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Abstract: Halitosis or bad breath or breath malodor is the problem faced by many and can limit their potential 

to even interact with the society in a positive manner. It has important socioeconomic consequences and can 

reveal important diseases. It is very subjective in that for many this malady is” A perception rather than a real 

thing, everybodys breath smells to certain extent” However real halitosis is an unpleasant condition which 

creates huge embarrassment with potentially grave consequences. Most of the individual suffering from 

halitosis seek help from general practioners  initially, not the dentist. 
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I. Introduction 
Halitosis is an unpleasant odour that emanates from the oral cavity and can be serious enough to cause 

personal embarrassment. In the literature, bad breath has been typically referred to as oral malodor or halitosis. 

The word “halitosis” comes from the Latin “halitus”, which means “breath” and the Greek suffix “osis”, to 

specify a condition or a process. According to more recent published studies, bad breath is anything but 

abnormal. The problem of halitosis has been reported for many years. References were found in Papyrus 

manuscripts dating back to 1550 BC. Hippocrates mentioned that any girl should have a pleasant breath, making 

sure always to wash her mouth with wine, anise and dill seeds [1]. Almost every individual awakes with bad 

breath each morning. One experiences oral malodor after any prolonged period of decreased salivary flow [ 2] as 

in fasting or sleeping[3] therefore any drugs which diminish salivation may have the same effect. While ordinary 

healthy breath has been described as smelling like “blooming chestnuts”[4] offensive breaths manifests itself in a 

variety of ways depending on the cause. Mouthwash is a generally well accepted and popular way of dealing 

with oral malodour. The reported prevalence of these causes is manifested in the widespread use of products 
designed to make us temporarily socially acceptable. Millions of people indulge in self-treatment. The species of 

microorganisms implicated most often in oral odor are Bacteroides, Fusobacterium, and Klebsiella, although 

other species can also be involved. These anaerobic organisms multiply in the mouth where the lack of oxygen 

supports their survival. They thrive on dental plaque, the sticky substance which gathers on teeth, in mouth areas 

such as the gingival crevice which is the space between the surface of a tooth and the overlapping gum, and the 

tongue. They also multiply in any saliva that becomes trapped in periodontal defects, or in any area outside of 

the mainstream of salivary flow. However, this review summarizes the classification, etiology, diagnosis, 

treatment and hints are given for dentists how to mange in daily practice. Although this classification “fig-1” has 

not been universally accepted by all experts, there is general agreement that halitosis can be categorized as 

genuine halitosis, pseudo-halitosis and halitophobia [5].  However genuine halitosis has been further sub-

classified as physiologic halitosis in which there is no readily evident disease or pathological condition, or 
pathologic halitosis which occurs as an effect of an infective process of the oral tissues. Pseudo-halitosis is a 

condition in which there is absence of halitosis but the patient believes that they have oral malodour. 

Halitophobia can occur when there is no physical or social evidence to suggest that halitosis is present and 

which can persist after treatment for either genuine halitosis or as pseudo-halitosis. 

    

II. Aetiology And Prevalence 
Bad breath or halitosis is an offensive odor exhaled by the mouth, nasal cavities or facial and 

pharyngeal sinuses. The reliability of epidemiological data has been questioned, but the prevalence of halitosis 

has been reported to be as high as 50%. In a reported study 24% of patients complained of oral malodour in 
Japan [6] although in France it has been reported that between 50%and 60% [7]. It is now widely accepted that 

halitosis originates from the oral cavity  [8, 9]. Accumulation of bacteria and food residues at the posterior part 

and in the furrows of the tongue9 has considered the major cause [11]. Inter-dental plaque and gingivitis may also 

play a fundamental role, and although periodontal pockets may produce putrid odours, which are still unclear 
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[12]. Halitosis causing bacteria are the primary sources of volatile sulphur compounds, and the chief components 

are methyl mercaptans and hydrogen sulphide [ 13]. Volatile sulphur compounds and other additional odours such 

as putrescine, indole, skatole, and cadaverine [14] are generated during the bacterial metabolic degradation of 
food debris, saliva proteins, desquamated cells, dental plaque and microbial putrefaction [15]. The periodontal 

pocket also provides an ideal environment for volatile sulphur compounds production . The intensity of clinical 

halitosis has been revealed to be considerably associated with the amount of intraoral volatile sulphur 

compounds level and directly with periodontal health status [16, 17, 18]. 

 

III. Diagnosis 
The clinical assessment of oral malodour has been usually subjective, and should be based on smelling 

the exhaled air of the mouth and nose and comparing the two which also popular as organoleptic assessment. 

Odour detectable from the mouth but not from the nose, which may likely to be of oral or pharyngeal origin. 
Odour from the nose alone is likely to be coming from the nose or sinuses [19] rare instances when the odour 

from the nose and mouth are of similar intensity, moreover a systemic cause may also may likely possible for 

the malodour. Assessment of the quality of the odour relies on the use of qualified clinicaians [20, 21]. Objective 

measurement of the breath components is rarely used in regular clinical practice, as it is time consuming and 

cost effective. Volatile sulphur compounds can be measured by using a portable sulphide monitor, but as oral 

malodour may comprise agents other than volatile sulphur compounds this may provide an inaccurate 

assessment of the source and intensity of oral malodour. However, the potential method of determining the 

components of halitosis is gas chromatography, but this is not of practical clinical application. Correspondingly, 

dark field microscopy, the detection of trypsin-like activities of bacteria the benzoylarginine-naphthylamide test, 

and real time quantitative polymerase chain reaction detection of possible causative oral microbes falls outside 

the routine clinical assessment of halitosiis. Organoleptic measurement by trained clinicians is considered to be 
the reference, and the most reliable way of evaluating malodour, although this has been contested by studies 

showing that measurements with the halimeter appear to be more reproducible [22]. Measurement of volatile 

sulphur compounds levels can be carried out by a variety of methods. Organoleptic which are considered 

subjective by some clinicians but are the ones of most relevance to patients [23], and the more complex gas 

chromatography techniques [24]. Furthermore, portable computerized volatile sulphur compound monitors or 

halimeters are now available, which are easy to use and relatively economical. [25]  However, the limitations of 

halimeters are that they have low sensitivity for one of the other sources of malodour, methyl mercaptan  and 

nevertheless a high sensitivity for hydrogen sulphide. 

 

IV. Management 
The successful management of halitosis appears to be pivot on the reduction of volatile sulphur 

compounds levels, and some other foul volatiles, hence the majority focus on chemical and mechanical options. 

Mechanical interventions like brushing, flossing and tongue scraping are intend to reduce the reasonable amount 

of bacteria which produces of volatile sulphur compounds, persistent food matter and cellular debris from the 

gingiva and tongue. In a recent systematic review explained the effectiveness of tongue scraping for treating 

halitosis. [26] However, the authors concluded that the mechanical tongue cleaning with tongue scrapers appeared 

to have very limited and short come benefits for the patients in controlling halitosis. However, the limitations of 

mechanical methods like tongue scarping have been effective if removal of volatile sulphur compounds 

producing bacteria from all oral biological sites. The option of mouthrinses may be more effective in reaching 

the less accessible parts of the oral cavity. Moreover, their greater social acceptance and ease of use has led to 

the development of a large number and range of over the available mouthrinses [27]. A number of mouthrinses 
contain antibacterial agents in addition to flavoring agents. Components which neutralize can further be divided 

into those that affect the bacteria directly or the chemical compounds they produce and include chlorhexidine, 

triclosan, alcohol, chlorine dioxide, phenol, and metal ions like zinc [28, 29]. Furthermore, some of the odour 

masking agents consists of essential oils, which can also provide a competing and purely temporary smell that is 

capable of disguising the unfavorable malodour.  

 

V. Discussion 
Halitosis is widespread and may consider affecting one quarter of the population around the world. 

Dental practitioners should be familiar about the current classifications, diagnosis and treatment modalities to 
best meet the needs of patients either self-reporting or diagnosed with this problem. Although, halitosis is one of 

the most common complaints with which patients come up to dental clinicians, thinking it can be detrimental to 

his/her self-image and confidence. Nevertheless, there have been a great number of studies conducted over the 

past three decades, it was somewhat surprising to find so few high quality randomized controlled trials 

comparing the effectiveness of some of these mouthrinses which effects on halitosis 
[30]

. Clinical diverse among 

the studies was demonstrated by the inclusion of participants with low organoleptic and baseline volatile sulphur 



Halitosis, diagnosis and management in daily practice: Dentist stance  

www.iosrjournals.org                                                             36 | Page 

compounds in addition to those with significantly higher inpatients, those who had been referred to clinicians. 

However, the reference for evaluation of halitosis is organoleptic assessment, the comparatively accessible to 

use and convenience of the halimeter must be offset against its low sensitivity to significant malodourants other 
than hydrogen sulphide [31].  Mouthrinses with chlorhexidine have been shown to be successful in reducing 

antibacterial activity in supragingival plaque besides the bacterial load on the tongue and thus are seen as 

potentially effective agents in controlling halitosis32. The clinical effectiveness of a mouthrinse combining 

0.05% chlorhexidine with cetylpyridinium chloride and zinc lactate was documented [32].  However, 

chlorhexidine also has some disadvantages predominantly with the increased tooth and tongue staining, bad 

taste and some reduction in taste sensation. The effectiveness of a two-phase oil-water mouthrinse containing 

0.05% cetylpyridinium chloride was illustrated by productive reductions of organoleptically reviewed. 

Individuals depart in their perceptions of odor intensity, what each person believes objectionable varies 

considerably. In population where periodontal problems are more frequently untreated, halitosis may be more 

familiar, and equally acceptable. The reduction of bacterial levels in sites such as the tongue that might serve as 

reservoirs for odour producing bacteria is of paramount importance in controlling halitosis. Furthermore, it had 
have been enlightened that mouthrinses containing antibacterial agents such as chlorhexidine and 

cetylpyridinium chloride play an important role . The effectiveness of chlorinedioxide and zinc containing 

mouthrinses should not be underestimated. Therefore it appears to be a place in the management strategy of 

halitosis for formulations which include and combine some of these constituents may beneficial for the 

management of halitosis.  

 

VI. Conclusion 
 The role of dental practitioner with through knowledge of the general and oral variations in the 

diagnosis and treatment of halitosis is essential. Since of its personal nature, halitosis can cause social 
embarrassment, emotional and psychological distress leading to a lack of self-esteem, self-image, and self-

confidence. In conclusion, there is a need that dentists can help patients to handle the situation by giving counsel 

on oral hygiene, or can refer them for medical advice when a non-oral cause is deduced. As frontline health care 

workers, dentists were expected to stumble upon this kind of problem. Thus a holistic approach should be 

followed to improve the quality of life of our patients. Furthermore,  there is growing interest and demand on 

halitosis, more research and studies are need to be done  to explore, and to increase dentist knowledge of this 

condition.       
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Figure-1. Flowchart summarising the classification of halitosis 
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