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ABSTRACT

Background: Community Health workers, such as Auxiliary NurseiddMves
(ANM), Accredited Social Health Activist (ASHA) aninganwadi workers (AWW)
are the interconnection between the healthcaremsyahd the community. They have
been deployed in various health programmes ranfgorg child and maternal health

to chronic diseases.

Aim: Assessment of oral health status and treatmentsnaewng the Community

health workers of Belagavi district.

Methods: A descriptive cross-sectional study conducted Gomonths from January
2024 to June 2024 according to STROBE guidelindse $tudy included 729
Community Health workers working in Primary Heal@entres and Anganwadi
centres in Belagavi district who were recruitedngstwo stage random sampling.
Data collection was performed using WHO oral hegitbforma was employed to
assess the oral hygiene and deleterious habits @rtian study participants. The
principal investigator was trained to ensure cdasisy of the findings. The
examination was carried out by strictly adheringtotocols for infection control and
proper setting of the study. Tests like Chi-squast and Kruskal-wallis test were

performed. The significance level was sep &t0.05.

Results: The overall caries prevalence of dental caries fiwasd to be 86.1%. The
DMFT score was found the highest among the oldgsigaoup of > 50 years (15.04 £
1.78) and the lowest among the youngest age grbgp30 years (8.70 £ 4.94). Age
group wise comparison showed significant differemc®MFT, MT and FT scores
while no difference was observed between varioyggedyof Community Health
workers. The overall prevalence of Bleeding on RrgbPeriodontal Pocket Depth
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and Loss of Attachment was found to be 66.1%, 1996%47.9% respectively. Oral
mucosal lesions were observed in 4.1% of the spadiicipants. The treatment need
of filling was reported more than extraction andpalitherapy while prosthetic need
was highest among the oldest age group of > 50sy&éajority of the participants

reported suboptimal oral hygiene practices likesbimg habits and dental visit while
a less portion (13.3%) of them had the habit ohtalo chewing. Sugar consumption
was found to be high in the study population wiga and sugar being the most
frequently consumed beverages. Altogether, theystudierscored the divergences

existing in the oral health outcomes of the stualtipipants.

Conclusion: A high proportion of decayed tooth was seen amdmg study

participants with higher prevalence among the alége group. The prevalence of
gum diseases was high while oral mucosal lesiosstadl fluorosis and dental trauma
had low prevalence. The treatment needs variedifferent the age group with

maximum prosthetic need among the oldest age grbugse findings suggested the
requirement of regular dental checkups and prevergirategies along with early
diagnosis and prompt treatment of dental diseamg®ting among the Community

Health workers.
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I ntroduction

INTRODUCTION

“The essence of global health equity is the ided Hbmething so precious as health

might be viewed as a right-Paul Farmer

Oral health is a multifaceted concept which encaapa numerous entities
like social, emotional, physical and psychologi@adtors that is inevitable for overall
health and well-being. It is an important entity that facilitates funct® like
mastication, speech and socialising without pais¢caimfort or embarrassment. Oral
health goes hand-in hand with general health. &rstemic health relationship is
complex and bidirectionaf. Although being an indispensable component of hgalt

life, oral health is often neglected resulting ialaliseases.

Oral diseases are major global health crises Jédping prevalence
especially developing countrie®> In 2022, the World Health Organisation reported
3.5 billion people have been afflicted by oral dise accounting for almost half the
global population. Undetected and untreated toettag, gum disease and cancers are
the key oral health issues contributing to thisdear The World Health Organisation
has even described caries and gum disease as pandietting the community
irrespective of their age, gender and socioeconamaitis® When it comes to Indian
scenario, dental caries and periodontal diseaseuatz upto 54.16% and 51%
respectively/® This widespread occurrence of oral diseases aves&sus age groups
has contributed to numerous negative health outspsigch as sleep disturbances,
social withdrawal, pain, discomfort, fear, anxiegnd difficulties in everyday

functioning.’

These dental diseases can be prevented if thediagaosed and treated at

initial stages? Dental services should be made universally redetatall individuals
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I ntroduction

across the nation, including those in the most temegions. However, it is evident
that these oral diseases affect the community inately showing increased
prevalence among impecunious populatidh. This remarkable socio-economic
gradient being an impediment demands a radicalyenepproach and policies for

oral health delivery®

In 1986, the Indian Dental Association enforced MNegtional Oral Health
Policy. Since then, various programmes have beeploged to promote
comprehensive oral health servicEsDespite extensive efforts by policymakers and
stakeholders, substantial barriers persist perpetguahealth inequalities.?
Amalgamation of dental health into primary healtirec encompassing preventive
approaches, comprehensive care and promotion ddgebthe existing disparity?
Even the World Health Organisation has insistedatsstituent states to coalesce oral
health with the existing primary health infrastiwet so that oral health services are

dispensed to the downtrodden and underprivilegeglpeof the community:*

In India, Primary health care is rendered througim&y Health centres
(PHC) and the Community Health Workers (CHW) act pasliminary point of
engagement addressing the needs of the commudnityAccording to the World
Health Organisation, “Community health Workers (Cs)Vdre health care providers
who live in the community they serve and receiwedp levels of formal education
and training than professional health care Worlseish as nurses and doctors. This
human resource group has enormous potential ton@éxtealth care services to
vulnerable populations, such as communities Iiimgemote areas and historically
marginalized people, to meet unmet health needsdulturally appropriate manner,
improve access to services, address inequitieseaith status and improve health

system performance and efficiency.”
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I ntroduction

In India, there are approximately 13 lakhs Angariwaftbrkers'® 10 lakhs
ASHA *° and 8 lakhs ANM deployed in primary health care forming an intégra
component of health infrastructure of the courftfthey have already been deployed
in many national health programs and exhibited egipble outcomes? This
suggests that these Community Health Workers cadeipéoyed in regions which
lacks dental workforce thereby integrating oral Itiean primary health care

system™®

Evidences show that oral health awareness is pelitcorrelated with oral
health status?® This implies that dental status of CHW can reflgnir awareness,
practices and their preventive care-seeking bebaviegarding dental healt?: Few
studies reported poor oral health among these Workeving to their insufficient
understanding and misconceptions on oral hedltHowever, there is a notable lack
of research addressing the specific dental chaderamd treatment requirements of
this population in Belagavi district hampering tevelopment of effective dental
care programs, potentially leading to inefficieasaurce allocation and suboptimal
public health strategies. Therefore, this reseaialis to evaluate the "Oral Health

Status and Treatment Needs" among CHW in Belagatriat.
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Aims & Objectives

AIMS AND OBJECTIVES

Aim:

Assessment of oral health status and treatmentsnee@ommunity Health

Workers of Belagavi district.

Objectives:

* To assess the oral health status and treatmens$ ma@eahg Community Health

Workers of Belagavi district.
» To assess their oral hygiene and deleterious habits

« To assess the oral health status and treatments,needl hygiene and

deleterious habits among Community Health Workeiseld on age groups.
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Review of literature

REVIEW OF LITERATURE

1. A systematic review by Singh et al. (2025) to assbe knowledge of ASHA
Workers about various diseases. 73% of the themkhadledge on oral health,
oral hygiene and oral cancer. This knowledge vagedhe basis of education,
years of working, training program exposure and mbgion they live. These
grassroot Workers being integral part of the health system of India should be
focussed and empowered on the aspects where tloky kiaowledge and
awareness for better delivery of health servites.

2. A scoping review by Molete et al. (2024) to analylse importance of CHW in
promotion of oral health among school children.sTiticle suggested that these
CHW were stationed for various services such asesing of dental disease and
teaching the people about dental hygiene. It aceded the efficiency of a non-
dental personnel in oral health promotith.

3. Dauvis et al. (2024) evaluated the knowledge andremwess among the ASHA
Workers of Thrissur district on Oral cancer and paentially malignant lesions.
150 ASHA Workers participated in the questionnatedy out of 82.3% were
aware about oral cancer and oral potentially malgriesions. However, only
17% of these health Workers had approached dentistsas suggested that
empowering the ASHA Workers for screening of lesi@an be an appropriate
approach to decrease oral cancer burden of thergo@ih

4. Knowledge and attitude of ASHA workers on early ldinood caries by
Cheruthottathil et al. (2023) found out that 55.76#4he study participants had
good knowledge. Also, their knowledge was poor réigag first dental visit and
oral hygiene practices of children. The overall \kiezlge is satisfactory while

they had better attitude which was suggestive ef ittea that training these
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Workers can be effective in creating awareness gntloe community about the
importance of oral healt”®

Thampi et al. (2022) evaluated the feasibilityraining CHW for incorporating
a cancer detecting mobile application found thatsswity of screening by
community health Workers was found to be 96.7% estygg they can be
deployed in screening of oral cancer after trainimgler dental professionals.
Also, a newer approach like integration of suchhtexdtogy-based screening
technique can boost up the efficiency of diseasection and create awareness in
the community?®
A study was undertaken by Khot et al (2022) to eatd the knowledge and
attitude of ASHA and Anganwadi workers on tobacootml in Belagavi city.
The study included 220 participants through sintpledom sampling. It can be
witnessed ASHA Workers had better knowledge anidud#é than Anganwadi
Workers. Also, ASHA Workers had contributed on spliag awareness about
tobacco while Anganwadi Workers did not take muciiative on this aspect.
This implores that need for training programmes tfigse community health
Workers on tobacco and its il effects on oralltied”

Uptake of dental services by ASHA and Anganwadi kéos in Lucknow was
accounted by Khoisnam et al. (2022) A total of $@Bticipants enrolled in the
study out of which only 30% of them have receivezhtdl treatment. It was
observed that 32% had caries, 8% had periodonsabde while 56% had both
dental caries and periodontal diseases. It alsgestgd that dental services
acquired by these primary healthcare Workers rg@lgnuvarious demographic

factors like age, occupation and the existing dis¢ases™
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10.

11.

Garg et al. (2022) carried out a survey on awareabsut role of health literacy
and self-efficacy in quitting tobacco among primdmgalth Workers in Uttar
Pradesh. It suggested that most of them were awlaoet negative impact of
tobacco on health. However, they were not awaretahe role of health literacy
and self-efficacy in quitting tobacco and have aénded any training modules
on quitting tobacco. Also, it was observed that @amgadi Workers had better
awareness when compared to the other primary laaéthWorkers suggesting
that training them on tobacco cessation would ieieffit strategy for creating
awareness in the community}

Mixed-method research performed by Birje et al.2@0among tribal women in
in Maharashtra to ascertain the turmoil in carryig screening programme for
non-communicable diseases and oral cancers. 9 AB8Mdrkers were included in
the focus group discussion and it was emphasizatl ASHA worker were
indispensable for connecting the community withrtoyis health infrastructure.
As they belong to the community, they can undedsthe cultural norms of the
people and hence can effectively carry out oralthgaomotion >

Satyarup et al. (2021) evaluated the impact of lnoacAWW on oral hygiene of
school children. It concluded that there is impraeat in terms of oral hygiene
practices like usage of fluoridated toothpastearmileg of teeth after meals and
dietary habits of the children like reduced constiompof sugary food. Also, it
was observed that there was reduction of gingivaelex scores after the
intervention. These findings implore the approgmess of community health
Workers for creating awareness on oral health ansehgol children®

A mixed method study by Malhotra et al. (2021) exetl perceptions of
government officials on integrating dental healtbgpvernment health schemes.

It included Community Health Workers, dentist andedmal Workers.
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12.

13.

14.

15.

Assessment of perceptions was done using a queatienfollowed by Focus
group discussions which included seven members.jorila of Community
Health Workers accepted that screening for oraadies should be added in their
regular practice. However, various factors liker@ase work load, lack of
training and insufficient pay were put forward dstacles faced by them in this
aspect’

Khanna et. al. (2021) checked the competence iohiregy module for ASHA and
Anganwadi Workers on dental caries and caries ictiVraining was done using
visual aids and live demonstrations and it was dotivat there was betterment
dental habits and caries activity of the childreftera intervention. This
underscores the empowerment of these Workers ica¢idg the mothers and
wards on dental healt?

Godhi et. al. (2021) ascertained the Community tHelorkers for knowledge
on early childhood caries. The study included 428tipipants and overall
knowledge of the study population was found to d®s linsisting upon the need
for implementing training programme for these Wasken oral health and its
role in proper nutrition of childrerf®

Chaturvedi et. al. (2021) analysed health Worlkérgdaipur to evaluate dental
status. It concluded that majority of the studytipgrants had dental caries while
smaller proportion of them had root stumps andsiyodecayed teeth. Attrition
was observed in maximum of them. These findingsewadtributed to dental
health habits and eating routine of the study pi@dnts This data can act as a
milestone for the stakeholders to implement desteckup and educational
programmes inclusive of health Workets.

Divyalalitha at. al. (2020) evaluated effectivenefs dental traning programme

among AWW and parents on the dental outcomes ddirelm. 511 participants
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16.

17.

18.

were enrolled in the study and the study was caedutor a period of one year.
A drastic improvement was seen dental status inctiielren after the training
programme suggesting that integration of a demathing module and dental
checkups to the existing Integrated Child Developm8&cheme can be an
effective strategy for improving the oral healthcbildren.®®

Bhagia et. al. (2020) carried out an interventiostady among the Community
health Workers in Delhi to compare various techagwn improving dental
health knowledge. The study included 301 partidipamho categorised into 4
groups based on the intervention such as convetinathods, printed materials,
virtual presentation and combination of all. Thaudst concluded that the
combination method was better in improved outcomres thereby providing a
platform for health education for these Communitgalh Workers by dental
professionals®

Cherian et. al. (2019) conducted an interventiatatly on the effectiveness of
training Anganwadi Workers about oral health foroeth3 months and the
knowledge and practice was evaluated using a squestions. An increase in
oral health knowledge and practice of the studyigpants after the intervention
was noted. This highlights the importance of empavge these community
healthcare Workers for oral health services suclieagal health intervention,
early detection and prompt treatment of dentaladies. The study also suggested
integrating regular oral health checkups in the #ngadi centres®®

Sajjanshetty et. al. (2019) estimated dental statusuxiliary health Workers in
Mangalore. Maximum of them had good oral knowledgd practice. The caries
prevalence was found to be 67.1% Calculus was s$eemajority of the
participants while comparatively lower prevalendeL®A was noticed. About

22% of them had not reported for a dental checkép. these findings
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19.

20.

21.

underscores that dental health education and deh&dkup camp should be
conducted to address the issues existing in ndéizaiion of dental services by
the population?*

Batra et. al. (2018) checked the feasibility oegrating dental in primary health
care by motivational interviewing of mothers by A&HThe study included 3
primary health centres in Uttarakhand which wemdoanly assigned to study
group, conventional group and control group. 60haotof children aged 8-12
months participated in the study. The ASHA undemvigining for interviewing
the mother’s outlook about factors associated whly children caries. Two
group received their respective interventions whideeducation was given to the
control group. Dental outcomes of the offspringsl amotivational interviewing
group exhibited better results. These findings lighlh the feasibility of
motivational interviewing by ASHA as an effectireedium for propogatior{?
Fotedar et. al. (2018) used a questionnaire amdtlly @ assess their oral health
outlook. The study was conducted in Shimla anduietl 130 participants.
Maximum of them used tooth brush, paste for orgidrye and brushed twice a
day. The knowledge of the participants varies atiogrto age and education
with better knowledge among younger and well-edeatgparticipants. These
findings reinforce the importance of educating themdental health so as to
conduct effective dental screenings in the comryufiit

Vinnakota et. al. (2017) analysed the outlook ontalehealth among ASHA in
Guntur district. 275 participants were recruitedoaring less knowledge.
Majority of the participants came across peopleiognup dental complaints but
only a small portion refer them to dental profesais. All these findings
accentuate the need for educating the CHW on th&abkealth thereby ensuring

proper education of community by these primary thelorkers*®
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22.

23.

24,

25.

Prusty et. al. (2017) quantified the outlook of ASkNnd ANM on dental health
in Assam and a total of 206 participants were rigstlu A set of questions were
used to assess them and they had poor knowledigéingsan education among
them. CHW being an interface between the health@adecommunity, they play
a vital role in creating awareness in the commuifty

A study conducted by Habbu and Krishappa (2017)d uSe@mmunication-
behaviour model for an educational intervention agh@Community Health
Workers. 95 CHW were given oral health educatieimg ppt and a pamphlet
was given for reinforcement. The participants wevaluated using a set of
guestions which showed increased scores aftervetdon when compared to
baseline scores suggesting the intervention wast@fé in instilling knowledge
among the Community health Workef3.

Shwetha et. al. (2016) evaluated the use of defatalities by CHW in
Karnataka. Out of 321 workers, 28.3% had usedaflesgrvices. Majority of
them had tooth decay and gun disease. Oral premaaligesions were observed
in scare portion of the study population. Thesalifigs insist to create dental
health awareness in the Community Health Workérs.

Gambhir et. al. (2016) performed a review to evudhe knowledge about
dental health of Anganwadi Workers found that paas the reason for visiting
dentist. Majority of them were not aware aboutlabfide containing dentifrices
and visit of dentist during pregnancy. Only few di&s reported adequate
awareness of Anganwadi Workers on dental healttimétely, review concluded
insufficient knowledge of Anganwadi Workers on otedalth highlighting the

necessity for further education about oral hedlth.
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26.

27.

28.

Persai et. al. (2015) checked the feasibility irpldging Community Health
Workers to educate the community about the tobaagegative effect. A total of
512 ASHA from Gujarat and Andhra Pradesh were redun the study through
systematic random sampling. Most of them knew halreffects of tobacco.
However, majority did not educate the patients réigg the harmful effects of
tobacco unless they present with specific illnéHsese findings implies that
training of these primary health Workers on tobacessation is essential for the
community.*®

Panda et. al. (2015) undertook a research amongAGRiliary Nurse Midwives
to find out their understanding about impact ofatodo on health. Most of them
knew about the harmful effects of tobacco but oalyew were aware of its
impact on reproductive and child health. A smabpgartion of them received
training related to tobacco and it was observet tigority of the trained ANM
provide awareness about tobacco among the commtigse findings imply on
the need for training the ANM about tobacco cessatf’

An interventional study by Kakodkar. et. al. (201&nong 50 Anganwadi
Workers were enrolled in the study who were assigtee study and control
group. The study group received oral health edopatising booklet while the
others had no education. It found improvement emkhowledge in experimental
group 1 month after intervention. These findingfphe understand that proper
training of Community Health Workers can empoweenthto educate the

community.>
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29.

30.

31.

32.

A questionnaire study by M. et. al. (2014) among KWW on evaluating the
knowledge on dental health. Majority of the thenewnabout various aspects in
child’s teeth and educated the mother regardingcthiel’s oral health. These
findings underscores the indispensability of th€s&/N on the dental status of
children in the community’?

Sandhya et. al. (2014) assessed the effectiverfessluration on improving
knowledge of primary health Workers. Interventioasaprovided by which was
reinforced by printed materials. The baseline assest revealed poor
knowledge on oral health among the study partidgamhile a prominent
increase in the knowledge of participants after dnth of intervention. The
findings asserts that training of primary healthriidos could be a useful strategy
for creating awareness among the commufty.

Aggnur et. al. (2014) surveyed health care Workiers dental status and
awareness. It was found maximum of them agreedctrés could be caused by
eating sugary food. The mean DMFT score was foortzet5.02 while the dental
caries was seen in 97.2% of HCWSs. Calculus wasrebdeamong major portion
of the study participants while periodontal pocketere less. Elder group
required extraction and it was majorly due to cari€his high prevalence of
caries emphasise on conducting dental camps fdretakth workers?*

Shakya et. al. (2013) carried out a questionnairdyson AWW on oral health
among Mangalore city. It concluded that few wereasanabout dental caries and
almost 60 % of them were aware about the time thg@aweets and received
dental awareness from dentist. It was observed sitiy® attitude among the
study participants about oral health suggesting tiagning these Workers could

be an effective measure for improving dental heafitthildren.>
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33.

34.

35.

Raj et. al. (2013) undertaken interventional redeaio on health education
programme among Anganwadi Workers on dental outsoofechildren. The
study included 534 children from 21 Anganwadi cesitrOral health education
including brushing technique and plaque control wawided to the Anganwadi
Workers using PowerPoint and they were made tchtélae same to mother of
children. The follow-up period was three montherftata collection was done.
The study reported improvement on the dental stafushildren like plaque
score, debris score, caries activity and oral hidabits. These findings
reinforce the need for training the Anganwadi Waoskespecially for the
betterment of dental health of childréh.

A survey was conducted for evaluating the knowledigdnganwadi Workers on
ECC. The study was carried out in Davangere citiciwenrolled 74 participants.
It was observed that 50% of the study participdmtew about the impact of
pregnant mother’s diet on children’s teeth and apref bacteria from mother to
children while majority of them were aware aboutuence of primary teeth on
permanent teeth and importance of breastfeedingcluld’'s health. These
findings accentuates the role of Anganwadi Workersarrying out oral health
education programs to create awareness on eattihobd caries>

Prathibha et. al. (2010) enacted a study on awaseok Anganwadi Workers.
The study was conducted among 104 Anganwadi Woikefgirimnagar. It was
observed that majority of the study participantedusoothbrush and brushed
twice daily. However, lesser proportion cleaned irthmouth after meal.
Considering reason for dental caries, a small @ortf the participants were
aware about the influence of eating sugar on caefésct of tooth brushing and a

few were not aware. These findings stresses upmmmpig educational schemes
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36.

involving the Community health Workers on oral lilealo as to create awareness
among them®

A survey was conducted by Pankaj et. al. (2005)ragribe Anganwadi Workers
of Belagavi city to evaluate knowledge, attitude @nactices. The study reported
that maximum used tooth brush and paste, brushee thaily and used plain
water to rinse their mouth while a larger propartisad never visited dentist.
Considering knowledge and attitude, maximum had iomedinsights and
favourable attitude on oral health. These findingghlight the discrepancy
among the AWW thereby necessitating educationanmentions among the

Community Health Workers!
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MATERIALS AND METHODS

Study Design, Duration and Setting

A cross-sectional design which was employed in thigdy following

STROBE guidelines. The study was implemented franudry 2024 to June 2024.

Source of data

Community Health Workers working in Anganwadi cestrand Primary
Health centres (Anganwadi Workers, Accredited Sodiealth Activists and

Auxiliary Nurse Midwives) of Belagavi district werecruited.

Selection Criteria

Inclusion criteria
« Community Health Workers above 18 years given autnfe participating in

the study were enrolled.

Exclusion criteria
» Participants who were not willing to participatedarefuse to give consent

were excluded

Ethical Considerations, permissions, and informed Consent

The permission was acquired from ethical committdethe institution
(Reference number: 191; Date:16.11.2023) and thdysstrictly adhered to the
standard ethical principles. (Annexure |) Officurmissions were obtained from the
District Health Officer (Annexure Il) and the Depuwdirector, Department of Women
and Child Development, Belagavi district. (Annexuii¢ Informed consent in local
languages were obtained from all the participargéorde conduct of the study.

(Annexure 1V)
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Sample size calculation

The formula was for sample size was

(Zl_%)z (ra)
dZ

n=

2
Where, <Zl‘§> =1.96
p = prevalence (from Parent Article)
q=1p
d = Precision

Chaturvedi et al. reported that prevalence of devatdes was 87.5% Using it in the

aforementioned formula,

p =0.875 q=0.125 d=4.37
Substituting the values, sample siz&48per group was required.
Final sample size was summed upy &8
Sampling technique

Two stage random sampling technique in which Pymbaiealth centres and
Anganwadi centres from all the taluks of Belagastritt were randomly selected and

then Community Health Workers were randomly sebkcte

Page 17



Materials & Methods

Organization of data collection

1.Pilot study

30 Community Health Workers were chosen to asseasilility of the

research and identify any possible difficulties.

2. Training and calibration

The principal investigator was trained in PublicaHle dentistry department
by Professor to ensure the assessment is consig#i® Oral Health Assessment
1997 was carried out for ten subjects and fivehefrt were randomly recalled for a
repeated assessment. Intra-examiner reliability wesved as 0.88 which was

considered high.

3. Tools used for data collection

a) WHO Oral Health Assessment Form (1997)

WHO Oral Health Assessment form (1997) adopted ftbm "Oral Health
Survey — Basic Methods 4th Edition" was utilizedhe present study. (Annexure V)
This assessment gives a comprehensive detail odehtl status of an individual
which includes the dentition status as well as pghaesthetic status, dental trauma,

periodontal status, dental fluorosis and oral matlesions.

b) WHO Oral Health Questionnaire for Adults (2013)

This study employed the WHO Oral Health Questiormé&r Adults (2013)
taken from “Oral Health Survey — Basic Methods Btlition” (Annexure VI) which
was carried out in personal interview method. b sandard tool which has 16 closed

ended multiple choice questions in English. It aidsascertain the oral hygiene
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practices, including the frequency and methods oofthbrushing, as well as the
frequency of dental visits. Also, it helped to deime the sugar consumption

frequency and deleterious habits like tobacco compsion.

4. |mplementation of the survey

a) Scheduling:

The dates of examination were scheduled in accosdanth their monthly
meetings at respective Primary Health Centres amdjaAwadi centres. The
examination was carried out in daylight hours nmyosil the morning. The location
was fixed in prior based on the availability of tparticipants on the day of their

regular monthly meetings.

b) Emergency care and referral:

Participants requiring emergency or additional tiremt were appropriately
given referral cards for getting the treatment donehe KLE VK dental college,

Belagauvi.

c) Personnel and organization

1. Recording clerk:

Five recording clerks were trained to ensure co@titbn and precision while

recording the WHO Oral Health Assessment form.

2. Organizing clerk:

The in-charges of the respective Primary Health t€enand Anganwadi
centres supervised the process. They assisted daontaming the orderly flow of

examination.
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d) Infection control

Proper infection control protocols were strictiifdaved which includes use of
disposable masks and gloves throughout the exaimnairocess. Gloves were
changed for each participant to prevent cross fitlecA total of 100 set of sterilized
instruments were taken for examinations and wendliged at the end of each day. 25
CPI probes were also taken and cold sterilizatioas weonducted during the

examinations to maintain the sterilization protscol

e) Examination site and duration

The examination site was fixed prior to the dayeradmination in respective
PHCs and Anganwadi centres and all the necessegpgaments were meticulously
arranged to facilitate proper operations. 20 miswas taken for oral examination

and interviewing of each participant.

f) Lighting:

The checkup was done under daylight with optimdomilnation. In case of

requirement of extra illumination, a torch wasinét.

g) Seating of the recording clerk / intern:

The recording clerk was positioned in such a wagrieure proper audibility
of the clerk and visibility of the examiner so thhe examiner could see the codes
being recorded in the form to avoid possible err@sce the oral health assessment
was complete, the participant was engaged in orerensession with the principal

investigator for the personal interview to evaluhteir habits.
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h) Instruments and supplies:

Sufficient number of materials were carried whicbtluded:

* CPI probe

* Mouth mirrors

* Chip blower

» Korsolex Solution for cold Sterilization
* Gauze and cotton
 Tweezers

» Kidney trays

* Autoclave

* Cloth hand towels

* Torch

* Gloves and mouth masks

*  WHO Oral Health proforma and questionnaire.

Statistical analysis

The data collected was entered in Microsoft Exd@l® by the principal
investigator. Statistical analysis was carried ugihg IBM-SPSS® Statistics Version
21 (USA). Kolmogorov—Smirnov test showed the dates skewed. The numbers,
means, and standard deviations, were determinedji@ad as graphs and tables for

better interpretation.

Non parametric tests and the Chi-square test cadpérequencies and
Kruskal Wallis test was employed for comparing neeamong different categories.

Thep < 0.05 is considered significant.
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Photographs illustrating the study progression andnethodology

Photograph 2: Community Health worker filling the informed conséorm
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Photograph 4: Oral examination carried out at another site
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RESULTS

Table 1 andFigure 1 depict the demographic profile of the CHW. Thedgtu
had female predominance (100%) with an averageofd®.12 + 7.79. There were
equal number (243) of ANM, AWW and ASHA. Majority the Community Health
Workers belong category of 30 — 40 years of age2f@Y followed by 41 — 50 years
(38.6%), > 50 years (12.2%) and the least numbgradicipants was observed in <

30 years (10.0%).

Table 2 and Figure 2 depicts mean DMFT score, DT, MT and FT scores
among the various age group of the Community Healtrkers. The highest score
was observed in the age of >50 years (15.04 + Tnfl)the least among < 30 years
(8.70 = 4.94) with highly notable difference (p ©.801*). Taking DT component
into consideration, no difference was seen amorgatie of the Community Health
Workers. Age groupwise comparison of MT score shbwegnificant difference
(p<0.001*) with highest mean MT score in >50 ye@$3 = 1.63) and minimum
among <30 years (2.03 £ 1.72). The FT component &ispressed statistical
difference (p < 0.001*) among the various age Viighest FT score among 30 — 40

years (0.49 £ 0.87) and lowest among < 30 yeals}($.0.48).

Table 3 and Figure 3 represents comparison of DMFT scores among the
various types of CHW showing highest DMFT scorel@$6 + 4.96 among ANM
and the lowest DMFT score of 10.14 + 4.53 among AWWie highest DT score was
seen among the ANM while the ASHA proclaimed thghleist DT score of 7.67
3.82 and FT score of 0.36 + 0.74. The AWW claimieel fowest DT score (7.21 +
4.02) and MT score (2.62 + 2.21) while ANM claiméa lowest FT score (0.30 +

0.67). But DMFT and all its components (DT, MT, §dores) expressed similarity.
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Table 4 andFigure 4 represent caries prevalence distributed accortirige
age group and types of CHW and it can be observatdthe overall prevalence of
caries was found to be 86.1%. Age group wise Oistion of caries prevalence
showed highly statistical significance (p<0.001%thwthe highest prevalence among
> 50 years and the lowest among < 30 years. BRutygpes of CHW showed similar
caries prevalence with higher caries prevalence saeong the ASHA and least

among the AWW.

Table 5 andFigure 5 present the prevalence of Bleeding on Probing (BOP
among the CHW. In age groupwise comparison of B@Ference was notable
(p<0.001*) with the highest proportion of BOP séerr 50 years (85.4%) and lowest
among 30-40 years (56.6 %). When the type of Conmyutealth Workers was
taken, the proportion of BOP was almost the sana! ithe three group with no much

difference (p = 0.994).

Table 6 and Figure 6 demonstrate the distribution of Periodontal Pocket
Depth (PPD) among the demographic groups of the amity Health Workers. It
can be observed that the least proportion of PPP emerved in < 30 years age
group (4.1%) and AWW group (17.7%) while the greafmrtion of PPD seen among
> 50 years (34.8%) and ASHA Workers (21.4%). A hteadifference was seen
during age group wise comparison of PPD while tygleSommunity Health Workers

(p = 0.588) showed similar trend.

Table 7 andFigure 7 show comparison of Loss of Attachment (LOA) among
various demographic groups of the Community HeWfbrkers. When age group of
the participants was considered, there was a reotdiffierence (p < 0.001*) with
highest proportion for LOA found among > 50 ye&¥.8%) and the least among <

30 years (15.1%). Considering the type of ComnyuHi¢alth Workers, ANM had
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the highest prevalence of LOA (56.4%) and AWW hhd towest (40.7%) with

significant difference among the types of Commuhigalth Workers (p = 0.002%).

Table 8 andFigure 8 depicts demographic variations in partial dentfréhe
CHW. Distribution according to age showed higheatié&nces (p < 0.001*) with > 50
years contributing highest proportion (15.7%) an80<years with no partial denture
(0.0%). On the other hand, various types of CHWikdtdd similar findings (p =
0.329) with ASHA Workers demonstrating the highesvalence (6.2%) and the least

among ANM (3.3%).

Table 9 andFigure 9 presents the dental trauma among demographic group
of the CHW. Age group wise comparison of dentalitna showed notable difference
(p = 0.046*) with the highest prevalence amongabe of 30 — 40 years (4.9%) and
the lowest among > 50 years. Among the variousgygd CHW, not much variations
(p = 0.643) were observed it was comparativelydess ANM (2.1%) than AWW

and ASHA which was 3.3%.

Table 10andFigure 10 represents the dental fluorosis prevalence amioag t
various demographic groups of the CHW. Dental fhsts was found in 12.3% of the
population among which majority of them had mildntdé fluorosis. Age wise
comparison (p = 0.972) and different types of CHWV=(0.155) were similar with
higher percentage seen among < 30 years of agé¥)land AWW (15.2%) while

the lowest proportion seen among in 40 - 50 yebts/@6) and ASHA (12.3%).

Table 11, Table 12and Figure 11 show the comparison of oral mucosal
lesions and its location among the various demdugcagroups. The prevalence of
leukoplakia, aphthous ulcer and abscess was foandet0.5%, 1.1% and 2.5%

respectively with notable differences (p <0.001&weeen the various age of CHW
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while it was similar between types of CHW (p = ®hAVhen the location of the oral
mucosal lesions was taken into consideration, 01280, 2.5%, 0.3% of the lesions
were found in sulci, buccal mucosa, alveolar ridogefiva and vermillion border

respectively. In location of lesions, notable agse variation was seen (p < 0.001%*)

while types of CHW showed similar findings (p = 92J.

Table 13, Table 14, Figure 12ndFigure 13 depict the number of teeth with
treatment needs among the various demographic grofithe CHW. The average
number teeth requiring one surface filling, twonoore surface filling, pulp therapy,
extraction and prosthetic need were found to beimmamx in the age groups of > 50
years (3.92 + 3.68), < 30 years (3.29 + 3.95), 30-years (2.07 = 3.26), 30 — 40
years (0.70 + 1.05) and > 50 years (4.75 + 1.4§peetively. However, statistically
significant difference was observed in one surfédtieg (p < 0.001*), pulpal therapy
(p = 0.009*), extraction (p = 0.026*) and prosthateeds (p < 0.001*) while two or
more surface filling showed similar patterns (p £83). Considering the various
types of CHW, not much difference was observedeims of one surface filling (p
=0.574), two or more surface filing (p = 0.803)ul therapy (p = 0.241) and

extraction (p = 0.250) unlike prosthetic needs (2G02*).

Table 15, Table 16andFigure 14 show comparison of oral hygiene habits
among the various demographic groups of the CHWartbe observed that 52.7% of
the CHW clean their teeth once a day while 47.3%hefparticipants clean twice or
more times a day. Majority of the Community Healttlorkers use toothbrush
(95.5%) and toothpaste (95.5%) to clean their tedtite 4.5% of the participants use
charcoal or chewstick. 32.0 % of the participargecufluoridated toothpaste while
32.1% did not use and 35.9% were not aware abadriflated tooth paste.

Considering the last dental visit, 14.4% never inexe dental care, 31% visited
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dentist within a year while 54.5% of the particifahad their last dental visit more
than a year before. All these oral hygiene exhibite notable variation among the
various age group and type of Community Health Woskexcept for usage of
fluoride group which notable difference (p = 0.0pBetween the various age group

of the Community Health Workers.

Table 17, Table 18and Figure 15 represent the frequency of tobacco
chewing habit among the Community Health Workersjdvity of the participants
(77.5%) never used tobacco while 9.2% of the padmts seldom had tobacco.
Among the participants with the habit of chewinbdoco, 7.5%, 4.1% and 1.6% had
consumed tobacco several times a month, once a aeekseveral times a week
respectively. None of the participants consume@dob every day. Age group wise
comparison of tobacco chewing showed highly sta#iy significance difference (p
< 0.001*) however not much variation was observetivben the various types of

Community Health Workers (p = 0.324).

Table 19represents frequency of sugar intake among the CIH@fuency of
consumption of sugary food reported notable difieez(p < 0.001*) in consumption
of different sugary food items with notable diffece was seen in the consumption of
tea (p = 0.527) and coffee with sugar (p = 0.238.9% and 15.8 % of the

participants consumed tea and coffee with sugaeraktimes a day respectively.

Table 20depicts the association of tobacco chewing hatih WMFT, PPD,
LOA and prevalence of oral mucosal lesions by gpear correlation. It can be
observed that tobacco chewing has positive coroelatith DMFT (rho = 0.410, p <
0.001*), PPD (rho = 0.234, p < 0.001*), LOA (rhoG#401, p < 0.001*) and the
prevalence of oral mucosal lesions (rho = 0.368,@001*) with highly significant

statistical difference.
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Table 21 represents the association of oral hygiene haoibse with caries
experience and periodontal status of the CommuHigalth Workers. The oral
hygiene score was derived by adding of scores gheereach question for each
participant. Better scores were given for good dnadiene habits thereby greater
score indicates better oral hygiene habits of tbem@unity Health Workers. It can be
observed that Oral hygiene habit score was nedgativerelated with DMFT (rho = -
0.019), PPD (rho = -0.093) and LOA (rho = - 0.0%&jicating participants with
higher scores had less caries experience, les@dpatal pocket and gingival
recession. Although, the correlation of oral hygidrabit score with DMFT and LOA

was statistically not significant, it was foundie significant with PPD (p = 0.012%).
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Table 1 Demographic details of the Community Health Woske

Demographic details

Types of Community Health Workers

ANM AWW ASHA
(n=243) (n=243) (n=243)
n (%) n (%) n (%)
< 30 years 24 (9.9%) 26 (10.7%) 23 (9.5%)
30-40 years 90 (37.0%) 98 (40.3%) 98 (40.3%)
Age group
41-50 years 92 (37.9%) 97 (39.9%) 92 (37.9%)
>50 years 37 (15.2%) 22 (9.1%) 30 (12.3%)
Male 0 (0.0%) 0 (0.0%) 0 (0.0%)
Gender
Female 243  (100.0%) 243 (100.0%) 243 (100.0%)

ANM- Auxiliary Nurse Midwives; AWW-Anganwadi wokkekSHA- Accredited Social

Health Activist; All values are expressed as fremyeand percentage (in parentheses).
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Table 2 Comparison of DMFT scores among various age gafuihe Community Health

Workers
Scores Age groups n Mean + SD H-value p- value
< 30 years 73 6.53£4.73
30-40 years 286 7.30 £ 4.46 2.53
DT 0.469
41-50 years 281 7.61 + 3.67
>50 years 89 8.24 +£2.20
< 30 years 73 2.03x£1.72
30-40 years 286 211+1.52 198.79
MT <0.001*
41-50 years 281 2.48 +2.25
>50 years 89 6.63+1.63
< 30 years 73 0.14 +0.48
30-40 years 286 0.49 £0.87 20.38
FT <0.001*
41-50 years 281 0.25+0.55
>50 years 89 0.18+£0.51
< 30 years 73 8.70+4.94
30-40 years 286 9.90 + 4.46 120.01
DMFT <0.001*
41-50 years 281 10.35 + 4.65
>50 years 89 15.04 +1.78

DMFT- Decayed, Missing and Filled teeth; DT- DeadyBeeth; MT- Missing Teeth; FT-
Filled teeth; SD- Standard deviation; All valuesaxpressed as mearSD; Statistical test
applied: Kruskal-Wallis test; Level of significangevalue< 0.05* is considered statistically

significant.
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Table 3 Comparison of DMFT scores among various typesthef Community Health

Workers
Scores Types n Mean + SD H-value p- value
ANM 243 7.48 +4.13
DT AWW 243 7.21+£4.02 1.39 0.499
ASHA 243 7.67 +3.82
ANM 243 3.07+241
AWW 243 2.62+221 5.10 0.078
MT
ASHA 243 2.70+£2.42
ANM 243 0.30 £ 0.67
AWW 243 0.31+0.67 0.63 0.731
FT
ASHA 243 0.36£0.74
ANM 243 10.86 + 4.96
DMFT AWW 243 10.14 + 4.53 4.92 0.086
ASHA 243 10.74 £ 4.52

ANM- Auxiliary Nurse Midwives; AWW-Anganwadi woskeASHA- Accredited Social
Health Activist; DMFT- Decayed, Missing and Fillegkth; DT- Decayed Teeth; MT- Missing
Teeth; FT- Filled teeth; SD- Standard deviation] ¥lues are expressed as meargD;
Statistical test applied: Kruskal- Wallis test; letvof significance: p-value< 0.05* is

considered statistically significant.
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Table 4 Comparison of prevalence of caries among varidesiographic groups of the

Community Health Workers

Caries prevalence Present Absent X2 p- value
n (%) n (%)
Age group < 30 years 55 (75.3%) 18 (24.7%) 39.10 .06D*

30-40 years 227 (79.4%) 50 (20.6%)
41-50 years 257 (91.5%) 24  (8.5%)
>50 years 89 (100.0%) 0 (0.0%)
Types ANM 208 (85.6%) 35  (14.4%)  1.82  0.403
AWW 205 (84.4%) 38 (15.6%)

ASHA 215 (88.5%) 28  (11.5%)

ANM- Auxiliary Nurse Midwives; AWW-Anganwadi workel ASHA- Accredited Social
Health Activist; All values are expressed as fregpyeand percentage (in parentheses).
Statistical tests applied: Chi-square test; Leviesignificance: p-value< 0.05* is considered

significant.
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Table 5 Comparison of Bleeding on Probing among variceimadgraphic groups of the

Community Health Workers

BOP Present Absent X2 p- value

n (%) n (%)
< 30 years 44 (60.3%) 29 (39.7%)

30-40 years 162  (56.6%) 124 (43.4%)
30.54 <0.001*

Age group
41-50 years 200 (71.2%) 81 (28.8%)
>50 years 76 (85.4%) 13 (14.6%)
ANM 161  (66.3%) 82 (33.7%)
Types AWW 161  (66.3%) 82 (33.7%) 0.01 0.994
ASHA 160 (65.8%) 83 (34.2%)

BOP-Bleeding on Probing; ANM- Auxiliary Nurse Mides, AWW-Anganwadi
workers; ASHA- Accredited Social Health Activistll Aalues are expressed as
frequency and percentage (in parentheses). Statlstests applied: Chi-square test;

Level of significance: p-valug 0.05* is considered significant.
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Table 6: Comparison of Periodontal Pocket Depth amongousrdemographic groups of the

Community Health Workers

PPD Present Absent X2 p- value
n (%) n (%)
<30years 3 (4.1%) 70 (95.9%)
30-40
24 (8.4%) 262  (91.6%)
years

Age
67.20 <0.001*

group 41-50

years

85 (30.2%) 196  (69.8%)

>50 years 31 (34.8%) 58 (65.2%)

ANM 48 (19.8%) 195 (80.2%)
Types  AWW 43 (17.7%) 200 (82.3%) 1.06 0.588
ASHA 52 (21.4%) 191 (78.6%)

PPD- Periodontal Pocket Depth; ANM- Auxiliary Nurddidwives; AWW-Anganwadi
workers; ASHA- Accredited Social Health Activisl; values are expressed as frequency and
percentage (in parentheses). Statistical testsiagpChi-square test; Level of significance: p-

value< 0.05* is considered significant.
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Table 7. Comparison of Loss of Attachment among variousaigraphic groups of the

Community Health Workers

LOA Present Absent X2 p- value

n (%) n (%)
< 30 years 11 (15.1%) 62 (84.9%)
30-40 years 117  (40.9%) 169 (59.1%)

Age group 125.77 <0.001*
41-50 years 134 (47.7%) 147 (52.3%)

>50years 87  (97.8%) 2 (2.2%)
ANM 137 (56.4%) 106  (43.6%)

Types AWW 99  (40.7%) 144  (59.3%) 12.18  0.002*
ASHA 113 (46.5%) 130  (53.5%)

LOA- Loss of Attachment; ANM- Auxiliary Nurse Mides; AWW-Anganwadi workers;
ASHA- Accredited Social Health Activist; All valuase expressed as frequency and
percentage (in parentheses). Statistical tests ie@pl Chi-square test; Level of

significance: p-value< 0.05* is considered significant.
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Table 8 Comparison of partial denture among various deagyc groups of the Community

Health Workers

Partial denture Present Absent X2 p- value
n (%) n (%)
<30years O (0.0%) 73 (100.0%)
30-40years 12 (4.2%) 274 (95.8%)
Age group 28.74 <0.001~
41-50 years 9 (3.2%) 272 (96.8%)
>50years 14  (15.7%) 75 (84.3%)
ANM 8 (3.3%) 235 (96.7%)
Types AWW 12 (4.9%) 231 (95.1%) 2.22 0.329
ASHA 15  (6.2%) 228 (93.8%)

ANM- Auxiliary Nurse Midwives; AWW-Anganwadi woskehSHA- Accredited Social Health

Activist; All values are expressed as frequency pattentage (in parentheses). Statistical

tests applied: Chi-square test; Level of significanp-value< 0.05* is considered significant.
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Table 9 Comparison of dental trauma among various denpbgcagroups of tr
Community Health Workers

Dental trauma Present Absent X2 p - value

n (%) n (%)
< 30 years 2 (2.7%) 71 (97.3%)
30-40years 14 (4.9%) 272 (95.1%)
Age group 8.01 0.046*
41-50years 5 (1.8%) 276 (98.2%)
>50 years 0 (0.0%) 89 (100.0%)
ANM 5 (2.1%) 238 (97.9%)

Types AWW 8 (3.3%) 235  (96.7%) 0.88  0.643

ASHA 8 (3.3%) 235  (96.7%)

ANM- Auxiliary Nurse Midwives; AWW-Anganwadi wokeASHA- Accredited St
Health Activist; All values are expressed as fregpyeand percentage (in parentt

Statistical tests applied: Chi-square test; Leviesignificance: p-value< 0.05* is considt
significant.
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Table 10 Comparison of dental fluorosis among various dgmaphic groups of

Community Health Workers

Dental fluorosis Present Absent X2 p- value

n (%) n (%)
< 30 years 10 (13.7%) 63 (86.3%)
30-40 years 36 (12.6%) 250 (87.4%)
Age group 0.23 0.972
41-50 years 33 (11.7%) 248 (88.3%)
>50 years 11 (12.4%) 78 (87.6%)
ANM 23 (9.5%) 220 (90.5%)

Types AWW 37  (152%) 206  (84.8%) 3.28 0.155

ASHA 30 (12.3%) 213 (87.7%)

ANM- Auxiliary Nurse Midwives; AWW-Anganwadi wokeASHA- Accredited Social
Health Activist; All values are expressed as fremyeand percentage (in parentheses).
Statistical tests applied: Chi-square test; Levdl significance: p-value< 0.05* is

considered significant.
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Table 11 Comparison of oral mucosal lesions among varaemographic groups of the Community

Health Workers

Oral mucosal . - Aphthous .
No lesion Leukoplakia Abscess X°  p-value
lesions ulcer
n (%) n (%) n (%) n (%)
<30 (100.
73 0 (0.0%) 0 (0.0%) O (0.0%)
years 0%)
30-40 (100.
286 . 0 (0.0%) 0 (0.0%) O (0.0%)
Age years 0%) 175.
<0.001*
group 4950 (97.2 58
273 0 0.0%) 8 (28%) O (0.0%)
years %)
>50 (75.3
67 4 (45%) 0 (0.0%) 18 (20.2%)
years %)
(95.5
ANM 232 %) 2 0.8%) 1 (0.4%) 8 (3.3%)
0
(96.3
Types AWW 234 %) 0 (0.0%) 4 (1.6%) 5 (2.1%) 4.76 0.575
0
(95.9
ASHA 233 2 (0.8%) 3 (1.2%) 5 (2.1%)

%)

ANM- Auxiliary Nurse Midwives; AWW-Anganwadi wogelASHA- Accredited Social Heal
Activist; All values are expressed as frequency aedcentage (in parentheses). Statistical

applied: Chi-square test; Level of significancevgdue< 0.05* is considered significant.
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Table 12 Comparison of location of oral mucosal lesion®agwvarious demographic groups of the
Community Health Workers

Alveolar
Location of oral _ Buccal _ Vermilion )
. Sulci ridge/ X p- value
mucosal lesions mucosa o border
gingiva

n (%) n (%) n (%) n (%)

<30years 0 (0.0%) O (0.0%) O (0.0%) O (0.0%)

30-40
0 (0.0%) 0 (0.0%) 0 (0.0%) O (0.0%)
Age years 151
<0.001*
group 41-50 61
1 (04%) 5 (18%) 0 (0.0%) 2 (0.7%)
years

>50years 0 (0.0%) 4 (4.5%) 18 (20.2%0) (0.0%)
ANM 0 (0.0%) 3 (12%) 8 (3.3%) 0 (0.0%)
Types AWW 1 (04%) 2 (0.8%) 5 (2.1%) 1 (0.4%)4.67 0.792

ASHA 0 (0.0%) 4 (1.6%) 5 (21%) 1 (0.4%

ANM- Auxiliary Nurse Midwives; AWW-Anganwadi woslse ASHA- Accredited Social Hea
Activist; All values are expressed as frequency pedcentage (in parentheses). Statistical

applied: Chi-square test; Level of significancevgdue< 0.05* is considered significant.

Page 41



Results

Table 13 Comparison of number of teeth with treatment sesmtiong various age groups

of the Community Health Workers

Number of
teeth with
treatment Age group n Mean + SD H-value p- value
needs
< 30 years 73 1.18 +1.47
One surface 30-40 years 286 2.14 +3.37
44.28 <0.001*
filling 41-50 years 281 2.70+£3.22
>50 years 89 3.92+3.68
< 30 years 73 3.29+£3.95
Two or more 30-40 years 286 2.46 +3.87
6.65 0.084
surface filling 41-50 years 281 2.35+297
>50 years 89 287 +3.51
< 30 years 73 1.74 + 3.32
Pulp care and 30-40 years 286 2.07 £ 3.26
11.68 0.009*
restoration 41-50 years 281 1.98 £ 3.63
>50 years 89 0.87 +1.98
< 30 years 73 0.44£0.73
30-40 years 286 0.70 £1.05
Extraction 9.24 0.026*
41-50 years 281 0.62 £1.23
>50 years 89 0.60 £0.81
< 30 years 73 0.63x1.14
30-40 years 286 0.30 £0.86
Prosthetic need 305.67  <0.001*
41-50 years 281 1.34+1.86
>50 years 89 4.75 +1.46

SD- Standard deviation; All values are expressednaan+ SD; Statistical test applied:
Kruskal-Wallis test; Level of significance: p valge0.05* is considered statistically

significant.
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Table 14 Comparison of treatment needs among various tgpethe Community He
Workers

Treatment

+ - -
needs Types n Mean = SD H-value p- value
ANM 243 2.55+3.22
One surface
AWW 243 2.43 +3.38 1.11 0.574
filling
ASHA 243 2.46 £ 3.27
ANM 243 2.71 +3.68
Two or more
AWW 243 242 +3.31 0.44 0.803
surface filling
ASHA 243 2.51 +3.56
ANM 243 1.68 +3.18
Pulp careand 243 1.85 +3.27 2.84 0.241
restoration
ASHA 243 2.05 +3.47
ANM 243 0.58 £0.99
Extraction AWW 243 0.59+1.06 2.77 0.250
ASHA 243 0.71+1.16
ANM 243 1.61 +2.09
Prosthetic need AWW 243 1.01 +1.79 12.03 0.002*
ASHA 243 1.21 +1.99

ANM- Auxiliary Nurse Midwives; AWW-Anganwadi woskeASHA- Accredited Social
Health Activist; SD- Standard deviation; All valua® expressed as mearSD; Statistical

test applied: Kruskal- Wallis test; Level of sigréince: p value< 0.05* is considered
statistically significant.
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Table 15 Comparison of oral hygiene practices among variage group of the Community Health

Workers
Oral hygiene Age group 2 p-
practices <30years 30 -40 yearstl-50years > 50 years value

n (%) n (%) n (%) n (%)
Frequency of cleaning teeth
Once a day 35 (47.9%) 158 (55.2%) 148 (52.7%) 433.3%)
Twice or more 2.09 0.554
38 (52.1%) 128 (44.8%) 133 (47.3%) 46 (51.7%)
a day
Aid used to clean teeth

Toothbrush 71 (97.3%) 274 (95.8%) 264 (94.0%) 877.8%)

Chewstick/Cha 3.19 0.363
2.7%) 12 (4.2%) 17 (6.0%) 2 (2.2%)
rcoal
Use of toothpaste
Yes 69 (94.5%) 273 (95.5%) 269 (95.7%) 85 (95.5%8
.20 0.978
No 4 (55%) 13 (45%) 12 (4.3%) 4 (4.5%)
Use of toothpaste that contains fluoride
Yes 32 (43.8%) 104 (36.4%) 74 (26.3%) 23 (25.8%)
No 24 (32.9%) 92 (32.2%) 92 (32.7%) 26 (29.294)7.85 0.007*
Don'tknow 17 (23.3%) 90 (31.5%) 115 (40.9%) 40 .044)
Last dental visit
< 6 months 14 (19.2%) 41 (14.3%) 38 (135%) 9 @)1
6-12 months 15 (20.5%) 52 (18.2%) 47 (16.7%) 10 .2%)
More than 1
year butless 13 (17.8%) 41 (14.3%) 43 (153%) 9 (10.1%)
than 2 years
2 years or
14.81 0.465

more butless 12 (16.4%) 49 (17.1%) 47 (16.7%) 22 (24.7%)
than 5 years

5 years or
10 (13.7%) 64 (22.4%) 67 (23.8%) 21 (23.6%)
more

Never received
(12.3%) 39 (13.6%) 39 (13.9%) 18 (20.2%)
dental care

All values are expressed as frequency and percentigparentheses). Statistical tests applied:

Chi-square test; Level of significance: p-vatu8.05* is considered significant.
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Table 168 Comparison of oral hygiene practices among varigpes of the Community Health Workers

Oral hygiene CHW X2 value
practices ANM AWW ASHA P
n (%) n (%) n (%)
Frequency of cleaning teeth
Once a day 130 (53.5%) 121  (49.8%) 133 (54.7%)
Twice or 1.29 0.525
113 (46.5% 122 (50.2%) 110 (45.3%)
more a day
Aid used to clean teeth
Toothbrush 234 (96.3%) 235 (96.7%) 227 (93.4%)
Chewstick/Ch 3.62 0.164
ews 'CI arcoa 4 B7%) 8  (33%) 16  (6.6%)
Use of toothpaste
Yes 233 (95.9%) 230 (94.7%) 233 (95.9%) 057 0.752
No 10 (4.1%) 13 (5.3%) 10 (4.1%)
Use of toothpaste that contains fluoride
Yes 78 (32.1%) 80 (32.9%) 75  (30.9%)
No 77 (31.7%) 74 (30.5%) 83 (34.2%) 0.80 0.938
Don’t know 88 (36.2%) 89 (36.6%) 85  (35.0%)
Last dental visit
< 6 months 34 (14.0%) 34 (14.0%) 34 (14.0%)
6-12 months 36 (14.8%) 45 (18.5%) 43  (17.7%)
More than 1 year
but less than 2 35 (14.4%) 32 (13.2%) 39 (16.0%)
ears
Y 3.11 0.979
2 years or more
but less than 5 42 (17.3%) 43 (17.7%) 45 (18.5%)
years
5 years or more 58 (23.9%) 53 (21.8%) 51 (21.0%)
Never received
0, 0, 0
dental care 38 (15.6%) 36 (14.8%) 31 (12.8%)

ANM- Auxiliary Nurse Midwives; AWW-Anganwadi woskeASHA- Accredited Social Health Activist;

All values are expressed as frequency and percer(iagoarentheses). Statistical tests applied: &juare
test; Level of significance: p-valge0.05* is considered significant.
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Table 17 Comparison of tobacco chewing among various agegof the Community Health

Workers
Tobacco Age group 2
chewin 41-50 years X p- value
9 < 30 years 30-40years > 50 years
n (%) n (%) n (%) n o (%)

Never 71 (97.3%) 276 (96.5%)200 (71.2%) 18 20.2%
Seldom 2 (7% 4 (1.4%) 50 (17.8%) 11 12.4%

Several
times a 0 (0.0%) 6 (2.1%) 31 (11.0%) 18 20.2%

month

444. 0.001
<0. *
Once a 20
0 (0.0%) 0 (0.0%) 0 (0.0%) 30 33.7%
week
Several

timesa 0 (0.0%) 0 (0.0%) 0  (0.0%) 12 13.5%

week

Everyday 0 (0.0%) O (0.0%) O  (0.0%) O  0.0%

All values are expressed as frequency and percenfiagparentheses). Statistical tests applied:-Chi

square test; Level of significance: p-val®.05* is considered significant.
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Table 18 Comparison of tobacco chewing habit among variypss of the Community Health

Workers
Tobacco chewing Types )
_ X p- value
habit ANM AWW ASHA
n (%) n (%) n (%)
Never 175 (72.0%) 199 (81.9%) 191 (78.6%)
Seldom 30 (12.3%) 19 (7.8%) 18 (7.4%)
Several times a
21 (8.6%) 14 (5.8%) 20 (8.2%)
month
9.22 0.324
Once a week 12 (4.9%) 9 (3.7%) 9 (3.7%)
Several times a
5 (2.1%) 2 (0.8%) 5 (2.1%)
week
Everyday 0 (0.0%) 0 (0.0%) 0 (0.0%)

ANM- Auxiliary Nurse Midwives; AWW-Anganwadi woskeASHA- Accredited Social Health

Activist; All values are expressed as frequency pertentage (in parentheses). Statistical tests

applied: Chi-square test; Level of significancevgdue< 0.05* is considered significant.
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Table 19 Frequency distribution of sugar intake amongQeenmunity Health Workers

Several

Several

Food . Once a . Several
containing Seldom/ times times E(;/ery times a pI
sugar never week ay day value
a month a week
. 126 122 132 233 116 L <0.001
Freshfruit 17300  (16.79%) (18.1%) (32.0%) @5.0%) ©(©@-0%)
Biscuits,
cakes, 143 120 233 229 . o <0.001
cream  (19.6%) (16.5%) (32.0%) (31.4%) <(0-5%) 0(0.0%)
cakes
Sweet pies, 130 251 219 129 0 ony <0.001
buns  (17.8%) (34.4%) (30.0%) (17.79) ©°(0:0%) 0(0.0%)
Jam or 121 244 185 179 0 ony <0.001
honey  (16.6%) (33.5%) (25.4%) (24.6%) ©°(0:0%) 0(0.0%)
Chewing
gum 373 337 17 o o o <0.001
containing  (51.2%)  (46.2%) (2.3%) 2 (0-3%) 0(0.0%) 0(0.0%) -,
sugar
Sweets/can 162 169 182 208 0 o <0.001
dy (22.2%) (23.2%) (25.0%) (28.5%) ° (1% 0(0.0%)
Lemonade,
CocaCola 113 119 117 373 . o <0.001
orother  (15.5%) (16.3%) (16.0%) (51.20%) ' (10%) 0(0.0%) =
soft drinks
Teawith 128(17.6 111 119 120 113 138 (o
sugar %) (15.2%) (16.3%) (16.5%) (15.5%) (18.9%) '
Coffee with 140 125 102 128 119 115 oo
sugar  (19.2%) (17.1%) (14.0%) (17.6%) (16.3%) (15.8%) -

All values are expressed as frequency and percer(fagparentheses). Statistical tests applied:

Chi-square test; Level of significance: p-vatu®.05* is considered significant.
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Table 20 Correlation of tobacco chewing with caries expece, periodontal status

and oral mucosal lesions of the Community Healthrk&'is

Spearman correlation

Variables o Tobacco chewing habit
coefficient
rho 0.410
DMFT
p-value <0.001*
rho 0.234
PPD
p-value <0.001*
rho 0.401
LOA
p-value <0.001*
Oral mucosal rho 0.366
lesions p-value <0.001*

DMFT- Decayed Missing Filled teeth; PPD- Periodontalcket depth; LOA- Loss
of Attachment; Statistical test applied: Spearmarraation coefficient; p-value

0.05* is considered statistically significant.
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Table 21 Correlation of oral hygiene habits with cariepesence and periodontal status

of the Community Health Workers

Spearman correlation

Variables Oral hygiene habits
coefficient

rho -0.019

DMFT
p-value 0.616
rho -0.093

PPD
p-value 0.012*
rho -0.056

LOA
p-value 0.129

DMFT- Decayed Missing Filled teeth; PPD- PerioddnRocket Depth; LOA- Loss of
Attachment; Statistical test applied: Spearman elation coefficient; p-value 0.05* is

considered statistically significant.
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Figure 1: Distribution of the Community Health Workers bdsm various age

groups

Distribution of the Community Health Workers based on
various age groups
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Figure 2. Comparison of DMFT scores among various age gafipe Community

Health Workers
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Figure 3: Comparison of DMFT scores among various types ah@anity Health

Workers

Comparison of DMFT scores among various types of
Community Health Workers
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Figure 4: Comparison of caries prevalence among variousodesphic groups of the

Community Health Workers
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Results

5: Comparison of Bleeding on Probing among varioasdgraphic groups of

the Community Health Workers

Comparison of Bleeding on Probing among various demographic
groups of the Community Health Workers
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Figure 6: Comparison of Periodontal Pocket Depth amongouardemographic
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Figure 7: Comparison of Loss of Attachment among variousaigraphic groups of

Percentage (%)
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Figure 8: Comparison of partial denture among various denpigcagroups of the
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Figure 9: Comparison of dental trauma among various denpbgcagroups of the
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Figure 10. Comparison of dental fluorosis among various dgmaphic groups of the
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Figure 11 Prevalence of oral mucosal lesions and its locaimong the Community

Health Workers

Prevalence of oral mucosal lesions and its location among the
Community Health Workers
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Figure 12 Comparison of number of teeth with treatment sesadong various age

group of the Community Health Workers

Comparison of number of teeth with treatment needs among
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Figure 13: Comparison of number of teeth with treatment needs among various types of

Community Health Workers

Comparison of number of teeth with treatment needs among varicu
types of Community Health Workers
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Figure 14: Oral hygiene habits

Oral hygiene habits among

Results
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Figure 15: Frequency of tobacco chewing habits among the CamtynHealth

Workers

Frequency of tobacco chewing habit among the Community
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DISCUSSION

The present study was conducted among the CHW tdgBei district to
evaluate their oral health status and treatmentsie€his population who lives
among people in the community act as an interadi@iween healthcare system and
the community. They help in creating awareness emtad health and its link with
overall health>® Assessing the dental status of this study pomratill help the
stake holders and the policy makers to understéwed vbids existing between

community and oral health services especially antbagural areas.

Study population

The current study comprised of ANM, AWW and ASHA nkiog in the
PHCs, CHCs and Anganwadi centres in Belagavi distAnganwadi Workers are
part of ICDS programme introduced in the year 187%hey are voluntary Workers
deployed in various healthcare services like padraaid postnatal care for pregnant
women, immunization of infants and proper nutritammd growth of childrert® On
the other hand, ASHA were disseminated with NRHMtle year 2005. On
integration with Ayushman Bharat Programme in 20ft&y are mandated in
various domains like reproductive, maternal, Infatild and adolescent health as
well as communicable and non-communicable dised38$e cadre of ANM was
initially launched in 1950 for maternal and childafth however their role has been
further extended to immunisation, family planningtional health programmes and
chronic diseases”® Deploying these CHW for oral health services canaln
effective strategy for combining dental health apdmary health care®
Understanding their indispensability in the comntynir29 CHW (243 in each

group) in Belagavi district were recruited.
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Gender

The study revealed female predominance which imgvo the assumption
that usually females are recruited as CHW. As nobshe tasks assigned to CHW
such as reproductive, maternal and infant cardcamessed towards women, females
are usually preferred by women in the commurityA qualitative research by Alcock
et. al. suggested female workers can relate tigenatiand socials norms of women
well and establish a friendly wrap out with thenerdby effectively educate and
deliver the necessary health servicgsAlso, governmental initiatives of recruiting
females as CHW can be perceived as an effort tooampwomen in the community
who volunteer to serve the community This female predominance observed in the

current study was observed in similar stucdi&&®
Age

Participants were in a wide range of age (23- E8s)ewhich is in accordance
with the service period of Community Health Workers19-25 years to 60 which is
the retirement age. To figure out the age-relatéterdnces in oral health, the
participants have been classified into various g@eips. Our current study revealed
majority of participants belong to 30-50 yearsagk which is consistent to studies

conducted by Khoisnam et &, Shwetha et af® and Aggnur et af*
Oral hygiene practices

It was observed that more than half of the parictp brush only once a day
representing a deviation from the recommended byaiene practice. This is in
alignment with Khoisnam et. af* and Pankaj et. aP’ but contradicts with other
studies in which majority of the participants breshwice a day'*>?**° Toothbrush

and toothpaste was utilized by more than 90% ofptimticipants while awareness of
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using fluoridated tooth paste was observed amongo 3# the participants.
Comparable findings were observed among the simtladies conducted in various

regions of the country®2141:56:57

Considering the last dental visit of the study ipgrants, 31% of them
received dental treatment within a year which is)parable to that of Shwetha et. al.
6 and Aggnur et. af* 14.4 % of the CHW have not been to dentist wihsctesser
than that of similar studie$>****"This can be associated with analogous studies
conducted to evaluate the usage of dental serbig€®HW suggesting only a meagre
fraction of the participants utilized dental seesc?**® Anxiety, affordability, non-
availability of time and dental offices in localeas and previous bad experiences
were the various reasons quoted by the Communisjith&Vorkers for not utilizing
dental services’! These findings insist upon the critical need far tmplementation
of strategies aimed at enhancing the accessilufitgental treatment, particularly in

remote areas of the country.
Frequency of sugar intake among the Community Health Workers

The current study revealed an alarming patternugas consumption in the
form of fruits, juices and confectionaries among #tudy participants which was
contradictory to the findings of similar studies er the participants believed that
eating sweets can be a causative agent for deariascand hence should be avoided.
2456 Also, it can be noted that the participants of therent study frequently
consumed tea and coffee with sugar which could l®rdributing factor for the
increased tooth decay. This is consistent with dvai Family Health Survey-4
(NFHS-4) suggesting that sugar sweetened beveragas contribute to non-

communicable diseases like dental cafiéShese insights reaffirm the importance of
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creating awareness among the Community Health Werkieout negative effects of

eating sugar.
Caries status among the Community Health Workers

A high caries prevalence of 86.1% was reported. Wage group of the study
participants was considered, a notable differendth Wighest caries prevalence
among the older group was seen. This can be caat#zbwith Brading et af® and
Bernabe et af’ which concluded that dental caries increases agéh This could be
due to neglect of the disease at an early stagehweads to its progression over
time. On the other hand, various types of commuhgglth workers showed alike
findings. The caries prevalence reported in theeeurstudy is in accordance with the
findings of Khoisnam et.al?* Chaturvedi et. al.>” Shwetha et. al.?® but higher

compared to that of Sajjanshetty et*alind lower than that of Aggnur et .

Taking account of caries experience, DMFT scor¢hi present study was
10.58 + 4.68 which is larger than that of Sajjaishet. al.** and Aggnur et. af*
Considering the DT component, there was neithamifstgnt difference among the
various age group nor types of community health M suggesting the carious
teeth left untreated was high. Missing teeth wasnsmore in older group. With
advancing age, long-standing dental caries oftegrpss to root stumps or severely
decayed teeth, which are eventually extracted fiftuenoral cavity. Restorations were
found to be meagre among all the age groups andstyd community health
Workers. This can be justified by the finding tHat.4% of the study participants
never visited a dentist. Few studies conducted gniba same population reported
only a small portion of Community Health Workersipéd dental service$™*° Also,

another study reported that FT score can be pekitnorrelated with the knowledge
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of the individuals suggesting that it could be I8WThese finding asserts the need for

interventions inclusive of Community Health Worker preventive aspects.
Periodontal status

The BOP, PPD and LOA was 66.1%, 19.6% and 47.9%henpopulation
respectively. Comparison among various age grouptgme of Community Health
Workers revealed similar trend as dental carie$ witreased prevalence of BOP,
PPD and LOA with increasing age and no differenceorag various types of
Community Health Workers. This divergence is analmsy to dental caries
contributing to the oral disease burden. Variousdis could be accounted upon this
disparity such as oral hygiene practices, dietapbits and other systematic
conditions. The above mentioned findings align vitibisnam et al** and Shwetha

|.46

et al.*® but vary from that of Sajjanshetty et &l.

Partial denture among the Community Health Workers

The current study reported a small proportion aftipipants (4.8%) with
partial denture among the study participants. Agaug wise distribution of partial
denture revealed the highest (15.7%) among ther ddde group which can be
explained by its increased caries and periodonis¢ades. However, the overall
prevalence of partial denture is scarce companntpeé MT component of the study
participants pointing towards of non-usage of dentae and ignorance among

Community health Workerg>#®

Dental trauma among the Community Health Workers

The present study reported 2.9% of dental trauntia tive highest among 30 —

40 years of age. However, no variation was notetiénvarious types of Community
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Health Workers. The dental trauma in the populat®tow which is similar to the
observations of Ramachandran et.%8Ireporting less proportion of dental trauma

among females.
Dental fluorosis among the Community Health Workers

The dental fluorosis among the CHW found to be %@ W®&hich is lesser
compared to a similar study conducted among aduléorth Karnataka® However,
no notable variations was observed among various @@ups and types of

Community Health Workers.
Tobacco chewing among the Community Health Workers

A small portion presented with the habit of tobacbewing (13.3%) with the
age group > 50 years showing comparatively highevglence. This can be well-
explained by the findings of similar studies whicbncluded Community Health
Workers were well-aware of harmful effects of tobmconsumption. However, there
was discrepancy in efforts taken by them in edagathe community about the ill
effects of tobacca®’*°314849Athough, the tobacco chewing habit is minimalisit
still more than Sajjanshetty et &t. These findings affirm the need for interventions

involving CHW in creating awareness among people.
Oral mucosal lesons among the community health Workers

Less number of lesions were found among CHW wilditikeely more in older
group. Increased tobacco chewing habit among time sage group could be a reason
for it. Among the various lesions, abscess wa®esl majorly followed by minor
aphthous ulcer and leukoplakia. The prevalencewfdplakia was found to be 0.5%

which is consistent with the Shwetha et.“dILow prevalence of lesions relates to
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high awareness of the CHW about oral mucosabtes?’?® Considering the

location, majority were observed among Alveolagédr gingiva followed by buccal
mucosa, vermilion border and sulci. These findihgghlight that these Workers can
be deployed in educational activities for the prexm of oral cancer among the

community.
Treatment needs of the Community Health Workers

Teeth requiring one surface filling and two suédiling was higher when
compared to that of pulp care, extraction and peigt needs. This implies that
intervention at this stage can prevent further prsg of the cavity thereby preventing
disability. Highest prosthetic needs were obseadng > 50 years owing to more
diseased status in the same age group resultingsising of teeth. Teeth requiring
extraction and pulpal therapy was observed to gadniamong 30-40 years which
contradicts with Aggnur et af* However, various types of the CHW showed similar
trend except prosthetic needs pointing towards tom-utilisation of dental

service?l#®

Referrals

Study participants were provided with a referratdcfor treatment in KLE
Vishwanath Katti institute of dental sciences erdatellite centres located in various
regions of Belagavi district. This initiative withotivate the study participants to
report to dentist and get the appropriate treatngemie. Participants with abscess
were prescribed oral antibiotics and pain killeaslvised to report to the dental
hospital immediately for further treatment. On titeer hand, participants with oral
mucosal lesions were referred to KLE hospital fooper diagnosis and early

intervention.
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Oral health education, oral hygiene kits and raterards with which they can
avail a concession of 20% for dental treatment vpeozided to the study participants
as an ethical obligation. They were demonstratedptioper brushing technique, five
golden rules for oral health and also counsellemltithe ill effects of tobacco. These

activities were aimed at educating these Commuihéglth Workers on dental health.

Strengths and Limitations

A comprehensive picture on the dental health ofACttas provided being a
strength of the study. Detailed findings on thain@l treatment requirements will act
as a foundation for framing programmes inclusive tbis population by the
stakeholders. The study involved a sufficienthganumber of CHW which bolsters
the credibility of the results. Furthermore, uglion of standardized tools like WHO
Oral health proforma increases the validity of tirings. However, the present
study being cross-sectional design has its innaigations. It lacks the ability of
establishing temporal association between oraladise and its contributing factors.
Although associations were observed between thahlas, causal inferences could
not be drawn. The lack of follow-up in the currestudy hindered the periodic
evaluation for the participants who were given tatmacounselling. This limitation
implies the need for conducting longitudinal stsdi@among Community Health
Workers. Furthermore, the restriction of study dapan within a narrow geographic
scope limited to one district might not address ¢héural and social divergences
between various regions of the country hinderirggdkneralisability of the findings.
Also, usage of questionnaire for evaluating orajige and deleterious habits might
bring in response bias and social desirability masacting reliability and validity of

the findings. Also, lack of follow up in the presestudy
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FUTURE RECOMMENDATIONS

The recommendations are to heighten the oral héaltlwwledge and status.
This can be implemented by conducting oral heditck-ups for early detection and
comprehensive treatment for Community Health Wakararious aspects linked
with non-usage of dental treatment should be ifledti addressed by making it

accessible even in the remote areas of the country.

Training progranms for these on dental health shdug taken up, its
association with overall health, proper hygienecpecas, toothbrushing techniques
and tobacco counselling. They are the mediatonwdsst the community and health
infrastructure. By motivating them to propagate gjaental health, a positive impact
can be inflicted in the community. As these Workkve in the same community,
they can understand the cultural and regional dities prevailing in the community
well and deliver the oral health services prompHgpecially, communities where
misconceptions persist about oral health and tabasage, deployment of these

Workers would be very well-suited for creating agregss among the population.

From research perspective, conducting longitudiredearches should be
conducted to establish temporal association of bealth outcomes with various
causative factors. Interventional studies can bam#d involving Community health
Workers targeting population such as school childraral population and mothers to
improve their oral health. Also, their functionglifor finding mucosal lesions in

initial stage and tobacco cessation programme®eassessed.
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CONCLUSION

This research aimed to evaluate the oral healtfusstand treatment needs of 729

CHW in Belagavi district. Key findings were as talls:

* Majority belong to 30 — 50 years and all were fezsal

» Tooth decay was seen majorly in the population.

* Lesser proportion had filled teeth and underwergdstbretic rehabilitation
underscoring the non-usage of facilities.

« BOP was majorly found while periodontal pocket thegind LOA was
comparatively less.

» Dental trauma, dental fluorosis and oral mucosables were less.

» Suboptimal level of tooth brushing and visit to tignwere found.

* Frequency of sugar consumption was found to be wigh tea and coffee
with sugar being the most common.

» Tobacco chewing was observed in lesser proportfahen study participants
and found to be associated with dental outcomes.

» Participants requiring one surface or multiple acef filling was found to be
more than that of extraction, pulpal therapy andsfiretic rehabilitation
except in the elders where prosthetic need was.more

* Comparing oral health status between the diffetgpes of Community
Health Workers showed no statistically significatifference except for
gingival recession which was highest among the ANBAmparing the
treatment needs, a statistical difference was tedarnly in prosthetic needs.
Oral hygiene and deleterious habits between difte@ommunity Health

Workers were approximately same.
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* These findings highlight that programme focussimghealth education and
comprehensive dental treatment including preversivategies for the study

population who play an essential role in the comitgun
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Date:
From.

REG. NO: IL0222002

Froressor and Head,

Department Of Public Health Dentistry,
KLE VX Institute of Dental Sciences,
Belagavi- 590010

Kamataka.
To,
The Deputy Director,
Department of Women and Child Development,
Belagavi
Karnataka.
(Through Proper Channel)

Sub: Permission for conducting study

Respected Sir,

This is to kindly bring to your notice that REG. NO: 1L022200z  itgraduate student
from Department of Public Health Dentistry, KLE VKIDS, Belagavi would like to conduct a study
entitled “Assessment of Oral health status and Treatment Needs of Community Health Workers of
Belagavi District: A Cross-Sectional Study” among Anganwadi workers of Belagavi district. The study
comprises of assessment of their oral health status, distribution of questionnaire and collection of oral
health data. Kindly Provide Permission For the same.

Thanking You.

— \

%/;H QJ 1{1'}/ » L P P“/M\/% -

/ > =
Professor & Head
Dy

e|mr|||mllp(:[ll."u_llli‘: l.hl'(:’llgllﬂl))‘cn(n(r) /‘_b Q_e/\‘&»":lt ‘*’&M'-— _g WM .
Oapt of Publ th Dens U
®K1LE VK Igatihon st 3l S
Nebry Nogar 7 algaam. % ) B o
- [ ]
o, A 8
<%§ |
Professor and Head . U "N
Department of Public Health Dentistry S
KLE VKIDS =4 =
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ANNEXURE V- CONSENT FORM

KAHER’'S KLE V.K. INSTITUTE OF DENTAL SCIENCES
DEPARTMENT OF PUBLIC HEALTH DENTISTRY
Date:

I, REG. NO: 1L0222002 asking for your volunteered participation in my dstu
entitled“Assessment of Oral Health Status and Treatment Neks of Community
Health Workers of Belagavi District: A Cross-Sectimal Study” The maximum
time required for oral examination will not be mdhan 20 minutes and questions
will be asked about your personal and oral hygiealeits. Your confidentiality will

be maintained. If you have any questions aboutstinigey, feel free to contact.

Primary Investigator: REG. NO: [L0222002 (Dental postgraduate student),

KAHER'’S KLE V.K. Institute of Dental Sciences, Bgkvi.

Voluntary Participation: Participation in the study is completely voluntakyyou
decide not to participate, there will be no negatbonsequences. Kindly be aware
that if you decide to participate, you may stoptipgrating at any given point of time,

and you may decide not to answer any specific gurest

By signing this form, | am attesting that | havadeand understood the information

above and | freely give my consent/assent.

Witness:

(Signature) (Signature)
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ANNEXURE V-WHO ORAL HEALTH ASSESSMENT FORM 1997

WHO ORAL HEALTH ASSESSMENT FORM (1997)

Country
Leave thank Yoo Month _Day IdentAcanon number Examing Ongnsidupicate
" [ o mmm m[, ﬂum ol L[ Jua % (16)

GENERAL INFORMATION

OTHER DATA (specty and provide codes)

Cew

EXTRA ORAL EXAMNATION

0 = Nomm exirg- ol sppeseance

1 = Ukcerabon, sores, erosions, fissures
(Pead, nece. limbs)

2 = Ukeradon, sores, erosions, fsoures
(rose, Chesks, chn)

3 = Ukeration, sores, eromons, Ssures
(Commissures)

4 = Ukeraton, sores, erosions, A5sures
[vermilon border)

5 = Cancrum ors

6 « Abeormaibes of upper and lower s
7 » Enlarged lymph nodes (read, neck)
8 « Other swelings of face and jaws

9 = Not recorded

0= No
1= Yos

Dml Dvm

Name
Your  Monin
=TT mM ~
Date of trth ) I Qccupation e Loy
e
Age 1 years m.L_[_]w‘ Geographical locabon (4 _“jlﬂl CONTRAINDICATION
TO EXAMINATION
SeaMa1LFe ) Dlnl Location type: [:nm Reason DOI)
U 1 = Urban

Erec growp 124 2 « Penurban 0= No

3~ Rl 1« Yes
CLINICAL ASSESSMENT

TEMPOROMANDIBULAR JOINT ASSESSMENT

SYMPTOMS

9 = Not recorded

SIGNS

0«No Ciciing jl‘-\ll

1= Yes Tondermess S

0 « Not recorded  {on palpaticn) LJm)
Reduced jew mobiity

DI!I

{« 30 mm ceening)

ORAL MUCOSA

CONDITION

0 = No abrormy condnon

1 = Mabgnant sumowr (oral cancer)
= Leukopiakia

= Lchen planus

= ACule NECrONZNg gINgVis

- Canawdasis

= Abscess

= Other conaiton (speoly i posutie)
= Not recorded

CONOOEWN

= Ukerason (aphthous, herpedc, Yaumsic)

muD [_Jua.
oum Dml
o] e

LOCATION

= Vermion border
= Commissures
= Lips

= Sulci

= Buccal mucasa

« Floor of mouth

= Tongue

« Mard andior soft palste
= Aheolar ndges\gngiva
= Not recorded

CONPARLN -

ENAMEL OPACITIESHYPOPLASIA

DENTAL FLUOROSIS

partialy wsble)

4%z Pocket 6 mun or more (Black bang on
probe not wable)

X = Exchamd sextant

9 = Not recorded

* Not recorded under 15 yoars of age

P 2 300 M3 2 RN
T

0 « Norms “s| L I I [ I J S0 0 = Normal
1 = Demarcatec cpacity | 1 = Questionable [:] )
2 « Diuze opacty an Ll 2 = Very mid 59
3 = Hypoplasia “° » 3« Mg
4 « Omer delects 4 = Moderate
5 = Demarcaid and diffuse opacties 5 « Severs
6 « Demarcated opacity and hypoptasa 8 = Excluded
7 = Dif\se apacity and hypoplasia 9 « Not recorded
8 « Al three condnons
9 = Not recorded
COMMUNITY PERIODONTAL INDEX (CPY) LOSS OF ATTACHMENT*

1016 11 %27 0- 03 106 11 2877
0 = Healthy = mm T~
1 = Bleedng 1540 156) 1 =« 4-5 on (Comenioenamel uncion (CEJ) (2 L]
2 « Cakulus o within tlack band)

57 )

3= Pocket 4-5 mm (black band cn probe g 2 « 6-8 mm (CEJ between upper imi of TR

black band and 8.5.-mm ring)
3 « 8-11 mm (CEJ between 8 S-mm and 11.5-mm fngs)
4 = 12 mon or more (CEJ beyond 11.5.mm ing)
X = Exchudod sextant
9 = Not recorded

*NOL recorded under 15 years of age
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DENTITION STATUS AND TREATMENT NEED

Annexures

dernfcation number
3
]

Primary  Parmanent
oo e
Crown  Crown/Root  STATUS TREATMENT
A 0 0 Sound 0 = None
WK NRN R EM®
WO 161 14 T2 N N R DM 8 11 Decayss P = Praveniive, caries-
117 Y T T “F T c 2 2 Filed, with decay arresang care
Crown (%) ! ! ®1 D 3 3 Filed,nodecay  F = Fissure sealant
{ { [ | + - Miszing, as a result 1 « One suriace Aling
o |
Rost - $ o of canes 2 = Two or more surlace
Traawment  (98) I 1 - A J my - 8§ —  Msaung, any other ings
19as0N 3 = Crown or any reason
F 6 - Fissure seatant 4 = Veneer or laminate
G 7 7 Bridge abutment, S = Pup came and
© MmN TS specisl crown or restoraton
@ A7 6 45 o4 &3 42 &1 N VW P M B B YW vengerimplant 6 = Exvacion
T T - ] [} Unerupted tooth, 7 = Neeod for other care
Crown  (134) | 4 2N (Cromn)uneposed (specty)
" root 8 « Noed for other care
! 145
Aot (130) i : i T T = Trauma (fracture) (specty}
Treaiment (146) 1 (161) - 9 9 Not recorsed 9 = Not recorded
PROSTHETIC STATUS Lower PROSTHETIC NEED Uppar Lowse
u"ﬁ:l -
e 1y (64 6%

0 = No prosthess

I=-

2 = Mors than one bedgs
3 « Parsal centure

4 = Both bridge(s) and partel derure(s)

5 = Ful romovable dondure
8 « Not recorded

0 = No prosthesis needed
1 = Neod for cne-unit prosthesis
2 = Nead lor muli-unit prosthess

9 = Not recorded

3 = Need for a combinaton of one: andlor multunit prostheses
4 = Nead kor full prosthesis (replacement of ail teeth)

DENTITION
O

SPACE

[ Joem

Crowdng in the
NSy SEOTHANE

0 = No cromdng

1 = One segment crowded
2 « Two sagments crowded

OCCLUSION
(1%
Antenor maxiiary

DENTOFACIAL ANOMALIES

[ oem
Spacng n Te
nosal sepMents.

0 = No spaang

1 = Oné segment spaced
2 = Two segments spaced

Dl‘-‘ll

Ardee o mandtular

Missing rCmor, CAnng and premolar teoth—maxiany and manditelar—<anier numMbar of e

Com

Largest antence
maxilary wreguianty
in mm

:]l-»‘m

Disstems in mm

[:]llhl

Veortcal antenor

Dllm

ANMGIo-postenor

lurn
Largast antanor
mandtuar irregJanty
nmm

ovenet in mm ovenet in mm Cpenbag in mm malar relston

0 = Norma

1 = Hall cusp

2 = Full cutp
NEED FOR IMMEDIATE CARE AND REFERRAL
Ufe-Svesionng condition "wn 0 = Ansent Referral DIBO(

1 = Present 0 = No
Pain or nfecton LU!- 9 = Not recorced 1« Yes
9 = Not recorded

Cther condition (spacity) D_ny,

NOTES
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ANNEXURES VI- WHO ORAL HEALTH QUESTIONNAIRE
FOR ADULTS 2013

. How often do you clean your teeth?

Never.
Once a month .
2-3 times a month.
Once a week....
26 tiMeS 8 WEEK...cuueeuieiiiniiieiieiieiiceieie e cen s e e s e e e e O
Once a day... O
Twice or more a day

NO WV WN -

8. Do you use any of the following to clean your teeth?
(Read each item)
Yes
1
Toothbrush.......cccoiiiiiiiiiiii e, D
Wooden toothpicks
Plastic toothpicks? ...
Thread (dental floss) .
Charcoal ......
Chewstick/miswak
Other ...
Please specify

jan z

0

9. Yes No
a) Do you use toothpaste to clean your teeth O 0O2
No
b) Do you use a toothpaste that contains fluoride? 1 Oz
Dot KBoW: «.suseessss Oo

10. How long is it since you last saw a dentist?
Less than 6 Mmonths ........euiiiiiiiiiiice e
6-12 months ...
More than 1 year but less thai
ars or more but less than

5 rs or more
Never received dental

11. What was the reason of your last visit to the dentist?

Consultation/advise 1
Pain or trouble with teeth, gumn 2
Treatment/ follow-up treatment 3
Routine check-up/treatment.... 4
Don’t know/don’t remember...........ieieiiiiiiiiiiee e aos
77BN
i )
\ns
World Health . .
Organization Oral Health Questionnaire for Adults
Identification number Sex Location
Male Female Urban Periurban Rural
1 1T
1 4 1 2 1 2 ]

2. How old are you toda;

(Years)

3. How many natural teeth do you have?
No natural teeth
1-9 teeth
10-19 teeth
20 teeth OF MOTC....uuuiiiiiiiiriiiieisisisrrssrsaraeeaeeesese s sssssasassasaneans o

WN -0

4. During the past 12 months, did your teeth or mouth cause any
pain or discomfort?

Don’t know

No answer..

CON -

5. Do you have any removable dentures?

A partial denture?..
A full upper dentur
A full lower denture? ..........cccceeveieeirieeniiniiinsnnnnnneanan. O o

How would you describe the state of your teeth and gums? Is
average”, “poor”, or

it “excellent”,
“very poor”?

very good”, “good”,

Teeth Gums
Hxtellent: .csnsnmsisenssmasssmnanssmusissamsssassasssss 01 01
Very good 2 o2
Good .. 3 O3
Average 4 4
Poor.... os Os
Very poor Oe6 06
101, g 4 7L ————————rem e pp— | 09
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12.

Because of the state of your teeth or mouth, how often have
you experienced any of the following problems during the past
12 months?

Very  Fairly Some- Don’t
often often times No know
4 3 2 1 0

(a) Difficulty in biting foods ........... 0 0 O 0 O
(b) Difficulty chewing foods............ O 0 O 0 O
(c) Difficulty with speech/trouble

Pronouncing Words................ O 0 O 0 O
() Deyimonth. c..ucossassssssmssssinss O O o 0 0O
(e) Felt embarrassed due to

appearance of teeth................ 0 0 O 0 O
(f) Felt tense because of

problems with teeth

OF MOUth ..o O 0 O 0 O
(g) Have avoided smiling

because of teeth........ccuurnrvune O 0 O 0 O
(h) Had sleep that is often

interruptet g O 0 O 0 O
(i) Have taken days off work........... O O o 0 0
(j) Difficulty doing usual activities.. (] 0 O 0 O
(k) Felt less tolerant of spouse

or people who are close

LCUJ5 1L RN O O o o0 0
(1) Have reduced participation

in social activitieS......o..vvnvens O O o 0 0

Lemonade, Coca Cola

orother soft drinks.. 0 0O O 0 0 0
Tea with sugar ............ O 0 O 0 0 0
Coffee with sugar........ o 0O O O ] 0

(Insert country-specific items)

14. How often do you use any of the following types of tobacco?
(Read each item)

Several Several
Every times Once times
day  aweek aweek amonth Seldom Never
5 1

o o o o
I o o o
o o o
o o o o

OoOooooo

Please specify

. How often do you eat or drink any of the following foods, even

in small quantities?

(Read each item)
Several Several Several
times Every times Once times  Seldom
aday day aweek aweek amonth /never

6 5 4 3 2 1
Fresh fruit.......c.ccoovue O O O 0O O 0
Biscuits, cakes,
cream cakes...... O O O O O
Sweet pies, buns.......... ] O O O ]
Jam or honey .............. O O O 0 0
Chewing gum
containing sugar ... 0 [0 O O O O
Sweets/candy.............. o O 0 O O O

[

. During the past 30 days, on the days you drank alcohol, how
many drinks did you usually drink per day?

5 or more drinks
Did not drink alcohol during the past 30 days.........ccoouuvnnnns 09

>

. What level of education have you completed?

NG FOTIRAl EONOOBG voscssissosssssssssssistsssasssassinassssssssnssssusssssusss
Less than primary school
Primary school completed..
Secondary school completed
High school completed

College/university completed....
Postgraduate degree ......
(Insert country-specific categories)

That completes our questionnaire
Thank you very much for your cooperation!

Year ~ Month Day  Interviewer  District Country
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