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ABSTRACT

Background: Oral and maxillofacial diseases are prevalent worldwide. This study aimed to determine the pattern of  patients' 
presenting complaints at Edward Francis Small Teaching Hospital in Banjul, The Gambia.

Methods: This retrospective study was conducted at the hospital's dental clinic. Data were retrieved from archival records covering the 
period from November 2022 to October 2023 and recorded on standardized data-collection forms. Patients' presenting complaints were 
broadly categorized as orofacial pathologies, trauma, dental-related abscesses, and developmental anomalies. Data were analyzed 
using the Statistical Product and Service Solutions (SPSS) software.

Results: A total of  1,007 patients were seen during the study period, with a slight male predominance. The peak age of  presentation was 
in the third decade of  life, while children aged 16 years or younger accounted for approximately one-third of  all cases. Orofacial 
pathologies were the most common category of  complaint, accounting for 607/60.3% cases, followed by dental and maxillofacial 
trauma with 177/17.6% cases, life-threatening infections with 145/14.4% cases, and developmental anomalies with 78/7.7% cases. 
The most common specific complaints were toothache, reported by 279/27.7% patients; growths and swellings, (247/24.5%); orofacial 
abscesses, (131/13.0%); soft-tissue injuries, (67/6.6%); maxillofacial fractures, (59/5.9%); and ankyloglossia, (49/4.9%).

Conclusion: Toothache was the most common presenting complaint, followed by swellings, trauma, and infections. Increased oral-
health awareness and improved access to preventive and restorative dental care should be prioritized in The Gambia. Further studies are 
needed to assess the impact of  oral-health interventions in the country.
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INTRODUCTION

Globally, oral and maxillofacial diseases are prevalent, 
1, 2constituting a major public health problem . 

Unfortunately, the burden of  oral diseases is significantly 

more on underprivileged and disadvantaged population 

groups in developed and developing countries of  the world 
2, 3. These consist of  a wide spectrum of  diseases that can 

range from dental caries to oral and maxillofacial trauma 
4as well as oral cancer . Other common oral diseases 

include periodontal disease, cleft lip and palate, 

edentulism, dental infections and HIV/AIDS related oral 
3-5disease . The impact of  these diseases includes pain, 

gingival bleeding, mouth odour, inflammatory swellings, 

neoplastic and non-neoplastic growths, chewing 

difficulties, and aesthetic challenges, which may lead to 

psychological disorders as well as countless loss of  school 
2, 6, 7and work hours . Furthermore, this burden is worsened 

by factors such as lack of  access to affordable oral health 

services and traditional as well as cultural oral health 

practices, such as exclusive use of  chewing sticks, herbal 
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2, 3rinses and charcoal scrubs . Also, non-existent or poorly 

implemented oral health policies, disproportionate 

distribution of  dental work force and inadequate dental 
2, 3materials and equipment contribute to the burden  . 

Additionally, patients often seek dental care for relief  from 
8, 9these oral diseases but mostly for toothache .  The pain 

may be from the tooth, tooth supporting structures or facial 
8structures . In a study conducted by An et al., in China, 

approximately 50% of  the entire reasons for attending a 
10dental clinic was on account of  intolerable toothache . 

Also, a previous report indicated that patients in 

developing countries, attend dental clinics only for the 
11relief  of  pain rather than for routine or preventive care . 

On the contrary, Gray et al, reported routine checkup as the 
12most common reason for clinic attendance in their study . 

While these previous studies were surveys on quality of  life 

and reasons for previous attendance at the dental clinic, 

there is paucity of  literature in this clime on the prevalent 

presenting complaints by patients. Also, surveys rely on 

past memories which may be inaccurate or wrong but 

examining existing records ensures medical facts are 

recorded. 

Moreover, oral health is maintained by positive oral health 

behaviour, such as regular clinic attendance and this can 

vary in different climes. Thus, dental clinic attendance is a 

core measure of  assessing the oral health status of  a 

population and the uptake of  dental services, as well as the 
13assessment of  oral health related quality of  life . Data 

obtained from dental facilities can boost the knowledge of  

existing oral diseases, which would in turn help in 

developing fitting policies, and prioritize oral health 

planning. Therefore, this study aims to determine the 

pattern of  patients' presenting complaints and the 

demographics of  patients' attending the dental clinic at 

Edward Francis Small Teaching Hospital (EFSTH), 

Banjul, The Gambia. 

This was a retrospective study carried out at EFSTH, 

Banjul, The Gambia.  The presenting complaints were 

assessed from existing data using the clinic's daily 

attendance register over a one-year period. This was done 

simultaneously with categorization of  the complaints into 

broad diagnostic groups according to the nature of  the 

complaints as follows: orofacial pathologies, trauma, 

dental related abscess and developmental anomalies. The 

database was drawn from records of  patients attending 

dental clinic, domiciled in the medical records room 

spanning November 2022 to October 2023.

MATERIALS AND METHODS

This hospital is the foremost tertiary health institution in 

The Gambia. It is the only government owned institution 

in the country where specialist dental services exist. 

Inclusion criteria were old patients who either came with 

new complaints or were first-time patients, while those 

with multiple visits were recorded only once. Those with 

incomplete records were excluded from the study. 

Subsequently, consecutive sampling of  all participants 

matching the broad diagnostic groups were recruited and 

the point of  observation was at the time of  presentation at 

the oral diagnosis clinic. Sample size was determined by 

extracting all eligible institutional records available during 

the chosen timeframe. To avoid bias, strict objective clinical 

definitions were used in categorizing the complaints into 

broad diagnostic groups.

The format of  the data source such as patients' age, gender 

and presenting complaints was retrieved from the archival 

records and entered into standardized data collection 

forms by a single unblinded reviewer to ensure accuracy. 

The independent variables were age and sex while the 

dependent variable was participants' complaint(s). 

Demographic and clinical information contained in the 

records were used to define the presence of  these variables. 

All data were analysed using the Statistical Products and 

Service Solution (SPSS) software version 26 (IBM Corp., 

Armonk, N.Y., USA). Descriptive analysis was done and 

data were presented using summary statistics such as 

frequency tables, charts, means, and standard deviation. 

Ethical approval for this study was obtained from Research 

Ethics Committee (REC) Edward Francis Small Teaching 

Hospital, Banjul, The Gambia (EFSTH_REC_2025-015). 

In all, 1,007 participants that fulfilled the inclusion criteria, 

over the study period were included in the study. There 

were 522 (51.8%) males and 485 (48.2%) females patients 

seen with a M: F of  1.07: 1. The range was 6 days to 90 

years and mean age of  patients was 25.8 ± 18.3 years Also, 
rdthe peak age group of  presentation was the 3  decade 

strecording 258/25.6% cases, followed by 1  decade 
nd(233/23.1%) and 2  decade (192/19.1%) respectively. 

Similarly, children 16 years and below constituted 

approximately a third of  the cases recording 349/34.7% 

cases.

Orofacial pathologies were the most common reasons for 

patients' presentation, consisting of  607 (60.3%) cases, 

followed by dental and maxillofacial trauma (177/17.6%), 

life threatening infections (145/14.4%) and developmental 

anomalies (78/7.7%). (Figure 1).

RESULTS

 

. 
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On further analysis, the distribution of  specific presenting 

complaints under the major categories was as follows; 

orofacial pathologies - toothache (279/27.7%), 

Neoplastic/non-neoplastic growths and swellings 

(247/24.5%), toothache with abscess (27/2.6%), 

ulcerations (22/2.2%), orofacial pain (12/1.2%), and 

miscellaneous (20/2.0%). (Table 1). Other presenting 

complaints under dental and maxillofacial trauma were: 

soft tissue injuries (67/6.6%), maxillofacial fractures 

(59/5.9%), dental/dentoalveolar fractures (39/3.9%), 

Broad category of 
complaints

 
Specific complaints

 
Frequency 

 
 

%
 

Orofacial 
Pathologies 

Pain
 

· Toothache 

· **Toothache and abscess  

· Orofacial pain 

Neoplastic/non-neoplastic growths and swellings  

Ulcerations 

*Miscellaneous 

Sub-total 

 

279  

27  

12  

247  

22  

20  

607  

 

27.7  

2.7  

1.2  

24.5  

2.2  

2.0  

60.3  

Dental and 
Maxillofacial 
Trauma 

**Soft tissue injury 
Maxillofacial fractures 
Dental/dentoalveolar fracture  
Combined soft tissue injury and maxillofacial fractures  
Foreign body impaction 
Sub-total 

67  
59  
39  
11  
1  
177  

6.6  
5.9  
3.9  
1.1  
0.1  
17.6  

Life Threatening 
Orofacial 
Abscesses 

Orofacial abscesses 
Necrotising fasciitis 
Necrotising fasciitis with neck and chest involvement  
Orbital cellulitis 
Sub-total 

131  
8  
5  
1  
145  

13.0  
0.8  
0.5  
0.1  
14.4  

Developmental 
Anomalies 

Ankyloglossia 
Orofacial clefts 
Sub-total

 

49  
29  
78

 

4.9  
2.9  
7.7

 
Total

  
1007

 
100

 

 
*Miscellaneous: Halitosis (4), TMJ Ankylosis (3), Bell's Palsy (3), TMJ Dislocation (2), Haemorrhagic 
Disorders (3), Geographic Tongue (2), Cancrum Oris (1), Trigeminal Neuralgia (1), Partial Edentulism (1)
** Numbers were rounded and may not add up to 100% precisely

Table 1: Frequency distribution of patients' presenting complaints

Figure 1: Broad diagnostic categorization of patients' presenting complaints
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combined soft tissue and maxillofacial fractures (11/1.1%) 

and foreign body impaction (1/0.1%). Also, amongst life 

threatening infections were orofacial abscesses 

constituting 131/13% of  cases, followed by necrotizing 

fasciitis (NF) with 8/0.8% cases while NF with neck and 

chest involvement recorded 5/0.5% cases and orbital 

cellulitis recorded one (0.1%) case respectively. In addition, 

developmental anomalies recorded 49/4.9% cases of  

ankyloglossia while orofacial cleft cases were 29/2.9%. 

Cleft palate only, were 14 (48.3%) cases of  the orofacial 

clefts, followed by cleft lip and palate (9/31.0%) and cleft 

lip only (6/20.7%). (Table 1).In the orofacial pathology 

group, females accounted for more cases presenting with 

pain, (predominantly toothache), with 177 cases (55.6%) 

compared with 141 cases (44.4%) among males. The age 

range was 2–83 years, with a mean age of  27.5 ± 14.6 years. 

Children aged 16 years or younger constituted 54 cases 

(17.0%).

Cases presenting with neoplastic or non-neoplastic 

growths and swellings ranged in age from 2 weeks to 90 

years, with a mean age of  29.6 ± 20.5 years. Females 

accounted for 134 cases (54.3%), while males accounted 

for 113 cases (45.7%). Children aged 16 years or younger 

constituted 83 cases (33.6%); approximately one-third of  

all cases presenting with a neoplastic or non-neoplastic 

growth or swelling.

Trauma cases occurred predominantly among males, who 

accounted for 142 cases (80.2%), compared with 35 cases 

(19.8%) among females. The age range was 3 weeks to 81 

years, with a mean age of  19.6 ± 14.6 years. Children aged 

16 years or younger constituted 78 cases (44.0%) of  the 

trauma cases.

There was nearly equal gender distribution among cases of  

life-threatening infections, with 72 males (49.6%) and 73 

females (50.4%). The age range was 1 month to 76 years, 

with a mean age of  25.9 ± 17.2 years. Children aged 16 

years or younger constituted 40 cases (27.6%).

Developmental anomalies occurred in patients aged 6 days 

to 25 years, with a mean age of  2.9 ± 4.2 years. Overall, 

there were 43 males (55.1%) and 35 females (44.9%). 

Ankyloglossia showed a male predominance, with 30 cases 

(61.2%) among males and 19 cases (38.8%) among 

females. Conversely, orofacial cleft lip and palate showed a 

slight female predominance, with 16 cases (55.2%) among 

females compared with 13 cases (44.8%) among males.

 

DISCUSSION

In the present study, 1,007 participants were recorded to 

have visited the dental clinic for various complaints over 

the study period. This was less than 3,636 recorded by 
14Olajide et al.  in their study over the same duration of  

4study of  one-year and that of  Omitola et al.  who recorded 

2,249 patients over an eighteen-month period. This may be 

due to the differences in population and study locations of  

both studies because Lagos and Port-Harcourt, Nigeria; 

where both previous studies were conducted, are highly 

populated cities, compared to the present study which was 

conducted in The Gambia with a much less population. 

Additionally, there was a slight male preponderance in this 
14study, which contrasts with studies by Olajide et al.  and 

4Omitola et al.  who both reported female preferences in 
rdtheir studies. Also, the peak age of  presentation of  3  

decade of  life recorded in this study, was same as reported 
4 14by Omitola et al.  and Olajide et al. . However, the mean 

age of  patients in both previous studies differed from the 

mean age obtained in the present study. While this study 

recorded mean age of  patients to be 

Furthermore, dental related pain

25.8 ± 18.3 years, 
4 14Omitola et al.  and Olajide et al.  reported 29.9 ± 16.8 and 

34.39 ±19.73 years respectively. These differences may be 

due to differences in sampling techniques and study 

populations.

 was the most prevalent 

cause of  patients' presentation at the dental clinic. This 

finding is unanimous in most previous studies as pain of  

dentoalveolar origin is known to be the main reason for 
7, 14, 15attendance of  dental clinics in most climes . This study 

recorded a prevalence of  31.5% for pain which was higher 
16than 16.1% recorded by Horst et al.  and 18.5% by 

17Omitola and Arigbede . Also, females presented more on 

account of  pain in this study, which is similar to the report 
18by Shetty et al.  in their study.

Also, orofacial pain of  non -dental origin constituted 12% 

of  all presentations, which was higher than 7% obtained by 
16Horst et al.  in their study. This variation may be due to 

differences in the population sampled. This study was 
16conducted in a tertiary dental facility while Horst et al.  

conducted a survey amongst random patients visiting 

private dental facilities, where some patients were on 

routine visits.

Regarding trauma cases, soft tissue injuries constituted the 

bulk of  dental and maxillofacial trauma cases presenting at 
19the clinic. This was similar to the findings of Pillay et al.  
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20and Miguens-Jr et al.  in their studies. Also, the gender 

distribution of  maxillofacial trauma cases revealed a male 

preponderance. This was in line with those of  previous 
19, 20studies who reported similar findings . However, the 

mean age of  19.6 ± 14.6 years recorded for trauma cases in 

this study differed from 26.3 ± 15.4 years reported by Pillay 
19et al. . Curiously, the proportion of  maxillofacial traumas 

in this study was 17.6% of  cases which differed from 2.9% 
19reported by Pillay et al. . These differences could be 

attributed to differences in study populations and 

locations. Our study was conducted in the only tertiary 

institution in the country. Thus, there is a tendency for 

cases to be concentrated there.  

 

± 17.2 years, 

Comparison of  neoplastic/non-neoplastic growths and 

swellings in this study was challenging because of  the 

variation in the pathogenesis of  various lesions in the 

orofacial region. Growths and swellings in this study were 

defined clinically as signs of  inflammatory, cystic and 

neoplastic disorders of  the jaw caused by hypertrophy, 
27hyperplasia, neoplasia and pooling of  fluids . 

Notwithstanding, the findings in this study contrasted with 
4those of  Omitola et al.  who reported neoplastic and cystic 

jaw swellings constituted 2.9% of  oral diseases presenting 

at their centre while this study recorded 24.5% of  cases 

presenting with complaints of  growths and swellings.  

Also, the mean age of  these participants was 29.6 ± 20.5 

years, which was less than 32.4 ± 17.1 years recorded in the 
28study by Lasisi et al. . Similarly, this study recorded a 

female preponderance amongst patients with growths and 

swellings, which differed from a male preponderance 

Additionally, life threatening infections constituted 14.4% 

of  all cases presenting at the dental clinic. This was higher 
21than 10.4% recorded by Pucci et al.  in their study. Also, 

this study recorded an almost equal gender distribution in 

patients with orofacial abscesses similar to the study by 
22Ekici et al. . However, this finding slightly differed from 

reports by Kudiyirickal and Hollinshead who reported a 

slight female predilection, as well as in the studies by

Meisgeier et al., Pucci et al., Mutwiri et al., and Yankov et 
23 - 26al. who reported a clear male predominance . Also, the 

mean age of  patients with orofacial abscesses in this study 

was 25.9 near 27 years recorded by Mutwiri et 
25al. . The differences noted in these studies and the present 

study could be due to variations in the cases studied; for 
21 26instance, Pucci et al. , and Yankov et al.  excluded 

paediatric cases. Also, the present study analyzed all cases 

of  orofacial infections irrespective of  the source while 

some other studies were limited to those of  odontogenic 
21, 24, 26origin .

28recorded by Lasisi et al. . These differences may be due to 

variation in the demography studied in both studies since 
28Lasisi et al.  engaged patients' histological samples. 

29 – 31. This wide variation may be 
30attributable to the study locations; Oyetola et al.  and 

31Zakiawati et al.  conducted their studies in specialized 
29clinics, while Dave et al.  conducted theirs at a private 

dental facility. Whereas this study was conducted in a 

dental outpatient clinic of  a tertiary facility. It is expected 

that the specialized clinics would pool more cases 

compared to an outpatient clinic.

In this study, orofacial cleft cases recorded a slight female 

predilection which differed from findings by previous 
35 - 38studies who recorded male predilection in their studies . 

Additionally, majority of  the cleft cases in this study were 
39cleft palate which agreed with the study by Zaaba et al.  

35but differed from the studies by Diwana et al. , Shivlani et 
38 36al.  and Pradhan et al.  who recorded a majority of  cleft lip 

and palate in their studies. These differences in findings 

may be due to the variations in study duration and 

population. Most of  the previous studies were conducted 

over a longer duration; had larger populations and were 

focused on orofacial clefts rather than the general 

presentation in a dental clinic.  

In addition, all oral ulcerations seen in the present study 

constituted 2.2% of  the entire presenting complaints. This 

contrasted with previous studies that recorded much 

higher proportions in their studies, approximately ranging 

from 20% to 50% 

Also, this study recorded more males presenting on 

account of  ankyloglossia. This finding was also observed 
32, 33 34in previous studies  except that of  Vilarinho et al.  who 

reported a slight female predilection. This study was 

conducted in a dental clinic setting while other previous 

studies on ankyloglossia were conducted in paediatric 
32 -34hospital settings . There is a dearth in literature on 

prevalence of  ankyloglossia in dental settings, though our 

findings were largely in agreement with those of  paediatric 

hospital settings.

 

The present study described patients' presenting 

complaints at a tertiary dental facility rather than 

estimating the prevalence of  these complaints in the wider 

region. The cases identified may not represent all reasons 

for clinic attendance during the study period. However, 

they likely account for a substantial proportion of  cases, as 

the study site is the only tertiary institution in The Gambia 

providing dental services. Similarly, cases with inadequate 

LIMITATIONS
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or incomplete data may have been sufficiently numerous to 

influence some of  the study findings.

CONCLUSION
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