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Dental Caries Prevalence in 3-8 Years Old
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INTRODUCTION

Dental caries is one of the most prevalent disease
of childhood affecting 60% of 5 to 17 year-olds world-
wide. A rapid form of caries affect primary school
children and impact their lives in terms of pain, poor
sleep and poor eating habits.1

According to USAID Country Health statistical
report of 2009; the total primary school children popu-
lation in Pakistan is estimated to be 22,476,93 of which
approximately 20.9% attend the primary school.2,3

The identification of high-risk caries group pro-
vides motivation to enhance community awareness

and its involvement in preventive efforts; as well as re-
orient oral health services towards oral health promo-
tion and prevention.4

There is scarcity of updated data about prevalence
of dental caries among Pakistani primary school chil-
dren. An estimate of dental caries prevalence in Paki-
stani primary school children would be beneficial to
employ control as well as preventive measures at an
early age of the child. This, in effect, would lead to an
improved dental health status, retention of teeth for
longer duration, and by enlarge enable them to lead a
good quality life.5

Therefore the aim of the present study is to mea-
sure the prevalence of dental caries among the 3-8
years old children of lower middle class Army schools
in the city of Lahore Pakistan.

METHODOLOGY

This was a cross sectional design study which was
carried out in Garrison School Systems in cantonment
area Lahore, Pakistan. The epidemiological data was
collected from 7 public primary schools. There was a
return rate of 83.21% (691 out of 780) of signed consent
forms from parents. However 49 children were absent
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This study was carried out to measure the prevalence of dental caries among 3-8years old
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6.58 which showed high caries distribution, the Care index was 0.06% indicating extremely low
utilization of oral health services. A high prevalence of unmet health care need still exists in Lahore
as reflected through high D and very low F scores in DMFT index. Furthermore; presence of dental
plaque and poor oral hygiene has a significant impact on caries experience in primary school children
in Lahore.
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on the examination day or refused to be examined
despite the parents’ consents. The study was con-
ducted with 642 primary school children, 340 boys and
302 girls, aged 3 to 8 years old. The oral examination
was performed on each child by a single calibrated
examiner in natural light with the patient sitting on a
chair using oral examination instruments (mouth mir-
ror, probe and tweezers). The findings were charted on
WHO’s oral assessment form. The mean decayed,
missing or filled teeth (DMFT index) were calculated
by using the criteria established by the World Health
Organization (WHO).6

The caries prevalence among the children was
determined from percentages of caries-free children
and DMFT. Significant Caries Index (SiC Index),7

Silness & Loe’s Plaque index8 and Care Index9 were
used to measure the unequal distribution of the dental
caries and oral health care. SiC index was calculated
by taking the mean DMFT of the 1/3 of the individuals
having the highest of DMFT values in the study sample.7

The Care Index9 was calculated by determining the
component F (filled teeth) by the total DMFT and
multiplied by 100. For statistical analysis the Student’s
T test was applied between prevalence of disease, age
and sex.

RESULTS

Table 1 show the caries experience according to
age and sex. The study showed that only 251 (39.06%)

of the students were caries free. The mean DMFT was
2.69, boys had higher DMFT of 3.02 while the girls had
DMFT of 2.37.

Caries prevalence among the study sample was
391 (60.90%) and only 26(4.05%) of the teeth were
filled. The SiC index was 6.58 for the current study
showing high level of untreated caries. The Care index
0.06%. No statistically significant differences (p >
0.05) were found in this study with regard to the
prevalence of disease among sex and age.

DISCUSSION

The statistics of this study revealed that approxi-
mately 40 % of 3-8 year old children were free of dental
caries in their primary dentition, this figure is lower
than the WHO/FDI goals for 2000 which states that
50% of children; should be caries free.4 In spite of this
fact, this percentage is significantly high keeping in
perspective the biological consequences and financial
burden of treatment of dental caries but is in accor-
dance to our current low-budget healthcare system.1

However, some local studies have determined caries
prevalence among local primary school children to be
somewhat lesser compared to the current estimate,
even though the disparity is trivial.10-13 The likely
rationale is either the socio-economic differences of the
study group or a difference in the nutrition and dietary
habits amongst children. Conversely, a study con-
ducted in Islamabad,14 reported a high DMFT score
amongst primary dentate children but the study sample
included children who were already suffering from
caries and visited the hospital for treatment purpose.

The DMFT index; decayed D and filled F componen
ts; revealed greater inequality in the distribution among
these components. The decayed and filled caries distri-
bution (D component of DMFT) among the study sample
was 391 (60.90%) and F component was 26(4.05%)
respectively.

TABLE 1: CARIES EXPERIENCE ACCORDING TO AGE AND SEX

Age (years) Male (%) Female (%) Caries Prevalence Mean DMFT Male
among children (%) & Female Combined

3 52 (15.29) 47 (15.56) 47 (47.50) 2.13
4 44 (12.94) 55 (18.21) 64 (64.64) 2.89
5 87 (25.59) 64 (21.19) 86 (56.95) 2.73
6 44 (12.94) 50 (16.56) 55(58.51) 2.57
7 27 (7.94) 23 (7.62) 31 (62) 2.32
8 86 (25.29) 63 (20.86) 108 (72.48) 3.11
Total 340 302 391 (60.90) 2.69

DMFT decayed, missing and filled teeth

Fig. 1: Shows the plaque index

28%

21%

18%

33%

No Plaque

File of plaqueon the free
gingiva

Abundance of soft matte

within the gingival Sulcus

Moderate accumulation of

soft deposites with in the

pocket or Gingival Sulcus



366Pakistan Oral & Dental Journal Vol 33, No. 2 (August 2013)

Dental Caries Prevalence in 3-8 Years Old

Only 4% of the children had their teeth filled. The
access to health services is not satisfactory to the
children that participated in this study yet, as demon-
strated by the small number of filled teeth in relation
to the number of decayed teeth reported elsewhere.15

The Care index values for the entire sample was
0.06% indicating an extremely low utilization or cover-
age of the oral health service for the examined primary
school children. The dental treatment is expensive and
generally continues for long durations. Therefore the
parents of these children can’t afford to take a day off
from work to visit the hospital repeatedly for the
treatment as their livelihood is at stake. Another
important reason is the high cost of the treatment. The
main reason from the children of delaying a visit to the
dentist is the fear of needles and pain during and after
treatment. The Brazilian study showed low values of
care index (12.30%)as well, but that is leap and bounds
ahead of this study primarily the oral health services
of the Brazil are affordable and reachable.15,16

Studies have suggested that the number of chil-
dren affected by caries disease increased with age.16

Current study also shows that the mean DMFT in-
creased with age from 2.13 at 3 years of age to 3.11 at
8 years as mentioned elsewhere.11

Plaque index highlighted the level of cleanliness of
teeth in children. The result shows that only 18% were
plaque free and 21% had highest score for plaque
index. It is only mandatory to bring the maximum
number of children to plaque index values in no plaque
group. This can easily be done with improved mechani-
cal brushing. Brushing can be taught to young chil-
dren at home, school or at the dentist when they visit.

SiC was used to identify the group with the highest
caries rate 6.58 was lower than that recorded in Biazevic
et al (9.97).16 Even though Pakistan is ranked as a low
caries country but the level of untreated caries is
ranked high.1 There are several risk factors for caries
experience, for example, transmissibility of oral bacte-
ria and amount and timing of exposure to cariogenic
foodstuffs, drinks, and difficult to access to dental
services.

It is important to mention that this study had some
limitations. The sample was drawn from a population
of 3 to 8 year old primary school children attending 7
public schools. Therefore, the conclusions are valid
only for this population. The educational and preven-
tive program in oral health may change the epidemio-
logical profile of caries in primary school children. In
addition to the DMFT index, other approaches for
caries evaluation should be considered. The SiC index
and plaque index supply the oral health service epide-
miological data that allows the promotion of adequate
oral health based on the community needs. The inter-
action of health professionals, educators, parents, and

the planning of strategies may reduce the inequality
distribution of dental caries in children to advance the
oral health patterns.

This study highlighted that prevalence of caries
to be 61% for the primary school population with a
mean DMFT score of 2.69. A high prevalence of unmet
health care need still exists in our part of the world;
reflected through a high ‘decayed teeth’ score in
DMFT index. Furthermore; presence of dental plaque
and poor oral hygiene has a significant impact on
caries experience.
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