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INTRODUCTION

 Dental caries is a microbial disease of multi factorial 
origin in which the diet, the host and the microbial flora 
interact over a period of time in such a way so as to 
encourage demineralization of the tooth enamel with 
resultant caries formation. Caries, the product of man’s 
progress towards civilization, has a very high morbidity 
potential thus is coming into focus of the mankind.1 

The caries experience varies greatly among countries 
and even within small regions of countries. There is 
no geographic area spared in the world where people 
do not exhibit some evidence of dental caries. It varies 
with age, gender, socioeconomic conditions, ethnicity, 
diet, medical conditions of the patient, high levels of 
mutans streptococci bacteria, sugar consumption, low 
fluoride exposure, oral hygiene practices etc and even 
within oral cavity all the teeth and surfaces are not 
equally susceptible to caries.2 Sugar consumption has 
been identified as the major cause of dental caries, 
evidence suggesting that consumption on more than 
four occasions each day is likely to result in caries.3 Nev-
ertheless, lower levels of caries are found in countries 
where average sugar consumption is less than 15-20 
Kg per year, equating to 6-10% of energy intake.4

 Dental caries, affects the vast majority of adults 
and 60-90% of children in industrialized countries, 
but prevalence is still very high in many developing 
countries.5,6 It is known to restrict activities in schools, 
at work and at home, causing millions of school and 
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ABSTRACT

 The study was conducted for the first time in Bibi Aseefa Dental College (BADC), Larkana from 
April 2012 to March 2013 to evaluate the prevalence of dental caries in Larkana city and its adjoining 
areas, and to know the effect of age, gender, socioeconomic status, oral hygiene status and attitude 
towards dental awareness to caries prevalence. 

 It was a Cross-sectional study. Six hundred patients between 13-20 and 21-30 years of age were 
selected from dental OPD, BADC, Larkana. The dentition was examined using WHO 1997 guidelines. 
The results were tabulated and statistically analyzed. Chi-square test was used to evaluate results. 

 The overall caries prevalence in 13-20 years and 21-30 years old groups in Larkana city and 
adjoining areas determined was 100%.The mean DMFT value was higher i.e. 3.42 in age group 13-20 
years. Besides age, the gender, socioeconomic status, oral hygiene status and attitude towards dental 
awareness were significantly related to dental caries prevalence. It was concluded that prevalence 
of dental caries in Larkana city and its adjoining areas was found considerably higher, and it was 
significantly related to bad oral hygiene and socioeconomically deprived patients which indicates 
lack of awareness and motivation. Prevalence of dental caries decreased with increasing age. 
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work hours to be lost each year all over the world. 
Moreover, the physical, functional, social, psychological 
and emotional impacts of dental caries have been well 
documented to diminish the quality of life.4,7

 It has been observed that dental caries is increasing 
among our population with time. According to World 
Health Organization’s path finder survey which ex-
amined over nine thousand individuals in twenty one 
districts of Pakistan, dental caries was found the single 
most common chronic childhood disease in the country 
being 5 times more common than Asthma and 7 times 
more common than hay fever.8 Khan AA reported that 
more than 50% of children between ages of 12-15 years 
are caries free however on the negative side 97% of all 
carious lesions are untreated.9

 Till to date no study have been done in the premises 
of Larkana city and its adjoining areas to assess the 
dental caries. Hence the current study was planned to 
provide the baseline data of prevalence of dental caries 
along with the risk factors involved for the occurrence 
of dental caries in this region of our country.

METHODOLOGY

 This cross-sectional prevalence study was conducted 
in Bibi Aseefa Dental College (BADC) Larkana from 
April 2012 to March 2013. Total (n=600) patients be-
tween 13-20 and 21-30 years of age were selected from 
dental OPD of Bibi Aseefa Dental College, Larkana. 

After entering the basic information of the patients for 
example name, age, gender and address, dental caries 
was detected on dental chair by visual and tactile ex-
amination under dental unit light using a disposable 
mouth mirror and a blunt ball-ended probe with an end 
diameter of 0.5mm. Dental examination and record was 
performed by single trained dentist.

 X-ray was not taken to diagnose the caries. Caries 
were assessed in entire mouth as decayed tooth, missing 
tooth, filled tooth due to caries. Decayed, missing, filled 
tooth (DMFT) index was used for dental caries. For the 
statistical analysis, the software used was Statistical 
Package for Social Sciences (SPSS) version 17.0. 

RESULTS

 The overall sample size was six hundred (n= 
600). Out of 600, three hundred thirty two (n = 332) 
55.33% were male and two hundred sixty eight (n = 
268) 44.66% were females. The number of males was 
significantly (p<0.05) more than the females (Table 
1). In studied population, three hundred seventy six 
(n =376) 62.66% were aged 13-20 years, two hundred 
twenty four (n=224) 37.33% were aged 21-30 (Table 1). 
The frequency of population in age group of 13-20 years 
was found to be significantly (p<0.05) more than 21-30 
years age group. Table 1 presents the caries status of 
all subjects by age and gender. Majority 322 (53.66%) 
patients were from rural areas as shown in Table 2. 
DMFT score was increased in the age group of 13-20 

TABLE 1: PREVALENCE OF DENTAL CARIES IN RELATION TO AGE AND GENDER n=600

Age group Male Female Total % Mean DMFT Value
13-20 years 202 174 376 62.66% 3.42
21-30 years 130 94 224 37.33% 3.36

TABLE 2: PREVALENCE OF DENTAL CARIES RELATED TO RESIDENTIAL STATUS n=600

Locality Total Male Female %
Urban 278 190 88 46.33%
Rural 322 142 180 53.66%
Total 600 332 268 100%

TABLE 3: DMFT INDICES IN RELATION TO AGE AND GENDER n=600

Age group Gender No. of patients Decayed teeth Missing 
teeth

Filled teeth Mean DMFT

13-20 years M 202 (33.66%) 560 (40.05%) 68 (27.2%) 107 (26.75%) 3.63
F 174 (29%) 384 (27.46%) 47 (18.8%) 130 (32.5%) 3.22

21-30 years M 130 (21.66%) 274 (19.59%) 74 (29.6%) 84 (21%) 3.32
F 94 (15.66%) 180 (12.87%) 61 (24.4%) 79 (19.75%) 3.40
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with male gender i.e. 3.63 comparatively (Table 3). In 
relation to oral hygiene status, caries prevalence was 
seen among the peoples with very poor oral hygiene 
with the highest DMFT score of 0.36 (Table 4). Chi-
square test was used to evaluate results.

DISCUSSION

 Dental caries is a chronic disease of hard tissues 
of the tooth, characterized by alternating phases of 
demineralization and remineralization, which can lead 
to cavitations and eventually tooth loss.10 The caries 
process in oral cavity is effected by various biological 
and social factors including high levels of mutans 
streptococci bacteria, previous caries experience, poor 
oral hygiene, sugar consumption, low fluoride exposure, 
reduced salivary flow, and social deprivation.3

 The overall prevalence of dental caries in the present 
study was 100%. This finding is similar to the findings 
of studies conducted by Roberts W,11 zukanovic A and 
others,12 Badar Samina and others.13 This finding is 
however different from study conducted in United 
Kingdom (UK) where lower levels of dental caries of 
39.6% among 5 years old were recorded, this would 
be because UK is a developed country and again their 
study was community based while this study is hospital 
based. Although a decline in caries has been observed 
in most developed countries, its prevalence still poses 
a considerable challenge.

 In studied population, the caries experience was 
analyzed by age and gender which shows male pre-
dilection i.e. 55.33% males & 44.66% females. This 
would be because the sampled population was from 
the Larkana city and its adjoining small villages and 
towns so it is difficult for females to come to seek dental 
treatment unless they suffer from pain. As it is a male 
dominating society, it also confirms the view that there 
is a marked preference for sons (males) regardless 
of the socio-economic status giving more snacks and 
chocolates to them. Another reason would be that the 
girls are more conscious about their appearance and 

thus are more oral health conscious as compared to 
boys.

 This finding is in line with the study conducted in 
Bahawalpur13 where the prevalence of dental caries 
among males was 52% and among females was 48%. In 
another study, Saravana S et al14 concluded similarly. 
The finding is however different from study conducted 
by Mosha HJ and others15 which shows higher female 
ratio of caries prevalence.

 It was observed that the mean DMFT of age group 
13-20 years was high (3.42) as compared to 21-30 years 
age group. Specially the component of decay was high. 
This finding shows that as age advances, the prevalence 
of dental caries decreases. This finding corresponds to 
the study conducted by Misra FM (1979).16 However, 
in contrast to this study, other surveys which were 
hospital based in Bahawalpur13 and also in Turkey 
by Namal N and others17 indicate that the strength of 
disease increased with increasing age.

 In Pakistan, 84% of people visit private dental 
practitioners and 16% visit public sector hospitals.18 
present study shows that 46.33% studied groups were 
from the main city while rest i.e. 53.66% were from 
adjoining towns and villages.

 Due to lack of dental service, poor accessibility and 
also due to lack of proper knowledge and awareness 
rural patients do not seek dental treatment unless they 
suffer pain. The number of people from low economic 
status who can not afford private dental treatment 
usually visits the public sector dental clinics for dental 
care.

 In the present study, as most of the patients were 
from the rural area, with very poor oral hygiene status 
resulting DMFT score was also very high, i.e, 0.36.

CONCLUSION

 As Pakistan is a developing country with very low 
resources and awareness regarding dental health. 
There must be focus on prevention of dental caries by 
providing public oral health education and motivation, 
water fluoridation and adapting the newer research 
based methods of remineralization of dental caries. It 
must be considered as an important task for the health 
profession.
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