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ABSTRACT

INTRODUCTION:

Oral health has a great impact on health and walipef each and every
individual in the society. Healthy oral cavity ptag vital role for an individual to talk
and smile comfortably, interact and eat appropgatgithout getting from any sorts
of disease, entity, uneasiness, discomfort or abagrassment. Oral disease, out of
total world’s population more than half of the (alsh 3.58 billion people) are having
dental caries as estimated by Global Burden of d&3iseStudy done in 2019. Around
the globe around 2 billion people suffer from déntaies of permanent teeth and 520
million children suffers from dental caries of pany teeth. More than 90% of school
children world-wide have experienced dental cariggh the disease being most

prevalent and common in Latin American and Asiamntoes.

OBJECTIVE:

1. To assess the Knowledge, Attitude and Practiceraf Bealth among school

children aged 11— 16 years.

2. To study the factors influencing Knowledge, Attieudnd Practice of Oral

Health.

MATERIAL AND METHOD:

The cross-sectional study was carried out amongcd@@6ducational school
children of Belagavi city. The study was condudiemn I*' January to F1December
2021. The study participants were interviewed aath collection was carried out

using predesigned and pretested questionnaire.
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RESULTS:

The mean * standard deviation age of the partitipas 13.5 £ 1.87 years,
median age was 13.5 years and range was 11 toat§.ya our study 200 (25.00%)
students were studying id"%&tandard and more than half 410 (51.25%) were male
participant. Majority of our study subject, 600 (@@%) were Hindu by religion and
600 (75.00%) of the study participant were stayimgiuclear family. Most of the
parents’ of the students: father 798 (99.75%) anthar 794 (99.26%) were literates.
Study shows that majority 751 (93.88%) of the stpdyticipant, belonged to socio-

economic class | according to modified BG Prasadsification.

More than 3/% of our study participant had correct knowledgearding:
teeth are an important part of our body 792 (99.008%ushing of teeth twice daily
784 (98.00%), use of toothbrush or mouthwash otaldloss all three for cleaning
teeth 787 (98.40%), use of toothpaste or toothpodatecleaning teeth 782 (97.70%),
irregular brushing of teeth causes tooth ache B2050%), adverse effect of fizzy
drink 655 (81.88%) & sweet on teeth 711 (88.88%)prioper cleaning of tongue
causing bad breath 706 (88.25%) and rinsing of meuth water after every meal
604 (75.50%). Nearly %2 of the school children hadrect knowledge regarding:
necessity of regular visit to the dentist 474 (59, fluoride containing toothpaste
will help in strengthening of teeth 441 (55.12%)ousld brush teeth in front of their
parent 406 (50.75%), dental plaque are hard aridisbfis in the teeth 392 (49.00%),
regular brushing of teeth will prevent oral hegitloblems 364 (45.50%) and dental
plaque leads to dental caries 320 (40.00%). Abd8f bf the study subject had
correct knowledge regarding: vitamin C is importémt oral health 306 (38.25%),

duration of brushing of teeth for two complete nesi287 (35.88%) and number of
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permanent teeth in adult 240 (30.00%) and child (1'9988%) respectively. Less than
1/10" of the participant had correct knowledge regardatgnging toothbrush every
three month 72 (9.00%), dental visit should be dewery 6 months 71 (8.88%), gum
bleeding means inflamed gum 31 (3.88%) and fodewnt type of teeth in adult oral
cavity 20 (2.50%). The mean knowledge score wa€71®ith standard deviation of
2.67, median was 11.5 and the range was 6 to 170fC800 children, 219 (27.38%)
had good knowledge, 490 (61.24%) had average kmigeleand 91 (11.38%) had
poor knowledge regarding oral health. None of ieiaemographic factors studied

had an influence on knowledge score regardingtaalth (p > 0.05).

More than 3/% of our study participant had positive attitude aoes:
maintaining healthy teeth is an individual respbilisy 738 (92.25%), maintaining
good oral hygiene prevents them from developmerdesital caries 680 (85.00%),
dental caries will affect the overall appearanceé &3.13%), oral health problem will
force them to miss school 620 (77.50%), poor onaidne prevents them from
smiling with friends 589 (73.63%) and dentist wiklp them in maintenance of oral
health 605 (75.63%). More than @& study participant responded that they will not
make fun of children who have dental health prob&#f (66.10%). With regards to
bad breath, 605 (75.60%) of study participant fekt they will avoid talking or
sitting next to whom who have bad breath where#&s(29.40%) did not feel so. The
mean attitude score was 5.21 with standard dewiatid..40, median was 5 and range
was 2 to 8. Out of 800 children, 409 (51.12%) haditpve attitude, whereas 391
(48.88%) had negative attitude score towards cgalth. The positive attitude score
towards oral health was significantly associatethveex of the study participant

(x>=4.88, p = 0.02) and literacy status of fath@r<5.42, p = 0.01).



More than 3/% of our study participant had correct practice rde: rinsed
mouth with water after every meal 787 (98.40%),dusmthpaste for cleaning teeth
787 (98.38%), used toothbrush for cleaning teeth (B7.00%), brushed their teeth
regularly 773 (96.70%), cleaned their tongue wibleishing 635 (79.40%) and
brushed teeth in front of parent 607 (75.90%). Ned& of our study subject had
correct practice regarding: use of tooth paste apimg fluoride 448 (56.00%),
brushed their teeth twice per day 405 (50.63%)sted in the morning and night 410
(45.30%) and brushed their teeth for complete tvioutes 361 (45.13%). Less than
1/10" of school children had correct practice regardiofgange of toothbrush every 3
month 39 (4.88%) and dental visit in the recent pa92.40%). Majority of our study
participant 669 (83.62%) ate fruits several timeseek whereas 560 (70.00%), 321
(40.12%), 300 (37.50%), 297 (37.13%), 244 (30.5028), (35.13%), 215 (26.88%)
and 204 (25.53%) ate bakery products, consumeeeafith sugar, tea with sugar,
sweets/candy, chewing gum containing sugar, mitk wugar, jam/honey and aerated
drinks several times a week respectively. The memctice score was 8.31 with
standard deviation of 1.51, median was 8.5 andrdhge was 5 to 12. Out of 800
study subject, 170 (21.25%) had good practice, @#8912%) had average practice
and 141 (17.63%) had poor practice score regardiathealth. The good practice
score regarding oral health was significantly asged with age of study subjegg =
18.75, p = 0.04), standard of the study particigght 16.04, p = 0.04) and sex of the

study participant? = 7.43, p = 0.02).



CONCLUSION:

So, in conclusion, almost each and every risk fastaich is associated with
poor oral health among the school children are detaly preventable with
appropriate knowledge, attitude and practice behaviBased on the above findings
it is clear that there is need for regular oralltheaducation to children, parents and
school teachers. This can be done by periodic @ti@m and training programmes
organized by government health authorities / Now&Bomental Organizations /

Dental College at individual school level.

Keywor ds. Knowledge, Attitude, Practice, Oral health, Sdraoldren.
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I ntroduction

. INTRODUCTION

Oral health has a great impact on health and wallbef each and every
individual in the society. Healthy oral cavity ptag vital role for an individual to talk
and smile comfortably, interact and eat appropgatgithout getting from any sorts
of disease, entity, uneasiness, discomfort or amaemssment. World Health
Organization (WHO) defined oral health as “a st#tbeing free from chronic mouth
and facial pain, oral and throat cancer, oral itMecand sores, periodontal (gum)
disease, tooth decay, tooth loss, and other diseard disorders that limit an
individual’'s capacity in biting, chewing, smilingspeaking, and psychosocial
wellbeing.” Federation Dentaire Internationale (FDI)/ World E#nFederation
defined Oral health as “multifaceted and includes ability to speak, smile, smell,
taste, touch, chew, swallow, and convey a rangeembtions through facial
expressions with confidence and without pain, digoot, and disease of the

craniofacial complex®.

Oral cavity is a courtyard for variety of organisriental health carries equal
importance as general health of a person. Oraégsdtooth decay), gum disease of
severe type and disease which affect the oral nauacs the commonest diseases of
the oral cavity in developing countrié€ral health equally affects the physical,
mental, social and emotional well-being of a perddanagement of oral diseases
isn’t that cost-effective when compared to genéredlth related problems so that
many of the people ignore their oral health proldemhich later complicate and

eventually leads to death.
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I ntroduction

Oral disease, as estimated by Global Burden ofd3mseStudy done in 2019,
out of total world’s population, more than halftbé (around 3.58 billion) are affected
with oral caries. Around the globe around 2 billieeople suffer from oral caries of
secondary teeth and 520 million with oral caries@didious teeth. More than ninety
percent of children globally have experienced hod¢cay and the condition being
most common in countries of Latin America and AsRrevalence of tooth decay are
almost five times more common than Bronchial Astharal seven times more
common than hay fever according to WHO - The Weéttglth Report 2003 0ut of
school children, permanent dental caries is vemraon in 10 — 12 years of age.
Severe Periodontal disease was estimated as élewsrgt common and prevalent
disease overall worldwide. It is estimated thatuamh 14% of the global adult
population has severe periodontal disease whiclstitores more than one billion
cases® Globally around 140,000 new cases of Noma (sevangrgnous disease of
the mouth and the face) are reported annually. Miithreatment, Noma is fatal in
90% of cases and it usually affects children agetdeen 2—6 yeafOral Plaque also
is an important prevalent disease overall worldwi@olonization of different
bacterial species in the oral cavity is the moshimmn cause of oral plaques and the

organisms noted are streptococcus mutans, anadiodéssobacterium etc.

In India as per oral multicentric health survey @octed by Ministry of Health
-WHO India collaborative (2007-2008), prevalencetadth decay among 12-year-
old was between 23.0 % to 71.5% and adults agetb3fears was between 48.1% to
86.4%. Among elderly in 65-74 years had oral cainethe range of 51.6% to 95.1%
and the prevalence of untreated tooth decay irdi&hil below six years was around
49.6%! Prevalence of Periodontal diseases among aduétkiély was in the range

of 15.32% to 77.9% & 19.9% to 96.1% respectively.
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I ntroduction

In India tooth decay and other common oral heaittblems among school
children are mainly due to high level consumptibnedined sugar and carbohydrates,
ready to eat food, canned food and fizzy dridis per oral health survey conducted
by WHO in India (2012) the per capita consumptidnsogar in kilograms were
around 20.5 and also as per United States federal governmistts year (2022)
data reference consumption volume of sugar werenar@8.5 million metric tons.
Consumption of sugar in large quantity can direotlyndirectly affect dental hygiene
status of the community. The other important riaktérs affecting oral health are
inadequate awareness regarding oral health, ptiardat towards oral hygiene and
health, unfair oral practices and habitsThe social risk factors include are low
literacy status of the parents, poor socioeconastatus and less awareness among
parents regarding oral hygien8. Poor attitude and perceptions among parents also
are an important risk factor for poor oral hygigneheir children. Literacy rate in
India as per census 2011 is 74.04%. Male have kehiliteracy rate of 82.14%
whereas female have around 65.46%According to National Family Health Survey
(NFHS) — 5 2019-2021 data a total of 23% of womed &1% of men have no
schooling and are illiterate which also can leadirtadequate knowledge and

awareness regarding oral hygiene among pargnts.

Noma usually affects the children who are malndwak experience repeated
infections of the oral cavity, living in extreme\aoty, have improper oral hygiene,
and with poor body immune systerfi.Non communicable diseases especially
childhood diabetes is also considered as risk fastdevelopment and progression of
severe periodontal disease. Link between high entatksugar and diabetes, obesity
and dental caries has also been proved by varimishealth surveys conducted by

WHO.®
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I ntroduction

In India National Oral Health Programme (NOHP) dasnched during 2014
- 2015 with a goal to strengthen the public hetdtilities of the nation to deliver an
accessible, affordable, equitable & quality oralttecare. The main objective was to
improve oral health, reduce morbidity due to demliskeases, promote oral health
preventive services, integration of oral healtthvgéneral health care system and also
to encourage Public Private Partnership (PPP) miodelchieving better oral health.
Lack of implementation of such programmes from Hiealth care providers at the
grass root level is the main threat against crgaitequate awareness regarding oral

health in a developing country like India.

Oral health and its awareness in schools are nititatly emphasized.
Government health centres and health care provitlefsave access with schools as
part of school health programme like routine vaation session, weekly iron and
folic acid supplementation programme, Adolesceiehfily health clinics and various
other activities. Along with tackling and creatiagzareness for general health issues
an extra focus regarding oral health hygiene caeetiges and education among
school children are not being given adequately ssthe most vulnerable age group.
Fortunately, almost each and every risk factor whiauses poor oral health is
completely preventable with appropriate knowledagtitude and practice, there lies
the role of parents, school teachers and health manvider. It is believed that how
much early they got exposed to adequate prevedéméal health practices that much
early the dental health diseases will be prevenajor priority should be given to

school children which is the high-risk group in geeiety !
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I ntroduction

Even though the existing investigations and tes#fterd with respect to the
category of age which were studied and with thed loh knowledge evaluated, the
insufficiency of dental health knowledge amongstost children is evident. Various
resources of oral health data for other age grbvape been thoroughly examined, but
the examination and evidence of children source® Heeen very much confinet.
The association between good dental health andadinowledge is very well noted.
Good oral health knowledge is very much essemiahppropriate practice to prevent
oral diseases of children. Sustainability of goodal ohealth behaviour and
modifications which affects the life style can bigaeed by various interventions
which can be done at younger dfélence the assessment of knowledge, attitude and
practice regarding child dental health is importaviiich helps the health care
providers to know the various causes and risk fadtir development of oral diseases

in children.®

Keeping this in mind, the present study aims toesssthe Knowledge,
Attitude and Practice of oral health among schdildeen aged 11— 16 years of an
urban area. The essentiality of this research siilliyoe to provide vital data to plan

various preventive initiatives for dental diseaseur study area.
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Objective of the study

. OBJECTIVE OF THE STUDY

. To assess the Knowledge, Attitude and Practice of Oral health among
school children aged 11-16 years
. To study the factors influencing Knowledge, Attitude and Practice of Oral

health
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Review Of Literature

[11. REVIEW OF LITERATURE

Public health concerns of oral health disease anttomgopulation should be
tackled by ensuring adequate knowledge, attitudk mactice behaviour. Adequate
knowledge regarding tooth brushing and its duratim@aterials used for cleaning
teeth, importance of fluoride containing tooth pastongue cleaning and its
importance, dietary patterns and food items afifigctiral health is essential. Attitude
towards tooth decay and bad oral breath, maintgigood oral hygiene, and regular
practice of brushing teeth, duration of brushing aleaning teeth, materials used for
cleaning teeth, frequency of dentist visits andr#ason and the various factors
associated with it are also equally important arel ta be assessed and surveyed
among school children. Importance of such studiregshe community level are
essential and will be helpful for future planningdgpolicy making in the field of oral

health.

In Davangaree, a descriptive study was conductezhgriiO0 school children
aged between 10 to 14 years. Knowledge, attitude,psactice with regards to oral
health was assessed using a predesigned quest®rowisisting of twenty-two
questions. Oral Hygiene Index — Simplified (OHI\#3s assessed and noted. About
70% of the study subject showed poor dental hygieziere the start of survey. After
doing OHI calculation, improvement was seen amo8d&% of the participant.
Among 700 study participant, 46.80% of children \nieregular brushing causes
dental caries and also 9.2% children knew thagjira tooth brushing can cause gum
diseases. Only 8% of children knew irregular brnghtauses bad breath. Around
99% of children felt that maintenance of good onggiene was an individual

responsibility. More than 46% of children had dalemtal visit once in six months,
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69% of children brushed teeth once daily and 30%heim had brushed twice daily.
Only less than one percent of children have chanbedt toothbrush yearly once.
Another 3.06% of children had no idea when theyehtov change the toothbrush.
Dietary patterns which causes oral health problamse not assessed in this study.
The study concluded that oral hygiene practicesulshbe implemented in school
syllabus and appropriate health education regardial health can be given for

teachers to train the childrefd.

In a Questionnaire-based Survey, assessment oheadth awareness among
2,155 school children aged 9 and 13 years was otedun South Bengaluru. Out of
all study participant 1,039 were residential schoblldren and 1,116 were day
scholars. Both residential and day schoolchild8nh2%) knew that healthy teeth are
white in colour and strong and also, they knew altle importance of maintaining
good oro-dental health. About 49.4% did not knowwthdental plague and 75.7%
knew that excessive sugar consumption cause toetayd About 11.7% study
participant were not satisfied with their teeth egu@ance. About 71.5% of residential
schoolchildren and 57.2% of day school childrensconed fresh fruits daily and
62.5% of in both groups consumed hidden sugar estayy About 26.7% of study
participant in both groups had a habit of mouthatteg and thumb sucking.
Majority (99.8%) of children from both groups breshtheir teeth regularly. Nearly
88.9% day scholar and 92.4% residential schooldadil were not aware about
fluoride containing tooth paste. About 89% fromtbtite group were not aware about
dental floss as a material to clean their teetrouAd 32% of both groups visited
dentist twice a year and among both the group n&#l4% of them never visited a

dentist. Both 28.4% of day scholar and 20.9% ofdesgial schoolchildren were
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afraid of visiting a dentist. Overall knowledgetitatle and practice regarding oral

health and food habits was satisfactory among thetfstudy participant§9

In a government-aided school of Bangalore city wgtwas conducted to
assess knowledge, attitude, and practice towaalshealth among 11 to 12-year-old
212 school children. Out of total study participdt8 were male and 104 were
female. Statistical significance was measured usimgsquare test. Around 20.9%
knew the importance of oral hygiene. About 37% gtpdrticipants knew that tooth
decay makes them look bad and 36.3% knew thatifleocontaining toothpaste
prevents tooth decay. About 33% felt their oralltieaas excellent and 7% of study
participants as poor. About 38.5% of the childrenshed their teeth two or more
times a day. Dental pain and discomfort (35.1%)ewmsted among study participant
who had not done regular dental visits. About 46.&f6study participants had
irregular dental visits due to fear of dentist. Ne21.9% study participants avoided
smiling and laughing with their friends becausepobr oral hygiene. Around 32.1%
of study participants consumed soft drinks, milkhasugar (65.9%) and tea with
sugar (56.1%). About 5.4% and 3.9% of study paodiots smoked and chewed
tobacco respectively. The study conclude that conityworiented oral health

promotion and prevention programs should be focaseohg school childre*

Another descriptive survey conducted in field pietarea of Bengaluru, 140
government school students were selected usingstagie random sampling. Among
the study participant 47.85% of them were male 32d 5% of them were female.
About 80.7% students were in the age group of 13«&s. Nearly 97% children
knew that teeth are an important part of body ar% knew that oral health have

good impact on general health. Majority of the dteh (97%) knew that oral caries
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can be prevented by daily cleaning of teeth and lal®w that regular visit to dentist
was necessary. About 61% of students knew that digease can be prevented by
regular brushing of teeth. Almost 40% knew thata¥itn C can prevent periodontal
disease whereas 42% children knew that cleanir te#h toothbrush twice daily

will prevent oral caries. Out of study participa@B2% had correct knowledge that
poor dental hygiene will lead to periodontal digeasd 89% knew that it can cause
foul breath. Almost 85% children felt that self atental care is important to prevent
oral health problems and 96% felt that regular aewisits will prevent oral health

problems. In this study, 37% study subject brustineit teeth once a day and 58%
children brushed twice a day. Around 69% ate jumdE, fizzy and processed food
once a day, another 13% children ate twice a dayl&%6 children ate occasionally.
Present study reveals that the knowledge and peaatnong study subject was fairly

in the lower side*

In the field practice of Sullia (Dakshina Kannadastbict) a cross-sectional
study was conducted among 12-year-old 650 schatdreh using random cluster
sampling method. Knowledge, attitude and practiegarding oral hygiene was
recorded through a self-administered, validated stoenaire and clinical
examination was also done to assess the prevatémsntal caries. Among the study
participant 53% were male,56% were residing in orbaea and 58% studied in
government school. Regarding knowledge among shatticipant, urban children
were found to have significant higher scores whemmared to rural and practice
behaviour among private school students was foartthte better when compared to
government school students. Prevalence of dentéscavas 48% (male- 40.2%,
female-42.3%) with mean Decayed, Missing and Fillegth (DMFT) of 4.8+1.2,

prevalence of bleeding on probing was 30.15%, deérdama was 30% and enamel
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fluorosis was 1.9%. The prevalence of oral carias higher among the subjects who
had average score of attitude & practice. Ovenalthis study 58% had satisfactory

knowledge where as 48% had implemented their kradiyelén to practic&?

Another cross-sectional study was done among 8%8n#le standard (11- to
13-year-old) students at 14 different schools & ¢hy of Mangalore. Assessment of
knowledge, attitude and practice along with assmriaof knowledge with attitude,
dental health care practice and tooth caries peaecel was done. Prevalence of dental
caries was determined using DMFT index. Binary stigi regression analysis was
used for association of different variables wittowtedge. Study participant included
494 male and 364 female. Male students had higvletlge (60%) when compared
to female (40%). Source for knowledge regardind bemlth were parents (68.6%)
followed by dentists (43.5%), teachers (13.5%) heere television (10.7%),
newspapers (8.9%), and friends (6.1%) respectivdbjority (80%) of children felt
that tooth decay makes them look bad. Sixty perckahged toothbrush every three
months. Almost 78% were not aware whether they tiseddated tooth paste or not.
Visits to the dentist were significantly higherdhildren with high knowledge and the
main reason for visit being dental pain. About $8.dut of 858 study participant had
tooth decay. Mean DMFT was low (1.5 + 0.8) and ¥h&es ranged from O to 8.
More than 70% of the children had DMFT between d anThe study concludes that
knowledge alone does not make significant changdtitude and practice, henceforth
a change from knowledge, attitude and practice intodether specific psychological

models is necessary’.
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A descriptive study was conducted among 100 scsimmlents studying in5
to 7" standard from selected schools at Mangalore. Goemee sampling technique
was used for this study. Reliability of the toolsaasted by Cronbach’s alpha. Out of
100 study participants 90% of school children bgéxhto 10-12-year age group, 40%
studied in 5th class, 52% of students were fen@&@p belonged to nuclear family,
93% consumed mixed diet, 46% of the student fasharid 53% of mothers’ had
primary education, 52% of student’s fathers werwagpe employees and 71% of
student’s mothers were unemployed. Out of 100 spadlficipants 45% had unhealthy
oral health status, 41% had observed changes iargheavity and 14% belonged to
healthy category. Forty-seven percent of them t@at pral hygienic practice, forty
two percent had satisfactory oral hygienic practiod eleven percent had good oral
hygienic practices. Relationship between dentalthesssessment and self-reported
oral hygienic practice was observed. Majority oé tichool children suffered from
oro-dental problems such as dental caries, gunasiése dental pain and had poor oral

health statug®

According to a cross sectional study conductedher®ai, five schools were
selected using simple random sampling method. Al tot 592 children in the age
group of 10-16 years were included, among them 3@ male and 63% were
female. About 83% were in the age group of 10-ldryeand 17% were in the age
group of 15-16 years. The mean age was 13.26 yédameng them 58% of the
children brushed teeth twice daily, 98% used tdwtish and tooth paste for cleaning
teeth, while 90% of students brushed teeth in tleenmg. About 45% of them
brushed teeth for more than two minutes and al#d% of students were not aware
of gum bleeding. Around 31% had correct knowledws tooth brushing and dental

flossing would help them to prevent gum inflammatiMore than 68% reported that
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they have no tooth decay and 74% were aware tluh tdecay can affect overall
dental appearance. Major food items which leadr&b lealth problems according to
study participant were, consumption of sweets (8a%@ fizzy drinks (77%). Study
participant had correct knowledge regarding, clearteeth with toothbrush (73%)
and fluoride containing toothpaste usage (55.6%) m@vent dental decay. Dental

health knowledge among the students in this stualy averagé.

A cross-sectional study was performed in Chennairan807 school students
aged between 10-15 year to assess dental and byprantices. About 51.1% were
boys and 48.9% were girls. About 98% of childreadutooth brush for cleaning teeth
and 1.9% cleaned teeth using fingers. Among thdysparticipant, 20% ate sweets
every day and only 5% children ate vegetables amntsfevery day. Regarding oro-
dental visits, 17% of the children visited for régyuoral health check-up. Caries
prevalence rate among study participant was 49%o0mgil50 children with caries,
83% had decayed, 12% had filled and 5% had misséegh. Prevalence rate
regarding oral caries was higher among age grou®df? years. The association of
consumption of sweets and tooth decay was founbletstatistically significant (p
<0.05). Children who had not eaten vegetables amtsfdaily had a significantly
higher prevalence rate (76%) of tooth decay (p 50.0verall tooth decay rate was

higher among students who had poor oral hygienetipes in this study*®

A descriptive cross-sectional survey was condudatedhildren studying in
private school in Chennai. Using a convenience sampethod 103 children under
the age group of 13-15years were selected. Instiidy all 103 children knew that
good oral hygiene prevents tooth decay. About 44%the children responded

brownish discolouration of teeth as stains whilé63ds calculus and 22% as food
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particles. About 61% of the children knew that kodecay is black spot and hole in
the tooth. A total 41% of the children knew thatdilides prevent tooth decay and
34% responded that fluoride containing toothpasteat prevent tooth decay. Sixty
three percent of the children felt that dentaltiremnt was expensive. Half of (50%) of
the children felt that they should take care ofitde prevent tooth decay. Sixty one
percent of the children brushed their teeth ond ddile thirty five percent of them

brushed twice daily. About 46% of the children usedgue cleaner and 14% used
dental floss. Almost 31% of the children brusheairtkeeth for 3-4mins whereas 26%
of them brush their teeth for 1-2mins. Only ninetgercent of them changed their
brush once in 3 months and 34% rinsed their mout#ryetime after every meal.

Average knowledge, attitude, and practice scores weted in this study®

Another cross-sectional study was conducted in @d@ren aged 13- 17
years attending outpatient department in SaveetbatdD College and Hospital,
Chennai. Around 72% has the knowledge that thexe82mpermanent teeth in the oral
cavity of an adult. About 60% students knew thatytwill identify tooth decay with
black spot and hole in tooth and 30% by pain. Ab6Q% participants gained
awareness about oral health through televisionradid, 40% through newspaper and
magazine and 20% through family and friends. Arods#o of study participants felt
that dental treatment was expensive. For cleargatht6% used tongue cleaner and
10% used dental floss. About 75% of study participainsed their mouth sometimes
and 25% rinsed every time after eating. Out of @y participants, 49% ate sweets
daily and 34% ate sweets occasionally. Majoritystfdy participants (94%) used
tooth paste in its full length to tooth brush artd Gsed half size amount of tooth

paste to toothbrush to clean teeth. Inadequate ledo® and practice regarding oral
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hygiene were observed in this study and they caecuthat more concentration

should be given for dental health education prograsthool 2

A descriptive cross-sectional survey was conduttiezlvaluate the knowledge
and practice regrading oral hygiene among 345 raidgdhool students in Chennai,
Tamil Nadu. Multistage sampling method was usethis study. Out of 5 zones in
the study one school from each zone was seleciad asnple random sampling by
lottery method. Statistical significance was deiesd by using Chi-square test. The
study showed, 55% of students knew that tooth demi#lymake oral cavity in
appearance as bad. Around 80% knew that brusheth f@events tooth decay and
gum disease. Nearly 65% of study participants krtbat fluoride containing
toothpaste prevents tooth decay. Around 50% ofyspadticipants felt that they had
good oral health. Almost one third of study papésits were not satisfied with their
teeth appearance. Out of study participants 74.86hed once a day and 25.2%
brushed twice a day. About Y®f study participants used fluorinated tooth pdste
brush their teeth. About 60% of study participamsed plastic tooth picks to clean
their teeth. Significant association was noted betwstudy participant’s educational
level and their knowledge regarding oral hygienmepBrtion of study participant with
adequate knowledge were higher in the primary atasspared to students studying
in sixth to eighth standard. Increased knowledgesllemong the primary level
students was not translated into good oral heatibtige. Study reveals that overall
knowledge, attitude and practice regarding oralthemong study participants was

poor and needs to be improvéd.
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Another cross-sectional study which was carried touassess oral hygiene
practice and knowledge among 210 students agedebatd0-13 years in a private
school in Chennai, Tamilnadu. Study subjects frdttb8" standard were selected
by using random sampling procedure. Pearson clarsqest of association was used
to find out the association between the varialflag.of 210 study participants 37.6%
were female and 62.4% were male. About 40% of spatyicipant belonged to the
10-11-year-old category and 126 (60%) belonged 213 years category. About
28.1% used both brush with toothpaste and derdss$ flor cleaning teeth and 58.6%
of students brushed their teeth twice a day. ArotB®B% female study participant
among 10-11 years brushed twice a day. Associdt@ween frequency of brushing
and age groups was statistically significant irs titudy. Around half of the students
used the full-length bristles whereas about?1¢8 study participants used half the
bristles length. This study clearly shows that ygamage group and female
participant had better practice and knowledge wtempared to other age groups.
Hence forth equal importance must be given to lgatheral and oral health by the

health care provider®

Another cross-sectional study conducted in an urigld practice area of
Kancheepuram, a total of 250 school children whoriged to the age group of 8 to
10 years were selected. Among interviewed, aroudih ®f children had correct
knowledge, 34% had positive attitude and 11% ofidecbh had good practice
regarding dental hygiene. Almost 96% of the chiddfead correct knowledge that
they should clean their teeth with brush daily svémd 92% knew that having sweets
or fizzy drinks can cause dental health issues.uAl@5% had correct knowledge
regarding cleaning teeth with brush regularly wilevent oral health problems and

84% knew that good dental hygiene maintenancehgilp them to avoid oral caries.
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Among the children who did not brush regularly 45.®ld they were lazy to brush,
40.5% did not like brushing and 14.3% gave the aeasf getting up late. In this
study overall knowledge regarding oral health wais but the conversion of their
knowledge to practice was poor. It has been cldmt tbehavioural change
communication and periodic reorientation with resp@ dental hygiene practices

should be given to the children at regular intes\7l

In a village of Kanchipuram district, Tamilnadu @a of 81 children aged
between 5-10 year who attended the oral healttesorg programme, assessment of
knowledge attitude and practice towards oral healb done using a cross-sectional
survey. Convenient sampling method was followed layglene status was measured
using oral hygiene index. More than 50% of childkeew that dental caries was the
common problem in the oral cavity and out of 81dgtparticipant only one child was
aware about gum disease. Almost 58% children kneat $weets and chocolates
cause caries. Oral hygiene habits of 81 study gpatnt was found to be poor.
Around 58.97% children had consulted dentist onlyew there was tooth pain.
Almost 75 (92.59%) children brushed once a daysixd7.40%) brushed their teeth
twice-daily. About 51 (62.96%) children used brushile 30 (37.03%) used fingers
to clean their teeth. About 55.55% children usemthitgpaste and 30 (37.03%) used
tooth powder to clean their teeth. Parents (48.14f&)e the important source of
information to children when compared to the teat{@5.92%) and 76.54% out of
81 study participant had dental caries. Study ealed that oral hygiene practices

were fair with an oral hygiene index of 1.42.
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According to a descriptive cross-sectional survepnducted with self-
administered questionnaire which assessed the ledge| attitude and practice
regarding dental hygiene among 100 school goindestis residing in rural areas of
Kanchipuram. The questionnaire containing 12 oedlifh practice questions which
were explained whenever necessary, and the pamitspwere given assurance
regarding confidentiality of their responses andemequested to mark their answers
and complete it individually. AlImost 85 out 100 knabout the importance of dental
hygiene. Knowledge about dental health was se€8% of them while 52% knew
about interdental aids. All (100%) 100 school sthidebrushed their teeth daily.
Almost 74% cleaned their tongue and 44% of theesttadcleaned their teeth twice
daily. Percentage of students using mouthwash aedlse 48% and around 92% of
them used toothpaste with fluoride. Around 32% o students had experienced
bleeding gums and about 51% visited the dentistdiemtal check-up. This study
stressed the need for dental health promotion whiglps in prevention of dental

caries among school childrei.

A population based cross — sectional study was wcied among secondary
school going children in a private school in Thimgar Colony Erode, Tamil Nadu to
assess knowledge, attitude and practice of oralehgg Using simple random
sampling technique 168 students were selected.ripége statistics was calculated
for variables on knowledge, attitude, and pract€eral hygiene. About 54.1% of
study subject belonged to the age group of 11-B2syand 45.9% of them were in
13-15 years age group. The mean age of the stutigipant was 12.43 years. About
36.9% study participants knew about the role obrilde containing toothpaste in
prevention of dental caries. Out of 168 study pgéint 52.3% were satisfied with the

appearance of their teeth. About 43.4% of studyi@pant consumed biscuits and
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cake once a day and 39.2% of study participantwoed biscuits and cake at least
once a week. Out of 168 students 51.8% of them dwade dental problems and
remaining never experienced any dental problemss $tudy concludes that poor
dietary habits, inadequate oral hygiene practitegroper knowledge on importance
of oral health were the factors contributing fore tidevelopment of oro-dental

diseases?

A cross-sectional study was conducted in a prigateool, Malwani Malad,

North West area of Mumbai city to study perceptemd practice regarding oral
health among 9 -13 years old 299 students who wsterdying in %' to 7" standard.
Among them 53.1% were male and 46.9% were femaleumd 95.7% study
participant responded that daily brushing is goadith 92.4% responded that eating
sweets will leads to dental caries and 74.9% redgrihat one should avoid eating
sweets at bedtime. More than 77% of them cleaneth t@ith toothbrush regularly
among them, 59% cleaned teeth daily once and 18%mnel with brush two times a
day. Around 62% of children cleaned teeth in thenimy, 18% both in the morning
and at night and other children cleaned their taet#ny time of the day according to
their wish. Almost 81% used tooth paste with toaotish for cleaning their teeth.
More than 72% children consumed sweets and chesoltery day, among them
20% ate at least once, 26% ate twice and 24% cabismeets more than two times
a day. Among 272 children who felt that brushingtheregularly is a good routine,
80% cleaned their teeth every day. Association éetwperception and practice with

teeth cleaning was statistically significant (p.@@L) in this study®
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In another descriptive survey conducted among 5&@ys subject aged
between 11 and 14 years in Madhya Pradesh. Outb0fsbudy participants the
response rate was 81.27%. About 55% knew the irapoet of maintaining teeth and
gums. Around 67% knew that their teeth and gumsewggrod. About 78% were
worried about foul breath. Around 70% were awar&oth decay and 35% knew the
correct brushing technique to maintain good oragidérye. Out of 550 study
participants, 83% cleaned their teeth using tootisiopaste and 17% cleaned using
finger and tooth powder. Around 41% cleaned tresth more than once daily. About
30% of participants informed parents about thesnge in the appearance of teeth.
Only 20% felt that there is a need to visit dentegjularly. From the present study

majority of study participant showed good oral treawareness?

A prospective evaluation of oro-dental habits agdiéne among 100 school
children aged between 6-12 years was conductedigkriow, Uttar Pradesh. Study
participants were educated about various oral mggiprocedures using various
motivational programmes in a sequential manneraxablhygiene score was obtained
using simplified oral hygiene index before and mfizving intervention. Chi square
test was applied to find out the association of meeal hygiene score before and
after oro dental health education. Out of 100 stpdsticipants 60 and 40 were male
and female respectively. The mean + SD age oftti@ygarticipant was 10.67 + 3.85
years and the mean oral hygiene score + SD amanyg thas 2.08 + 0.53. Around
84% children brushed early in the morning after wgkup and 10% of the children
brushed their teeth after having breakfast. Majai#0%) study participants brushed
only once a day and 9% brushed twice a day. Ar&@% brushed teeth for 1 minute,
33% brushed teeth for 2 minutes and 15% childreshed teeth for a time period of

3 minutes. Baseline mean = SD oral hygiene of thgest was 2.08 = 0.53 and after a
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period of 4 months of oro-dental health educatioal diygiene index improved to
1.11 + 0.34. Baseline oral hygiene knowledge arattre was poor and significant
improvement in oral hygiene status of children wasted after giving health
education among study participant. This clearlydates that necessary interventional
programmes if implemented in a systematic manndr play a major role in

behavioural change among school children regamiiaghealth®

A cross sectional survey was performed among twebar-old students to
assess the knowledge and practice regarding oadthhi@ field practice of Haryana.
A total of 440 study participants from twelve saéetschools were included in this
survey. Among them 49.09% and 50.91% were malefemdle respectively. About
25% of study subject said that they cleaned thestht more than once in a day.
Nearly 32% did not clean their teeth daily. Aroud% used toothbrush and
toothpaste for cleaning and 83% said that reguéaning of teeth can prevent tooth
decay. Nearly 42% children felt that consumptiorsekets will cause tooth decay.
The response of male and female study participéht negards to use of toothbrush /
toothpaste and consumption of sweets were nosstatly significant . About 17%
had correct knowledge that usage of fluoride contagi toothpaste can prevent oral
caries. Around 45.5% of the children had dentabjam since one year , but 36% had
visited dentist. Knowledge and practice regardimgl dealth among female was
significantly higher when compared to male (p =08). The study showed that the

dental health knowledge, attitude, and practicerayrsiudents was low®

A cross-sectional descriptive survey iveggomment and private schools among
12- and 15-years old children was conducted in AmbHaryana. A total of 992

study participants were selected by using two-stegster sampling method. Oral
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caries and periodontal examination were done is #iudy using World health
organization (WHO) standard criteria. Student'edttand one-way ANOVA were
used for statistical analysis. Nearly 23.7% wereyé&ars of age and 76.3% were 15
years of age. About 57% were male and 43.1% wenalie Nearly 45.2% and 54.8%
respectively belonged to private and governmenbaish Majority (90%) of study
subjects in both the age groups used tooth brusketm their teeth. Toothpaste was
used by 96.7% of subjects who belonged to 12 ywheseas 93% of subjects were of
15 years of age. About 68.6% of 12-year-old stusletd 77.4% of 15-year-old
students brushed their teeth at least once a dayong 12-year study participants
around 31.8% used tooth brush as a cleaning aitbtm their teeth where as 41.4%
15-year-old study participants used tooth brush akaning aid to clean their teeth.
Prevalence of dental caries was 34.3% and 46.5%2 &nd 15 years respectively.
Mean DMFT in 12 years and 15 years was 0.82 andl re@pectively. Around 69.4%
in 12 years and 63.8% in 15 years old study paditis gum bleeding was noticed
followed by calculus. Very few among 15-year-oldidst participant had healthy
gingival status in this study. Overall prevalendedental caries noted in this study

was low but the prevalence of gingivitis was hith.

Similar study was performed in a rural area of Asan regarding awareness
of oral hygiene among 71 government school studefisiass &, 9" and 16'in
Mallunanga, Punjab. About 78.9% belonged to 12-d&ry of age and rest belonged
to 16-18 years of age. Around 36.6% of studentsrigeld to 18 standard. Gender,
class and literacy status of fathers’ of studyipgu@nts were significantly associated
with the knowledge regarding oral health. About 9@¥the study participants
brushed their teeth once daily and 6% cleaned tkeih almost after having every

meal. Out of 71 study participant 43.7% brushingirtieeth for one minute. Nearly
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89% students had never done dental visit in thé pasths. In this study, 11.3% of
children had good knowledge, 52.1% had average3&@% had poor knowledge
regarding oral health. The study shows that oralthgractices regarding dental visit,
frequency and time spent for brushing teeth andguigacy of changing tooth brush
were noted poor in this study. This study conclutias since adolescent age group is
the most crucial period as that is the period iriciwiconcepts of knowledge and
attitude should be conceptualized which later tas¢heir lifelong practice and habits
for maintaining oral health, necessary actionsreeded to be taken to improve oral

hygiene practices?

A cross sectional study was conducted among sajmaofy children of rural
and urban practice area in Kamrup District of AssAnotal of 1,501 schoolchildren
in the age group of 13-14 years were included m study. Dental caries was
recorded by using DMFT index and status of oralesaand its association with oral
hygiene practices was also studied. Unpaired (-tbt-square test, and one-way
ANOVA test were done to compare the DMFT amongedéht age groups and
gender. Among study participant 792 (52.8%) werdenaand 709 (47.2%) were
female, also 50% belonged to rural population amb@m population each. Mean score
of DMFT among 13 years old children was 187, 12| &5 respectively, whereas in
14 years old children it was 287, 35, and 133 retppady. Overall DMFT index was
higher in 14 years old children when compared tyd&-old children and was more
in girls with significant p value (0.000). The DMF3core of those who used
toothbrush for cleaning teeth (0.98 + 1.60) wahéighan those who used finger for
cleaning teeth (0.76 + 1.13). The DMFT score amthrigge who cleaned their teeth
once daily (1.10 = 1.62) was significantly highkan those who cleaned twice daily

(0.62 £ 1.25). The mean DMFT score of those whosaored sweets in-between the
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meals (1.56 + 1.71) was significantly higher thhase who consumed sweets during
meals (0.24 £ 0.67). High statistically significatifference was found between the
male (27.9%) and the female (35.7%) population ndigg the prevalence of the

decayed component and overall prevalence of deats&ds among school children of

Kamrup was average (33.6%) in this stutly.

A cross-sectional study was conducted in ManipwttiN India to evaluate
knowledge, attitude and practice towards oral heahong 810 (15-18 years) healthy
adolescents from different primary health care re=nof nine districts of Manipur.
Stratified sampling methodology was used for datdiection. WHO oral health
guestionnaire for children was used and a pilatlystvas conducted with 20 young
adults before the study. Chi square test, Mann-weitJ test, Kruskal Wallis test and
Spearman’s rank correlation were used for stasisiinalysis. Out of total participant,
most of the respondents had high school level datucand higher number of parents
had university level education. Majority of the figipants knew that tooth brush
should be used for cleaning teeth. Also, most @f participants knew that teeth
should be brushed twice a -day, in the morning ewehing. About 90.9% had high
knowledge, 79.8% had favourable attitude and 70%b adequate practice towards
oral health. Significant and positive linear coatein between knowledge-attitude
(r=0.369, p<0.01) knowledge practice (r=0.405, p40. attitude-practice (r =0.353,
p<0.01) was observed. Findings from this study aés/éhat raising awareness among
school children regarding the value of oro-dentalth and hygiene is the most vital

and essential thing in improving oral heafth.
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A cross-sectional survey was carried out in 14 primschools located in
Derna city, Libya. A total of 1288 study subjectere included using systematic
random sampling, in which 62.3% were female and%Avere male. Survey showed
that 55% children had correct practice, 67% had poowledge, and 74% had bad
attitude towards oral health. In this study 48%agtaubject brushed their teeth twice
daily whereas 0.8% never used toothbrush for ctepteeth. Majority (81%) used
toothbrush and toothpaste and only 0.3% had usathldf#toss for cleaning teeth.
Nearly 43% of the children had done dental visihwmi six months. Almost 47% had
undergone tooth extraction as intervention. NearB (76%) responded that tooth
pain was the reason for their recent visit to d#ntiess than 10% had correct
knowledge regarding dental plague, 56% had cokeotvledge regarding what is
gum bleeding (inflamed gum), and 30% know that daleeding can be prevented
using toothbrush, toothpaste, and dental flossrliNé&@% of the study participant had
correct knowledge that dental plaque will leadrthaimmation of the gum, whereas
13% responded that that it is teeth staining. Tiwelysnoted that knowledge and
attitude among school children with regard to dmnahlth was average and also
motivation of study participants about the essétytiaf maintaining good oral health

in school and at home needs to be emphasized.

A descriptive survey was conducted among 422 syieally selected
students in Debre Town, North Central Ethiopia.2Dans collected in 3 schools of
Debre town using stratified random sampling, amaongm 51.2% were female
students. Nearly 60% of the study subject had corkeowledge regarding oral
hygiene, 66% of the students had positive attitiliere than half (61%) of the study
subject had poor oral hygiene practice. Most oimth@2%) responded that gum

bleeding indicates gum disease, 4.3% had no idemesab 5.7% said that it is healthy
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gum. About 20% responded that using a toothpasteepts bleeding gums, 13.3%
using tooth brush prevents bleeding gums and 4.3 that avoiding cleaning of
teeth prevents bleeding gums. More than 87% ofestisdresponded that dental
hygiene is essential for good oral health. Nea@9%) responded that neither the
parents nor the school teachers showed concermdiegadental hygiene. Among
who cleaned their teeth, 89% brushed teeth oncaya 24% used a toothbrush,
20.92% used both chewing stick and toothbrush ad@98 children used other
material for brushing of teeth. More than 87% bagstheir teeth before having food,
5% brushed teeth both prior and after food, andhemo/% brushed teeth after food.
Most of the participant in this study knew thatdieers and parents had a vital role to
play in their dental health. The study recommeids, introduction of various dental
health education programs in the school syllabukply a key role for improving

dental hygiene practices amongst the stud@nts.
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V. MATERIAL AND METHOD

Source of data:

Belagavi is a district which is located in north sveegion of the state
of Karnataka. According to Census 2011 statishiespopulation of Belagavi city was
4,779,661 and as per Aadhar Unique Identification Authorifyledia 2022 data,
the population in the district was estimated tcHet3,390%° For proper convenience
and administration Belagavi district is divided antlO taluks which have 18
municipalities, 22 towns, 35 hoblies, 485-gram peyats having 1,270 village¥.
Majority of people in Belagavi district speak Kadaa Marathi, Hindi and the rest
speak other languages like Konkani, Urdu, Sindhld &unjabi. All schools in the
district are divided into six different blocks namdelgaum city block, Belgaum
rural block, Bailhongal block, Khanapur block, Ramgl block and Soundatti block.
In Belagavi city there are 361 primary and secopdahools out of which 243 are
primary schools, 93 are secondary schools, 25 ath primary and secondary
schools. Among 361 schools, 322 are co-educatisobbols, 29 are girls only

schools and 10 are boys only schotls.
Study design A Cross - Sectional study.

Study population: School children aged 11-16 years from the seletberr Co -

educational schools of Belagavi city.

Study period: 1% January to 31December 2021.
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Material and method

Sample size:

Sample size was calculated using formula_n = 4pq
d
where
P = 33.6" (prevalence of positive attitude)
g=100-p=100-33.6 =66.4
d = relative error ie, 10% of 33.6% = 3.36%
Therefore n = 4pgf/ d
=4 x (33.6 x 66.4) / (3:88.36)
= 789800

Inclusion Criteria:

1. School children aged 11 to 16 years, from the sadeschools.

Exclusion criteria:

1. Children with severe medical health problems

Sampling Method

As per the list obtained from Deputy Director ofoRal Instruction a total of
322 co-educational schools are there in Belagadyj out of which four schools were
selected randomly one school from each zone of daelacity namely the north,
south, east and west. From total strength of eabtload population proportionate

sample was used to select number of students peolsdJsing Attendance register

sampling frame was prepared. Desired number ofestsdwere selected per school

using computer generated random numbers (simptrarsampling).
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Population proportionate
Name of the school Total strength
sample
Seventh Day English High School Azam
_ 376 154
Nagar, Belagavi (North)
Little Scholars Academy High Schoo
_ 608 248
Kanbargi, Belgaum (West)
Shaikh Central School Nehru Nagar
532 218
(East)
Cantonment Board English High
, 439 180
School, Camp, Belagavi (South)
Total 1955 800

Among the school selected, letter was sent witlaidekplanation regarding
the need of the study, after approval, the pririaypaelected school was requested to
intimate the students and their parents about toilysand seek permission. Data was
collected after obtaining informed written conséwim the parents and assent from

the students of the selected schools.

Ethical Clearance;

Ethical clearance was obtained from Institutionghi&l Committee, J.N.
Medical College, KAHER, Belagavi. Létter no.- MDC/DOME/76 dated.

25/01/2021)
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Material and method

Data collection;

Data was collected by personal interview from fadl study participants using

a pre designed and pre tested questionnaire. Tégiganaire included

1. The socio-demographic factors

2. Knowledge, attitude and practice of study partioipggarding oral health and

dental treatment

The children would respond to each elements ofjtlesstionnaire by choosing
one or sometimes combination of the two or morparse from the options provided
in the list. Researcher was present all the timelaafy their doubts and concerns

about any aspects regarding the study during theseaf questionnaire filling.

Definition of Study variables:

1.Age: Age was recorded to the nearest completed years.
2.Type of family:

I.  Nuclear: The family consisting of married coupleora with their
dependent children.
II.  Joint: It consists of number of married couples #rar children who live
in the same household
[ll.  Broken family: A broken family is one where the guats have separated,

or where death has occurred of one or both thentmare
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Material and method

3. Educational Qualification of Parent:

V.

VI.

llliterate: those who cannot read or write with erstanding in any language.
Basic education: those who had studied up till 4@andard

Pre-University College (PUC): those who had conguleeducation up to
PUC.

Diploma: those who had completed any diploma course

Degree: those who had completed any graduatioredegurse

Post graduate: those who had completed any pogt:gtian course.

4. Occupation of Parent:

The source of their income, as self-reported byhibeeficiaries, who would

earn his or her living by means of it.

VI.

VII.

Farmer: owns his land or on a contract basis or wiooks at any place
including agricultural fields on a daily wage basis

Labourer- who works in any place on a daily wagsia

Self-employed: a person engaged in commercial dustrial business either
an owner or executive

Government employee: who is a permanent or contvemtker in any
government agency.

Private employee: who is a permanent or contraatkeroin any private
company or factory or Non - governmental organaegi(NGOS).
Unemployed: who currently is not working or noteaeng monitory benefits
of any kind

Home maker: who looks after the home, children eumdently not working in

any kind
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Material and method

5. Socioeconomic class:

Modified B. G. Prasad’s classification was used flois. This scale was

evolved in 1961. It was introduced considering base of Consumer Price Index

(CPI) for 1960 as 100, modified in 1982 and 2001liriyoducing linking factors to

convert CPI (1982). All India Consumer Price indéor Industrial workers) average

for 2021 (on Base 2001=100) = 119.6. Multiplicatimctor = Current index value

(119.6) / Base index value in 2001 (100) = 1.19Ber&fore, new income value =

multiplication factor x old income value = 4.63 x93. Here 4.63 and 4.93 are the

linking factors put forwarded by the Labour Buredundia So, after substituting the

values, the new scale is,

D

, e Revised B.G. Prasad’s
) .| B.G. Prasad'’s classification far .
Socioeconomic ) i classification for 2021
1961 (monthly income in . .
class (monthly income in
rupees)
rupees)
100 and above 7863and above
Il 50 to 99 3931-7862
1l 30to 49 2359-3930
v 15to 29 1179-2358
V Below 15 117%nd Below
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6. Definition of Knowledge question to assess orhl/giene among school children

Knowledge question

Definition/Correct answer

Number of permanent teeth in the o

cavity of a child

ra®8

Number of permanent teeth in the o

cavity of an adult

raB2

Four different types of teeth present in

adult oral cavity

Hacisor, Canine, Pre-molar and Molat

Time and duration of brushing teeth

Twice a day, riiftag and Night

before going to bed for 2 minutes

Duration for changing Tooth brush

Every three menth

Things used for cleaning teeth

Tooth brush, Moudlshy Dental flosg

Material to be used for cleaning teeth

Tooth pakteth powder

Plague means and will lead to

Plague means dehrithe teeth and

will lead to dental caries

Gum bleeding means

Inflammed gum

Vitamin important for oral health

Vitamin C
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7. Definition of Practice question to assess oralbiene among school children

Practice question Definition/Correct answer

Duration for regular dental visits Once in 6 months

Food items to be consumed {o€onsumption of fresh fruits several
maintaining good oral health times a day, once in a day or at least

several times a week

Food items to be completely avoide@onsumption of bakery products,
which cause poor oral health Aerated drinks/other soft drinks,
Jam/honey, chewing gum containing
sugar, Sweets/candy, Milk with sugar,

Tea and coffee with sugar

Data analysis:

Collected survey sheets were bundled and numbereatding to respective
school. Collected data was entered into excel sheata was analyzed using
Statistical Package for Social Sciences (SPSS)wafe trial version 24.0. The
guantitative data was analyzed using mean, medmh standard deviation. The
qualitative data was summarized as percentage aogomion. To study the

association between variables chi square test paiged.

Score:

Knowledge regarding oral hygiene:For every correct answer one mark was given
and every wrong, don’'t know and unanswered questigare considered as zero.

Knowledge score was divided according to marksestby each participant.
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= Good knowledge: Above (Meant 2SD)

= Above (12.67+2.67)
=>15.34
= Average knowledge: (Mean + 2SD) to (Mean- 2 SD)

=mean 12.67 + 2SD 2.67
= 15.34 to 10.00
= Poor knowledge: Below (Mean - 2SD)
=< 10.00
Attitude towards oral hygiene: For every correct answer one mark was given and
every wrong and don’t know answers were consida®dero. Attitude score was
divided according to marks scored by each partitgipa
Positive attitude: Above (Mean + 2SD)
= Above (5.21+1.40)
=>6.61
Negative attitude: <6.61
Practice regarding oral hygiene:For every correct answer one mark was given and
wrong, don’t know and unanswered questions wersidered as zero. Practice score
was divided according to marks scored by eachqgioaint.
Good practice: Above (Mean + 2SD)

= Above (8.31+1.51)
=>090.82
Neutral practiceMean + 2SD) to (Mean — 2SD)

9:8210 6.8
Poor practiceBelow (Mean — 2SD)
= Below (8.31 — 1.51)

=<6.8
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Results

V. RESULTS

The present cross-sectional study was conductedn@n800 school
children aged 11-16 years from the selected fouedigcational schools of Belagavi

city.

The data obtained was tabulated and analyzed timeléollowing headings:

l. Socio-demographic profile of study participant

Il. Knowledge of study participant regarding oral healt

Il Attitude of study participant towards oral health

V. Practice of study participant regarding oral health

V. Association between sociodemographic profile of sty participant

and knowledge, attitude and practice of oral health
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Results

| - Socio demographic profile of study participant

Table 1: Age distribution of study participant

Age (in years) Number Percentage
11 134 16.75
12 106 13.25
13 167 20.88
14 77 9.62
15 152 19.00
16 164 20.50
Total 800 100

2050

19.00/

9.62_/

Age (in year9y 11 =12 =13

Graph 1 (Table 1): Age distribution of study partidpant
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T~ 13.25

\_ 20.88

14 m15 w16 =
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Results

In the present study, out of 800 study subject, (BY.88%) were aged 13
years, 164 (20.50%) were aged 16 years, 152 (19.008¢e aged 15 years, 134
(16.75%) were 11 years old, 106 (13.25%) and 782(%) were 12 years and 14
years old respectively. The mean + SD age of thiecgzant was 13.5 + 1.87 years.
The median age was 13.5 years and range was 18 yeats. On further analysis, it
was noted that, 200 (25.00%) students were studgift] standard, 179 (22.37%) in
10" standard, 145 (18.13%) il"%tandard, 142 (17.75%) if"Gtandard and 134

(16.75%) in & standard.

Distribution of study participant according to sex: In the current study, out of 800

study participant, 410 (51.25%) were male and 38076%) were female students.
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Results

Table 2: Distribution of study participant according to religion

Religion Number Percentage
Hindu 600 75.00
Muslim 174 21.75
Christian 20 2.50
Jain 6 0.75
Total 800 100

Out of 800 study participant, 600 (75.00%YyevHindu by religion, 174 (21.75%)

were Muslim, 20 (2.50%) and 6 (0.75%) belonged twistian and Jain religion

respectively.

Table 3: Distribution of study participant according to type of family

Type of Family Number Percentage
Nuclear 600 75.00
Joint 199 24.88
Broken 1 0.12
Total 800 100

In our study, 600 (75.00%) of the study participavére staying in joint

family whereas 199 (24.88%) were staying in nucfaarily and 1 (0.12%) belonged

to broken family.
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Table 4: Distribution of study participant according to literacy status of parent

Literacy status Fathers’ literacy status | Mothers’ iteracy status
Number Percentage Number Percentage

llliterate 2 0.25 6 0.74
Basic 52 6.50 72 9.00
Pre-university college (PUQ) 64 8.00 64 8.00
Diploma 141 17.63 75 9.38

Degree 518 64.74 536 67.00
Post Graduate 23 2.88 47 5.88
Total 800 100 800 100
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Graph 2 (Table 4): Distribution of study participant according
to literacy status of parent
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Results

In the study regarding literacy status of fathes§’800 study participant,
majority of them 798 (99.75%) were literates. Amathgm 518 (64.74%) were
degree holder, 141 (17.63%) were diploma holder(8@0%) had completed PUC,
52 (6.50%) had done schooling uptill ™Gtandard and 23 (2.88%) were post
graduate. Regarding literacy status of motherstodly participant, most of them 794
(99.26%) were literates. Among them 536 (67.00%)ewk=gree holder, 75 (9.38 %)
were diploma holder, 72 (9.00%) had schooling uptl" standard, 64 (8.00%)

completed PUC and 47 (5.88%) were post graduate.
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Table 5: Distribution of study participant according to occupation of parent

Fathers’ occupation Mothers’ occupation
Occupation
Number | Percentage| Number | Percentage
Self Employed 495 61.88 221 27.63
Private Employee 141 17.62 71 8.88
Government Employee 101 12.62 87 10.88
Labourer 32 4.00 5 0.62
Farmer 24 3.00 6 0.74
Unemployed 7 0.88 - -
Home-maker - - 410 51.25
Total 800 100 800 100
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Results

In the present study regarding occupation of fathefr study participant, 495
(61.88%) were self-employed, 141 (17.62%) were egyga in private sector, 101
(12.62%) were government employee, 32 (4.00%) vieveurer, 24 (3.00%) were
farmer and 7 (0.88%) were unemployed. In relatiorotcupation of mothers’ of
study participant, 410 (51.25%) were homemaker 29@ (48.75%) were working
mothers. The common occupation noted in our stugyew?221 (27.63%) self-
employed, 87 (10.88%) government employee, 71 {8)8®rivate employee, 5

(0.62%) were labourer and 6 (0.74%) were farmer.
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Results

Table 6: Distribution of study participant according to socio economic class

Socio-economic class | Number Percentage
I 751 93.88
Il 34 4.25
" 8 1.00
\Y 5 0.63
\% 2 0.24
Total 800 100

Graph 4 (Table 6): Distribution of study participant according

to socio economic class
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The present study shows that, majority {®3.88%) of the study participant
belonged to socio-economic class | according to il B. G. Prasad’s
classification, 34 (4.25%) belonged to class 11(1800%) belonged to class Ill, 5

(0.63%) belonged to class IV and 2 (0.24%) belortgezlass V.
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[I-Knowledge of study participant regarding oral health

Table 7: Distribution of study participant according to knowledge regarding oral

health

Knowledge regarding oral health Number| Percentage
Are teeth important part of body

Yes 792 99.00
No 4 0.50
Don’t know 4 0.50
Number of permanent teeth in child

Correct 159 19.88
Incorrect 641 80.12
Number of permanent teeth in adult

Correct 240 30.00
Incorrect 560 70.00
Four different types of teeth in an adult

Correct 20 2.50
Incorrect 780 97.50
Total 800 100
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Results

Out of 800 children, majority 792 (99.00%mew that teeth are an important
part of our body. Whereas 4 (0.50%) children ditl camsider teeth as an important
part of their body. Another 4 (0.50%) children weia sure about it. In the present
study out of 800 study participant, 159 (19.88%l ltarrect knowledge regarding
number of permanent teeth in child. The incorresbvdedge was noted in 641
(80.12%) of the school children. Among them, 41B.62%) responded that there are
26 permanent teeth in the oral cavity of a chilcerdas 218 (27.25%) and 10 (1.25%)
responded that there are 32 and 34 permanent iredtie oral cavity of a child
respectively. With regards to number of permanestht in an adult, 240 (30.00%)
had correct knowledge. The incorrect knowledge weted in 560 (70.00%) of
children. Among them, 333 (41.63%) responded thatet are 28, whereas 121
(15.13%) and 106 (13.24%) responded that there@Gend 34 permanent teeth in the
oral cavity of an adult respectively. Types of ekt a part of science curriculum in
the school, but only 20 (2.50%) had the correctkadge about four different type of
teeth in the adult oral cavity. The incorrect knedde was noted in 780 (97.50%)
school children. Among them 703 (87.88%) of stpdyticipant don’'t know about
any of the four different type of teeth in the @aduhereas 37 (4.62%) knew one type,
21 (2.63%) knew three and 19 (2.37%) knew two dute four different types of

teeth in an adult oral cavity.
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Table 8: Distribution of study participant according to knowledge regarding oral

health

Knowledge regarding oral health Number Percentage

Brushing of teeth regularly will prevent oral
health problems

Yes 364 45.50
No 220 27.50
Don’t know 216 27.00

Irregular brushing of teeth causes tooth ache

Yes 740 92.50
No 24 3.00
Don’'t know 36 4.50

Improper cleaning of tongue results in bad

breath
Yes

706 88.25
No

22 2.75
Don’t know

72 9.00
Rinse mouth with water after every meal
Yes 604 75.50
No 23 2.87
Don’t know 173 21.63
Total 800 100
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In the present study out of 800 study subject, 844.50%) knew that
brushing of teeth regularly will prevent dental lle@roblems. Whereas 220 (27.50%
) responded that brushing of teeth regularly wit prevent development of dental
health problems and 216 (27.00% ) didn’t have amywkedge about it. Out of 800
school children, 740 (92.50%) had correct knowledggarding irregular brushing of
teeth leads to toothache. Only 24 (3.00%) respotidadirregular brushing of teeth
will not cause tooth ache and 36 (4.50%) don’'t knowch about it. Regarding
knowledge about improper cleaning of tongue caubid) breath, 706 (88.25%) had
correct knowledge. The incorrect knowledge wasthate22 (2.75%) and 72 (9.00%)
don’t know that improper cleaning of tongue caubes breath. With regards to
knowledge regarding rinsing of mouth with watereafevery meal, 604 (75.50%)
school children had correct knowledge, 23 (2.87%@poirect knowledge and 173

(21.63%) don’t know that they should rinse moutthwvater after every meal.
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Table 9: Distribution of study participant according to knowledge regarding oral

health

Knowledge regarding oral health Number Percentage
Brush teeth twice daily

Yes 784 98.00
No 7 0.88
Don’t know 9 1.12
How long one should brush teeth

Correct 287 35.88
Incorrect 513 64.12
Brush teeth in front of their parent

Yes 406 50.75
No 288 36.00
Don’t know 106 13.25
How often one should change toothbrush

Correct 72 9.00
Incorrect 728 91.00
Total 800 100
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In our study 784 (98.00%) among 800 study partitiead correct knowledge
regarding brushing of teeth twice daily. The inectrknowledge was noted in only 7
(0.88% ) and 9 (1.12%) don’t know about it. Outaefr 800-study subject, with
regards to knowledge about duration of brushingeeth, 287 (35.88%) had correct
knowledge i.e they should brush teeth for two catgplminutes. The incorrect
knowledge noted in our study were: 455 (56.87%jpaaded that they should brush
teeth in less than one minute and 58 (7.25%) redgmbithat they should brush teeth
for one minute or more than two minutes. About klealge regarding brushing teeth
in front of parent, 406 (50.75%) had correct knalgle that they should brush teeth in
front of their parent. About 288 (36.00%) respontieat they should not brush teeth
in front of their parent and 106 (13.25%) don’t tnwhether that they should brush
teeth in front of their parent or not. Regardingwiedge about duration of changing
of toothbrush, 72 (9.00%) had correct knowledge tleat they should change
toothbrush every three months. The incorrect respomoted were: 481 (60.12%)
told that they should change toothbrush either amthly basis or every six month

and 247 (30.88%) told that they should change twagh every two months.
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Table 10: Distribution of study participant according to knowledge of material

used for cleaning teeth

Material used for cleaning teeth Number Percentage
Correct 787 98.40
Incorrect 13 1.60
Total 800 100
If correct, (n=787)

Toothbrush, mouthwash and floss 10 1.27
Toothbrush / mouthwash or floss 179 22.74
Toothbrush 598 75.99
If incorrect, (N=13)

Finger, Safety pin and Toothpick 1 1.28
Finger/Safety pin or Toothpick 10 12.82
Finger 67 85.90
Total 78* 100

* Multiple responses

Out of 800 study participant, 787 (98.40%) of cteld had correct knowledge
that they should use toothbrush or mouthwash otatiéloss all three for cleaning
teeth. Among 787 students who responded corret@y(1.27%) thought that they
should use toothbrush/mouthwash and dental flos€léaning teeth. Whereas 179
(22.74%) responded that should use toothbrush amathwash or dental floss for
cleaning teeth. Majority 598 (75.99%) responded timdy toothbrush should be used
for cleaning teeth. Among 13 students who had membrknowledge, 1 (1.28%) child
responded that they can use finger, safety pin tanthpick for cleaning teeth.
Whereas 10 (12.82%) responded that they can ugerfgafety pin or toothpick all
three for cleaning teeth. Majority 67 (85.90%) tgbuthat they can use finger for

cleaning teeth.
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Table 11: Distribution of the study participant acwrding to knowledge of

substance used for cleaning teeth

Substance used for cleaning teeth Number Percentage
Correct 782 97.70
Incorrect 18 2.30
Total 800 100

If correct, (n=782)
Toothpaste or toothpowder 139 17.77

Toothpaste 643 82.23

If incorrect, (n=18)

Salt/Charcoal or Ash 2 2.66
Salt 73 97.34
Total 75*% 100

*Multiple responses

Out of 800 study participant, 782 (97.70%) of ctell had correct knowledge
that they should use toothpaste or toothpowdercteaning teeth. Among 782
students who responded correctly, 643 (82.23%)ora$pd that they should use
toothpaste and 139 (17.77%) students thought tima should use toothpaste or
toothpowder for cleaning teeth. Among 18 studertte Wwad incorrect knowledge, 2
(2.66%) children responded that they can use baltéoal or ash for cleaning teeth.

Whereas 73 (97.34%) responded that they can ust®saleaning teeth.
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Table 12: Distribution of study participant according to knowledge regarding

oral health

Knowledge regarding oral health Number Percentage

What does plague mean

Hard & soft debris in teeth 392 49.00
Staining of teeth 102 12.75
Don’t know 306 38.25

What does dental plaque lead to

Dental caries 320 40.00
Inflammation 101 12.63
Staining of teeth 101 12.62
Don’t know 278 34.75

What does gum bleeding mean

Healthy Gum 126 15.74
Gum Recession 59 7.38
Inflamed Gum 31 3.88
Don’t Know 584 73.00
Total 800 100
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In the present study, 392 (49.00%) study partidigead correct knowledge
that oral plaque are hard and soft debris in tathtel 02 (12.75%) thought that plaque
means staining of teeth and 306 (38.25%) don't kaowthing about dental plaque.
On further analysis of dental plaque knowledge ilegdo, 320 (40.00%) study
participant knew that it leads to dental caries.evéas 101 (12.63%) school children
thought that dental plaque will lead to inflammati@nother 101 (12.62%) thought
that dental plaque will lead to staining of teetid 278 (34.75%) don’'t know have
any knowledge regarding dental plaque leading todental health problems. In the
present study, only 31 (3.88%) had correct knowdetltat gum bleeding means
inflamed gum and 769 (96.12%) study participant niid have correct knowledge.
The incorrect responses noted were : 126 (15.#) bleeding is healthy gum, 59

(7.38%) gum recession and 584 (73.00%) no knowledigé.
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Table 13: Distribution of study participant according to knowledge regarding

oral health

Knowledge regarding oral health Number | Percentage

Sweet/bakery product affect teeth adversely

Yes 711 88.88
No 28 3.50
Don’t know 61 7.62

Fizzy drink affect the teeth adversely

Yes 655 81.88
No 42 5.24
Don’t know 103 12.88
Using fluoride containing toothpaste strengther

teeth

Yes 441 55.12
No 64 8.00
Don’t know 295 36.88

Vitamin important for oral health

A 249 31.13
C 306 38.25
D 100 12.50
E 145 18.12
Total 800 100
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In the present study, out of 800 study participdit]l (88.88%) knew about
adverse effect of sweet and bakery products on bealth. Only 28 (3.50%)
responded that sweet or bakery products would fiettaeeth adversely whereas 61
(7.62%) don’'t know. Regarding knowledge about theease effect of fizzy drink on
teeth, 655 (81.88%) had correct knowledge, 42 )2¥esponded that fizzy drink
would not affect teeth adversely and 103 (12.88@&6)'tcknow about it. With respect
to knowledge regarding using fluoride containingthpaste for strengthening of
teeth, 441 (55.12%) had correct knowledge thatrifi@containing toothpaste will
help in strengthening of teeth. Only 64 (8.00%)utjiat that fluoride containing
toothpaste will not strengthen the teeth and 2858@) don’t know about it. In our
study, 306 (38.25%) of study participant knew akibet vitamin which is important
for oral health i.e, Vitamin C. The incorrect knedtje noted were: 249 (31.13%)

responded as Vitamin A, 145 (18.12%) as Vitamim#& &#00 (12.50%) as Vitamin D.
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Table 14: Distribution of study participant according to knowledge regarding

oral health

Knowledge regarding oral health Number Percentage

Regular visit to the dentist are necessary

Yes 474 59.25
No 202 25.25
Don't know 124 15.50

Frequency of dental visits

when one has dental problem 666 83.25
every 6 months 71 8.88
once a year 28 3.50
occasionally 35 4.37
Total 800 100

In the present study, out of 800 study participdi® (59.25%) had correct
knowledge regarding the necessity of regular vieitthe dentist. Whereas 202
(25.25%) responded that regular visit to the dergiaot necessary and 124 (15.50%)
don’t have any idea. With regards to knowledge ndigg how often one should visit
a dentist, 71 (8.88%) knew that it should be dorexye6 months, 666 (83.25%) visit
dentist only when they have dental problem, 357%Boccasionally and 28 (3.50%)

responded that they should visit dentist once a yea
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Table 15: Distribution of the study participant acording to knowledge score

regarding oral health

Knowledge score regarding oral health | Number Percentage
Good 219 27.38
Average 490 61.24
Poor 91 11.38
Total 800 100

Graph 5 (Table 15): Distribution of the study participant
according to knowledge score regarding oral health
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The present study shows that among the schoolrehildhe mean knowledge
score was 12.67 with standard deviation of 2.6 iarewas 11.5 and the range was 6
to 17. Out of 800 children, 219 (27.38%) had goodwdedge, 490 (61.24%) had

average knowledge and 91 (11.38%) had poor knowleglgarding oral health.
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[lI- Attitude of study participant towards oral hea Ith

Table 16: Distribution of the study participant acording to their attitude

towards oral health

Attitude towards oral health Number Percentage

Does tooth decay affect the overall appearance
Yes 665 83.13

No 135 16.87

Poor oral hygiene prevents smiling with friends

Yes 589 73.63
No 114 14.25
Don’'t know 97 12.12

Avoid talking or sitting next to who have bad

breath

Yes 605 75.60
No 195 24.40
Total 800 100

In the present study, among 800 students studifsl (&3.13%) felt that tooth
decay will affect the overall appearance whereas (1%.87%) did not feel so.
Among the school children, 589 (73.63%) felt thabpdental hygiene prevents them
from smiling with friends whereas 114 (14.20%) diot feel so and remaining 97
(12.12%) don’t have any opinion about it. With retgato bad breath, 605 (75.60%)
of study participant felt that they will avoid taiky or sitting next to whom who have

bad breath whereas 195 (24.40%) did not feel so.
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Table 17: Distribution of the study participant acwrding to their attitude

towards oral health

Attitude towards oral health Number | Percentage

Make fun of children who have dental problem
Yes 271 33.90

No 529 66.10

Oral health problems force you to miss school

Yes 620 77.50
No 113 14.13
Don't know 67 8.37

Maintaining healthy teeth is an individual
responsibility

Yes 738 92.25
No 29 3.62
Don't know 33 4,13
Total 800 100

In the present study, 529 (66.10%) of study paudiot felt that they will not
make fun of children who have dental health problenereas 271 (33.90%) did not
feel so. Out of 800 study subject, 620 (77.50%)tfedt oral health problem will force
them to miss school whereas 113 (14.13%) did neit $6. Remaining 67 (8.37%)
don’'t know whether oral health problem will fordeetn to miss school or not. With
regards to attitude towards maintaining healthyhtéee an individual responsibility
738 (92.25%) felt that it was their own respongipivhereas 29 (3.62%) did not feel
so and 33 (4.13%) don’t know whether maintainingltiy teeth is an individual

responsibility or not.
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Table 18: Distribution of the study participant acording to their attitude

towards oral health

Attitude towards oral health Number | Percentage

Maintaining good oral hygiene prevents tooth

decay
No 120 15.00

Dentist helps to maintain oral health

Yes 605 75.63
No 36 4.50
Don’t know 159 19.87
Total 800 100

The present study shows that 6800@%) of study participant felt that
maintaining good oral hygiene prevents them fronvetiment of tooth decay
whereas 120 (15.00%) did not feel so. Out of 8Q@ests, 605 (75.63%) of study
participant felt that dentist will help them in m&nance of oral health, 36 (4.50%)
did not feel so and 159 (19.87%) don’t know whethentist will help them to

maintain oral health or not.
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Table 19: Distribution of the study participant according to the attitude score

towards oral health

Attitude score towards oral health Number Percentag
Positive 409 51.12
Negative 391 48.88
Total 800 100

Graph 6 (Table 19): Distribution of the study participant
according to the attitude score towards oral health
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The present study shows that among 800 schoolrehildhe mean attitude
score was 5.21 with standard deviation of 1.40,iared/as 5 and range was 2 to 8.
Out of 800 children, 409 (51.12%) had positivetadie, whereas 391 (48.88%) had

negative attitude score towards oral health.

Page 63



Results

IV. Practice of study participant regarding oral health

Table 20: Distribution of the study participant acording to practice regarding

oral health

Practice regarding oral health Number Percentage

Regular Brushing of teeth
Yes 773 96.70

No 27 3.30

Frequency of brushing of teeth (in days

Less than once 34 4.24
Once 356 44.50
Twice 405 50.63
More than twice 5 0.63

Time of brushing of teeth

Morning 384 48.00
Morning & Night 410 45.30
Night 6 6.70
Duration of brushing of teeth (in

minutes)

<1 122 15.24
1 292 36.50
2 361 45.13
>2 25 3.13
Total 800 100
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In the present study, out of 800 study participatt3 (96.70%) of them
brushed their teeth regularly whereas 27 (3.30%)ndit brush their teeth regularly.
With regards to frequency of brushing of teeth, 466.63%) of study participant
brushed their teeth twice per day, 356 (44.50%%Heed their teeth once per day, 34
(4.24%) brushed their teeth less than daily onak &rf0.63%) brushed their teeth
more than twice per day. In our study, 384 (48.00%study participant brushed their
teeth in the morning whereas 410 (45.30%) bruskethtboth in the morning and
night and 6 (6.70%) students brushed their teath im the night. With regards to
duration of brushing of teeth, 361 (45.13%) ofdgtyarticipant brushed their teeth
for complete two minutes, 292 (36.50%) brushedr ttesith for about one minute, 122
(15.24%) brushed their teeth less than one minute2s (3.13%) brushed their teeth

for more than two minutes.
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Table 21: Distribution of the study participant acmrding to practice regarding

oral health
Practice regarding oral health Number Percentage
Brushed teeth in front of parent
Yes 607 75.90
No 193 24.10
Duration of changing of toothbrush (in
months)
1 489 61.12
2 264 33.00
3 39 4.88
6 8 1.00
Material used for cleaning teeth
Tooth brush 776 97.00
Tooth brush and Mouthwash 21 2.63
Tooth brush and Toothpick 2 0.25
Finger 1 0.12
Substance used for cleaning teeth
Toothpaste 787 98.38
Toothpowder 12 1.50
Salt 1 0.12
Total 800 100
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The present study shows that, 607 (75.90%) schbitdiren brushed their
teeth in front of one of the parent whereas 193.1@%) brushed their teeth
independently. Out of 800 students studied, 4891@5) changed their toothbrush
every month, 264 (33.00%) changed their toothbesgdry two month, 39 (4.88%)
changed their toothbrush every 3 month and 8 (1)@d%nged their toothbrush every
6 months. In our study,776 (97.00%) of study pgréint used toothbrush for cleaning
teeth and 21 (2.63%) used toothbrush and mouthv@skleaning teeth. Only 2
(0.25%) students used toothbrush and toothpickl&aning teeth and only 1 (0.12%)
student used finger. With regard to substance beseg for cleaning teeth, 787
(98.38%) used toothpaste, 12 (1.50%) used toothppadd only 1 (0.12%) student

used salt for cleaning teeth.
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Table 22: Distribution of the study participant acording to practice regarding

oral health
Practice regarding oral health Number Percentage
Use tooth paste containing fluoride
Yes 448 56.00
No 352 44.00
Rinse mouth with water after meal
Yes 787 98.40
No 13 1.60
Clean tongue while brushing
Yes 635 79.40
No 165 20.60
Total 800 100

The current study shows that, 448 (56.00%) usedht@aste containing

fluoride whereas 352 (44.00%) did not use tootlgashtaining fluoride. Out of 800

study participant, 787 (98.40%) rinsed mouth withtev after every meal and 13

(1.60%) did not rinse their mouth with water akeery meal. With regards to tongue

cleaning practice while brushing, 635 (79.40%) wéxhtheir tongue with brush and

165 (20.60%) did not clean their tongue while bigh
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Table 23: Distribution of the study participant acording to practice regarding

oral health
Practice regarding oral health Number Percentage
Recent dental visit
Yes 19 2.40
No 781 97.60
Total 800 100
If yes, duration of dental visit (n=19)
< 3 months 8 42.10
3-6 month 7 36.90
6 months to 1 year 1 5.30
>1 year 3 15.70
Reason for dental visit
Toothache 15 78.95
Dental Caries 4 21.05
Intervention done during dental visit
Symptomatic treatment 16 84.20
Root canal Therapy 3 15.80
Total 19 100

The current study showed that, 781 (97.60%) schbiddiren did not visit a
dentist in the recent past and 19 (2.40%) hadia ¥song 19 students, 8 (42.10%)
had visited the dentist within 3 months, 7 (36.90Rihin 3-6 months, 3 (15.70%)
more than one-year and only 1 (5.30%) student Hailett a dentist between 6
months to 1 year duration. Out of 19 study paréinipwho visited dentist recently, 15
(78.95%) visited for toothache whereas 4 (21.05%iYed for dental caries. Among
them, 16 (84.20%) received symptomatic treatmenereds 3 (15.80%) had

undergone Root canal therapy.
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Table 24: Distribution of the study participant acwrding to practice of

consumption of food items

Food items Several] Every | Several| Oncea | Several| Never
times a day times a week times a
day | Number | week Number month | Number | Total
Number (%) Number (%) Number (%) (%)
(%) (%) (%)
Fresh fruits 3 80 669 45 3 - 800
(0.38) | (10.00) | (83.62) (5.62) (0.38) (100)
Bakery 3 61 56( 16¢ 7 - 80C
products (0.37) (7.63) | (70.00) (21.13) (0.87) (100)
Aerated - 21 204 497 58 20 800
drinks/other (2.60) | (25.53) | (62.12) (7.25) (2.50) | (100)
soft drinks
Jam/honey 1 32 215 441 87 24 800
(0.12) (4.00) | (26.88) | (55.13) | (10.87) | (3.00) | (100)
Chewing gum 2 31 244 343 147 33 800
containing (0.24) (3.87) | (30.50) | (42.88) | (18.38) | (4.13) | (100)
sugar
Sweets/candy 1 36 297 295 148 23 800
(0.12) (4.50) | (37.13) | (36.88) | (18.50) | (2.87) | (100)
Milk with sugar 9 61 281 324 116 9 800
(1.12) (7.62) | (35.13) | (40.50) | (14.50) | (1.13) | (100)
Tea with sugar 8 76 300 308 94 14 800
(1.00) (9.50) | (37.50) | (38.50) | (11.75) | (1.75) | (100)
Coffee with 7 77 321 27¢ 96 24 80C
sugar (0.88) (9.62) | (40.12) | (34.38) | (12.00) | (3.00) | (100)

Out of 800 study participant, 669 (83.62%) atetérgieveral times a week, 80

(10.00%) ate every day, 45 (5.62%) ate fruits omaeeek, 3 (0.38%) each ate fruits

several times a month and several times a day., AB® (70.00%) ate bakery product

several times a week, 169 (21.13%) ate bakery ptooluce a week, 61 (7.63%) ate

bakery product every day, 7 (0.87%) ate bakery yrbdeveral times a month and 3

(0.37%) ate bakery product several times a daythis study, 497 (62.12%) had

aerated / soft drinks once a week, 204 (25.53%)skeadral times a week, 58 (7.25%)

had several times a month, 21 (2.60%) had everyatealy 20 (2.50%) never had
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aerated / soft drinks. Nearly 441 (55.13%) ate fjdroney once a week, 215 (26.88%)
ate several times a week, 87 (10.87%) ate jam Eh@everal times a month, 32
(4.00%) ate every day, 1 (0.12%) ate several timélgay and 24 (3.00%) never ate
jam / honey. Current study showed that, 343 (42)888 chewing gum containing

sugar once a week, 244 (30.50%) ate several timeselt, 147 (18.38%) ate several
times a month, 31 (3.87%) ate chewing gum contgisingar every day, 2 (0.24%)
ate several times a day and 33 (4.13%) never a®ing gum containing sugar.

Consumption of food item, 297 (37.13%) ate sweeatandy several times a week,
295 (36.88%) ate once a week, 148 (18.50%) ateraletimes a month, 36 (4.50%)

ate every day, 1 (0.12%) ate sweets / candy setieras a day and 23 (2.87%) never
ate sweets / candy. In the present study, 324 @40).%ad milk with sugar once a

week, 281 (35.13%) had several times a week, 1460%) had several times a
month, 61 (7.62%) had every day and 9 (1.13%) dmchseveral times a day and
never drank milk with sugar. With regards to conption of tea with sugar, 308

(38.50%) had tea with sugar once a week, 300 (8@)%d several times a week, 94
(11.75%) had several times a month,76 (9.50%) kadyaday, 8 (1.00%) had several
times a day and 14 (1.75%) never drank tea witlisuyhereas, 321 (40.12%) had
coffee with sugar several times a week, 275 (34)384 once a week, 96 (12.00%)
had several times a month, 77 (9.62%) had every 1149.88%) had several times a

day and 24 (3.00%) never drank coffee with sugar.
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Table 25: Distribution of the study participant acwmrding to the practice score

regarding oral health

Practice score regarding oral health| Number| Percemtge
Good 170 21.25
Average 489 61.12
Poor 141 17.63
Total 800 100
100 Graph 7 (Table 25): Distribution of the study participant

0 according to the practice score regarding oral he#h
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The present study shows that among 800 study pentit; the mean practice
score was 8.31 with standard deviation of 1.51,iavedas 8.5 and the range was 5 to
12. Out of 800 study subject, 170 (21.25%) had gprattice, 489 (61.12%) had

average practice and 141 (17.63%) had poor prastioe regarding oral health.
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V. Association between sociodemographic profile obtudy participant and

knowledge, attitude and practice of oral health.

Table 26: Association between knowledge score reghing oral health and age of

the study participant

Age (in years) Good Average Poor Total
knowledge knowledge knowledge
11 42 (31.35) 79 (58.95) 13 (9.70) 134 (100)
12 21 (19.82) 70 (66.03) 15 (14.15) 106 (100)
13 44 (26.35) 102 (61.08) 21 (12.57) 167 (100)
14 28 (36.37) 39 (50.65) 10 (12.98) 77 (100
15 32 (21.06) 105 (69.08) 15 (9.86) 152 (100)
16 52 (31.71) 95 (57.93) 17 (10.36) 164 (100)
¥2=14.29 df=10 p=0.16

In our study, out of 800 children studied, good Wiemige regarding oral
health was slightly higher 28 (36.37%) in the agsug of14 years and almost similar
31.71% and31.35% in the age group of 16 and 11 years resdgtiThe average
knowledge score regarding oral health was seerehighl5 years old students 105
(69.08%) and the least in 39 (50.65%) 14-year-tddents. About 9.70% and 9.86%
students aged 11 and 15 years had the least powldaige score and 13-year-old
14.15% had higher score. Although good knowledgganding oral health was
slightly higher in the age group @# yearsbut this association was not found to be

statistically significant (p = 0.16).
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Table 27: Association between knowledge score reghng oral health and

standard of the study participant

Good Average Poor
Standard Total
knowledge knowledge | knowledge
6" 45 (31.70) 83 (58.45)| 14 (9.85 142 (100)
7" 47 (23.50) 129 (64.50 24 (12.00 200 (100
g 41 (30.60) 72 (53.73) 21 (15.67 134 (100)
o 33 (22.75) 100 (68.97 12 (8.28 145 (100)
10" 53 (29.61) 106 (59.22 20 (11.17 179 (100)
y?=11.08 df =8 p=0.19

In our study, out of 800 study subject, good knalgke regarding oral health

was slightly higher (31.70%) amond” 6standard students and least amofiy 9

standard students 33 (22.75%). The average knowledgre regarding oral health

was higher in 9 standard students (68.97%) and less amdhsténdard students 72

(53.73%). The least 12 (8.28%) poor knowledge escgas seen in children who

studied in § standard when compared to other age group. Alihgogd knowledge

regarding oral health was slightly higher amoffgséandard students, this association

was not found to be statistically significant (949).
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Table 28: Association between knowledge score regting oral health and sex of

the study participant

Good Average Poor
Sex Total
knowledge knowledge knowledge
Male 100 (24.39) 262 (63.91) 48 (11.70) 410 (100)
Female 119 (30.51) 228 (58.47) 43 (11.02 390 (100)
y?=3.78 df =2 p=0.15

Out of 800 study subject, gdotbwledge regarding oral health was

slightly higher 119 (30.51%) among female studeviien compared to male students

whereas average knowledge score regarding orathheas more among male

students 262 (63.91%). The poor knowledge scorardagy oral health was almost

similar (11.70% and 11.02%) among male and femtaldysparticipant. Although

good knowledge regarding oral health was higherragriemale, this association was

not found to be statistically significant (p = 0)15
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Table 29: Association between knowledge score reghng oral health and

religion of the study participant

H0)

Average Poor
Religion Good knowledge Total
knowledge knowledge
Hindus 167 (27.83) 369 (61.50) 64 (10.67) 600 (1
Non-hindus 52 (26.00) 121 (60.50) 27 (13.50) 2amj1
¥?=1.26 df =2 p= 0.53

Out of 800 study subject, knowledge score regardiag health was almost

similar except poor knowledge score was slightighler 27 (13.50%) among study

participant who belonged to other religion (Musli@hristain and Jain). Even though

students who belonged to Hindu religion had goodvkadge (27.83%) regarding

oral health, this association was not found tothgsdically significant (p = 0.53).
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Table 30: Association between knowledge score reghng oral health and

literacy status of father

Literacy status Good Average Poor
Total
of father knowledge knowledge knowledge
Degree and Post
153 (28.28) 333 (61.56) 55 (10.16) 541 (100Q)
Graduate
Others 66 (25.49) 157 (60.62) 36 (13.89) 259 (100)
¥2=3.08 df =2 p=0.21

Out of 800 study subject, good knowledge regaraired health was slightly
higher (28.28%) in children whose father’s had clatgel degree and postgraduation
when compared to others (llliterate, Basic, Presemsity college and Diploma).
Average knowledge regarding oral health was alnsosilar in both (61.56% and
60.62%) the groups. Poor knowledge regarding agalth was least (10.16%) among
study participant whose fathers’ had completed ekegand postgraduation. This

association was not found to be statistically sigant (p = 0.21).
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Table 31: Association between knowledge score reghng oral health and

literacy status

of mother

Literacy status Good Average Poor
Total
of mother knowledge knowledge knowledge
Degree and Post
154 (26.42) 361 (61.92) 68 (11.66 583 (100)
Graduate
Others 65 (29.96) 129 (59.45) 23 (10.59) 217 (1p0)
¥?=0.70 df p=0.70

Out of 800 study subject, good knowledge regardiraj health was higher

(29.96%) in children whose mothers’ had educatiessér than degree when

compared to study subject mothers’ who completegrede and postgraduation.

Average knowledge regarding oral health was shgltigher (61.92%) among

children with degree and postgraduate educated enothhe poor knowledge

regarding oral health was almost similar in botd groups (11.66% and 10.59%).

This association was not found to be statisticsiliyificant (p = 0.70).
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Table 32: Association between knowledge score reghing oral health and socio-

economic class of the study participant

Socio-economic

Good Average Poor
class knowledge knowledge knowledge Total
I 207 (27.57) 456 (60.72) 88 (11.71) 751 (10
I, 11, IV and V 12 (24.49) 34 (69.39) 3(6.12) 4200)
y3=1.98 df=2 p=0.36

0)

In our study, 207 (27.57%) students who belongesiotmo-economic class |

had better knowledge score when compared to otBe(24.49%) students who

belonged to socio-economic class Il, Ill, IV and Xverage knowledge score

regarding oral health was seen more among studdrtselonged to socio-economic

class IlI, 11, IV and V 34 (69.39%). Although studs belonging to socioeconomic

class | had higher good knowledge score, it wagdehat poor knowledge score

(11.71%) was also higher among them. This assoaiditetween them was not found

to be statistically significant (p=0.36)
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Table 33: Association between attitude score towasdoral health and age of the

study participant

Age (in years) Positive attitude Negative attitude Total
11 68 (50.75) 66 (49.25) 134 (100
12 58 (54.72) 48 (45.28) 106 (100
13 80 (47.91) 87 (52.09) 167 (100
14 49 (63.64) 28 (36.36) 77 (100
15 79 (51.97) 73 (48.03) 152 (100
16 75 (45.73) 89 (54.27) 164 (100
y2=8.02 df=5 p=0.15

In our study, out of 800 children studied, positatétude towards oral health
was higher 49 (63.64%) among children agéd/ears, followed by (54.72%, 51.97%
and 50.75%) students aged 12, 15 and 11 yearsesfgectively. With regards to
negative attitude towards oral health highest (FARwas noted among 16-year-old
students and least (36.36%) was in 14-year-although positive attitude towards
oral health was higher ib4-year-old this association was not found to be statistjcall

significant (p = 0.15).
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Table 34: Association between attitude score towasdoral health and standard of

the study participant

Standard Positive attitude Negative attitude Total
6" 67 (47.18) 75 (52.82) 142 (100)
7" 105 (52.50) 95 (47.50) 200 (100)
g 76 (56.71) 58 (43.29) 134 (100)
oih 81 (55.86) 64 (44.14) 145 (100)
10" 80 (44.69) 99 (55.31) 179 (100)
2= 6.97 df =4 p=0.13

In our study out of 800 study subject, positivétade towards oral health was
highest (56.71%) amond"sstandard students followed by (55.86% and 52.50%)
9" and ' standard students respectively. Negative attitmee towards oral health
was seen most (55.31%) in children who studiedofft standard and least (43.29%
and 44.14%) among™8and &' standard students respectively. Although positive
attitude towards oral health was higher amofigtandard students when compared to

others, this association was not found to be sizlly significant (p = 0.13).
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Table 35: Association between attitude score towasdoral health and sex of the

study participant

Sex Positive attitude Negative attitude Total
Male 194 (47.32) 216 (52.68) 410 (100)
Female 215 (55.12) 175 (44.88) 390 (100)

¥2= 4.88 df=1 p= 0.02

Graph 8 (Table 35): Association between attitude sce

100 towars oral health and sex of the study participant
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Out of 800 study subject, positive attitude towacodal health was higher
(55.12%) among female students when compared te stadents (47.31%). This
difference in the attitude score between male amafe student was found to be

statistically significant (p = 0.02).
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Table 36: Association between attitude score towasdoral health and religion of

the study participant

Religion Positive attitude Negative attitude Total
Hindus 301 (50.16) 299 (49.84) 600 (100)
Non-Hindus 108 (54.00) 92 (46.00) 200 (100)
¥?=0.88 df=1 p-30

Out of 800 study subject, positive attitude towaodal health was higher
(54.00%) among study participant belonging to otleéigion (Muslim, Christian and
Jain) when compared to Hindus. Although positivéiuate towards oral health was
higher among study participant of other religiont this association was not found to

be statistically significant (p = 0.34).
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Table 37: Association between attitude score towasdoral health and literacy

status of father

Literacy status of father | Positive attitude | Negatie attitude Total
Degree and Post Graduate 292 (53.98 249 (46.02) 1 (B®D)
Others 117 (45.18) 142 (54.82) 259 (1d
¥2=5.42 df=1 p=0.01
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Graph 9 (Table 37): Association between attitude sce
towards oral health and literacy status of father
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Out of 800 study subject, positive attitude towacodal health was higher

(53.98%) among children whose fathers’ had comglategree and postgraduate

when compared to others (llliterate, Basic, Prerersity college and Diploma). As

the literacy status in father’'s increased the pasiattitude towards oral health also

increased in school children and this associaticaas iound to be statistically

significant (p = 0.01).
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Table 38: Association between attitude score regamy oral health and literacy

status of mother

Literacy status of mother | Positive attitude | Negatie attitude Total

Degree and Post Graduate 308 (52.84 275 (47.16) 3 (B®)
Others 101 (46.55) 116 (53.45) 217 (1Q0)
¥?>=2.50 df=1 p=0.11

Out of 800 study subject, positive attitude regagdoral health was higher
(52.84%) among children whose mothers’ had comgldiegree and postgraduation
when compared to others (llliterate, Basic, Presarsity college and Diploma). As
the literacy status in mother’s increased the pesattitude towards oral health also
increased in school children, but this associatv@s not found to be statistically

significant (p = 0.11).
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Table 39: Association between attitude score towasdoral health and socio-

economic class of the study participant

Socio-economic clasg  Positive attitude  Negative iatide Total
388 (51.67) 363 (48.33) 751 (100)
I, 11, IV and V 21 (42.86) 28 (57.14) 49 (100
x=1.42 df=1 p=0.23

In our study, out of 751students who belonged tmcseconomic class |, 388
(51.67%) students had positive attitude score tdsvaral health whereas out of 49
students who belonged to socio-economic clasdlJIJ\f and V, 28 (57.14%) had
negative attitude towards oral health. The associdtetween them was not found to

be statistically significant (p=0.23)
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Table 40: Association between practice score regardy oral health and age of

the study participant

Age (in years)| Good practice | Average practice| Poor practice Total
11 32 (23.89) 73 (54.47) 29 (21.64) 134 (100)
12 31 (29.25) 57 (53.77) 18 (16.98) 106 (100)
13 26 (15.57) 115 (68.87) 26 (15.56) 167 (100)
14 19 (24.68) 45 (58.44) 13 (16.88) 77 (100)
15 22 (14.48) 106 (69.74) 24 (15.78) 152 (100)
16 40 (24.40) 93 (56.70) 31 (18.90) 164 (100)
¥?=18.75 df=10 p=0.04
Graph 10 (Table 40): Association between practicecere
regarding oral health and age of the study participnt
Good practice
24.40
14.48/
\15.57
Age (in year9
1]l =12 =13 =14 m15 =16
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Graph 11 (Table 40): Association between practicecsre
regarding oral health and age of the study participnt
Average Practice
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Graph 12 (Table 40): Association between practicecere
regarding oral health and age of the study participnt
Poor practice

21.64

15.78 _/
16.98

16.88_/ \—
Age (in year9y 15.56
1]l =12 =13 =14 w15 =16

In our study out of 800 children, gopidctice score regarding oral health
was highest (29.25%) in children ag#é@ years followed by (24.68%, 24.40% and
23.89%) in 14, 16 and 11-year-old children. Averggactice score regarding oral
health was noted most in 15 years (69.74%) studelitsved by (68.87%) in 13-
year-old students. The most (21.64%) poor pracaae in oral health was seen in
children aged 11 years when compared to other emggThis association between
practice score of oral health and age group wasdda be statistically significant (p

= 0.04).
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Table 41: Association between practice score regard) oral health and standard

of the study participant

Standard | Good practice| Average practice] Poor practie Total
6" 37 (26.06) 77 (54.23) 28 (19.71), 142 (1Q0)
7 50 (25.00) 118 (59.00) 32 (16.00) 200 (100)
gh 17 (12.69) 95 (70.90) 22 (16.41)| 134 (100)
o 24 (16.56) 98 (67.58) 23 (15.86)| 145 (100)
10" 42 (23.47) 101 (56.42) 36 (20.11) 179 (100)
y3=16.04 df =8 p=0.04
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Graph 13 (Table 41): Association between practicecere
regarding oral health and standard of the study paticipant
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Graph 14 (Table 41): Association between practicecere
regarding oral health and standard of the study paticipant
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Graph 15 (Table 41): Association between practicecere
regarding oral health and standard of the study paticipant
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Out of 800 study subject, good pxctscore regarding oral health was
slightly higher (26.06%) in % standard students followed by 25.00% and 23.47%
among 7 and 18" standard students. The average practice scoré%0a@d 67.58%
were noted in 8 and 9" standard students respectively. Poor practicees20r11%
and 19.71% in oral health were noted amond' ®hd &' standard students

respectively. This association between them wasdda be statistically significant (p

= 0.04).
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Table 42: Association between practice score regard) oral health and sex of the

study participant
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Graph 16 (Table 42): Association between practicecere
regarding oral health and sex of the study participnt
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Sex Good practice | Average practice|  Poor practice Tal
Male 89 (21.71) 235 (57.32) 86 (20.97) 410 (100)
Female 81 (20.77) 254 (65.13) 55 (14.10 390 (100)
y2=7.43 df=2 p=0.02

Out of 800 study subject, good practice score diggroral health was

slightly higher (21.71%) among male, average pcacsicore was marginally higher

(65.13%) among female students whereas poor peastiore was higher (20.97%) in

male students when compared to female students.aBsiociation between them was

found to be statistically significant (p = 0.02).
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Table 43: Association between practice score regardy oral health and religion

of the study participant

Religion Good practice | Average practice| Poor practe Total
Hindus 129 (21.51) 365 (60.83) 106 (17.68) 600 J100
Non-Hindus 41 (20.50) 124 (62.00) 35(17.50 20m0j1
3= 0.10 df =2 p=0.94

Out of 800 study subject, good practice regarding bealth was slightly
higher (21.51%) among children who belonged to Hineligion when compared to
the study participant of other religion (Muslim, i&tian and Jain). Whereas average
practice was slightly higher (62.00%) in non-Hinchildren. The poor practice score
regarding oral health (17.66% and 17.50%) was sdsrost similar in both the

groups and this association was not found to kesstally significant (p = 0.94).
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Table 44: Association between practice score regard) oral health and literacy

status of father

Literacy status _ _ _
Good practice | Average practice| Poor practice Total
of father
Degree and
120 (22.19) 324 (59.89) 97 (17.92) 541 (1Q0)
Post Graduate

Others 50 (19.31) 165 (63.71) 44 (16.98 259 (100)

x?=1.18 df =2 p=0.55

Out of 800 study subject, good and poor practiarescegarding oral health
was slightly higher (22.19% and 17.92%) among cbaiidathers’ who had completed
degree and postgraduation respectively. Averagetipeascore regarding oral health
was seen more among (63.71%) children whose fathads education lesser than

degree but this association was not found to hesstally significant (p = 0.55).
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Table 45: Association between practice score regard) oral health and literacy

status of mother

Literacy status of _ _ _
Good practice | Average practice | Poor practice Total
mother
Degree and Post
129 (22.13) 352 (60.38) 102 (17.49 583 (100)
Graduate
Others 41 (18.90) 137 (63.13) 39 (17.97 217 (100)
¥?= 0.99 df =2 p= 0.60

Out of 800 study subject, good practice regarding tealth was higher

(22.13%) among children whose mothers’ had comgldegree and postgraduation.

The average practice regarding oral health was kigger (63.13%) among children

whose mothers’ had education lesser than degree.dPactice (17.97% and 17.49%)

was noted similar among both the groups. Althougbdgpractice regrading oral

health increased with mother’s literacy status,musignificant statistical association

was noted (p = 0.60).
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Table 46: Association between practice score regardy oral health and socio-

economic class of the study participant

Socio-economig
Good practice | Average practice| Poor practice Total
class
I 158 (21.04) 459 (61.12) 134 (17.84) 751 (100)
I, N1, IV and V 12 (24.50) 30 (61.22) 7 (14.28) 94100)
¥?= 0.58 df=2 p=0.74

In our study, 12 (24.50%) students who belongesoitio-economic class II,
[ll, IV and V had better practice score when comegato students who belonged to
socio-economic class |. Average practice score rdagg oral health was seen
similarly (61.22% and 61.12%) in both the groupsoiPpractice was noted highest
among students (17.84%) who belonged to socio-enanolass | . This association
between socio economic status and practice of loealth was not found to be

statistically significant (p=0.74).
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V1. DISCUSSION

The present cross-sectional study was conductedn@n@00 school
children aged 11-16 years from the selected foeediecational schools of Belagavi

city during the period of*lJanuary to 31 December 2021.

| : Socio-demogr aphic profile of study participant

Table 1to 6 : Sociodemographic profile

In the present study,167 (20.88%) were aged 13syd#i4 (20.50%) were
aged 16 years, 152 (19.00%) were aged 15 years(18345%) were 11 years old,
106 (13.25%) and 77 (9.62%) were 12 years and adsyeld respectively. A cross-
sectional study, among school children in Cheneported that, 57.70% belonged to
10-12 year age group and 42.30% belonged to thegemep of 13-15 year old.
Another cross-sectional study conducted in Derty tibya reported that, 37.00%
belonged to 9-11 year age group, 32.80% belongetllt@3 year age group and
30.20% belonged to 13-15 year age grdipThis difference in the age distribution

could be due to different age group being seleftiethe study.

In the current study, out of 800 study participabi,25% were male and
48.75% were female students. Whereas in the Chestndy, 51.10% of the study
participant were male and 48.90% were female. iftbld practice area of Sullia
Taluk, a descriptive cross-sectional study was gotetl, among them 53.00% were
male and 47.00% were femaf®. In the Libya study, 62.30% were female and
37.70% were malé? Studies conducted in India had similar findingétation to sex

distribution whereas female study participants weage in the African study.
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Out of 800 study participant, 75.00% were Hindurblgion, 21.75% were
Muslim, 2.50% and 0.75% belonged to Christian aath Jeligion respectively.
Regarding type of family, 75.00% of the study map@&nt were staying in nuclear
family whereas 24.88% were staying in joint famaliyd 0.12% belonged to broken
family. As per National Family Health Survey (NFHS)data overall India, 81.90%
are Hindu by religion,12.40% are Muslim, 2.80% @xeristian, 0.30% are Jain and
2.60% belonged to other religioAccording to NFHS 5 data India, 58.20% are
staying in nuclear family whereas 41.80% are stayim non-nuclear family. This
slight difference in data can be explained due égianal variation in socio

demographic factors?

In the study regarding literacy status of fathess’800 study participant,
majority of them 99.75% were literates and outhafm, 64.74% were degree holder.
Regarding literacy status of mothers’ of study ipgrant, most of them 99.26% were
literates and out of them 67.00% were also degmdéeh In a study conducted in
Puducherry, 28.98% and 38.80% fathers’ and mothefs’study participants
respectively were educated till primary school l€Veln the study conducted in
Mysore city, 40.00% of parents of study particigantere educated till secondary
school level, 5.00% were graduates, 15.00% were Eé&l@ficate holder, 25.00%
were educated till primary school and 15.00% wéiterates > In our study literacy
status of parents’ of study participant were highempared to Puducherry and
Mysore study which might be due to household stadsdand living conditions of the

study area.
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In the present study regarding occupation of paresit study participant,
61.88% fathers’ of study participant were self-emypld and in relation to occupation
of mothers’ of study participant, 51.25% were horaker and 48.75% were working
mothers. In the study conducted in Mysore city0béo of their parents were doing

businesé? and in the Puducherry study, 74.29% parents weskilled workers?*

The present study shows that majority 93.88% of shedy participant,
belonged to socio-economic class | according to il B. G. Prasad’s
classification. In the Puducherry study, 66.36% study participalbiged to socio-
economic class VI and 16.36% belonged to socio-@min class VII according to
Kuppuswamy scale classificatioh.Our study participants socio-economic class was
much higher compared to above study because itceaducted in a city area and

among private schools.

I1: Knowledge of study participant regarding oral health

Table 7: Distribution of study participant according to knowledge regarding oral

health

Out of 800 children, majority 99.00% had correcbwiedge that teeth are an
important part of our body. In the present stud9,88% and 30.00% had correct
knowledge regarding number of permanent teeth ild @nd an adult respectively.
Only 2.50% had the correct knowledge about fouied#nt type of teeth in the adult
oral cavity. A study conducted in Chennai amongstktudents, 80.20% had correct
knowledge that teeth are an important part of aaybIn this study it was also noted
that, 63.00% had correct knowledge regarding nurabpermanent teeth in chifdn

another cross-sectional descriptive study conduatedng school children attending
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outpatient clinic in Chennai, 76.75% had correcowledge that teeth are an
important part of our body, 72.00% had correct kieolge that there are 32
permanent teeth and 22.00% responded that ther28apermanent teeth in the oral
cavity of a child®® In a study conducted among school children in Bhmga

city,74.00% had correct knowledge that there arp&tanent teeth in the oral cavity
of an adult and 42.25% knew that there are 28 peemtaeeth in the oral cavity of a
child.*®* Knowledge regarding oral health, teeth being apairant part of the body

was slightly higher in our study. Whereas numbep@&imanent teeth in child and an
adult was relatively less when compared to othadies. Chennai and Bangalore
being a metro city, the study participants had dvettnowledge due to more

informative resources compared to our study paditis.

Table 8: Distribution of study participant according to knowledge regarding oral

health

In the present study out of 800 study subject, @%.&new that brushing teeth
regularly will prevent dental health problems, % had correct knowledge
regarding irregular brushing of teeth leads tohaohe, 88.25% had knowledge that
improper cleaning of tongue causes bad breath &% had knowledge regarding
rinsing of mouth with water after every meal. Irstady conducted among school
students in an urban field practice area of Kanghemam district, Tamil Nadu,
86.00% had correct knowledge that brushing teeghleely will prevent dental health
problems and 85.20% had correct knowledge thagutee brushing of teeth leads to
toothache. Regarding knowledge about improper a@tgaof tongue causing bad
breath, 72.00% had correct knowledge and 71.60%khadledge regarding rinsing

of mouth with water after every meaf. Another study conducted in Erode, Tamil
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Nadu, 48.80% had correct knowledge that brushiathteegularly will prevent dental
health problems and 47.00% school children hadecoknowledge that they should
rinse mouth with water after every me&lA study conducted among school children
of Bangalore city reported that, 94.75% had corkexiwledge that regular brushing
of teeth will prevent oral health problems and B447had correct knowledge that
they should rinse mouth with water after every nfédlo infer knowledge regarding
irregular brushing of teeth causing toothache, oppr cleaning of tongue resulting in
bad breath and rinsing mouth with water after eveeal was similar in all the studies
except that our study participant had poor knowdedggarding brushing teeth

regularly will prevent dental health problems.

Table 9: Distribution of study participant according to knowledge regarding oral

health

In our study 98.00% among 800 study participant badect knowledge
regarding brushing of teeth twice daily, 35.88% hadect knowledge about duration
of brushing of teeth i.e for two complete minute8,75% had correct knowledge that
they should brush teeth in front of their parerd anly 9.00% had correct knowledge
i.e, they should change toothbrush every three maktstudy conducted in Chennai
among school children, 58.30% had correct knowledgggrding brushing of teeth
twice daily, 41.90% had correct knowledge i.e thehould brush teeth for two
complete minutes and 14.70% had correct knowledgethey should brush teeth in
front of their parent. In a study conducted among primary school childkimachal
Pradesh, 61.00% had correct knowledge regardinghbrg of teeth twice dail$/
Another study conducted among school children, prigate school in Villivakkam

Chennai, 58.60% had correct knowledge regardingHing of teeth twice dail§?
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Overall, the knowledge regarding these componentsad health was slightly better

in our study subject.

Table 10 and 11: Distribution of study participant according to knowledge of

material and substance used for cleaning teeth

Out of 800 study participant 98.40% of children leadrect knowledge that
they should use toothbrush or mouthwash or dembsk ffor cleaning teeth and
97.70% of children had correct knowledge that trsould use toothpaste or
toothpowder for cleaning teeth. In the study comedan Manipur, North Eastern
India among school children, 99.90% respondedttiet should use tooth brush for

cleaning teett?

Table 12: Distribution of study participant according to knowledge regarding

oral health

In the present study, 49.00% study participant badect knowledge that
dental plaque are hard and soft debris in the t€xtifurther analysis of dental plaque
knowledge leading to, 40.00% study participant kribat it leads to dental caries.
Only 3.88% had correct knowledge that gum bleedimgans inflamed gum. In
Chennai study, 27.20% study participant knew that plaque will leads to tooth
decay and 35.60% had correct knowledge that guredirlg means inflamed guh.
In Himachal Pradesh study, only 3.70% knew aboutaleplaque means hard and
soft debris in teeth® Overall the knowledge regarding dental plaque wa jin all
the studies. So, when dental health education anogres are planned for school

children this area needs to be emphasized.
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Table 13: Distribution of study participant according to knowledge regarding

oral health

In the present study, 88.88% knew about adversetefif sweet and bakery
products and 81.88% knew the adverse effect of fitmk on teeth. With respect to
knowledge regarding using fluoride containing t@atsite for strengthening of teeth,
55.12% had correct knowledge and 38.25% of studiycgaant knew that Vitamin C
is important for oral healtin Chennai study, 81.80% knew about adverse effect
sweet and bakery products, 77.70% had correct letye about the adverse effect of
fizzy drink on teeth, 55.60% had correct knowledggarding using fluoride
containing toothpaste for strengthening of teetth 40.20% knew about the vitamin
important for oral health. Another study conducted among school children in
Villivakkam, Chennai, 78.10% knew about adverseafbdf fizzy drink on teetfeIn
a study conducted among primary school childremadtihal Pradesh, 90.00% knew
about adverse effect of sweet and bakery produatsteeth. With respect to
knowledge regarding using fluoride containing t@atsite for strengthening of teeth,
11.30% of study participants had correct knowledge 67.30% knew about adverse
effect of fizzy drink on teetf® Knowledge regarding factors which affect teeth

adversely was good but factors strengthening st twas average in school children.

Table 14: Distribution of study participant according to knowledge regarding

oral health

In the present study, 59.25% had correct knowledgarding the necessity of
regular visit to the dentist and only 8.88% knewttit should be done every six
months. A survey conducted in Chennai among sckaalents, with regards to

knowledge regarding how often one should visit atide 19.10% knew that it should
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be done every 6 montfisAnother study conducted among school children in
Villivakkam Chennai, 14.80% had correct knowledggarding the necessity of
regular visit to the dentist and among them 23.48%w that it should be done every

6 months?®

Table 15: Distribution of the study participant according to knowledge score

regarding oral health

The present study shows that, the mean knowledgee sgas 12.67 with
standard deviation of 2.67. Out of 800 children38% had good knowledge, 61.24%
had average knowledge and 11.38% had poor knowlestgeading oral health. In a
study conducted in Kancheepuram district, Tamil IN&5.60% of children had good
knowledge, 33.20% had moderate knowledge and 1.2@% poor knowledge
regarding oral healtf. In Manipur study 90.90% had good knowledge whereas
9.10% had poor knowledge regarding oral he&lth. our study more than 60.00% of
subjects had average knowledge on oral health whempared to other studies. The
reason could be that we had an extensive questrerimging to cover all the aspects

regarding knowledge on oral health.

I11: Attitude of study participant towards oral health

Table 16: Distribution of the study participant according to their attitude

towardsoral health

In the present study, 83.13% felt that tooth dewal affect the overall
appearance, 73.63% felt that poor dental hygieeeemts them from smiling with
friends and 75.60% felt that they will avoid talgior sitting next to whom who have

bad breath. In Kancheepuram district, Tamil Nadalgt 80.80% felt that tooth decay
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will affect the overall appearance and 76.80% tiedit poor dental hygiene prevents
them from smiling with friend$’ Another study conducted among school children in
Davangere, 100% felt that tooth decay will afféwt bverall appearance and general
health’® Among school children more than 2/3®f them had negative attitude

towards children who had poor oral hygiene.

Table 17: Distribution of the study participant according to their attitude

towardsoral health

In our study, 66.10% students felt that they wilt make fun of children who
have dental health problem and 77.50% felt thal leealth problem will force them
to miss school. With regards to attitude towardsntaining healthy teeth is an
individual responsibility 92.25% felt that it was their own responsibilityn |
Kancheepuram district, Tamil Nadu study, 47.20% tieht oral health problem will
force them to miss school. With regards to attittaleards maintaining healthy teeth
is an individual responsibility96.00% and 99.00% felt that it was their own

responsibility in Tamil Nadu and Davangere studspeetively?® 4°

Table 18: Distribution of the study participant according to their attitude

towardsoral health

In the present study, 85.00% felt that maintaingmpd dental hygiene
prevents them from development of tooth decay @n@3Ps felt that dentist will help
them in maintenance of oral health. In Tamil Nadd ®avangere studies, 84.80%
and 96.29% of study participant felt that maintaghgood dental hygiene prevents

them from development of tooth decay respectivAlyd also 86.80% and 100% of
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study participant felt that dentist will help them maintenance of oral health

respectively?%%9

Table 19: Distribution of the study participant according to the attitude score

towardsoral health

The present study shows that, the mean attitude seas 5.21 with standard
deviation of 1.40. Out of 800 children, 51.12% Ipaditive attitude, whereas 48.88%
had negative attitude towards oral health. In Kaeguram district, Tamil Nadu
study, 33.60% of children had good attitude, 59.6@# moderate attitude and 6.80%
had poor attitude towards oral healfi.ln Manipur study, 79.80% had positive

attitude whereas 20.20% had negative attitude wsvaral healt°

1V: Practice of study participant regarding oral health

Table 20: Distribution of the study participant according to practice regarding

oral health

In the present study, 96.70% of them brushed teeth regularly, 50.63% of
study participant brushed their teeth twice per day 44.50% brushed their teeth
once per day. In our study, 48.00% of study paréiot brushed their teeth in the
morning whereas 45.30% brushed teeth both in theing and night. With regards
to duration of brushing of teeth, 45.13% of studytigipant brushed their teeth for
complete two minutes, 36.50% brushed their teethatmout one minute, 15.24%
brushed their teeth less than one minute and 3dr8&hed their teeth for more than
two minutes. In a study conducted in Kancheepurstrict, Tamil Nadu, 84.00%
brushed their teeth regularly. With regards to tiesecy of brushing of teeth, 49.20%

of study participant brushed their teeth twice g@y and 50.80% brushed their teeth
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once per day?’ Another study conducted in Davangere, 30.43% bisheir teeth
regularly and 69.00% brushed their teeth once d&ilfhe Chennai study, 34.95%
brushed their teeth regularly whereas 61.17% bdisheir teeth once daily, 3.88%
brushed their teeth more than once daily. With ri@gdo duration of brushing of
teeth, 26.21% of study participant brushed theathtefor 1-2 minutes, 22.33%
brushed their teeth for about 2-3 minutes, 31.07&6led their teeth for about 3-4
minutes and 20.39% brushed their teeth for more fbar minute$® Another study
conducted in Alapakkam Chennai, 58.30% of studyigpant brushed teeth twice
per day, 36.10% brushed teeth once per day, 2.50%héd teeth less than once daily
and 3.00% brushed their teeth more than twice pgr the findings was almost
similar to our study. With regards to duration ofighing of teeth, 41.90% of study
participant brushed their teeth for complete twoues, 45.30% brushed their teeth
for more than two minutes, 9.00% brushed theihtéat about one minute and 3.90%

brushed their teeth less than one minute.

Table 21 : Distribution of the study participant according to practice regarding

oral health

The present study shows that, 75.90% school chiléreshed their teeth in
front of one of the parent and only 1.00% changedf toothbrush every 6 months. In
our study, 97.00% and 98.38% of study participaetdutoothbrush and toothpaste for
cleaning teeth respectively. A study conducted apswhool children in Davangere,
100% of students used toothbrush and tooth pasteléaning teeth and 43.46%
changed their toothbrush every 6 months. In thidyst78.00% brushed their teeth in
front of parent® The study conducted in Chandigarh, 96.80% usedioash and

98.80% used tooth paste for cleaning teeth. Inghigy 29.30% had changed their

Page 107



Discussion

toothbrush every 3 months, 32.80% changed eventhraomd 9.60% changed once in
6 months® Another study conducted among rural children ohétdpuram District,
62.96% used toothbrush and 55.5% used tooth pastenaaterial for cleaning teeth.
About 19.60% changed their toothbrush every 6 nmfittPractice of using
toothbrush and toothpaste for cleaning teeth wasostl good but changing of

toothbrush every 6 months was poor.

Table 22: Distribution of the study participant according to practice regarding

oral health

The current study shows that, 56.00% used fluocdetaining tooth paste,
98.40% rinsed mouth with water after every meal @8di0% cleaned their tongue
with brush while brushing. A study conducted amasegondary school children in
Chandigarh, 36.30% had used tooth paste contaiiulegide and 63.70% did not.
With regards to rinsing of mouth with water afteegy meal, 70.30% and only 3.43%
rinsed mouth with water after every meal in Chaatigand Davangere study
respectively *® ¢ ¥ Another study conducted among rural children of ¢tapuram
District, regarding rinsing mouth with water evemyeal, 38.27% never rinsed,

32.09% rinsed sometimes and 29.62% rinsed theitimeith water after every meal.

30

Table 23: Distribution of the study participant according to practice regarding

oral health

The current study showed that, 97.60% school amldfid not visit a dentist
in the recent past and only 2.40% had a visit. Agnd® students, 42.10% had visited

the dentist within 3 months, 36.90% within 3-6 me)t15.70% more than one-year
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and 5.30% student had visited a dentist betweerogtim to 1-year duration. The
reason for dental visit was 78.95% for toothache 2 05% for dental caries. Among
them, 84.20% received symptomatic treatment whet&z80% had undergone Root
canal therapy. In a study conducted in Chandigadh90% had visited a dentist
within 6 month, 17.40% more than six months an®3% visited more than one-year
. With regards to reason for last dental visit, 1836 for toothache, 15.70% for routine
dental check-up, 14.30% because of their paredigca, 13.20% on their own self
advice and 22.60% had no idea for what reason hieyvisited a dentist recently.

In another study conducted among school settingsiria south India, 39.00% had
not visited a dentist in the last 12 months, 17.0684ed once in 12 months, 5.00%
visited twice in the last 12 month in which thedimgs was much lower when
compared to our study. Also 6.00% visited more ttimae times a year, 33.00% had
no idea when they had visited a dentist recentimoAg them 15.00% visited for
toothache, 8% visited because of their parentsicagdw3.00 % had no idea for what

reason they had visited a dentist recefftly.

Table 24: Distribution of the study participant according to practice of

consumption of food items

Out of 800 study participant, the good practiceedah our study was 83.62%
ate fruits several times a week, 10.00% every aay(a38% ate fruits several times a
day. The poor practices noted were: 70.00% aterpgkeduct several times a week,
62.12% had aerated / soft drinks once a week, 6.4t jam / honey once a week,
42.88% ate chewing gum containing sugar once a W&ek3% ate sweets / candy
several times a week, 40.50% had milk with sugaecm week, 35.13% had several

times a week, 38.50% had tea with sugar once a \&wedk40.12% had coffee with
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sugar several times a week. In a study conductedrad South India, 35.00% ate
fresh fruits several times a day, 45% ate bakeodyts several times a day, 31.00%
ate jam/honey several times a day, 50.00% ate clgegtim containing sugar several
times a day and 33.00% ate sweets/candy severat tanday. More than half of
students had tea and milk with sugar several timeday 55.00% and 53.00%
respectively*® Another study conducted among the school goingdadmil in Erode,
Tamil Nadu, 55.30% ate fresh fruits once a week4@% ate bakery products once a
day, 58.30% had tea/coffee with sugar once a dag04 ate sweets/chocolates once
a week, 30.90% drank once a month and 44.80% niraek aerated/soft drink. A
study conducted among secondary school studentézafi Kashmir, Pakistan,
59.10% ate sweets/bakery products 1-2 times a day48.00% had soft/aerated

drinks everyday?*’

Table 25: Distribution of the study participant according to the practice score

regarding oral health

The present study shows, the mean practice scosee8w&l with standard
deviation of 1.51. Out of 800 study subject, 21.26&l good practice, 61.12% had
average practice and 17.63% had poor practice segexding oral health. In a study
conducted in Kancheepuram district, Tamil Nadu,8@% of children had good
practice, 58.40% had moderate practice and 30.8bor practice regarding oral
health?® In Manipur study 70.40% had good practice wher2@$0% had poor

practice regarding oral healffi.
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V: Association between sociodemographic profile of study participant and

knowledge, attitude and practice of oral health.

Table 26 to 32: Association between knowledge score regarding oral health and
age, sex, standard, religion, literacy status and socioeconomic class of the study

participant

In our study, out of 800 children studied, good Wlemige regarding oral
health was slightly higher in the age groupldf years(36.37%), in 8 standard
students (31.70%), among female students (30.5it&tudents belonging to Hindu
religion (27.83%), in children whose father's hadmpleted degree and
postgraduation (28.28%), in children whose mothieasl education lesser than degree
(29.96%) and in students who belonged to socio-@minclass | (27.57%). Similarly
average knowledge regarding oral health was slighither in the age group db
years(69.08%), in § standard students (68.97%), among male studeB81@), in
students belonging to Hindu religion (61.50%), ihildren whose father's had
completed degree and postgraduation (61.56%), ildren whose mothers’ had
completed degree and postgraduation (61.92%) anstudents who belonged to
socio-economic class Il, Ill, IV and V (69.39%). & hssociation between knowledge
regarding oral health and sociodemographic factbthe study participant were not
found to be statistically significant (p > 0.05)n la study conducted among
adolescents in Manipur, good knowledge regardirej bealth was higher among
female (74.82%), with mean = SD of 5.5 +1.0 p <0D0age group ofl8 years
(47.16%) withmean + SD of 5.9+1.3 (p = <0.0001) and parents &titut, those who
had completed university education (38.27%) withame: SD of 6.0 + 1.2 with p

<0.0001 were found to be statistically significdfitA study conducted in Amritsar,
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good knowledge regarding oral health was higherragrfemale (17.90%), average
knowledge was noted higher among female (59.00%)pmor knowledge was noted
higher among male (53.10%) and this difference waiasistically significant (p =
0.015). With regards to good knowledge regardirad bealth among fathers’ of study
participant, it was higher among those who studietbw matric (16.10%), average
knowledge was noted higher among those who studiatlic and above (75.00%)
and poor knowledge was noted higher among illiera55.60%). This also was
found to be statistically significant (p = 0.018Yhereas age group, standard of the
study participant and mothers’ literacy status weoe found to be influencing the
knowledge regarding oral health (p > 0.85)Another study conducted in Chennai
among school children, good knowledge regardind loealth was reported higher
among female students similar to our study whenpaoed to male (p = 0.340 and p
= 0.15) and this association was not found to léssically significant. Regarding
good knowledge about oral health, it was higherragrihe age group of 10-11 years
than 12-13 years (p = 0.649), but the associatias mot found to be statistically
significant.?® It was noted that sex of the study participant pacents’ education
were two important factors influencing the knowledgf children regarding oral

health.

Table 33 to 39: Association between attitude score regarding oral health and age,
sex, standard, religion, literacy status and socioeconomic class of the study

participant

In our study, out of 800 children studied, positatdtude towards oral health
was higher in the age group b4 years(63.64%), in 8 standard students (56.71%),

among female students (55.12%), in students beilgngo non-Hindu religion
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(54.00%), in children whose father's had completégsjree and postgraduation
(53.98%), in children whose mothers’ had completisdjree and postgraduation
(52.84%) and in students who belonged to socio-@manclass | (51.67%). The sex
of the study participant (p = 0.02) and fathersércy status (p = 0.01) were
statistically significantly associated with posgtiattitude towards oral health. A study
conducted in 12-year-old school children of Sullialuk, positive attitude towards
oral health was noted higher among female (52.5@%©n compared to male (p =
0.001).% Another study conducted among primary schoolchildire Derna City,
Libya, positive attitude was reported higher amdnigl3 year age group (41.90%)
whereas negative attitude was reported higher arBehty year age group (39.40%)
(p= 0.000). Regarding positive attitude about drablth, it was reported higher
among female (59.60%), negative attitude was adpomrted higher among female
(63.30%) (p = 0.236). The association between tivas not found to be statistically
significant. In this study, positive attitude redjaig oral health was higher (49.80%)
among fathers’ who studied more than high schoaref&is more negative attitude
was also reported higher (38.80%) among fathersl sthdied more than high school
(p=0.005) and was found to be statistically siguifit. Positive attitude regarding oral
health was reported higher (43.60%) among mothetsl studied more than high
school whereas negative attitude was also high&r6(86) among mothers’ who
studied more than high school (p=0.683). The aatioa between them was not
found to be statistically significant.It was noted that sex of the study participant and
parents’ education were two important factors eficing the positive attitude of

children towards oral health.
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Table 40 to 46: Association between practice scoreregarding oral health and age,
sex, standard, religion, literacy status and socioeconomic class of the study

participant

In our study, out of 800 children studied, goodcfice regarding oral health
was higher in the age group B2 years(29.25%), in 8 standard students (26.06%),
among male students (21.71%), in students belongindgindu religion (21.51%), in
children whose father's had completed degree amstgpaduation (22.19%), in
children whose mothers’ had completed degree asthmmuation (22.13%) and in
students who belonged to socio-economic clas$lJllM and V (24.50%). Similarly
average practice regarding oral health was slidhither in the age group &b years
(69.74%), in & standard students (70.90%), among female studébt&3%), in
students belonging to non-Hindu religion (62.00%)children whose fathers’ had
lesser than degree education (63.71%), in childveose mothers’ had lesser than
degree education (63.13%) and in students who getbito socio-economic class II,
I, IV and V (61.22%). The good practice regardiogl health was significantly
associated with younger age group (p = 0.04), Isteendard (p = 0.04) and sex of the
study participant (p = 0.02). A study conductedPunjab, good practice regarding
oral health among female was higher compared t@ rf@mk= 0.378) which was not
found to be statistically significafit.In a study conducted among adolescents in
Manipur, good practice regarding oral health ammade was higher with mean + SD
of 4.4 £1.5 (p < 0.017), which was found to beistatally significant similar to our
study. Good practice regarding oral health was drigh the age group df7 years
with mean + SD of 4.5+1.6 and this association was fotmdoe statistically
significant (p = < 0.035). With regards to paren&lucation, those who had

completed university education had good practiganding oral health with mean +
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SD of 4.4 + 1.6 (p < 0.0001), which was found to dietistically significant. *°
Another study conducted in Chennai among schodtmn, overall good practice
regarding oral health was reported higher amonagferstudents when compared to
male (p = 0.291) and higher among the age grouidf1 years than 12-13 years (p
= 0.187) these association were not found to hisgtally significant?® It was noted
that age and sex of the study participant were itmgortant factors influencing the

practice of children regarding oral health.
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VII. CONCLUSION

More than 60% of the school children had averkgewledge and practice
score regarding oral health. Above 50% of studytiggant had positive attitude

score towards oral health.

On further analysis it was noted that more thar' 8four study participant
had good knowledge regarding eight elements, nedrhyof them had average
knowledge regarding six elements, "L/&f them had poor knowledge regarding four
elements of oral health and 1/16f them had very poor knowledge regarding change
of toothbrush, importance of dental visit, signafice of bleeding gum and four
different types of adult teeth. With regards tdtade towards oral health 3)%f the
study subject had positive attitude in six compasewhereas 1/3 of them would
make fun of children who had dental health probem 3/4" of them would avoid
talking or sitting next to children who have backdth. More than 3/4of school
children had good practice in six elements of drahlth, nearly Y2 of them had
average practice in four elements and /b0 them had poor practice regarding
change of toothbrush and visit to a dentist. AlB®f#6 of study population ate fresh
fruits several times a week, whereas the other paattices regarding consumption

of food items noted in our study ranged from 25%Q@&b6.

The positive attitude towards oral health was s$igatly higher in female
study population and school children whose fathdrad more than degree or
postgraduation education. Similarly good practieegarding oral health was
significantly associated with younger age groupidostandard of studying and male

participant.
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VIII.RECOMMENDATION

Based on our study findings, the following recommendations are made.

1. Awareness generation and school health education programme towards good
practice of oral health by periodic orientation and training organized by
government health authorities at individual school level for students, parents

and teachers.

2. Parental vigilance and guidance to children for proper practice and

maintenance of good oral health

3. Behavior Change Communication talks regarding good oral health practicesin
order to overcome the unfavorable practices among the younger population

can be conducted at the school level.

4. Aspects of oral health care practices needs to be incorporated in school
syllabus, so that the school students and teachers know the significance of

maintaining and practicing good oral health.

5. Further research in this area is required, to assess the existing situation
regarding oral health knowledge, attitude and practice across various sub-

groups of populations.
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IX. LIMITATION OF THE STUDY

Following limitations were noted in our study

1. The prevalence of oral diseases among study participants was not carried out

due to Covid 19 Pandemic.

2. The study was conducted among school students of Belagavi city, thus the
result may not represent the knowledge, attitude and practice of the whole

community.

3. The findings and interpretations are restricted to co-educational English

medium private school students only. Therefore, cannot be generalized.
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X. SUMMARY

The present study cross sectional study was coeduainong 800 school
students of Belagavi city during the period Januaripecember 2021. It was carried
out to assess the knowledge, attitude and practgarding oral health. In Belagavi
city there were 322 co-educational schools, ouwbich four schools were selected
randomly one school from each zone of Belagavi naynely the north, south, east

and west.

The mean = SD age of the participant was 13.5 ¥ ¥ers, median age was
13.5 years and range was 11 to 16 years. In ody 200 (25.00%) students were
studying in 7' standard and more than half 410 (51.25%) were matécipant.
Majority of our study subject, 600 (75.00%) werendli by religion and 600
(75.00%) of the study participant were staying urclear family. Most of the parents’
of the students: father 798 (99.75%) and mother (B9426%) were literates. Study
shows that majority 751 (93.88%) of the study p#vtint, belonged to socio-

economic class | according to modified BG Prasaddification.

More than 3/% of our study participant had correct knowledgeardmng:
teeth are an important part of our body 792 (99.)0@8ushing of teeth twice daily
784 (98.00%), use of toothbrush or mouthwash otaldloss all three for cleaning
teeth 787 (98.40%), use of toothpaste or toothpofatecleaning teeth 782 (97.70%),
irregular brushing of teeth causes tooth ache B2050%), adverse effect of fizzy
drink 655 (81.88%) & sweet on teeth 711 (88.88%)proper cleaning of tongue
causing bad breath 706 (88.25%) and rinsing of meuith water after every meal

604 (75.50%). Nearly ¥2 of the school children hadrect knowledge regarding:
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necessity of regular visit to the dentist 474 (5902, fluoride containing toothpaste
will help in strengthening of teeth 441 (55.12%)psld brush teeth in front of their
parent 406 (50.75%), dental plaque are hard ardisbfis in the teeth 392 (49.00%),
brushing teeth regularly will prevent oral healtlolgems 364 (45.50%) and dental
plaque leads to dental caries 320 (40.00%). Abd8f bf the study subject had
correct knowledge regarding: vitamin C is importémt oral health 306 (38.25%),
duration of brushing of teeth for two complete mew287 (35.88%) and number of
permanent teeth in adult 240 (30.00%) and child (18988%) respectively. Less than
1/10" of the participant had correct knowledge regarditgnging toothbrush every
three month 72 (9.00%), dental visit should be devery 6 months 71 (8.88%), gum
bleeding means inflamed gum 31 (3.88%) and fodewinht type of teeth in adult oral
cavity 20 (2.50%). The mean knowledge score wa€71®ith standard deviation of
2.67, median was 11.5 and the range was 6 to 17ofC800 children, 219 (27.38%)
had good knowledge, 490 (61.24%) had average kmigeleand 91 (11.38%) had
poor knowledge regarding oral health. None of th@icxlemographic factors studied

had an influence on knowledge score regardingtaalth (p > 0.05).

More than 3/% of our study participant had positive attitude &ods:
maintaining healthy teeth is an individual respbitisy 738 (92.25%), maintaining
good oral hygiene prevents them from developmerdesftal caries 680 (85.00%),
dental caries will affect the overall appearanceé @3.13%), oral health problem will
force them to miss school 620 (77.50%), poor dehyaiene prevents them from
smiling with friends 589 (73.63%) and dentist wiklp them in maintenance of oral
health 605 (75.63%). More than dk study participant responded that they will not
make fun of children who have dental health probttf (66.10%). With regards to

bad breath, 605 (75.60%) of study participant felt they will avoid talking or
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sitting next to whom who have bad breath where&s(29.40%) did not feel so. The
mean attitude score was 5.21 with standard dewuiatid..40, median was 5 and range
was 2 to 8. Out of 800 children, 409 (51.12%) haditpve attitude, whereas 391
(48.88%) had negative attitude score towards cgalth. The positive attitude score
towards oral health was significantly associatethveex of the study participant

(x3=4.88, p = 0.02) and literacy status of fathg¥ £ 5.42, p = 0.01).

More than 3/% of our study participant had correct practice reiya: rinsed
mouth with water after every meal 787 (98.40%),dusmthpaste for cleaning teeth
787 (98.38%), used toothbrush for cleaning teeth (B7.00%), brushed their teeth
regularly 773 (96.70%), cleaned their tongue whikeishing 635 (79.40%) and
brushed teeth in front of parent 607 (75.90%). Ne¥& of our study subject had
correct practice regarding: use of tooth paste ainimg fluoride 448 (56.00%),
brushed their teeth twice per day 405 (50.63%)sled in the morning and night 410
(45.30%) and brushed their teeth for complete tvioutes 361 (45.13%). Less than
1/10" of school children had correct practice regardoigange of toothbrush every 3
month 39 (4.88%) and dental visit in the recent pa92.40%). Majority of our study
participant 669 (83.62%) ate fruits several timasesek whereas 560 (70.00%), 321
(40.12%), 300 (37.50%), 297 (37.13%), 244 (30.5028), (35.13%), 215 (26.88%)
and 204 (25.53%) ate bakery products, consume@eafith sugar, tea with sugar,
sweets/candy, chewing gum containing sugar, mitk wiigar, jam/honey and aerated
drinks several times a week respectively. The memctice score was 8.31 with
standard deviation of 1.51, median was 8.5 anddhge was 5 to 12. Out of 800
study subject, 170 (21.25%) had good practice, @#3912%) had average practice

and 141 (17.63%) had poor practice score regamliaighealth.
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The good practice score regarding oral health wpsfieantly associated with
age of study subjectq{ = 18.75, p = 0.04), standard of the study paudict §> =

16.04, p = 0.04) and sex of the study participght(7.43, p = 0.02).
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Xll. ANNEXURES

ANNEXURE I- ETHICAL CLEARANCE LETTER

K.L.E. ACADEMY OF HIGHER EDUCATION AND RESEARCH

o,
{(» \ (eemed - o= be- Universily)
Accredited *A* Grade by NAAC (2™ Cyele) Ploged In Category *A° by MDD (eiol)

JAWAHARLAL NEHRU MEDICAL COLLEGE,
NEHRU NAGAR, BELAGAVI-590010 (KARNATAKA-INDIA)

Website: hitp//www jinme.cdu Planie: (+ D1-{0)R31 O Illuul'. ;:;ﬁ;ljl
E-Mail : domefgiinme.cdu I'rincipal:

I Unx Mo, 91 (R3] = 2470759
Ref: MDC/DOME/ £6 ' Date: 25/01/2021
To.

REG NO. BD0120001

PG student in Community Medicine
J.N Medical College,

BELAGAVL

Sub: Institutional Ethical Clearance for the study.

With reference to the above, we wish to inform you that your proposed research project titled
“KNOWLEDGE, ATTITUDE AND PRACTICE OF ORAL HEALTH AMONG SCHOOL
CHILDREN AGED 11-16 YEARS OF AN URBAN AREA", is ethical and justifiable. The
proposed research project has been eleared by the INMC Institutional Ethics Committee on Human

Subjects Research.

(Or, Smiﬁ Sonoli)

(Dr. Harsha Hegde)

Member Sccretary Chairman,
JNMC Institutional Ethics Commitiee  * JNMC Institutional Ethics Committce
on Human Subjects Research, on Human Subjects Research,
J.N.Medical College, Belagavi. J.N.Medical College, Belagavi.
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ANNEXURE II- INFORMED CONSENT FORM

“Knowledge, Attitude and Practice of oral health anong school children aged 11—

16 years of an urban area”.

Investigator:
PG Student, Department of Community Medicine
J.N. Medical College, KAHER University, Belagavi

Guide:
Professor & Head, Department of Community Medicine
J.N. Medical College, KAHER University, Belagavi.

Co-Guide:
Professor, Department of Periodontics
KLE VKIDS, KAHER University, Belagauvi.

Objective / Purpose of the study:

Your child is being invited to participate this study to assess tKmowledge,
Attitude and Practice of oral health among schdoldeen aged 11 — 16 years of an
urban area. In school children, permanent teefle<#& common in the age group of 10
— 12 years. Dental caries not only cause painodisart, difficulty in sleeping and
eating but also considered to be one of the mairsesa of absenteeism from school
which consequently affects the overall school pennce of the childdver more than
50 million school hours are lost annually in Indiae to oral health diseases in

children.
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Methodology:

As per the list obtained from Deputy Director ofoRa Instruction there are a
total of 361 schools in Belagavi city, out of whiéhCo-Educational schools will be
selected. One school from each zone of Belagayinaimely the north, south, east and
west, will be selected randomly. Letter will be sémthe selected schools explaining
the purpose of the study. Once approved, the pahaf each school is asked to inform
the students and their parents about the studysme# permission. Data will be
collected after obtaining informed written conséoim the Parents and Assent from
the students of the selected schools.

Explanation of Procedure:

I will personally interview each child using a pdesigned and pre tested
questionnaire. The Questionnaire includes; 1. Theiosdemographicfactors, 2.
knowledge, attitude and practices of study parictp regarding oral health and dental
treatment. The interview will take not more thanMidutes per participant.

Possible benefits:

The investigator does not promise or guarantee awy direct benefits or
services from this study to your child. This stuslgoing to help to assess Knowledge,
Attitude and Practice of oral health among schdwoldcen aged 11 — 16 years of an
urban area.

Possible risks:

There are no risks involved in this study to yolitct
Privacy and Confidentiality:

Your child’s identity will not be revealed and alformation collected will be

coded so that, no one other than the investigatbkmow your child’s identity.
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Withdrawal from the study:

You can withdraw your child from the study at amyr of time.
Costof participation:

The cost of the study will be entirely borne by tkeearcher. There will be no
cost to you for your child’'s participation in thsgtudy.
Financial incentives for Participation:

There will be no incentives to you or your child farticipating in this study.
Legal rights:

By signing this consent form, you are not waivaffiany of your legal rights.
Authorization to publish the results:

The researcher may use the information gatheredn fitbis study for
presentation or publication in scientific journaldowever, your child’s personal
identity will not be revealed.

Questions:

If you still have any queries, you can contBet Harsha Hegde Chairperson,
JNMC, IEC & Scientist D, ICMR, National Institute of Traditional Medicine —
590010, oDr. (Mrs.) N.S. Mahantshetti, Principal, J.N. Medical College, Belagavi-

590010, Ph no: 0831-2471350.
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CONSENT STATEMENT

“I have been explained in my own understandablguage about the contents
of this form and my queries have been clarifiedh®/investigator and | have been told
that | have the right to withdraw my child from peipating in this study at any point
of time. | have been assured that confidentiality be maintained and will be used

only for this study and my child’s identity sha#wer be revealed in future”.

| hereby give consent for my child to participatiehe study‘Knowledge, Attitude
and Practice of oral health among school childrenged 11 — 16 years of an urban

area” voluntarily and not under the influence of the istgator or any other

influence.

Name of the parent. Signature/ left thumb impression
Name of the interviewer Signature/ left thumb impression
Date: [/ |/

Place:
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ASSENT FORM

“I have been explained in my own understandablguage about the contents
of this form and my queries have been clarifiedh®/investigator and | have been told
that | have the right to withdraw from participaim this study at any point of time. |
have been assured that confidentiality will be rrzaired and will be used only for this

study and my identity shall never be revealed torki'.

| hereby give my assent for the participation s tstudy “Knowledge,
Attitude and Practice of oral health among school lldren aged 11 — 16 years of

an urban area” voluntarily and not under the influence of thedstigator or any other

influence.

Name of the participant Signature/ Left thumb impression.
Name of the interviewer Signature.
Date: [/ |/

Place:
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ANNEXURE Ill- PROFORMA

TITLE: - “Knowledge, Attitude and Practice of oral health among school children

aged 11 — 16 years of an urban area”

SCHOOL NAME: SI. No:

A. SOCIO DEMOGRAPHIC DETAILS:

1] Name

2] Age : ____years

3] Class i) VI i) VILiv) VI v) IX vi) X

4] Sex i) Male i) Female

5] Religion i) Hindu i) Muslim iii)
Christian iv) Jain v) others, specify

6] Type of the family i) Nuclear i) Joint iif) ®ken

7] Educational qualification of father i) lllitemat ii) if studied till 1¢" standard iii)
PUC iv) Diploma v) Degree vi) Post graduate
8] Educational qualification of mother i) IBitate ii) if studied till 18 standard iii)

PUC iv) Diploma V) Degree vi) Post graduate

9] Occupation of father i) Farmer ii) Laborer iii) Self-employed iv)  Govt.
employee v) Pvt. Employee vi) Unemployed

10] Occupation of mother i) Farmer ii) Labore) Belf-employed iv) Govt. employee
v) Pvt. Employee vi) Home maker

11] Total monthly income 'Rs

12] Number of family members

13] Per capita income ‘Rs / month
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B. CHILDREN’'S ORAL HEALTH SURVEY QUESTIONNAIRE:
Knowledge Questions
Q1. How many permanent teeth are there normallizeroral cavity of a child?
1) 26 2)28 3)32 4)34
Q2. How many permanent teeth are there normalligeroral cavity of an adult?
1) 26 2)28 3)32 4)34
Q3. Name the 4 different types of teeth presethi@énadult oral cavity?

Q4. Are teeth an important part of your body. 1.2eblo 3. Don’t know
Q5. We should brush our teeth twice daily? 1.YeN@3. Don’t know
Q6. Brushing teeth regularly will prevent oral liegdroblems?

1.Yes 2. No 3. Don’t know
Q7 Irregular tooth brushing causes tooth ache?sl.2e No 3. Don’t know
Q8. Improper cleaning of tongue results in bad ttw2al.Yes 2. No 3. Don’t know
Q9. How long should we brush our teeth?

1. Less than one minute.

2. One minute.

3. Two minutes.

4. More than two minutes

Q10. Should you brush your teeth in front of yoargmt? 1.Yes 2. No 3. Don’t know
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Q11. How often should we change our Toothbrush?
1.Every month
2.every Two month
3.every Three month
4.every six months
Q12. What should be used for cleaning teeth? (plaltesponse allowed)
1.Tooth brush
2. Mouth wash
3.Finger
4. Dental floss
5.Tooth pick
6.Safety pin
7.Neem stick
Q13. What material should be used for cleanindh®énultiple response allowed)
1.Tooth paste
2.Tooth powder
3.Salt
4.Charcoal
5.Ash
Q14. Using fluoride containing toothpaste strengghie teeth.
1.Yes 2. No 3. Don’t know
Q15. Regular visits to the dentist are necessary2s 2. No 3. Don’t know
Q16. How often should you visit your dentist?
1.every 6 months.

2.0nce a year
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3.0ccasionally.
4. When we have dental problem.
Q17.Should you rinse your mouth with water aftegrgumeal?
1.Yes 2. No 3. Don’t know
Q18.Can sweets/bakery products consumption atfecteeth adversely?
1.Yes 2. No 3. Don’t know
Q19. Can Fizzy drinks affect the teeth adversely?
1.Yes 2. No 3. Don’t know
Q20.What does plague mean?
1. Hard and soft debris on the teeth.
2. Staining of the teeth.
3. 1 do not know
Q21. What does dental plaque lead to?
1. Inflammation of the gum.
2. Staining of the teeth.
3. Dental caries.
4.1 do not know
Q22.What does gum bleeding mean?
1. Healthy gum.
2. Inflamed gum.
3. Gum recession.
4.1 do not know
Q23.Which vitamin is important for oral health?
1.Vitamin A

2.Vitamin E
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3.Vitamin C

4 .Vitamin D
Attitude Questions
Q24. Tooth decay can affect the teeth appearan¢es®. No 3. Don’t know
Q25. Do you think poor oral hygiene prevents yoonfrsmiling & laughing with
friends? 1.Yes 2. No 3. Don’t know
Q26. Do you think oral problems force you to miskal? 1.Yes 2. No 3. Don’t know
Q27. Do you think maintaining healthy teeth is madividual responsibility?

1.Yes 2. No 3. Don’t know
Q28.Do you avoid talking or sitting next your clasges who are having bad oral
breath? 1.Yes 2.No
Q29.Maintaining a good oral hygiene prevents tatsbay? 1.Yes 2.No
Q30.Do you think dentist helps to maintain orallttéa 1.Yes 2. No 3. Don’t know
Q31.Do you make fun of children who have Dentabpgm? l.Yes 2.No
Practice Questions
Q32.Do you brush your teeth regularly 1. Yes N@.
If no, reason for not brushing regularly.................................
Q33. How many times do you brush your teeth?

1. Less than once per day.

2. Once per day.

3. Twice per day.

4. More than twice per day.
Q34.When do you brush your teeth?

1.morning

2.morning and night
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3.night
4.never
Q35. How long do you brush your teeth?
1. Less than one minute.
2. One minute.
3. Two minutes.
4. More than two minutes
Q36.Do you brush your teeth in front of your paséntl.Yes 2. No
Q37. How often do you change your toothbrush?
1.every month
2.every Two months
3.every Three month
4.every six months
Q38.What do you use to clean your teeth?
1.Tooth brush
2. Mouth wash
3.Finger
4. Dental floss
5.Tooth pick
6.Safety pin
7.Neem stick
Q39.What material do you use to clean your teeth?
1.Tooth paste
2.Tooth powder

3.Salt

Page 142



Annexure

4 .Charcoal
5.Ash

Q40.Do you use tooth paste containing fluoride?$.Y2. No

Q41.Do you rinse your mouth with water after evergal 1. Yes 2. No

Q42.Do you clean your tongue while brushing? 1.Y2sNo
Q43.Did you visit your dentist recently 1. Yes N&
If yes, when?
1. below 3 months
2. 3-6 months.
3. 6months -1 year
4. More than 1 year.
Reason for visit........................
What was the intervention?....................
Ifno, why? ...,

Q44. How often do you eat or drink any of the faling foods

Several times a day  Every day sevenad a week
several times a month never
(6) ©) (4) 3) 2)

Fresh fruits

Bakery products

Aerated drinks/ other soft drinks

once a week

(1)
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Jam/honey

Chewing gum containing sugar

Sweets/candy

Milk with sugar

Tea with sugar

Coffee with sugar
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