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INTRODUCTION

Social and societal conditions have greater impact
on health behavior.1 The social environment forecasts
health behaviors while other factors like political condi-
tions, culture, education and economic state of affairs
control the opportunities concerning health behaviors.
This results in differences in oral health status be-
tween groups of people.2

Poor oral health status alarms the need of oral
health education and oral health promotion programs
in the societies.2  Oral health promotion focuses on
enabling people to promote healthy oral habits. Tooth
brushing is the most widespread habit, recommended
twice a day.3 Other cleaning aids like inter-dental
brushes and floss has also been introduced but has not
been extensively accepted.4

Developed countries have revealed data on oral
health habits, where people have demonstrated only
tooth brushing5,6,7  while other studies have illustrated
that there is very less percentage of tooth flossing
along with tooth brushing.4  WHO research program
conducted Cross-National Survey to increase percep-
tive of health behaviors.8, 9

Oral Health status have been evaluated in Paki-
stan, where most of the studies have been conducted on
school children in which DMFT scores were not very
significant but oral hygiene status was alarming.10,11

Iqbal et al in 2006 determined the oral health status
of low income strata of population age range from 15-
60 years and found that poverty and illiteracy were
major cause of compromised oral health.12
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ABSTRACT

The aim of the study was to find out the oral hygiene habits of students, professionals and
domestic staff at Bahria University Karachi Campus and to compare the association between the oral
hygiene practices, oral health status, gender, age, educational status and occupation of the study group.

Oral mucosal examination was carried out in 872 walk in patients. Oral hygiene Habits were
determined by asking type of tooth cleaning devices used for cleaning teeth, frequency of tooth brushing
and timings of tooth brushing. Caries were detected by the criteria given in ‘WHO Oral Health Survey
1981.’

Out of 872 patients in out patient department of Bahria Dental Hospital, there were 551 males
(63%) and 321 females (37%) with average age of 26years. 833(95.5%) used tooth brush, 799(91.6%)
participants brushed once daily or occasionally. Mean DMFT (Decayed, Missing, Filled Teeth) of the
study group was 1.36. Those who were not cleaning their teeth at all had DMFT 1.87. DMFT increased
with increasing age, with p-value of 0.00 which is statistically significant.
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METHODOLOGY

This study was part of routine dental examination
in out patient department of Bahria Dental Hospital
from 23rd February 2011-31st December 2011. Data
were collected from OPD of Bahria Dental College.
Convenient sample of 872 patients, which included
students, administration staff, faculty members, do-
mestic staff and family members of staff, received oral
and dental examination after verbal consent. Detailed
examination proforma comprising of demographic de-
tails, habits, medical history, dental status, provisional
diagnosis and treatment plan was filled for each en-
trant. Oral hygiene Habits were determined by asking
type of tooth cleaning device used for cleaning teeth,
frequency of tooth brushing and timings of tooth brush-
ing. Caries were detected by the criteria given in ‘WHO
Oral Health Survey 1981.’

SPSS version 16 was used to analyze the variables
statistically. Demographic details were calculated in
cross tabulations. Chi-square test was used to find
association between different variables and p value of
< 0.001 was considered significant.

RESULTS

Out of 872 patients in out patient department of
Bahria Dental Hospital, there were 551 males (63%)
and 321 females (37%), with average age of 26yrs, with
a minimum of 16 yrs old to maximum of 60 years (SD
of ± 10.7).The comparison of tooth cleaning device,
frequency of cleaning teeth, age and their association
with DMFT is given in Table 1.

Mean DMFT (Decayed, Missing, Filled Teeth) of
the study group was 1.36. DMFT increased with in-
creasing age, with p-value of 0.00 which was statisti-
cally significant. Patient's education was also com-
pared with the type of tooth cleaning device which was
statistically significant (p value 0.00). Occupation was
compared with tooth cleaning device which was also
found to be statistically significant (p-value= 0.001).
Comparison of patients’ education and occupation with
tooth cleaning devices is given in Table 2.

DISCUSSION

Oral hygiene plays important role in sustaining
good general health. The findings of this study inter-

TABLE 1: COMPARISON OF TOOTH CLEANING DEVICE, FREQUENCY OF CLEANING TEETH,
AGE AND THEIR ASSOCIATION WITH DMFT

Type of Tooth Cleaning Device
No. of patients Percentage DMFT

Nil 8 0.9% 1.87

Finger 6 0.7% 0

Miswak 17 1.9% 1.17

Brush 833 95.5% 1.37

Miswak & Brush 8 0.9% 1.12

Frequency of Cleaning Teeth

Occasionally 387 44.4% 1.31

Once Daily 412 47.2% 1.29

Twice Daily 36 4.1% 1.83

Thrice daily 29 3.3% 1.93

No Brushing 8 0.9% 1.87

Age wise Distribution of  Disease

16-30 yrs 662 75.9% 1.10

31-45 yrs 132 15.1% 2.07

46-60 yrs 78 8.9% 2.38
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pret multiple aspects of oral hygiene practices, DMFT
Scores and its association with age, gender, education
and occupation. International comparisons also pro-
vide results that tooth brushing is common in North-
ern Europe in contrast to Eastern Europe where lowest
proportion involved.1 In this study, majority of the
participants used tooth brush for cleaning teeth and
they brushed once daily in the morning similar to the
findings of study conducted in Slovenia where 71.5%
individuals cleaned their teeth once daily.13 In a study
conducted in Japan, frequency of tooth brushing was
found to be twice daily among the participants.14Oral
hygiene habits when compared with DMFT of the study
group revealed the fact that those who do not brush
their teeth at all have the highest DMFT score. In
contrast, high DMFT score has also been observed in
people who use to clean their teeth with tooth brush.
This may be due to the fact that either they are not
using proper tooth brush and toothpaste or they are not
using recommended tooth brushing technique. This
may be attributed to lack of oral health awareness.
Those people who were cleaning their teeth 2-3 times
a day had higher DMFT scores. This finding may have
resulted because of the same fact mentioned above.
High DMFT scores have been noted in age group of 46-
60, which is similar finding in study by Iqbal et al.12 Even
DMFT scores of 22.5 in prisoners aged 60 years 15   and

DMFT scores of 18 of South Pacific population aged
35-4416  have been recorded in the past, which is much
higher as compared to the findings of the present study.
Despite of any educational background and occupation,
tooth brush was found to be the most common tooth
cleaning device used for cleaning teeth. Study con-
ducted in Flemish school children highlighted the fact
that tooth brushing habits should be developed at very
early age and special attention should be given to those
children who do not belong to the families with sound
educational background.17 The results obtained in this
study reveal the fact that there is lack of awareness,
dental health education and proficient preventive den-
tal health amenities for the population. Recent studies
have suggested that subjects who receive workplace
oral health examination have better oral health status,
therefore maintain good overall health.14  Follow up
interventions of tooth brushing have also been found
effective in promoting good oral health at work-
place18 and  evidence have shown improvement in
periodontal health through workplace dental
health promotion programs.19,20 It has been ob-
served that oral health prevention and promotion
programs in the workplace environment cut down the
cost of dental care, thus helps the individuals economi-
cally.21,22

TABLE 2: COMPARISON OF PATIENTS EDUCATION & OCCUPATION WITH TOOTH
CLEANING DEVICES

Nil Finger Miswak Brush Miswak Total
& Brush

Education Nil 2 2 3 23 1 31

of patient Primary 0 2 1 15 1 19

Matriculation 1 2 6 67 1 77

Intermediate 1 0 3 234 1 239

Graduation 3 0 4 402 3 412

Post. Graduation 1 0 0 92 1 94

Total 8 6 17 833 8 872

Occupation Professionals 3 2 1 188 2 196

of patient Domestic 2 4 9 80 3 98

House wife 0 0 0 29 0 29

Students 3 0 7 536 3 549

Total 8 6 17 833 8 872
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CONCLUSION

Within the limitations, this study concludes that
people were using tooth brush, but were not using
properly. It was found that there was prompt need of
dental health awareness programs not only for com-
mon public at national forum but also in the workplace
environment.

Emphasis should be given on proper selection of
tooth cleaning device, tooth paste and other tooth
cleaning aids like dental floss/floss sticks.
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