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ABSTRACT:
Background: The most common oral health disease affecting young children is dental caries and periodontitis. The present study was
conducted to evaluate oral health status of school children & its association with parent’s education level. Materials & Methods: The
present study was conducted in the department of Pediatric dentistry on 236 children age ranged 4-15 years of both genders (boys- 120,
girls- 116). A parent's educational level was classified as 'high' 'middle' and 'low' when they had attended only primary school or no
education. Careful oral examination was done using the World Health Organization Oral Health Survey basic methods. Dental caries was
assessed using dmft index; Oral hygeine status was evaluated using the Simplified Oral Hygiene Index (OHI-S) of Greene and
Vermillion.5 The oral hygiene of each child was classified as 'good' when the OHI-S score was 0–0.9, 'fair' when it was 1.0–1.9 and 'poor'
when it was 2.0 up to 6. Results: Age group 4-6 years had 24 boys, 26 girls, 7-9 years had 30 boys, 32 girls, 10-12 years had 26 boys, 22
girls and 13- 15 years had 40 boys and 36 girls. The difference was non- significant (P> 0.05). dmft score in age group 4-6 years was
1.42 ± 2.10 and in 7-9 years was 1.38 ± 2.64. DMFT score in age group 10-12 years was 0.6 ± 1.16 and in 13-15 years was 0.8 ± 1.21.
OHI- S was good in 53% males and 66% females, fair in 24% males and 18% females and poor in 23% males and 16% females. The
difference was significant (P<0.05). Parent education level was high (34%), middle (21%) and low (45%). The difference was significant
(P<0.05). Conclusion: Oral hygeine status of children was good in maximum children and parent education level was poor in most of the
children.
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INTRODUCTION
The most common oral health disease affecting young
children is dental caries, which is responsible for pain,
speech impairment, sleep disturbances and eating and
growth disorders. Dental caries is a progressive infectious
process with a multifactorial etiology characterized by
destruction of organic and inorganic portion of tooth.
Dietary habits, oral microorganisms that ferment sugars,
and host susceptibility have to coexist for dental caries to
initiate and develop.1

Children with poor oral health are more likely to miss
school than are those with good oral health. Pain,
discomfort, sleepless nights and time missed from school or
work are common problems for many children and adults
around the world.2
Even though dental caries and periodontal diseases, the
most common diseases in dentistry, are preventable or
easily controlled using simple procedures such as tooth
brushing, controlling the frequency of sugar consumption,
appropriate use of fluoride and periodic visits to the dentist,
good oral health has not yet reached the population at large.
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The high prevalence and incidence of these pathologies is
their association with social, economic, political and
educational conditions, and not only biological determining
factors that interact in the etiology of these diseases.3
Poor oral health conditions have also been linked to low
socio-economic status. Poor and nearly poor children with
special health care needs and those with greater limitations
attributable to disability were more likely to have unmet
dental care needs. Earlier studies on this group of
individuals in our environment show that they had high
unmet needs, especially periodontal treatment needs.4 The
present study was conducted to evaluate oral health status
of school children & its association with parent’s education
level.
MATERIALS & METHODS
The present study was conducted in the department of
Pediatric dentistry. It comprised of 236 children age ranged
4-15 years of both genders (boys- 120, girls- 116). Parents

were informed regarding the study and written consent was
obtained. Ethical clearance was obtained prior to the study.
General information such as name, age, gender etc. was
recorded. Information regarding parents' educational
background was also recorded. A parent's educational level
was classified as 'high' 'middle' and 'low' when they had
attended only primary school or no education.
Careful oral examination was done using the World Health
Organization Oral Health Survey
basic methods. Dental caries was assessed using dmft
index; Oral hygeine status was evaluated using the
Simplified Oral Hygiene Index (OHI-S) of Greene and
Vermillion.5 The oral hygiene of each child was classified
as 'good' when the OHI-S score was 0–0.9, 'fair' when it
was 1.0–1.9 and 'poor' when it was 2.0 up to 6. Results thus
obtained were subjected to statistical analysis using chisquare test. P value less than 0.05 was considered
significant.

RESULTS
Table I Age wise distribution of children
Age group (years)
4-6
7-9
10-12
13-15
Total

Boys
24
30
26
40
120

Girls
26
32
22
36
116

P value
0.5

Table I shows that age group 4-6 years had 24 boys, 26 girls, 7-9 years had 30 boys, 32 girls, 10-12 years had 26 boys, 22
girls and 13- 15 years had 40 boys and 36 girls. The difference was non- significant (P> 0.05).
Table II Mean dmft/DMFT according to age group
Age group (years)
4-6
7-9
10-12
13-15

dmft
1.42 ± 2.10
1.38 ± 2.64
-

DMFT
0.6 ± 1.16
0.8 ± 1.21

Table II shows that dmft score in age group 4-6 years was 1.42 ± 2.10 and in 7-9 years was 1.38 ± 2.64. DMFT score in age
group 10-12 years was 0.6 ± 1.16 and in 13-15 years was 0.8 ± 1.21.
Graph I Oral hygiene status of children

Graph I shows that OHI- S was good in 53% males and 66% females, fair in 24% males and 18% females and poor in 23%
males and 16% females. The difference was significant (P<0.05).
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Graph II Parental education level

Graph II shows that parent education level was high (34%), middle (21%) and low (45%). The difference was significant
(P<0.05).
DISCUSSION
Oral health condition may be influenced by age, severity of
impairment and living conditions. Individuals with special
needs may have great limitations in oral hygiene
performance due to their potential motor, sensory and
intellectual disabilities and so are prone to poor oral health.
This group of individuals may also not understand and
assume responsibility for or cooperate with preventive oral
health practices. Those who are very young, those with
severe impairments, and those living in institutions are
dependent on parents, siblings or caregivers for general care
including oral hygiene.6 In present study we evaluated oral
health status of school children & its association with
parent’s education level.
In present study, we found that age group 4-6 years had 24
boys, 26 girls, 7-9 years had 30 boys, 32 girls, 10-12 years
had 26 boys, 22 girls and 13- 15 years had 40 boys and 36
girls. Mean dmft score in age group 4-6 years was 1.42 ±
2.10 and in 7-9 years was 1.38 ± 2.64. DMFT score in age
group 10-12 years was 0.6 ± 1.16 and in 13-15 years was
0.8 ± 1.21. This is in agreement with Agilli et al.7
Many care givers do not have the requisite knowledge or
values to recognize the importance of oral hygiene and do
not themselves practice appropriate oral hygiene or choose a
proper diet. They may be more susceptible to dental caries if
they reside at home and are pampered with cariogenic
snacks and other unhealthy eating habits.8
Sadhan et al9 in their study, 54 subjects aged 3–26 years
with 72.2% males and 27.8% females participated in the
study. Over 90% were from parents of high and middle
level educational background. Thirty-six (66.7%) were
caries free, with a mean dmft score of 0.7 ± 1.77 and mean
DMFT score of 0.4 ± 1.44 with no significant difference

across gender (p = 0.5) and parents' educational status (p =
0.43). The mean OHI-S of the total population in this study
was 1.36 ± 0.16. Females had a mean score of 0.88 ± 1.10
while males had a mean score of 1.55 ± 1.24 with no
significant difference (p = 0.6). Twenty-five (46.3%) had
good oral hygiene, 17 (31.5%) had fair oral hygiene and 12
(22.2%) had poor oral hygiene, with no significant
difference across gender (p = 1.11) and age groups (p =
0.07). Fifteen (27.8%) had gingivitis with no significant
difference across age groups (p = 0.17). Forty-five (83.3%)
had Angle's class I malocclusion, 6(11.1%) class II and 3
(5.6%) class III. Chronologic enamel hypoplasia was found
in 9 (16.7%) of the total population. Up to 53.7% of the
total population will require oral prophylaxis, 33.3%
required restorations on their posterior teeth and 12.9%
required veneers for labial facing of hypoplastic enamel. In
present study, OHI- S was good in 53% males and 66%
females, fair in 24% males and 18% females and poor in
23% males and 16% females. Parent education level was
high (34%), middle (21%) and low (45%). This is in
agreement with Wayne et al.10
CONCLUSION
Oral hygeine status of children was good in maximum
children and parent education level was poor in most of the
children.
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