
Journal of Clinical and Diagnostic Research. 2017 Sep, Vol-11(9): ZC79-ZC83 7979

DOI: 10.7860/JCDR/2017/27380.10678 Original Article

D
en

tis
tr

y 
S

ec
tio

n Evaluation of the Efficacy of G32 
(Commercially Available Ayurvedic 

Preparation) in Reducing Halitosis – 
A Randomized Controlled Trial

Snehal Patil1, ShaShiDhar acharya2, SiDDhi hathiwala3, DeePak kumar Singhal4, Samuel raj SrinivaSan5, Sachin khatri6

 

Keywords: Chlorhexidine, Oral malodour, Volatile sulphur compounds

ABSTRACT
Introduction: Oral malodour is a social malady affecting people 
of all the age groups. Effective management of oral malodour is 
the key to improve the quality of life of such people.

Aim: To evaluate the effectiveness of ayurvedic medication, 
G32 in controlling oral malodour and comparing the effects with 
Chlorhexidine (CHX).

Materials and Methods: This was a single blind randomized 
controlled trial with parallel study design conducted at a 
hospital in the city of Udupi in Southern India. A total of 40 
patients suffering with oral malodour, aged 17-35 years, were 
included in this trial. After inclusion into the study, the subjects 
were examined twice, with a one-week interval between both 
examinations. Volatile Sulphur Compounds (VSCs), gingival, 
plaque and tongue coating scores were assessed at both 
examinations. Subjects were randomly allocated to G32 

group – ayurvedic formulation (intervention group) and CHX 
group (control group), and were provided with the respective 
formulations enough to be used twice daily for a period of 
one week. The difference between the mean scores of VSCs, 
plaque, and gingivitis and tongue coating were compared within 
the intervention and control groups, respectively, using paired 
t-test.

Results: Both test and control groups showed a significant 
reduction in VSCs, plaque and gingivitis levels. The percentage 
reductions in VSCs, plaque and gingivitis were found to 
be similar among the two groups. There was no significant 
difference between the preintervention and postintervention 
scores in both the groups. 

Conclusion: G32, an ayurvedic medication, can be an effective 
tool to deal with oral malodour.

INTRODUCTION
Oral malodour is one of the oldest and most troublesome of social 
maladies and has been recorded in literature for thousands of years 
[1]. Understanding of this phenomenon has been seen to be lacking 
in the scientific community and also among the general society. 
‘Halitosis’ is the general term used to describe any disagreeable 
odour in the expired air, regardless of whether the odouriferous 
substances originate from oral or non oral sources, while ‘oral 
malodour’ specifically refers to such odour originating from the oral 
cavity itself [2-4].

Halitosis can be internal (intraoral) or external (extraoral) or both 
in origin. A number of factors, both intraoral and extraoral, such 
as gingivitis, periodontitis, nasal inflammation, chronic sinusitis, 
diabetes mellitus, liver insufficiency, cirrhosis, uraemia, lung 
carcinoma, trimethylaminuria and postnasal drip have been 
identified for halitosis [5]. It has been documented in literature that 
around 87% of patients with bad breath had malodour of oral origin, 
whereas only 5%-8% had malodour of extraoral origin [6-8].

Oral malodour has been associated with both gingivitis and 
periodontitis; but it can be present in periodontal disease free 
individuals also. It originates in oral cavity because of degradation 
of proteins by bacteria producing VSCs hydrogen sulphide, methyl 
mercaptan and dimethyl sulphide are the major components in these 
VSCs. VSCs are found in saliva, gingival crevicular fluid produced as 
a result of proteolysis of protein substrates, mainly sulphur containing 
amino acids like cysteine and cystine [8]. Nonsulphur containing 
compounds like volatile aromatic compounds (indole, skatole), 
organic acids (acetic, propionic) and amines, i.e., cadaverine and 
putrescine also contribute to oral malodour [8].

Various methods have been used for detection of oral malodour. 
They are broadly classified as direct methods (organoleptic method, 

gas chromatography, sulphide monitoring - halimeter, breath alert) 
and indirect methods (BANA test, bacterial culture, direct bacterial 
smears, enzyme assay) [3]. In this study, a small hand held breath 
checking device ‘breath alert’ (Tanita®) was used. This portable 
monitor provides an objective reading which favours the organoleptic 
assessment [9].

Regular use of mouthwashes, supportive periodontal therapy and 
psychological counselling has been traditionally followed for the 
treatment of malodour. Mouthwashes have been consistently used 
in various studies reported in literature so far and CHX has been 
found to be effective in reducing oral malodour [10,11]. CHX being 
the most studied antimicrobial agent in the treatment of gingivitis has 
also been tested for its efficacy in the treatment of oral malodour. 
It has been shown to be successful in reducing bacterial activity in 
supragingival plaque as well as the bacterial load on the tongue, 
provides a significant reduction in VSCs levels because of its strong 
antibacterial effects and superior substantivity in the oral cavity, and 
thus is seen as potentially effective agent in controlling oral malodour 
[12,13]; but it has few disadvantages of increased tooth and tongue 
staining, dryness and altered taste sensation. Nevertheless, it is 
considered as a gold standard in the treatment of malodour [14].

Alternative medicines like ayurveda have been used in treatment of 
various disorders since centuries. G32 is a commercially available 
ayurvedic formulation available as tablet or solution, known to 
be antiseptic, anti-inflammatory, astringent, anodyne, styptic, 
deodorant, aromatic and healing agent. It contains harmless 
ayurvedic ingredients used traditionally since centuries; like bakula, 
chok, katho, laving, etc., [15,16].

Its main ingredient Mimusops elengi is known to contain chemicals 
like triterpenes and alkaloids and possesses antibacterial, antifungal, 
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anticariogenic and free radical scavenging properties [17]. Other 
ingredients; namely Katha (Acacia catechu) [18], Laving (Myrtus 
caryophyllus) [18] and Vajradanti (Barleria prionitis) [19] are known 
for their antimicrobial and anti-inflammatory properties as reported in 
the literature. G32 is a combination of all these ingredients in varying 
proportions and has been widely used for ethnomedicinal purposes. 
Earlier studies have documented the use of G32 in treatment of 
oral malodour, gingivitis and other oral conditions [15,16]. However, 
there has been no study which has compared its effectiveness in 
treating malodour with that of CHX.

Therefore, this study was conducted with the aim to evaluate the 
effectiveness of G32 in controlling halitosis and comparing the 
effects with CHX; hypothesis being that G32 is as effective as CHX 
in treatment of halitosis.

MATERIALS AND METHODS
Study design and participant characteristics: This single blind, 
parallel design randomized controlled trial (CTRI/2012/05/002695) 
was conducted on healthy volunteers of age group 17-35 years 
in TMA Pai hospital, Udupi Karnataka, India. The ethical approval 
to conduct the study was obtained from the Institutional Ethics 
Committee. The participants received detailed information about the 
study and signed an informed consent form. A total of 40 volunteers 
(20 males and 20 females) who fulfilled the inclusion and exclusion 
criteria were included in the study. Sample size of 40 was calculated 
based on effect size of 0.85, power of 80% and alpha error of 0.05 
[20]. The recruitment of the study participants was conducted by 
one of the co-investigators not involved in group distribution and 
dispensing of the intervention medications. Allocation of subjects 
to either of the groups was done by a person not related to the 
researchers or subjects.

Selection criteria: Subjects who were willing to participate in this 
trial and whose VSCs and hydrocarbon gas levels were more than 3 
(Breath Alert Tanita®) and who had periodontal pockets ≤4 mm (after 
a comprehensive periodontal examination) were included in the 
study. Exclusion criteria included the subjects who were smokers, 
were undergoing antibiotic therapy, had any medically compromised 
conditions contraindicating the oral examination or had active 
periodontitis and multiple carious lesions. Similarly, patients with 
systemic diseases pertaining to renal systems, liver and endocrine 
systems, respiratory system problems, gastrointestinal disease, 
hepatic disease, hematological or endocrine system disorders and 
metabolic conditions can all be the non oral causes of halitosis, and 
hence were excluded from the study sample.

clinical examination: At the initial visit, the subjects were 
interviewed for recording their medical history, drug history and oral 
hygiene practices by one of the principal investigators (SH). They 
were requested to refrain from consuming odourous food items 
like onion, garlic, spicy food, tobacco, mouth fresheners, chewing 
gums, etc., 24 hours prior and not to use scented perfumes on the 
day of next scheduled appointment. 

The VSC levels of the subjects were measured using a portable 
sulphide meter ‘Breath Alert’ (Tanita®). This hand-held device 
measures the levels of VSCs and hydrocarbon gases in mouth air. 
As the monitor is turned on, it emits a beep, when second beep 
is heard the patient is requested to blow into the air flow passage. 
After the third beep, odour levels is measured by grading on the 
display of instrument; 1 (no odour), 2 (mild odour), 3 (moderate 
odour), 4 (strong odour) [21].

The VSC scores were measured after the routine oral hygiene 
procedures in the morning but before the first meal of the day. 
To standardize the distance from which patients blew air into the 
machine, single examiner placed thumb on the patient’s chin and 
held the machine in vertical position, in an enclosed room which was 
free of any obvious odour that could have affected the sensitivity of 
the machine. Patient was advised to close his mouth for 2 minute 

prior to blowing into the machine. Three continuous readings, at a 
gap of one minute each, were taken and a consistent reading was 
considered. For validation of ‘Breath alert’, it was compared with 
the organoleptic method (gold standard). 

Organoleptic assessment was conducted by a single examiner 
on a group of 10 subjects having oral malodour. Subjects were 
instructed to keep mouth closed and breathe through the nose 
for 2-3 minutes duration. Followed by which they expired through 
mouth at a distance of 10 cm from examiner nose. The intensity 
ratings of 0 to 5 score (no odour to strong odour), as proposed by 
Rosenberg M and McCulloh CA was used [22].

Other parameters measured during this study were the scores of 
plaque and gingivitis in the subjects. Gingivitis was evaluated using 
Löe H and Silness J index (1963) [23] and plaque with Silness J and 
Löe H index (1964) [24].

These parameters were measured by same investigator on a dental 
chair under adequate illumination, using a three way syringe, mouth 
mirror and probe.

Tongue coating was measured using Winkel tongue coating index 
(2003) [25]. The dorsum of tongue was divided into six areas, i.e. 
three in the posterior and three in the anterior part of the tongue. 
The tongue coating in each sextant was scored as 0– no coating, 
1– light coating and 2– severe coating. The tongue coating value 
was obtained by the addition of all six scores, range 0-12 [26].

Following these examinations, the participants were provided 
at random (coin flip method) with G32 (Alarsin pharmaceuticals) 
or Chlorhexidine – digluconate 1% (Hexigel, ICPA company) in a 
wrapped container by an investigator, who was not a part of the 
clinical examination. 

No change in the routine oral hygiene practices or any change in 
dietary habits was advised during the study period. Subjects of G32 
group (intervention group) were advised to crush 2-3 tablets and 
massage it on the gums and surrounding areas twice a day for five 
minutes, once in morning and once before going to bed at night 
followed by rinsing the mouth with water. Similarly, the subjects of 
CHX group (control group) were advised to use the gel twice daily 
and massage the gums and surrounding areas for five minutes, 
once in morning and once before going to bed at night followed by 
rinsing the mouth with water. 

Postintervention visit: All the parameters such as the VSC levels, 
gingivitis, plaque and tongue coating were measured again after 
one week of intervention. The subjects were interviewed about any 
perceived side effects during the course of study. Single examiner 
carried out all the recordings on both the occasions. Intra-examiner 
agreement was assessed using kappa coefficient. Kappa values for 
gingival, plaque and tongue coating scores were 0.86, 0.78 and 
0.86, respectively. 

STATISTICAL ANALySIS 
The differences between the mean scores of VSC, plaque 
and gingivitis and tongue coating were compared within the 
intervention and control groups respectively using paired t-test. 
For the comparisons of the overall mean reduction of all the clinical 
parameters measured, across both the groups, independent t-test 
was used. All the analysis was carried out using the Statistical 
Package for Social Sciences (SPSS) version 16.0. The cut off level 
for statistical significance was taken as 0.05. 

RESULTS
The present study constituted sample of 40 subjects (20 males and 
20 females), 20 each in intervention (10 males and 10 females) and 
control groups (10 males and 10 females). There was no loss to 
follow up observed during the study period [Table/Fig-1]. There was 
no statistically significant difference in the participants in both CHX 
and G32 groups, according to the variables such as age of patient, 
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sex of patient, plaque, gingival and halitosis scores at the baseline. 
Comparison between scores before and after intervention showed 
a trend towards a decrease in scores, with a statistically significant 
decrease for all plaque, gingival and halitosis scores in both the groups 
[Table/Fig-2]. 

The scores of ‘Breath alert’ were correlated with the scores of organoleptic 
assessment (gold standard) and the Spearman’s correlation coefficient 
was found to be 0.72 [Table/Fig-3]. The comparison of plaque, gingival 
and halitosis scores in intervention and control groups after one week 
follow up showed no statistically significant difference. (Mean difference 
being 0.04±0.17, 0.05±0.12, 0.05±0.17) 

The tongue coating scores before and after intervention, were 5.5 
(±1.51) and 5.1 (± 1.3) for G32 group and 5.5 (± 1.3) and 5.3 (± 1.2) 
for CHX group, respectively. There was no statistically significant 
difference between the pre and post intervention tongue coating 
scores for both the groups. (p= 0.54 for intervention and p= 0.344 
for control group).

DISCUSSION
This controlled trial was designed to test the efficacy of G32 and 
CHX in reducing malodour of oral origin. Subjects with moderate 
to severe oral malodour were included in this study, as in such 
participants the baseline VSC levels would be high enough to 
evaluate the effects of formulations. 

In our study, a hand-held device ‘Breath alert’, a sulphide monitor, 
was used as a method of oral malodour detection. Previous studies 
have shown this device to be effective in assessment of malodour. It 
is based on the same principle of measurement (Sulphide monitors) 
like Halimeter and provides objective reading which favours 
organoleptic assessment [9]. This monitor is easily available and has 
high reproducibility. They do not require skilled personnel to operate 
nor do they have high acquisition costs like gas chromatography 
or Halimeter. They are also devoid of the subjectivity and influence 
of other factors like age, gender, time of day, etc., which are the 
drawbacks of organoleptic method [26-28]. Few studies reported in 
the literature, till this date, have used Breath alert as an assessment 
tool for oral malodour [9,29,30].

Hence, as a confirmation, this machine was validated with the 
organoleptic method and was found to be well correlated with the 
results of organoleptic method. The reproducibility of the device was 
assessed by using three continuous readings and steady readings 
were observed and considered. 

Oral microorganisms play an important role in the production of 
malodour. In the absence of microorganisms, the odouriferous 
compounds are not released. A predominance of Gram negative 
organisms like Peptostreptococcus, Eubacterium, Selenomonas, 
Centipeda, Bacteroides and Fusobacterium is found in the mouth 
of patients with oral malodour as these species are capable of 
producing VSCs [31-34]. Hence, CHX and G32 were used as 
chemical agents as they are known to have a bactericidal property.

In this study, there was a significant reduction in the mean VSC, 
plaque and gingival scores among the participants of G32 group. 
These findings were similar to the findings of the previous study in 
which self reported halitosis was measured [15]. CHX was used 
in this study as it is a gold standard in treatment of halitosis [32-
36]. It was used in a gel form, as this form has been shown to 
be as effective as the mouthwash and spray [37-39]. There was a 
significant reduction in the mean VSC, plaque and gingival scores 
among all the participants of CHX group. Similar findings have been 
reported in a previously conducted study [6].

In this study, no significant difference between the preintervention 
and postintervention tongue coating scores were observed, yet a 
substantial reduction in VSCs scores was achieved. This interesting 
finding disregards the conventional belief that dorsum of tongue is 
the primary source of VSCs in oral malodour patients and stresses 
on the fact that the composition of tongue coating might be a better 
indicator than its extent [8].

To eliminate any bias, the participants were asked to follow 
their routine oral hygiene practices and were matched for their 
sociodemographics, VSCs, plaque and gingival scores at baseline. 
Examination by the dentist might have introduced some bias in the 
study, as the participants might get over cautious and start following 
meticulous oral hygiene practices. But such a phenomenon might 
have occurred in both the groups, and hence would have nullified 
the effect. 

None of the subjects in G32 group complained of burning mucosa, 
altered taste sensation, dryness of mouth or other adverse effects 

[Table/Fig-1]: Showing sequential methodology followed in the study. 

[Table/Fig-2]: Showing baseline characteristics and mean difference between pre 
and post intervention scores between CHX and G32 group.
*p < 0.05 – considered as statistically significant 
Paired t-test

[Table/Fig-3]: Shows the spearman correlation between the organoleptic 
assessment and breath alert scores.
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during the course of the study, similar to earlier study [14]. On the 
contrary, few subjects of CHX group complained of burning mucosa 
and drying of mouth on subsequent visit. The occurrence of such 
effects can influence the compliance of patients, which forms the 
basis of long term management of chronic conditions like oral 
malodour [37-40]. This study was conducted for a short duration of 
time, yet it can be considered that the results of G32 were pointing 
in the favourable direction.

During the course of the study, it was observed that G32 was more 
economical compared to CHX. This seems to be a key issue for 
two reasons. Firstly, when chronic disorder like halitosis is being 
considered, the cost of treatment matters and secondly, in country 
like India, where people are reluctant to spend more money on oral 
health, cost will definitely have a major influence on treatment choice 
and might affect the compliance of patients. 

Few studies reported in the literature have induced halitosis using 
‘morning breath model’ for assessment of efficacy of various 
preparations [41,42].

Such a model has a drawback that oral malodour is induced in 
healthy volunteers by instructing them to abstain from any routine 
oral hygiene practice for few days [6]. But in this study, only oral 
malodour cases were included and measurement of VSCs was 
done after the oral hygiene procedure in the morning but before 
the first meal of the day. This allowed the actual assessment of the 
VSCs scores as the influence of the food and morning breath was 
eliminated.

LIMITATION 
The major drawbacks of this study can be the short duration of follow 
up, a relatively smaller sample size. Nevertheless, this study provided 
evidence that G32 is an effective alternative to conventional therapy, 
in treating oral malodour in periodontally healthy individuals. 

Future studies can be conducted using G32 for treating oral 
malodour in subjects of various age groups and various grades of 
periodontal involvement. Reduction in levels of oral malodour can 
also be assessed using G32 in conjunction with other mechanical 
oral hygiene aids. Long term studies should be conducted to assess 
the stability of the VSCs scores reduction. Microbiological changes 
brought about by the application of G32 can be assessed in other 
studies using samples from plaque and GCF.

CONCLUSION  
Hence, it can be concluded that G32, with its lack of side effects, 
can be an effective tool to deal with oral malodour. It was found to 
be as effective as CHX in dealing with oral malodour. It can prove to 
be useful in various special groups who have difficulty in mechanical 
oral hygiene practices. 

REFERENCES
 Azodo CC, Osazuwa-Peters N, Omili M. Psychological and social impacts of [1]

halitosis: a review. The Free Library 01 January 2010. 08 May 2017 <https://
www.thefreelibrary.com/Psychological and social impacts of halitosis: a review.-
a0229543169>. Accessed on 20/4/17

 Tangerman A. Halitosis in medicine: a review. Int Dent J. 2002;52:201-06.[2]
 Vandana KL, Sridhar A. Oral malodor: a review. J Clin Diagn Res. 2008;2:768-[3]

73. 
 Yeagaki K, Coli JM. Examination, classification and treatment of halitosis; clinical [4]

perspectives. J Can Dent Assoc. 2000;66:257-61. 
 Aylikci BU, Çolak H. Halitosis: From diagnosis to management. J Nat Sci Biol [5]

Med. 2013;4:14-23.
 Carvalho MD, Tabchoury CM, Cury JA, Toledo S, Nogueira-FilhoGR. Impact [6]

of mouth-rinses on morning bad breath in healthy subjects. J Clin Peridontol. 
2004;31:85-90. 

 Roldán S, Herrera D, Santa-Cruz I, O'Connor A, González I, Sanz M. Comparative [7]
effects of different chlorhexidine mouth-rinse formulations on volatile sulphur 

compounds and salivary bacterial counts. J Clin Periodontol. 2004;31:1128-34. 
 Roldán S, Winkel EG, Herrera D, Sanz M, Van Winkelhoff AJ. The effects of a new [8]

mouthrinse containing chlorhexidine, cetylpyridinium chloride and zinc lactate 
on the microflora of oral halitosis patients: a dual-centre, double-blind placebo-
controlled study. J Clin Periodontol. 2003;30:427-34.

 Vandana KL, John M. Detection and measurement of oral malodor in periodontitis [9]
patients. Ind. J Dent Res. 2006;17:02-06. 

 Blom T, Slot DE, Quiryen M, Weijden GA. The effect of mouthrinses on oral [10]
malodor: a systematic review. Int J Dent Hyg. 2012;10:209-22. 

 Fedorowicz Z, Aljufairi H, Nasser M, Outhouse TL, Pedrazzi V. Mouthrinses [11]
for the treatment of halitosis. Cochrane Database of Systematic Reviews. 
2008;4:CD006701. 

 Asokan S, Kumar R, Emmadi P, Raghuraman R, Sivakumar N. Effect of oil pulling [12]
on halitosis and microorganisms causing halitosis: A randomized controlled pilot 
trial. J Ind Soc Ped Prev Dent. 2011;29:90-94. 

 Cortelli J, Barbosa MDS, Westphal MA. Halitosis: a review of associated factors [13]
and therapeutic approach. Braz Oral Res. 2008;22:44-54.

 Charles CH, Mostler KM, Bartels LL, Mankodi SM. Comparative antiplaque and [14]
antigingivitis effectiveness of a chlorhexidine and an essential oil mouthrinse: 
6-month clinical trial. J Clin Periodontol. 2004;31:878-84. 

 Wadhwa PK, Siddique MIA. G32 as local application in the treatment of gingivitis [15]
with bleeding gums and halitosis. Maharashtra Medical Journal. 1982;29:111-
13. 

 Hathiwala S, Acharya S, Bhat PV, Patil S. Efficacy of G32 in treating pregnancy [16]
gingivitis. A randomized controlled trial. International Journal of Ayurvedic 
Medicine. 2013;4:50-58.

 Baliga M, Pai R, Bhat H. Chemistry and medicinal properties of the Bakul [17]
(Mimusopselengi Linn): A review. Food Research International. 2011;44:1823-
29. 

 Vardhana R. Direct uses of medicinal plants and their identification. Pg 6. Sarup [18]
and Sons Publication. 

 WHO Monographs on selected medicinal plants. 2004;2:48. [19]
 Thrane P, Jonski G, Young A. Comparative effects of various commercially [20]

available mouth-rinse formulations on halitosis Dent. Health. 2010;49:06–10.
 Kamaraj RD, Bhushan KS, Vandana KL. An evaluation of microbial profile in [21]

halitosis with tongue coating using PCR (Polymerase Chain Reaction) – A clinical 
and microbiological study. J Clin Diagn Res. 2014;8:263-67. 

 Rosenberg M, McCulloh CA. Measurement of oral malodor: Current methods [22]
and future prospects. J Periodontol. 1992;63:776-82. 

 Löe H, Silness J. Periodontal disease in pregnancy I – correlation between dental [23]
hygiene and periodontal condition. Acta Odontol Scand. 1963;21:533-51.

 Silness J, Löe H. Periodontal disease in pregnancy II – prevalence and severity. [24]
Acta Odontol Scand. 1964;22:121-35.

 Lundgren T, Mobilia A, Hallström H, Egelberg J. Evaluation of tongue coating [25]
indices. Oral Dis. 2007;13:177-80.

 Winkel EG, Roldán S, Van Winkelhoff AJ, Herrera D, Sanz M. Clinical effects of [26]
a new mouthrinse containing chlorhexidine, cetylpyridinium chloride and zinc-
lactate on oral halitosis. J Clin Periodontol. 2003;30:300-06.

 Brunner F, Kurmann M, Filippi A. The correlation of organoleptic and instrumental [27]
halitosis measurements. Schweiz Monatsschr Zahnmed. 2010;120:402-08. 

 Rosenberg M, Kulkarni GV, Bosy A, McCulloch CA. Reproducibility and sensitivity [28]
of oral malodor measurements with a portable sulphide monitor. J Dent Res. 
1991;70:1436-40. 

 Kamaraj RD, Bhushan KS, KLV. An evaluation of microbial profile in halitosis [29]
with tongue coating using pcr (polymerase chain reaction)- a clinical and 
microbiological study. J Clin Diagn Res. 2014;8:263-67.

 [30] Motta LJ, Bachiega JC, Guedes CC, Laranja LT, Bussadori SK. Association 
between halitosis and mouth breathing in children. Clinics (Sao Paulo). 
2011;66:939-42.

 Bosy A, Kulkarni GV, Rosenberg M, McCulloh CA. Relationship of oral malodor [31]
to periodontitis: evidence of independence in discrete subpopulations. J 
Periodontol. 1994;65:37-46. 

 De Boever EH, Loesche WJ. Assessing the contribution of anaerobic microflora [32]
of the tongue to oral malodor. J Am Dent Assoc. 1995;126:1384-93. 

 Faveri M, Hayacibara MF, Pupio GC, Cury JA, Tsuzuki CO, Hayacibara RM. A [33]
cross-over study on the effect of various therapeutic approaches to morning 
breath odour. J Clin Periodontol. 2006;33:555-60. 

 Thrane S, Young A. A new mouthrinse combining zinc and chlorhexidine in low [34]
concentrations provides superior efficacy against halitosis compared to existing 
formulations: a double-blind clinical study. J Clin Dent. 2007;18:82-86. 

 [35] Van den Broek AM, Feenstra L, De Baat C. A review of the current literature on 
management of halitosis. Oral Dis. 2008;14:30-39. 

 Broek AM, Feenstra L, de Baat C. A review of the current literature on aetiology [36]
and measurement methods of halitosis. J Dent. 2007;35:627-35. 

 Jones C. Chlorhexidine: Is it still the gold standard? Periodontol 2000. [37]
1997;15:55-62. 

 [38] Borutta A, Heinrich R, Senkel H. Effect of chlorhexidine in the form of a 0.2% 
solution and a 1% gel upon the gingiva and the state of oral hygiene of school 
children. Zahn Mund Kieferheilkd Zentralbl. 1980;68:322-26.

 Francis JR, Hunter B, Addy M. A comparison of three delivery methods of [39]
chlorhexidine in handicapped children - Effects on plaque, gingivitis and tooth 
staining. J Periodontol. 1987;58:451-55. 



www.jcdr.net  Snehal Patil et al., Evaluation of the Efficacy of G32 in Reducing Halitosis

Journal of Clinical and Diagnostic Research. 2017 Sep, Vol-11(9): ZC79-ZC83 8383

ParticularS OF cOntriButOrS:
1. Assistant Professor, Department of Public Health Dentistry, School of Dental Sciences, Krishna Institute of Medical Sciences Deemed University, Karad, Western 

Maharashtra, India.
2. Professor and Head, Department of Public Health Dentistry, Manipal College of Dental Sciences, Manipal, India.
3. Assistant Professor, Department of Public Health Dentistry, Guru Gobind Dental College and Research Centre, Burhanpur, India.
4. Reader, Department of Public Health Dentistry, Manipal College of Dental Sciences, Manipal, India.
5. Assistant Professor, Department of Public Health Dentistry, Thaimoogambika Dental College, Chennai, India.
6. Assistant Professor, Department of Public Health Dentistry, Government Dental College, Nagpur, India.

name, aDDreSS, e-mail iD OF the cOrreSPOnDing authOr:
Dr. Snehal Patil,
Assistant Professor, Department of Public Health Dentistry, School of Dental Sciences, 
Krishna Institute of Medical Sciences Deemed University, Karad-415110, Western Maharashtra, India.
E-mail: snehal_2086@yahoo.com

Financial Or Other cOmPeting intereStS: None.

Date of Submission: Feb 08, 2017
Date of Peer Review: apr 10, 2017
Date of Acceptance: jun 29, 2017

Date of Publishing: Sep 01, 2017

 [40] Gagari E, Kabani S. Adverse effects of mouthwash use- A review. Oral Surg Oral 
Med Oral Pathol Oral Radiol Endod. 1995;80:432-39.

 Van Steenberghe D, Avontroodt P, Peeters W, Coucke W, Lijnen A, Quirynen M. [41]
Effect of different mouthrinses on morning breath. J Periodontol. 2001;72:1183-
91.

 Shinada K, Ueno M, Konishi C, Takehara S, Yokoyama S, Kawaguchi Y. A [42]
randomized double blind crossover placebo-controlled clinical trial to assess 
the effects of a mouthwash containing chlorine dioxide on oral malodor. Trials. 
2008;9:71-79.


