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ABSTRACT

Aim: To compare the oral health knowledge, attitude, and
behavior and oral health status of younger schoolchildren of
private, public, and rural schools in Pune.

Material and methods: The study was conducted among the
schoolchildren aged 9 and 11 years from three different catego-
ries of schools: Private schools, public schools, and the rural
schools from Pune city and its vicinity. A total of 723 participants
completed a structured, self-administered, close-ended ques-
tionnaire to assess oral health knowledge, attitude, and behavior
and further underwent oral examination. The decayed filled index
(DFT) and oral hygiene index simplified (OHI-S) were used for
recording the oral health status. Findings from the questionnaire
and intraoral examination were compared.

Results: Private schoolchildren had significantly more positive
knowledge, attitude, and practice compared with public and rural
schoolchildren. No difference in scores of knowledge, attitude,
and practice was observed between children of public school
and rural school. Private schoolchildren had significantly lower
DFT scores compared with public school and rural schoolchil-
dren. No difference was seen in OHI-S scores.

Conclusion: This study validates the findings of previous
research revealing significant difference in knowledge, attitude,
and behavior toward oral health of private, public, and rural
schoolchildren.
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INTRODUCTION

Oral health is an integral part of the general health. It can
also be considered as the diagnostic mirror for general
health. The oral cavity is an important portal for the entry
of pathogenic microorganisms in the human body.! Given
the extent of the problem, oral diseases are major public
health problems. Though there has been considerable
improvement in the oral health of children in the last few
decades, dental caries still remains as the most common
disease of the teeth among children all over the globe.?
In India, the prevalence of dental caries among children
ranges from 33.7 to 90%.% It has been reported that indi-
viduals with inadequate knowledge of oral health are
twice as likely to have dental caries compared with their
counterparts.* Large differences exist in oral health status
between urban and rural populations in developing
countries. Differences also exist in health status between
urban rich and urban poor.”

In India, many studies®® have been centered on the
prevalence of dental caries and oral hygiene status, while
little has been done to investigate knowledge, attitude,
and behavior in relation to oral health of the rural, urban,
and the semiurban population. Thus, this study aimed to
compare oral health knowledge, attitude, and behavior
and oral health status of young schoolchildren of private,
public, and rural schools.

MATERIALS AND METHODS

The study was conducted among schoolchildren aged 9
and 11 years. The schools were selected from Pune city
and its vicinity. Three different categories of schools were
selected: Private schools, public schools, and the rural
schools. Private schools were those which were situated
in Pune city and run by a private organization. Public
schools were those which were situated in Pune city, but
run by the Municipal Corporation. Rural schools were
those which were situated in rural areas in and around
Pune and run by the government agencies.

Two schools each from private, public, and rural
schools from Pune were selected with all the children
studying in classes IV and VI. Considering the prevalence
of dental caries of 58% in 12-year-olds from previous
data, the sample size derived was 400. About 12 schools
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from each category in various geographical locations in
Pune were approached for permission to conduct the
study. Simple random sampling by lottery method was
followed for the final selection of the school in the study:.
Two schools from each category that fulfiled the inclusion
criteria out of 12 were finally selected, and cluster sam-
pling was followed in those schools i.e. all the children
studying in classes IV and VI were included in the study.

Survey Instrument

Astructured, self-administered, close-ended, pilot-tested
14- and 21-item questionnaire was custom designed
and developed to evaluate the knowledge, attitude, and
practices of the study sample of children in standards IV
and VI, which was made available in English and the
local language (Marathi).

In the first part of the questionnaire, questions were
designed to elicit the knowledge of the participants about
dental caries and oral hygiene. A score of +1 was given to
each correct answer and 0 for wrong answers or do not
know. The correct answer was decided by the consensus
of experts. Thus, the total score ranged from 0 to 5 and
0 to 7 for standards IV and VI respectively.

The second part of the questionnaire (attitude)
required the respondents to make a decision on the level
of agreement with a statement based on a 4-point Likert
scale (very important, slightly important, slightly unim-
portant, and totally unimportant). Each participant had
to choose one answer to one statement. Each answered
statement was measured by giving the highest score of
3 to “very important” responses which showed positive
views, 2 to “slightly important,” 1 to “slightly unimport-
ant,” and 0 to “totally unimportant.” The total attitude
score, therefore, ranged from 0 to 15 and 0 to 21 for stan-
dards IV and VI respectively.

For the behavior section, each answered statement
was measured by giving the highest score of 3 and lowest
score of 0 for the most appropriate behavior and wrong
behavior respectively. Scores of 2 and 1 ranged for appro-
priate behavior alternatives in descending order. The total
attitude score, therefore, ranged from 0 to 12 and 0 to 21
for standards IV and VI respectively.

The survey instrument (questionnaire) was pretested
for reliability and the Cronbach’s alpha values for knowl-
edge, attitude, and behavior were 0.71, 0.85, and 0.69.
The pilot study was conducted on a random sample of
20 children each from standards IV and VI. Retesting of
the questionnaire was done after a week, with care taken
not to have the retest interval either too short or too long.”
The pilot study participants filled the questionnaire again
followed by an oral examination. Their responses were
then correlated with the previous ones by intraclass cor-
relation coefficients. The mean values obtained were 0.90,

0.92, and 0.96 for knowledge, attitude, and behaviors
respectively.

Clinical Examination

A single examiner completed the clinical examination.
Kappa statistics values of 0.93 showed excellent inter-
examiner reliability for clinical examination. The exam-
iner was calibrated and necessary ethical approval was
obtained from the Institutional Ethics Committee.

Oral examination was done to record the dental caries
status (WHO'?) from which the dental caries experience
(DFT) and oral hygiene status using OHI-S by Greene and
Vermilion'! were recorded. Examination was carried out
in a room under good illumination. The American Dental
Association type III clinical examination was carried out
using mouth mirror, community periodontal index probe,
and explorer. Any questionnaire with incomplete data was
excluded from the final analysis.

Statistical Analysis

All the statistical analyses were performed using Statisti-
cal Package for the Social Sciences software version 16.
Descriptive statistics was employed to assess mean, stan-
dard deviation (SD), and frequencies. One-way analysis
of variance (ANOVA) was used to compare the study
variables among the children of the three school groups.
The p-value < 0.05 was fixed for statistical significance.

RESULTS

Totally, 723 children with the mean age of 10.5 years par-
ticipated in the study. Among them, 72.3% were boys and
27.7% were girls. Mean DMFT and OHI-S score recorded
was 1.46 and 2.92 respectively. About 48% children were
from private schools, 29% from public schools, and 23%
were from rural school (Table 1).

Table 1: Demographic details and characteristics
of study participants

n Mean SD
Age 723 10.50 1.106
Knowledge 723 2.51 1.780
Attitude 723 8.78 4.280
Practice 723 9.57 5.004
DFT 723 1.46 0.940
OHI-S 723 2.92 1.13
n Percentage
723 schools Private 347 48.0
Public 208 28.8
Rural 168 23.2
Standard IV 368 50.9
VI 355 491
Gender Male 523 72.3
Female 200 27.7
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Table 2: Comparison of study variables among children
of three schools

Table 3: Pairwise comparison of study variables among
children of three schools

Variables School n Mean SD F-value p-value
Knowledge Private 347 281 1.766 10.159 0.001
Public 208 2.15 1.814
Rural 168 2.33 1.669
Attitude Private 347 9.43 4205 8.957 0.001
Public 208 7.89 4.224
Rural 168 8.52 4.303
Practice Private 347 1045 4.561 12.365 0.001
Public 208 8.34 5.262
Rural 168 9.27 5.217
DMFT Private 347 134 0.994 5.824 0.003
Public 208 1.57 0.865
Rural 168 1.58 0.885
Total 723 146 0.940

One-way ANOVA test

The ANOVA test revealed a statistically significant dif-
ference in the scores of knowledge, attitude, and practice
toward oral hygiene among the children of three schools.
Statistically significant difference was observed in DFT
scores when compared in the children of three schools.
No difference was seen in OHI-S scores (Table 2).

Private schoolchildren had significantly more positive
knowledge, attitude, and practice compared with public
school and rural schoolchildren. No difference in scores of
knowledge, attitude, and practice was observed between
children of public school and rural school (Table 3).
Private children had significantly lower DFT scores
compared with public school and rural schoolchildren.
However, no significant difference in DFT scores was
observed between public school and rural schoolchildren
(Table 3).

DISCUSSION

This study aimed to compare the knowledge, attitude,
and behavior of children of private school, public
school, and rural school in Pune. The study showed that
knowledge, attitude, and behavior toward oral health of
private schoolchildren were better than those of public
school and rural schoolchildren (Tables 2 and 3). Also,
private schoolchildren had significantly low DFT scores
compared with children of other schools.

Similar results were observed in previous studies.
Studies revealed that private schoolchildren engage in
good oral hygiene practices and utilize more dental care
compared with public and rural schoolchildren.'®”

Oral health is influenced by several social, economic,
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and environmental factors, which play a vital role in
shaping positive oral health behavior.'® Several researches
have revealed that oral health of private schoolchildren
is better than public school and rural school because of

Variables School Mean difference  p-value
Knowledge Private  Public 0.656 0.001
Rural 0.476 0.011
Public Private —0.656 0.001
Rural -0.179 0.587
Attitude Private  Public 0.535 0.001
Rural 0.912 0.058
Public Private -10.535 0.001
Rural -0.624 0.331
Practice Private  Public 20.113 0.001
Rural 10.182 0.029
Public Private -20.113 0.001
Rural -0.931 0.163
DMFT Private  Public -0.232 0.013
Rural -0.243 0.016
Public Private 0.232 0.013
Rural -0.011 0.993

Tukey’s post hoc comparison

following reasons: private schoolchildren belong to
higher socioeconomic status; have more affordability;
parent’s attitude; dental awareness, and better social
support.’>"

Similar to this study, another research showed a
statistically significant difference in decayed, missing,
and filled teeth (DMFT) scores between the private and
government school children.'® The prevalence of dental
caries among 12-year-old children from private schools
and government schools was 32.8 and 70.3% respectively.
Poor oral health of public and rural schoolchildren was
attributed to lack of awareness, lack of affordability, or
underutilization of dental care facilities by the children
in government schools. The results of our study were
consistent with the findings of this study and others.?’?!

Schools are the important platforms for shaping and
inculcating positive oral health behavior among the
children at a tender age. Behavior learned at a younger
age lasts long and directly influence one’s oral health.
Promoting oral health of children is the shared respon-
sibility of health administrators and school teachers and
also requires administrator and parental commitment.
Strategies like World Health Organization oral health
promoting schools, training teachers about oral health
promotion, and engaging parents in shaping children’s
behavior could bring down such differences in oral health
of children in private, public, and rural schools.

CONCLUSION

This study validates the finding of previous research,
revealing significant difference in knowledge, attitude,
and behavior toward oral health of private, public, and

270

rural schoolchildren.

ditm



IJPCDR

Comparative Evaluation of Knowledge, Attitude, and Behavior toward Oral Health among Schoolchildren

REFERENCES

1.

10.

11.

Osler W, Carroll ED, Chouinard MA. Occupational diseases
of teeth. In: Carroll Chouinard MA, editor. The American
people’s encyclopedia. Chicago: Spencer Press Inc.

Parkash H, Duggal R, Mathur VP. Oral health m odule for
prevention of dental caries in school children. Centre for
Dental Education and Research, All India Institute of Medical
Sciences, New Delhi, India. 2004.

Parkash H, Sidhu SS, Sundaram KR. Prevalence of dental
caries among Delhi school children. J Ind Den Assoc
1999;70:12-14.

Bader JD, Rozier RG, McFall WT Jr, Ramsey DL. Association
of dental health knowledge with periodontal conditions
among regular patients. Community Dent Oral Epidemiol
1990 Feb;18(1):32-36.

Sing A, Purohit B. Targeting poor health: improving oral
health for the poor and underserved. Int Aff Glob Stratergy
2012;3:1-6.

Khan AA. Jain SK, Shrivastav A. Prevalence of dental caries
among the population of Gwalior (India) in relation to differ-
ent associated factors. Eur ] Dent 2008 Apr;2:81-85.
Williams SA, Summers RM, Ahmed IA, Prendergast MJ.
Caries experience, tooth loss and oral health behaviors among
Bangladeshi women resident in Yorkshire, UK. Community
Dent Health 1996 Sep;13(3):150-156.

Bali RK, Mathur VB, Talwar PP, Chanana HB. National oral
health survey and fluoride mapping 2002-3 India. New Delhi:
Dental Council of India; 2004. pp. 67-145.

DelGreco L, Walop W, McCarthy RH. Questionnaire devel-
opment: 2. Validity and reliability. CMA]J 1987 Apr;136(7):
699-700.

World Health Organization. Oral Health Survey-basic
methods. 4th ed. Geneva: World Health Organization;
1997.

Greene JC, Vermillion JR. The Simplified Oral Hygiene Index.
J Am Dent Assoc. 1964 Jan; 68:7-13

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Mahesh Kumar P, Joseph T, Varma RB, Jayanthi M. Oral health
status of 5 years and 12 years school going children in Chennai
city—an epidemiological study. ] Indian Soc Pedod Prev Dent
2005 Mar;23(1):17-22.

Lateefat S, Musa OI, Kamaldeen AS, Buhari AS, Saka AO.
Determinants of oral hygiene status among junior secondary
school students in Ilorin West local government area of
Nigeria. IOSR J Pharm Biol Sci 2012 Jul-Aug;1(3):44-48.
Batwala V, Mulogo EM, Arubaku W. Oral health status of
school children in Mbarara, Uganda. Afr Health Sci 2007
Dec;7(4):233-238.

SukhabogiJR, Shekar CBR, Hameed IA, Ramana IV, Sandhu G.
Oral health status among 12- and 15-year-old children from gov-
ernment and private schools in Hyderabad, Andhra Pradesh,
India. Ann Med Health Sci Res 2014 Sep-Oct;4(Suppl 3):
5272-5277.

Shailee F, Girish MS, Kapil RS, Nidhi P. Oral health status
and treatment needs among 12- and 15-year-old government
and private school children in Shimla city, Himachal Pradesh,
India. J Int Soc Prev Community Dent 2013 Jan-Jun;3(1):44-50.
Wierzbicka M, Petersen PE, Szatko F, Dybizbanska E, Kalo I.
Changing oral health status and oral health behaviour of
schoolchildren in Poland. Community Dent Health 2002
Dec;19(4):243-250.

Vann WFEF Jr, Lee JY, Baker D, Divaris K. Oral health literacy
among female caregivers: impact on the oral health outcome
in early childhood. ] Dent Res 2010 Dec;89(12):1395-1400.
Tanni DQ. Caries prevalence and periodontal treatment needs
in public and private school pupils in Jordan. Int Dent ] 1997
Apr;47(2):100-104.

de Almeida CM, Petersen PE, André SJ, Toscano A. Chang-
ing oral health status of 6- and 12-year-old schoolchildren in
Portugal. Community Dent Health 2003 Dec;20(4):211-216.
Shailee F, Sogi GM, Sharma KR, Nidhi P. Dental caries
prevalence and treatment needs among 12- and 15-year old
schoolchildren in Shimla city, Himachal Pradesh, India. Indian
J Dent Res 2012 Sep-Oct;23(5):579-584.

International Journal of Preventive and Clinical Dental Research, October-December 2017;4(4):268-271

271



