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ABSTRACT

The aim of this cross sectional study was to determine the prevalence of caries among school
children age 6-14 years in Gadap Town, Karachi in relation to the level of knowledge of their parents
to the oral health. Total sample size was 265 children from both sexes. Self-administered questionnaire
and oral examination was carried out by a single operator. There were 135 boys and 130 girls. The
prevalence of dental caries was 71.7%. The mean DMFT score was 2.22 ± 2.19. The mean DMFT score
for male was 2.17 ± 2.08 whereas the mean DMFT score for female was 2.27± 2.30. Mean DMFT scores
recorded for children of parents having poor, satisfactory and good knowledge of oral health was 4.07
± 2.17, 1.56 ± 1.6 and 0.88 ± 1.53 respectively. Association between Mean DMFT scores and parents
knowledge grades was analyzed using Chi-Square test, the results were significant with p- value =
0.000 at 95% CI that is < 0.05.
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INTRODUCTION

Dental caries is a disease of calcified tissues of the
teeth characterized by episodes of demineralization
and remineralization over a period of time. Dental
caries is a potentially preventable infectious disease
that, when untreated can cause significant morbidity
requiring costly treatment.1 Children are the most
valuable asset for any community, and it is very
important that they possess optimum body health
including oral and dental health. Caries is the most
common chronic childhood disease to affect mankind.
It is five times more common than asthma and seven
times more common than hay fever.1,2 In Karachi,
prevalence of dental caries in children was found to be
22%.22

Parents are considered as a valuable resource in
developing optimal health in their children.1 The oral

health behavior patterns are shaped early in life,
which when formed have proven to be beneficial.1,3 The
lack of hygiene measures and domestic dental neglect
accounts for the etiological factor causing caries.2 Oral
health-related knowledge of children and their par-
ents seems to be associated with children’s oral health-
related behavior.2 More than 40% of children have
tooth decay by the time they reach kindergarten.3

Infants coming from low socioeconomic background,
with parents having low education level, and who also
consume sugary foods are 32 times more likely to have
caries at the age of 3 years than children in whom those
risk factors are not present.6 WHO has recognized the
value of schools as a setting and endorsed a wider
approach to prevention by introducing concept of health
promoting schools.7

Since the 1970s, a dramatic decrease in the preva-
lence of dental caries has occurred in developed coun-
tries.8 In many developing countries caries prevalence
has been found to be significantly high ranging from 72
to 90 percent.9 The high prevalence of caries in devel-
oping countries can be related to poor oral hygiene
practices, improper dietary habits, as well as poor
dental awareness and lack of dental knowledge amongst
those children.10 Additional factors such as late first
dental visits for routine check-ups and late implemen-
tation of oral hygiene habits may also be responsible
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for the high caries prevalence.11 It is also evident that
parents transfer oral healthcare habits to their chil-
dren. It is very important that parents should learn the
preventive oral habits early which later can be trans-
ferred to their children, in order to have beneficial
effect on their dental health.7 The dental profession
and its commercial affiliates play primary roles in
educating parents and help parents to understand the
value of early dental care at home.12 Educational
messages must be easy to understand and relevant.
Materials to communicate oral health information in
writing should be created to maximize readability and
comprehension and in full recognition that many adults,
including parents, have limited literacy skills.13 Ameri-
can Academy of Pediatric Dentistry (AAPD) recom-
mends that children should visit a dentist for an oral
health risk assessment within one year of birth.14

The objective of the study was to determine the
prevalence of dental caries in children aged 6-14 years
in private and public schools and also to evaluate the
level of knowledge of their parents in relation with
caries prevalence.

METHODOLOGY

It was a cross sectional study carried out in school
going children between the ages of 6-14 years in Gadap
Town. Two hundred and sixty five children of both
sexes were selected from two schools randomly, 135
children from private school and 130 children from
public school. The exclusion criteria included, handi-
capped children, children having congenital dental
disorders, children below the age of 6 and above the
age of 14 years. Written consent had been taken by the
parents through the respective schools. Clinical ex-
amination of children had been performed in school by
single operator using a mirror, a probe, a portable light
and cotton pellets for isolation, to reveal the presence
or absence of dental caries, missing (extracted or
congenital) and filled teeth. Caries had been detected
according to the WHO criteria as DMFT Index (de-
cayed, missing, and filled teeth).

A 10 item questionnaire had been designed to
record the level of awareness of parents about oral
health in the informed parents’ teacher meeting. The
questionnaire was given to the parents to fill. The
questionnaire had been translated in Urdu for conve-
nience. The illiterates were asked questions verbally
and the response recorded in the questionnaire by the
operator. Demographic information and educational
level was recorded in the same questionnaire. Parent’s
knowledge was graded on a 3-point scale (Good, Satis-
factory, and Poor). Each correct answer was graded as
1 point (Poor: 0 -3, Satisfactory: 4- 6, Good: 7 -10). The

study was conducted during the month of March- May
2010.The response was 100%.

Data analysis was done using SPSS version 15.
Frequencies and percentages were recorded for gen-
der, dental caries of children and level of awareness of
parents. Mean SD was calculated for age of the chil-
dren and DMFT. Chi-square test was applied to assess
the association between oral health knowledge of par-
ents and dental caries experienced of their children.

RESULTS

A total of 265 children aged 6 to 14-year-old were
included in the study. Out of total 135 were boys and
130 were girls. Of the 265 children examined, 71.7 (%)
had caries, and only 28.3(%) of the children were
clinically caries free. The total mean DMFT for the 265
children was 2.22 ±2.19. The mean DMFT scores for
male were 2.17 ±2.08 whereas the mean DMFT scores
for female were 2.27 ±2.30. There was no statistically
significant difference in the caries prevalence between
the two sexes (p-value = 0.122). (Table 2) A 10 items
questionnaire was used to assess the awareness of
parents toward oral health. The results of individual
question are given in Table 1A & B. Mean DMFT
scores recorded for children of parents having poor,
satisfactory and good knowledge of oral health was
4.07 ± 2.17, 1.56 ± 1.6 and 0.88 ± 1.53 respectively.
(Table 2) The highest DMFT scores were recorded for
children whose parents’ level of awareness was low or
poor followed by lowest for children whose parents’
level of knowledge was high or good.

DISCUSSION

Dental caries is a major health dilemma in under-
developed countries and it influences 60-90% of school
going children.9 The goal of this study was to find out
the association between parents’ dental knowledge
with the status of dental caries of their children. This
study demonstrate a mean DMFT of 2.22(±2.19), for
males 2.17 while for females was 2.27 for the age group
of 6-14 years. The prevalence of dental caries was
found equally (102 females and 88 males) in both
sexes. Al-Malik and Rehbini found no difference in the
caries prevalence between two sexes. In their study
children diagnosed with caries 146 (50.7%) were male
and 142 (49.3%) were female.15 Similarly Joshi, Rajesh
and Sonata also reported no difference between the
dental caries occurrence of boys and girls.16 Dhar and
Jain also demonstrated insignificant difference in the
caries prevalence between two sexes.17 The reason
could be both sexes were selected from the same area
and same socioeconomic background. Another reason
may be due to small sample size. In this study, the
knowledge grades were compared with caries status
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(D component of DMFT index) to check the association
between knowledge of parents and dental caries in
their children. The results were found to be significant
with p-value < 0.05. This augments the reality that the
family is accountable for children’s life style, behavior
and habits. Most of the studies have also reported that
mother’s dental health knowledge may influence their
children’s dental health.7,21,22

This study showed slightly higher rates of dental
caries in children age group of 6-14 years. Similar
results were shown in a study done in Malir Town,
Karachi in 2012 to determine the prevalence among

school going children age 12-15 years that was 66.67%.19

Wyne et al. reported increased dental caries incidence
in Saudi Arabia with mean DMFT in primary school
children in Riyadh was 6.3 (± 3.5).18 WHO global data
has shown an increase in DMFT of 12 years old Paki-
stani children from 0.9 to 1.38.20 A study conducted in
Tehran revealed that the DMFT index in 12-year old
students dropped from 1.67 to 0.77.22 A cross-sectional
study in India has shown a mean DMFT of 2.41 in 13–
15 year old school children.23 However, the require-
ment for early intervention to decrease or eliminate
oral disease and the lack of knowledge by children of
the need for oral health mandates the participation of

TABLE 1: ORAL HEALTH KNOWLEDGE OF PARENTS

S. No. Questions Frequency Percentage

1 What Is The Best Way To Tooth brush with paste 265 100%
Clean Teeth Tooth brush with powder 0 0%

Miswak 0 0%

2 Age of a Child Should 6 months 0 0%
Start Brushing His Teeth 1.5-2 years 63 23.8

> 6 years 202 76.2%

3 Frequency Of Cleaning Once a day 1 0.4%
Teeth In a Day Twice a day 246 92.8%

After each meal 18 6.8%

4 How Often You Should Every month 0 0%
Change Your Brush Every three months 184 69.4%

I don’t know 81 30.6%

5 Which Of The Tufted Soft 184 69.4%
Brush You Use Medium 3 1.1%

Hard 0 0%
I don’t know 78 29.4%

6 Use Of Fluoride Keep teeth white and clean 12 4.5%
Tooth Paste Make teeth strong and

protect them from decay 105 39.6%
I don’t know 148 55.8%

7 Food That Causes Nuts, chalia 105 39.6%
Tooth Decay Chips, Chocolates 160 60.4%

Vegetables, Fruits 0 0%

8 Taking Snacks More Yes 63 23.8%
Than Three Times a Day No 181 68.3%
Increases Tooth Decay I Don’t Know 21 7.9%

9 What Do You Do When You Use herbal medicine 1 0.4%
Have Decayed Tooth Go to chemist 123 46.4%

Go to dentist 39 14.7%
Use medicated tooth paste 102 38.5%

10 How Often Do U think a Six months 18 6.8%
person should visit a dentist Yearly 1 0.4%

When a person has any problem 246 92.8%
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the parents in the preventive strategies for their chil-
dren.8,11,21

Dental caries is multifactorial and number of fac-
tors are accountable for determining its intensity but
primary factors are; increased frequency of sugar
intake, insufficient exposure to fluoride, lack of knowl-
edge concerning regular dental checkups.15 Oral hy-
giene maintenance is vital variable to keep caries rate
low and fortunately all parents in our study were
aware of brushing teeth with tooth brush and tooth
paste, 92.8% had knowledge for brushing twice a day.
Daily personal oral hygiene (tooth brushing and floss-
ing) is recommended in the interest of good hygiene
and for the control of gingival disease.21 Majority of
parents in this study were not well-informed about the
right age for starting tooth brushing in children. In an
analysis of dental visits in American13 children re-
vealed only 20.4% aged 0-5 years had a diagnostic and
preventive visit whereas in Saudi Arabia3 it has been
reported the majority of parents thought that ages 3 or
6 years were the best ages for the first dental visit. In

this regards the recommendation by the AAPD is that
an infant’s first oral healthcare visit should be within
6 months of the eruption of the first primary tooth.11

Parents of this study did not prefer taking their chil-
dren to dentist when they encountered pain or discom-
fort till they obtained any visible symptoms like swell-
ing, discharge of pus, lack of eating, impairment in
speech. To reduce prevalence of caries, visits to the
dentist for regular check up’s despite of any problems
are necessary. It strongly justifies the role of media
and advertisements on televisions, internet and bill
boards. If these advertisements are used positively
they can motivate and influence the child to adopt
healthy practices.

More than half of parents of this study did not
know the role of fluoride and were not aware of the
word fluoride which is very low as compared to a study
performed in Belarus, in which Elena and Petr re-
ported that 84.7% parents were aware of the fact that
fluoride protects teeth against decay.24 The European
Academy of Pediatric Dentistry strongly endorses that
the everyday use of fluoride should be a main part of
any complete preventive program for the control of
dental caries in children.26 Tooth brushing with fluori-
dated toothpaste is close to an ideal public health
method, in that its use is convenient, inexpensive,
culturally approved and widespread.25 But unfortu-
nately the use of fluoride was not so common among
the population that was included in this study and
thus it was contributing factor for high caries score
which is 71.7%. The recognition of sugar as an etiologi-
cal factor in caries has been with us since centuries.
Easy availability of sugar containing food and high
consumption of sweets if continued, the dental caries
would become a major public health problem among
children. This study indicates that a very high propor-
tion of parents are not aware of the reality that in-
creased frequency of taking snacks and sticky diet can
cause tooth decay. Similar findings were observed by
Kalsbeek and Verrips27 where 4% of the Dutch chil-
dren consumed more than 5 sweet snacks per day and
the mean DMFT score of their children was also high.

Oral disease such as dental caries has been consid-
ered the most important global oral health burden.
Parents’ practice of oral hygiene as well as their
knowledge of oral health is reflected in their children.4

Although dental caries prevalence and severity in
children have decreased over the last three decades,
but significant levels of disease persist and are concen-
trated among low socio economic groups.1 Dental car-
ies is multifactorial thus its prevention requires com-
bination of methods to decrease its prevalence. One
way to contribute is, increasing of oral health aware-
ness of children which would provide up-to-date oral

TABLE 3: CARIES STATUS VS.
AWARENESS STATUS

Awareness Chi-
Status Square

test

Caries Unsatis- Satis- Total p-
Status factory factory value

Caries 80 110 190
Caries Free 1 74 75 0.000
Total 81 184 265

TABLE 2: MEAN DMFT SCORES (DMFT=
DECAYED, MISSING, AND FILLED TEETH)

Gen- Mean Std. N P-
der Devia- value

tion

Mean Male 2.17 2.082 135
DMFT Female 2.27 2.309 130 0.122
Scores Total 2.22 2.193 265
(On the
Basis of
Gender)

Mean Poor 4.07 2.17 81
DMFT Satis- 1.56 1.64 142
Score factory
(On the Good 0.88 1.53 42 0.000
Basis of Mean 2.22 2.19 265
Parent DMFT
Knowledge (Sample)
Grades)
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health information, education and motivation of par-
ents. At the same time, the primary schools have great
potential for children oral health habits development
due to considerable time spent in school by children.
Results of this study show that adult’s oral health
habits and level of dental awareness are the key
information in understanding of children oral health
status.

CONCLUSION

It is concluded that knowledge of parents regard-
ing dental caries and its prevention is not satisfactory.
Dentists and physicians, especially pediatricians
should make parents aware about early dental visits of
children in order to make proper understanding of
good oral hygiene, early brushing habits, fluoride use
and healthy nutrition pattern. The school needs to
train teachers as well on oral health education. The
national electronic media should arrange programs on
dental health education to increase awareness among
children and parents.
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