dental neglect is an expected outcome. Like this, 
most of  the data related to this special group, national and 
international data focus largely only on the general health 
disparities and oral health hardly finds a mention. Hence, 
there is a need for a baseline data among these groups of  
people, for planning public health interventions and for 
helping them to achieve optimum oral health standards. 
The present study was carried out in the city of  Pune, 
India, to evaluate the prevalence of  dentition status and 
the treatment needs among the men who have sex with 
men (MSMs) and transgenders (TGs) and its correlation 
with the oral health‑related quality of  life.

Materials and Methods
Ethical clearance for the study was obtained from the Ethics 
Committee of  Samapathik Trust  (a non‑governmental 
organization  [NGO] working in the field of  health and 
support for the lesbian, gay, bisexual, transgender (LGBT) 
groups), Budhwar Peth, Pune. The NGO activities cover 
the entire city of  Pune and nearby areas. Initially, a pilot 
study was carried out among 30 participants. Based on 
the prevalence of  dental caries, the final sample size was 
calculated to be 270. All the MSMs and TGs registered 
with the NGO for health and rehabilitative purposes that 
were ready to provide a written informed consent were 
included in the study. Convenience sampling technique 
was followed to achieve the desired sample size. The oral 
health‑related quality of  life questionnaire  (Oral Health 
Impact Profile‑14 [OHIP‑14])[8] was translated into Hindi 
and validated and used to record the oral health‑related 
quality of  life. The dentition status and treatment needs 
of  the participants were recorded using the WHO oral 
health assessment form of  1997.[9] Community periodontal 
index probe and mouth mirror were used. All norms of  
sterilization and disinfection were followed meticulously. 
Not more than thirty participants were examined per day. 
Type III examination was carried out during the field work 
where these people report for blood testing and condom 
distribution at weekly basis. No incentives in any kind were 
provided to the participants. Those with oral problems 
were provided with oral health education and referral to 
the nearby teaching institutions to seek appropriate dental 
treatment. The data collected were entered in Microsoft 
Excel 2013 and cleaned. SPSS 22.0  (IBM Analytics, 
New York, Chicago, USA) was used to carry out the 
statistical analysis. Chi‑square test was performed to see 
for any association among the quality of  life and decayed, 
missing and filled teeth (DMFT) index. All P < 0.05 were 
considered to be statistically significant.

RESULTS

Overall 270 MSMs and TGs participated in the study, of  
which 241 (89.3%) were MSMs and 29 (10.7%) were TGs. 
Maximum participants were from the younger age group 
between 18 and 24  years  [Table  1]. The DMFT index 
was calculated based on the findings of  the dentition 
status.  The total decayed teeth  (DT) score was 1262, 
missing teeth (MT) score was 72, filled teeth (FT) score 
was 38 and the overall DMFT score was 1372. About 
188 (69.6%) out of  270 had dental caries, 40 (14.8%) out 
of  270 had teeth and only 9  (3.3%) had some form of  
restoration. Table 2 shows the mean of  DT, MT, FT and 
DMFT among the study participants. Out of  the 270, only 
80 (29.6%) had ever been to a dentist due to some problem. 
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The others avoided going for a dental treatment out of  fear, 
lack of  awareness or due to economic constraints. About 
114 (42.2%) currently had some form of  dental problem 
but did not prefer to consult a dentist for the same. The 
maximum requirement of  treatment for the participants 
was in the form of  one surface filling followed by pulp 
care and restoration  [Table  3]. Maximum prevalence 
with respect to the OHIP domains was of  psychological 

discomfort (tense), and 36.3% felt that their life was less 
satisfying after the dental problems set in [Table 4]. There 
was no statistically significant difference seen across the 
various domains in the overall impact of  the oral quality 
of  life. There was a significant correlation between the 
DT, MT and overall DMFT scores with respect to the 
seven domains. Problems arising due to past dental 
experience  (dental caries), lost natural tooth structures 
replaced with restorative material and a cumulative impact 
significantly affected the outcome of  the oral health‑related 
quality of  life of  the participants [Table 5].

DISCUSSION

The study is the first of  its kind to highlight a pressing 
problem in relation to the effect of  the dental problems 
over the quality of  life of  the MSMs and transgender 
population. A large part of  the study population had DT 
which needed treatment. A  quarter of  the community 
required pulp care and restoration. Since no Indian data are 
available, a direct comparison cannot be made. Dental caries 
untreated over a period, surely leads to loss of  tooth and 
inhibits the functioning capacity related to mastication and 
also esthetics. Social inequalities are a major hurdle toward 
self‑perceived oral health behavior.[10] Overall, we observed 
that all the domains of  the quality of  life were affected in this 
population due to the existing dental problem. In the present 
study, almost a quarter of  the study population needed 
prosthetic treatment in one form or the other, which was 
higher than the findings of  another study in India (51.5%).[11] 
The reason for this great difference in prosthetic needs 
may be due to the reason that our majority of  the study 
population were in the elderly age group in their study. Of  
the 291 conditions studied between 1990 and 2010 in the 
Global Burden of  Disease Study, it was found that oral 
diseases were highly prevalent affecting 3.9 billion people 
worldwide.[12] Untreated caries in permanent teeth was the 
most prevalent condition (affecting 35% of  population), 

Table 1: Demographic distribution of the participants
n (%)

Age group
18–24 181 (67.0)
25–34 74 (27.4)
35–44 13 (4.8)
45–54 2 (0.7)
Total 270 (100.0)

Religion
Hindu 249 (92.2)
Muslim 21 (7.8)
Total 270 (100.0)

Table 2: Mean of the decayed, missing and filled scores of the 
participants

Mean SD

DT 4.6741 4.39724
MT 0.2667 0.96558
FT 0.1407 1.32835
DMFT 5.0778 4.81377

SD: Standard deviation, DT: Decayed teeth, MT: Missing teeth, 
FT: Filled teeth, DMFT: Decayed, missing and filled teeth

Table 3: Distribution of the participants based on the type of 
treatment required
Type of treatment 
required

MSM, 
n (%)

TG, 
n (%)

Total (out of 270), 
n (%)

Pit and fissure sealant 0 0 0
One surface filling 139 (87.4) 20 (12.6) 159 (58.9)
Two surface filling 43 (93.5) 3 (06.5) 46 (17.0)
Pulp care and restoration 62 (87.3) 09 (12.6) 71 (26.3)
Extraction 49 (87.5) 7 (12.5) 56 (20.7)
Prosthetic need 60 (90.9) 6 (09.1) 66 (24.2)

MSM: Men having sex with men, TG: Transgenders

Table 4: Reported impacts of oral dental problems on the quality of life
OHIP‑14 items Domain Conceptual dimension Prevalence of reported impacts (%)

1 Functional limitation Trouble pronouncing words 35.6
2 Functional limitation Taste worse 35.6
3 Physical pain Painful aching 35.6
4 Physical pain Uncomfortable to eat 35.6
5 Psychological discomfort Self‑conscious 36.7
6 Psychological discomfort Tense 37.0
7 Physical disability Diet unsatisfactory 36.3
8 Physical disability Interrupt meals 35.2
9 Psychological disability Difficult to relax 36.3
10 Psychological disability Been embarrassed 35.6
11 Social disability Irritable with other 35.6
12 Social disability Difficulty doing jobs 35.6
13 Handicap Lifeless satisfying 36.3
14 Handicap Unable to function 35.6

OHIP: Oral health impact profile



Muralidharan, et al.: Dentition status and treatment needs of MSMs and TGs in Pune city

468 	 Journal of Oral and Maxillofacial Pathology | Volume 22 | Issue 3 | September - December 2018

whereas severe tooth loss was the 36th  most prevalent 
condition (affecting 2% of  the global population).[12] The 
prevalence of  untreated dental caries in the present study 
population was nearly twice that of  the global findings. 
With comparison to the general population, the last survey 
in India (2002–2003) reported that among adults, the dental 
caries prevalence was 77.6%. This is slightly higher than our 
study findings.[13] According to Hongal et al, a\the attitudes 
of  the community towards special groups like the eunuchs, 
have been reflected even in the health care settings.[11] Most 
of  the health‑care facilities are concentrated only with 
respect to HIV or other sexually transmitted diseases and 
oral health takes a back seat.

It is a proven fact that oral diseases greatly affect the 
quality of  life. In the present study population, there was 
a strong association between pain, discomfort, stress, 
irritability and functional disability with the decayed and 
the missing component of  DMFT index. Since no previous 
study has been reported among this special group, a direct 
comparison cannot be made. The impact of  dental caries 
and tooth loss proves the urgent need to encompass dental 
health also in the overall needs of  this population and not 
be limited to only sexual health. The MSMs and TGs are 
known for performing oral sex. The orogenital contacts 
increase the risk of  a lot of  microbes and alter the oral 
hygiene to a great extent which coupled with lack of  oral 
health knowledge and adequate oral hygiene can further 
deteriorate the existing disease state. The details of  oral 
sex and its implications with respect to oral health were 
not covered during our survey. Most of  the participants 
were not comfortable to answer questions related to 
unsafe oral sex practices and hence that data could not be 
covered. Nevertheless, further studies need to focus on this 
parameter for understanding the prevalence of  diseases 
and possible oral infections that may arise as a challenge 
among these people.

The study has certain limitations. We used convenience 
sampling, though not strictly. A door‑to‑door survey of  this 

group is impossible since most of  them do not reveal their 
sexual orientations easily. Only those who were registered 
with the   community‑based organization, Samapathik 
Trust,   were covered. We did not get permission from 
other organizations working for this group, so a lot more 
MSMs and TGs were left out; hence, the population is not 
necessarily representative sample. Although referral for 
cases that needed treatment to the nearest government 
hospital was provided and oral health education and 
awareness was carried out, the impact of  the same could not 
be followed up. Further studies are essential to reveal the 
impact of  the interventions on oral health status and also 
the quality of  life. Stigma and discrimination is an essential 
factor in these people failing to seek treatments for any 
form of  health‑related issues. This holds true, especially 
for the TGs who are not a welcome face everywhere. 
Hence, special clinics or outlets need to be set up to cater 
to the needs of  these people. It is also necessary to have 
a sensitization among upcoming dentists so that it is easy 
for them to be mentally prepared to handle these patients.

CONCLUSION

The present study highlighted the high prevalence of  
dental problems among the MSMs and TGs. There is a 
definite association between dental caries and tooth loss 
with the oral health‑related quality of  life. There was an 
alteration in quality of  life of  the MSMs and TGS with 
respect to dental caries. This calls for an intervention that 
is tailor‑made to meet the needs of  this group. Health 
education should look beyond sexually transmitted 
infections and also encompass oral health for such 
vulnerable populations.
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