








tobacco and alcohol, which are consumed in several of 
forms.Dentists are in a strong position to motivate their 
clients on tobacco cessation and alcohol moderation(10). 
Cancer fatalism often plays a pivotal role in people either 
not accepting professional advice on avenues for 
prevention or arriving too late for therapy. Cancer fatalism 
needs prompt identification and there is a duty of 
 healthcare providers to offer information on how early 
therapy saves lives.   Education of  the public, most 
importantly youth population, may help to bring out change 
 in the common attitude that cancer affliction is a matter of 
 chance. There is now sufficient  scientific evidence to 
conclude that cancer of  the mouth and pharynx is largely 
related  to lifestyle. The earlier detection of  oral cancer by 
 opportunistic screening should afford patients with greater 
survival rate and more certainly less radical 
treatment. (11)The role of mass media, particularly 
television, newspaper and radio should be stressed as it was 
found to play a key role in imparting health education and 
belief changes. Younger generation could be approached 
through social networking sites. 
 

CONCLUSION: 
This study has highlighted that the dental patients still had a 
general lack of awareness regarding the risk habits, early 
signs and symptoms and the benefits of detecting this 
disease at an early stage. Patients should also be made 
aware of the oral cancer and its complications and the role 
of habits in the development of oral cancer.The  study also 
revealed several aspects of  public uncertainty and 
ignorance with regard to the causation of oral cancer which 
need to be emphasised in future public education 
programmes, particularly using mass media. 
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