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ABSTRACT

The objective of this study was to evaluate the relationship between educational attainment and
dentition status.

A cross sectional survey was conducted. The total number of participants in this study was 408.
The subjects of age 15 years to 65 years were included in this survey. To record subjects own edu-
cational attainment, education level was divided into levels which are Primary school (1-5 grade),
Middle (6-8 Grade), Secondary or High school (9-10 Grade), Higher Secondary and highly educated
which include Tertiary School (Bachelors). To record dentition status, DMFT index was used. The
DMFT score of 0 indicates minimum risk of caries, DMFT score between 1-4 indicates moderate risk
of decay and DMF'T score greater than 4 indicates high risk of dental decay. The data was collected

through intra oral examination of subjects.

The test indicates that association exists between level of education and DMFT scores. However,
the strength of association is not very strong. The correlation value for spearman’s rho was (.116) and

(P=.01).

The impact of poor oral health in low educated people can be reduced by the developing policies
related to building healthy public policy, strengthening community actions, and developing personal
skills. To improve the knowledge, attitudes and oral health of people with low educational status, it
is necessary to increase the oral health promotion activities.
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INTRODUCTION

Health of people is strongly influenced by the social
and economical environment in which they live.! There
isasetof‘common’elements acknowledged asimpacting
and influencing our health and wellbeing. The social
determinants of health identified by the Dahlgren and
Whitehead’s are Healthy living conditions (including
access tofood, water and sanitation), education, literacy
and health literacy, stress, early life, social exclusion,
employment & unemployment, age, sex and heredity
factors, culture, racism, discrimination, access to in-
formation and appropriate health care, social supports
and access to transport.2
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Education improves the ability to make choices
regarding occupation or level of income which have
impact on our health and life style across our life
span.? Therefore, Education and literacy are ranked
as a key determinant of health along with other social
determinants of health.? The health care researchers
and professionals are concerned about the association
of education and health.? According to the E Lahelma,
the aim of education is to gain knowledge and other
non- material resources that can improve health and
life style.*

Oral health is an integral part of general health.?
Education has shown an important contribution to-
wards oral and general health.® Paulander et al. state
that the educational attainment can be used for the
prediction and risk assessment of caries.” The higher
the educational attainment the better informed sub-
jects are about oral cavity hygiene and oral diseases.”
It is observed that oral health education is effective in
reducing plaque and gingivitis.?

Pakistan is the 9th most populous country of the
world.® The literacy rate of Pakistan is 54.9 %.° In Pa-
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kistan children have to contribute to family income due
to which it is impossible for many parents to educate
children.® Factors like these have led to low literacy
rate and child labor.’® Adult population in Pakistan
have unmet oral needs.’® Half of the decayed teeth
presents in adults of age 35-44% has not been restored
while more than 90 % of the treatment provided is tooth
extraction.!! On the other hand, high prevalence of car-
ies has been reported in adults of age 60 and above.!
However, it also observed that variation in caries
prevalence exists according to the time and area.'! The
prevalence of caries in developed countries is declining
but in developing world prevalence is still high.!! This
is the first study which has been done in Karachi to
assess effects of literacy level on the dentition status of
Karachites. The objective of this paperis to evaluate the
effects of educational attainment on dentition status.
In addition to this, it will help in understanding the
dental treatment needs of the subjects with different

back grounds.
METHODOLOGY

A cross sectional survey was conducted in outpa-
tient department of Mohammad Bin Qasim Medical
and Dental College Hospital (MBQDC) which is situ-
ated in periphery of Karachi where low-income people
come for free dental treatment. The ethical approval to
conduct this research was taken from MBQDC ethical
committee. The written consent was achieved from
subjects tobe included in study. The questionnaire was
designed to gather data regarding education level and
DMFT scores of patients. The subjects were questioned
about their age, gender, and educational status. The
attributes of the subjects that were essential for the
selection include, subject of age above 15 years, subject
must have minimum educational attainment, and sub-
ject must be a resident of Karachi. The attributes due
to which subjects were excluded are subject without
educational attainment, subjects with mental illness
and disabilities; subject not a resident of Karachi. A
written consent was achieved from the subjects to be
included in this study. They were explained about the
aim of the study and about its non-invasiveness.

Theintra oral examination was done by the trained
dental surgeons. The level of education in Pakistan’s
schooling system is divided into Primary, Middle,
Secondary, Higher Secondary and post secondary.!?
To record the individual educational attainment, an
ordered table was designed which have 6 variable
ranging from Primary school (1-5 grade), Middle (6-8
Grade), Secondary or High school (9-10 Grade), Higher
Secondary (Intermediate), Tertiary School (Bachelor’s).
The subjects were divided into 4 different age groups
ranging from Adolescence!*1?, Early Adult hood (20-39),
Middle Adult hood (40-59), Advance adult hood (60+).

To record dental decay, DMFT index was used.
The DMFT score of 0 indicates minimum risk of caries,

DMFT score between 1-4 indicates moderate risk of
decay and DMFT score greater than 4 indicates high
risk of dental decay. The M component of DMFT index
is used for missing teeth due to caries or any other
reason in subjects of age 30 years and over.

RESULTS

The SPSSversion 17 was used to perform statistical
analysis. The description of study population is shown
in Table 1. The highest number of subjects with DMFT
score of more than 4 has primary level of education as
shown in Table 2. On the other hand, subjects with
higher educational attainment DMFT score of more
than 4 is lower as compared to subjects with primary
level of education as shown in Table 2. In addition,
age was also compared with DMFT score as shown in
Table 3.

The P value was set at 0.05. The spearman cor-
relation test was applied to investigate the association
between the 2 variables Levels of education and DMFT
scores of the subjects. The test indicates that association
exists between level of education and DMFT scores.
However, the strength of association is not very strong.
The correlation value for spearman’s rho was (.116)

and (P=.01).
DISCUSSION

The aim of this paper is to evaluate the effect of ed-
ucational attainment on dentition status. The findings
in this study show that low educational attainments
can negatively effects dentition status. In addition, the
results show that more subjects with moderate DMFTS
score had tertiary level of education and higher second-
ary education which can be due to several reasons such
as unemployment, low income and access to oral health
care services. Similarly, Spencer states that pattern of
social characteristics such as low socio-economic status
based on parental or self education, occupation or in-
come is associated with more dental decay.!? According
to the recent studies low income group have 5 times
more likely to have poor oral health.* Findings in this
paper demonstrates that oral health inequalities exist
in subjects with low educated and also in educated
subjects in Pakistan.

The similar study was conducted in Finland which
assesses the relationship between education level and
several oral health outcomes in Finnish adults. Our
findings that low educated people have poor oral health
replicates the finding of survey conducted by Bernabe
et al.’®» However, there are differences in criteria used
by our study and Finish adult study to record the oral
health status. In our study we have used DMF'T scale
to record oral health status on the other hand Oral
health was indicated by edentulousness, perceived
oral health and levels of dental caries and periodontal
disease in Finnish adults.
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TABLE 1: STUDY POPULATION DESCRIPTION

Level of education Frequency Percent Female Male
Primary school 124 30.4 54 70
Middle (6-8 grade) 33 8.1 18 15
Secondary (9-10 Grade) 44 10.8 26 18
Higher Secondary 94 23.0 45 49
Tertiary education 113 27.7 66 47
Total 408 100.0 209 199
TABLE 2: DMFT SCORES OF SUBJECTS WITH DIFFERENT EDUCATIONAL ATTAINMENT
Level of education Low 1-4 Moderate  More than 4 High Total
Primary school (1-5 grade) 15 45 64 124
% in DMFT score 34.1% 23.3% 37.4% 30.4%
% in level of education 12.1% 36.3% 51.6% 100%
Middle (6-8 grade) 3 17 13 33
% in level of education 9.1% 51.5% 39.4% 100.0%
% in DMFT score 6.8% 8.8% 7.6% 8.1%
Secondary (9-10 Grade) 6 18 20 44
% in level of education 13.6% 13.6% 40.9% 100.0%
% in DMF'T score 9.3% 45.5% 11.7% 10.8%
Higher Secondary 7 50 37 94
% in level of education 7.4% 15.9% 53.2% 100.0%
% in DMFT score 39.4% 25.9% 21.6% 23.0%
Tertiary education 13 63 37 113
% in level of education 11.5% 55.8% 32.7% 100.0%
% in DMFT score 29.5% 32.6% 21.6% 27.7%
TABLE 3: DMFT SCORES OF DIFFERENT AGE GROUPS
DMFT Score Adolescence Early Adult Middle Adult hood Advance adult Total
(13-19) hood (20-39) (40-59) hood (60+)
Low 10 28 5 1 44
2.5% 6.9% 1.2% 2% 10.8%
1-4 Moderate 22 123 40 8 193
5.4% 30.1% 9.8% 2.0% 47.3%
Morethan4 High 11 83 60 17 171
2.7% 20.3% 14.7% 4.2% 41.9%
Total 43 234 105 26 408
10.5% 57.4% 25.7% 6.4% 100.0%

Clinical study was conducted in Turkey which
assesses the oral and dental health status of hemodi-
alysis (HD) and peritoneal dialysis (PD) patients on
the basis of educational status. The criterion used for
evaluating the oral health status was DMFT similar
to our criteria. Our findings that low educated people
have poor oral health replicates the finding of cross

sectional survey conducted by Bayraktar et al.'® The
Higher DMFT index values were assessed in the lower
educated and high school levels in peritoneal dialysis
patients. Moreover, study results shows that patients,
who were found to be in a higher educational level, are
more caring for their oral health.®
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Another study was conducted in Greece which eval-
uates the changes caused by the socioeconomic trends on
the oral health knowledge and attitudes among Greek
males undergoing military training. Our findings that
high educated people have much better knowledge of
oral health replicates the finding of longitudinal study
survey conducted by Athanasios et al.}” The difference
exists between the criteria used to assess the knowledge
towards oral health. The questionnaire is designed to
assess the knowledge and attitude towards oral health
butno practical oral examination was conducted. In our
study, oral examination was conducted and knowledge
was assessed on the basis of the oral health status.

Methodological limitation of self reported data
does exist in this study because self-reported data is
limited by the fact that it rarely can be independently
verified. In addition descriptive study cannot provide
the temporal relationship between level of education and
oral health status. To determine the cause and effect
experimental research is required. Further research
should include the factors in consideration such as
employment status and smoking. Non smokers were

found to have more teeth as compared to smokers.!®

CONCLUSION

This shows that people with low levels of education
have less knowledge towards oral health and have
high number of missing, filled and decayed teeth. The
impact of poor oral health in low educated people can
be reduced by the developing policies related to build-
ing healthy public policy, strengthening community
actions, developing personal skills. To improve the
knowledge, attitudes and oral health of people with
low educational status, it is necessary to increase the
oral health promotion activities. Similarly, Watt and
Sheiham suggested that oral health promotion seeks
sustainable improvements in oral health and reduces
the inequalities through actions directed at the deter-
minants of oral health.!® The association of social and
economic factors and oral health is established but
more work is required to understand the key issue in

health such as what causes inequalities in oral health.
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