
International J. of Healthcare and Biomedical Research, Volume: 04, Issue: 03, April 2016, 113 - 128 

 

113 

www.ijhbr.com     ISSN: 2319-7072 

 

Original article: 

Association between dental caries and caries risk factors among 

pediatric patients and general anticipatory guidance for 

mothers/parents 

1Roomnaz M. Shaikh ,2 Dr. Upama N. Trivedi , 3Dr. Swati Sathaye , 4Dr. Hardik Prajapati 

 

1Post graduate student (M.Pharm),Clinical Pharmacy, Shivam Pharmaceutical studies and Research Centre,Valasan. 

Gujarat. India. 

2Assistant Professor & Head, Dept. of Clinical Pharmacy, Shivam Pharmaceutical studies and Research Centre, 

Valasan. Gujarat. India. 

3Professor & Head,Dept. of Dental & Implant surgery, Pramukhswami Medical College, Karamsad, Gujarat, India. 

4Assistant Professor,Dept. of Dental & Implant surgery,Pramukhswami Medical College, Karamsad, Gujarat, India. 

Corresponding author :  Roomnaz M. Shaikh 

 

Abstract: 

Objective: To associate between dental caries and caries risk factors among pediatric patients and study the oral health 

knowledge of parents related to dental caries of their children. And provide general anticipatory guidance for the 

mother/parent regarding the oral health of their children. 

Methodology: A cross sectional study was conducted at the Department Dental and Implant Surgery at the Shree Krishna 

Hospital, Karamsad. The survey was conducted on a random sample of 50 pediatric patients. American Dental Association’s 

Caries risk assessment questionnaire was used to detect caries risk factors. The other instrument for data collection for the 

research was knowledge based questionnaire for parents. Descriptive data analysis including frequencies, percentages and 

means were calculated using SPSS version 16.  

Result and discussion: Patients were recorded as low risk 0%, Moderate risk 28% and High risk 72%. 89% of children of 0-

6 age group were at high risk of developing dental caries. The major contributing factors towards increased risk seen were no 

fluoride exposure, frequent exposures of sugary drinks, bottle sippy cup at bed time and visible plaque. Parental knowledge 

was measured which documented 46% had poor oral heath knowledge. Correlating between knowledge of parents and caries 

risk it was found that risk of dental caries in children whose parents had poor oral health knowledge was high.  

Conclusion: From result and discussion we can conclude that frequent exposure to sugary foods and drinks, cavitated or non 

cavitated carious lesions, plague and no fluoride exposure were the main dental caries causing factors.  

 Key words: Caries risk assessment, pediatric population, Parental oral health knowledge 

 

Introduction 

Early childhood caries is rapid form of tooth decay. 

It is the most common disease which is faced by 

young children and infants and it is increasing day 

by day. 
[1]

   Dental caries or tooth decay has 

become epidemic among young children and 

infants. The prevalence of dental caries is about 60-

80% in children of India and became a major 

public health problem. 
[2][3]

 The statistics are 

frightening. In 2004, a survey found that the 

prevalence of dental caries in Indian children aged 

five years was 50%; 52.5% in 12 year-olds; 61.4% 

in 15 year-olds. 
[5]

 Indian Dental Association (IDA) 

conducted a new extensive survey which showed 

that 70% of Indian children of age under 15 years 

suffered from gum issues. It was also found out by 

IDA that 40% of children are suffering from faulty 

jaw line when four lakh children across the country 
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were surveyed. This survey clearly indicated that 

oral health problems are increasing in children. 

Additionally a recent study by a leading newspaper 

highlighted that the percentage of students 

suffering from dental decay was 92%. 
[6]

  

Globally, population having dental caries in their 

permanent teeth are approximately 2.43 billion that 

is around 36% of population. Almost all the adults 

have dental caries at some point of time in life is 

estimated by world health organizations. When 

compared to children, dental caries affects about 

620 million people or 9% of the population. Dental 

caries has been more prominent in both the age 

groups in last few years. This disease is most 

common in the developed world compared to 

developing world due to increased simple sugar 

consumption, frequent consumption of 

carbohydrate containing beverages and many more. 

Bacteria cause breakdown of teeth resulting in 

dental caries also known as tooth decay or tooth 

caries. 
[12]

 Dental caries are seen from colours 

ranging between yellow to black. 
[13] 

Symptoms 

which may be seen include pain and difficulty with 

eating. Complications may include inflammation of 

the tissue around the tooth, tooth loss, and infection 

or abscess formation. 
[12][13]

 The minerals present in 

the hard tissues of the teeth (enamel, dentin and 

cementum) constantly undergo processes of 

demineralization and remineralisation. 
[12]

 In the 

early stages of dental caries “white spot lesion” is 

seen in children. Remineralisation of the enamel is 

possible if the surface of tooth remains unflawed 

and noncavitated. When the dimeralisation of 

enamel is increased, slowly the tooth surface 

collapses resulting in a cavity or dental caries. 
[10]

 

The interview of parent and clinical examination of 

the child is done to assess and evaluate the risk 

factors causing dental caries... The major risk 

factors included are dietary habits, bottle feeding, 

mutants’ streptococci, plague, early caries 

experience, improper or poor maintenance of oral 

hygiene, less utilization of dental services and socio 

economic status. Early childhood dental caries 

occurs in all racial and socioeconomic groups; 

however, it is more prevalent in low-income 

children, in whom it occurs in epidemic 

proportions. 
[16] 

Problems with the teeth, mouth or 

jaws and their treatment can affect the health and 

everyday lives of children and their families. The 

overall quality of life of child may be affected as 

caries may suppress a child’s physical growth. For 

example, many young children may find hindrance 

in speaking, from eating, sleeping, playing, and 

from attending school or paying attention while 

they’re in class due to the pain caused by dental 

decay. Discoloured, damaged or missing teeth may 

also hurt children’s self-esteem and social 

development by making them afraid to smile or 

subjecting them to teasing. Furthermore, children 

who do not have good oral health or have dental 

problems are likely to perform poorly compared to 

children who had better oral health. 
[1]

 

Anticipatory guidance is of prime importance. It is 

the process of providing practical, developmental, 

proper information about children’s health their 

parents. This makes parents ready for physical or 

emotional disturbances. 
[18]

 Anticipatory guidance 

educates parents about maintaining children’s oral 

health and proves to be an important tool. 

Anticipatory guidance should be an essential part 

of preventive pediatrics which is more focused on 

oral health diseases and problems in young 

children. Anticipatory guidance is of prime 

importance as it focuses more on prevention of 

dental problems and caries other than surgery or 

other restorative treatments. Anticipatory guidance 

on oral health can reduce dental expenses. 
[14]

 

Hence, oral health anticipatory guidance should be 

included as an important part of counselling. 
[15]
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Lack of awareness about dental diseases has 

resulted in gross neglect of oral health. The 

approach to prevent the development of dental 

caries has been established to maintain good oral 

hygiene, optimize systemic as well as topical 

fluoride exposure, and eliminate extended exposure 

of simple sugars in the diet.
[16] 

To prevent caries in 

children, high-risk individuals must be identified at 

an early age (preferably high-risk mothers during 

prenatal care), and aggressive strategies should be 

chosen, including anticipatory guidance, behaviour 

modifications (oral hygiene and feeding practices), 

and establishment of a dental home by 1 year of 

age for children deemed at risk.
[16]

 

Prevention of dental caries includes fluoride intake 

in small amount, proper and regular 

cleaning/brushing of the teeth and a diet which is 

low in sugar. [4][6] Proper brushing of teeth must be 

done at least two times a day and flossing between 

the teeth once in 24 hours is recommended.
[2] 

[6]
 Fluoride intake may be from drinking water, salt 

or fluorinated toothpaste or other professional 

appliances.
[4]

 Mother's dental caries should be 

treated well as it may decrease the risk of 

developing dental caries in her children by 

decreasing the numbers of certain 

bacteria.
[6]

 Earlier detection can be done by clinical 

examinations and routine checkups.[2] The teeth 

cannot be grown back as there is no method known 

for the same.
[8]

 The treatments available in 

developing countries are deficient. [4]   

There are number of risk factors that cause early 

childhood caries and so it becomes necessary to 

educate and create awareness amongst parents or 

caretakers regarding the prevention and treatment 

of early childhood caries. As the occurrence of 

dental caries in pediatrics is increasing to large 

extent day by day, the aim of this dissertation is to 

study dental caries and association of dental caries 

with risk factors and guiding the parents about it to 

prevent the occurrence of this disease. 

Methodology 

A cross sectional study was conducted in the 

department of Dental and Implant Surgery, Shree 

Krishna hospital, Karamsad. Patients who were 

between ages of 0-14 years, willingly gave 

voluntary written consent and visited OPD of 

Department of Dental and Implant surgery of Shree 

Krishna Hospital, Karamsad were included. 

Whereas, patients who were not fitting within the 

age range were excluded. Total duration of the 

study was 6 months. Approval from Human 

Resource Ethic Committee (H.R.E.C) was taken. 

Total sample of 50 patients, fitting the inclusion 

criteria were selected. Inform consent and inform 

assent form were signed by parent and child and 

after obtaining the consent, American Dental 

Association’s caries risk assessment forms for ages 

0-6 and >6 (Annexure I and II) were filled. Dental 

examination was conducted. The overall, caries risk 

of each patient was calculated. The other 

knowledge based questionnaire was filled by 

parents( Annexure III). Anticipatory guidance was 

provided to mother/parents regarding the oral 

health and dental caries of their children. 

Statistical methodology was used in accordance 

with the Caries risk assessment scoring manual. 

SPSS version 16 was used to enter and analyse 

data. Descriptive data obtained from 50 pediatric 

patients was analysed by calculating percentages, 

mean, and frequencies. F-test was used to find most 

common risk factor resulting in dental caries. 

Pearson correlation was used to correlate between 

parental knowledge and caries risk in their children. 

For statistical tests, a confidence interval of 95% 

and significance level of 5% (P ≤ 0.05) were 

adopted. 
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Results 

I) DEMOGRAPHIC FACTORS 

The study on 50 pediatric patients was done. Out of 50, 36% of patients were from 0-6 age group while 64% 

were from 7-14 age groups.  

 

 

 

The distribution between genders was carried out. It was found out that out of 50 pediatric patients 62% of 

patients were girls while 38% were boys. 

 

 

Region wise distribution among patients was done. This region wise distribution showed that maximum number 

of pediatric patients were from rural area when compared to urban area. 
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II) CARIES RISK ASSESSMENT PERCENTAGE 

A) Caries risk assessment % 

 Out of 50 patients 28% were found at moderate risk while 72% were found at high risk. 

 

 

B) Comparison between Caries risk of two different age groups 

When risk percentages were compared between two age groups that is 0-6 years and 7-14 years, it was seen that 

89% of patients of age group 0-6 were at high risk. In 7-14 years age group 37.5% and 62.5% patients were 

found at moderate and high risk respectively. 
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Figure 4: Caries risk assessment %
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C) Patients response to moderate and high risk factors: 

The major contributing factors towards increased risk seen were: no fluoride exposure, frequent exposures of 

sugary drinks, bottle sippy cup at bed time, visible plaque.  

 

 

CALCULATION ACCORDING TO F-TEST 

Critical values of F that is 0.104 & 0.003 was found less than F values that 2.889 & 12.656. So, the F value was 

found to be significant. 

Hence, considering 50 patients it can be seen that frequent utilization of sugary foods causes carious lesions 

leads to high risk of dental caries. 

III) DISTRIBUTION OF PARENTS BASED ON THEIR KNOWLEDGE 

Out of 50, 46% of parents were noticed to have poor knowledge on dental caries while 34% parents had average 

knowledge. Through Co-relation between risk of developing dental caries in child and knowledge of parents, it 

was observed that parents of patients who had high risk of developing dental caries had poor knowledge 

regarding oral hygiene and dental caries. 
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IV) CORRELATION BETWEEN RISK OF DEVELOPING CARIES AND KNOWLEDGE OF THEIR 

PARENTS ON ORAL HEALTH.   

When the knowledge of parents and risk of dental caries in their children was done, it was seen that risk of 

dental caries in children whose parents had poor oral health knowledge was high.  

 

Pearson correlation was used to find out correlation between knowledge of parents and developing risk of dental 

caries. Here P-value obtained was 0.0024. Pearson r obtained was 0.9976. As the r value was found out less than 

1, it can be said that the correlation was significant. 

 

Discussion 

The main aim towards maintenance of a good oral 

health status is the early detection of carious lesion 

with addition of a preventive protocol regime. An 

ideal risk assessment model should be less 

expensive, easy to use and time saving with a high 

accuracy. In this study, American dental 

association’s risk assessment model was used to 

determine caries risk in the pediatric population. 

This form was simple to adapt on our pediatric 

population, cost effective and the results were 

easily explained to the patient and their parents. 

Most importantly, this model was capable in 

correctly identifying the high risk patients in our 

population. Anticipatory guidance is the important 

way to provide practical, developmental and 

appropriate information to the parents of children’s 

regarding children’s health. It helps preparing the 

parents emotionally as well physically to deal and 

overcome the health problems in their children. 
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Parental knowledge regarding dental caries is of 

prime importance to prevent the caries in their 

children. A knowledge based questionnaire was 

used to assess the knowledge of parents regarding 

oral hygiene. Thus providing anticipatory guidance 

to the parents helps to deal and overcome problems 

of dental caries among their children. 

In the present study majority of patients were 

recorded at high caries risk. 72% of children were 

found at high risk whereas 28% were at moderate 

risk. Such results may be due to improper eating 

habits in children such as chocolates, cold drinks, 

frequent exposure to carbohydrates, sweetened 

beverages etc. The other reason may be poor oral 

hygiene such as improper and less brushing, no use 

of fluorinated toothpaste and many more. Clinical 

conditions in child such as carious lesions, plaque, 

orthodontic appliances, may be the cause of high 

risk of developing caries in children. Poor 

knowledge of the parents regarding oral hygiene 

and dental caries may also be the reason for such 

high risk of pediatric population in developing 

dental caries. Gunnel Hansel Petersson, Per-

Erik Isberg and Svante Twetman support our study 

where they studied prevalence of dental caries in 

school going children and found out that more 

caries was found among those assessed with high 

risk compared to those with low risk. [29] 

When risk percentages in pediatric population were 

compared on basis of gender, increased percentage 

(62%) of girls were found at higher risk of 

developing dental caries compared to boys who 

were at 38%. The reason why girls were found at a 

higher risk can be explained by several factors. 

Firstly, eruption of teeth in girls is earlier than 

boys. So, in comparison to boys girls have more 

exposure to the cariogenic and bacteria containing 

oral environment. Hormones also play important 

part in the oral cavity. It is also observed that the 

biochemical composition of saliva and flow rate of 

it is different in girls and boys. Lucaks and 

Largespaada carried out the experimental and 

clinical caries research. They found out that the 

fluctuations in hormones effects the quality and 

quantity of saliva in the mouth. 
[30]

  

Among two different age groups of children that is 

0-6 and 7-14 years of age, 89% of children between 

0-6 years of age were at higher risk of developing 

dental caries. This may be due to the feeding habits 

in small children like drinking from bottle or sippy 

cup other than water the whole night, no brushing 

of teeth, frequent sugary foods and drinks intake 

such as chocolates, sweets, cold drinks, juices etc. 

Contributing condition such as caries experienced 

by mother can also be a factor for risk of 

developing caries in children. Moreover clinical 

conditions in child such as carious lesions, plaque, 

orthodontic appliances, may be the cause of high 

risk of developing caries in children. Furthermore, 

less knowledge of parents on dental care and hence 

deficient care in maintaining oral hygiene may lead 

such results. Joyson Moses, B N Rangeeth, Deepa 

Gurunathan conducted a study to find out 

prevalence of dental caries among 5-15 year old 

school going children of Chidambaram, which 

showed that 9-11 years old had high percentage of 

caries. 
[31]

 

In this study the main contributing factors towards 

increased caries risk were the frequent exposure to 

sugary foods and drinks and presence of three or 

more active caries lesion at the time of clinical 

examinations. Milena Peneva studied about dental 

caries – disturbed balance of the risk factors and 

concluded that carbohydrate nutrition, the 

intermediate intake of carbohydrates, sweetened 

beverages and bad oral hygiene are the strongest 

risk factors for the children. 
[32]

 E.whitney evans 

studied about dietary intake and severe ECC and 

concluded added sugars from both foods and 

beverages play a significant role in ECC in young 
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children. 
[33]

 The results documented are similar to 

this study. Many of the patients had no fluoride 

exposure in terms of professional application and 

plague was also seen in almost all the patients. Few 

had orthodontic appliances which led to developing 

caries. Caries experienced by mother is added in 

risk factor which caused caries in her children. It is 

important to treat the dental caries present in the 

mother as it may decrease the risk of developing 

dental caries in her children by decreasing number 

of bacteria. This may be accredited to factors such 

as poor oral hygiene, change in dietary habits, low 

literacy rate, lack of dental awareness and improper 

care towards dental care. 

Majority of rural patients were documented to have 

a high caries rate that is 62% compared to the urban 

patients that is 38%.  This may be due to less 

availability of advanced oral health care products 

such as fluorinated toothpaste, toothbrush, 

mouthwashes etc in rural areas. Moreover, eating 

disorders, excessive and frequent in intake of 

sugary foods and drinks etc may also be the reason. 

The other reason may poor literacy rate in rural 

areas which leads to improper knowledge of 

parents in maintaining good oral health eventually 

leading to high risk of developing dental caries in 

their children. J. Baby john and Sharath asokan 

found out that 89.3% of rural children were at high 

caries risk where as urban children were at 55% of 

caries risk.
[34]

 46% of parents had poor knowledge 

regarding the oral health and dental caries. The 

parents had oral health knowledge but the method 

of transmission of knowledge to their children was 

not in effective way. It was may be due to spending 

a lot time out of home for struggling with their 

work or may other reasons. The question regarding 

the knowledge of function of fluoride from parents 

showed less number of the parents answered that it 

cleans and helps in whitening of teeth. The same 

phenomenon was also seen in study done in 

(Kingdom of Saudi Arabia).
[35]

 The presence of 

fluoride either in water, dentifrices, and gels or in 

the form of varnishes over the teeth made the teeth 

less liable to decay and stop the further 

demineralization of teeth.
[36]

 Only few parents had 

the knowledge of using fluoride containing 

toothpaste. Significant co relation was found 

between parents’ knowledge and caries risk in 

children. It was seen that parents who had better 

knowledge regarding oral health, risk of dental 

caries in their children were low. Mohammad Ali 

Leghari did the similar research which supports this 

study. 
[22]

 

Limitations of this work include, being a cross 

sectional, single centre study with a small sample 

size but the information revealed in this study is 

alarming. Further longitudinal studies should be 

conducted on a larger scale in order to obtain a 

baseline data, as no statistical information about 

caries risk assessment is available on Indian 

population.
 

Conclusion 

This study was performed using a modified version 

American Dental Association’s caries risk 

assessment model, in an effort to overcome the data 

insufficiency of caries risk in our population. From 

the obtained data of ADA’s Caries Risk 

Assessment forms of 50 pediatric patients, it can be 

seen that higher amount of pediatric population is 

at moderate to high caries risk. So, from this study 

we can conclude that frequent exposure to sugary 

foods and drinks, cavitated or non cavitated carious 

lesions, plague and no fluoride exposure were the 

main dental caries causing factors.  

Based on knowledge questionnaire, it was seen that 

maximum number of parents has poor oral health 

knowledge. Due to lack of oral health knowledge in 

the parents, risk of developing dental caries in their 

children was high. Therefore, providing anticipatory 

guidance is of prime importance, as it will help the 
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mother/parent to decrease the risk of dental caries in 

their children and ensure the best possible health 

and development outcomes. 
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Annexure I 

(1) Caries Risk Assessment Form (Age 0-6) 

 

Patient Name: 

Birth Date: Date: 

Age: Initials: 

 
Low Risk Moderate Risk High Risk 

Contributing Conditions Check or Circle the conditions that apply 

I. Fluoride Exposure 

(a) Drinking water,  

(b) professional applications 

 (c) toothpaste 

 
 

 
□  Yes 
□  Yes 
□  Yes 

 

                
              
 

               □  No 
               □  No 
               □  No 

 

II. 
Sugary Foods or Drinks (including juice, 

carbonated or non-carbonated soft drinks, energy 

drinks, medicinal syrups) 

Primarily at 

mealtimes 

□ 

Frequent or 

prolonged between 

meal 

exposures/day 

□ 

Bottle or sippy cup 

with anything other 

than water at bed 

time 

□ 

III. 
Caries Experience of Mother, Caregiver and/or 

other Siblings 

No carious lesions 

in last 24 months 

□ 

Carious lesions 

in last 7-23 

months 

□ 

Carious lesions in 

last 6 months 

□ 

General Health Conditions Check or Circle the conditions that apply 
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I. 

Special Health Care Needs (developmental, 

physical, medical or mental disabilities that prevent 

or limit performance of adequate oral health care 

by themselves or caregivers) 

□ No 

 

□ Yes 

Clinical Conditions Check or Circle the conditions that apply 

I. 
Visual or Radiographically Evident 

Restorations/ Cavitated Carious Lesions 

No new carious 

lesions or 

restorations in last 

24 months 

□ 

 
Carious lesions or 

restorations in last 

24 months 

□ 

II. Non-Cavitated (incipient) Carious Lesions 
No new lesions in 

last 24 months 

□ 

 

New lesions in last 

24 months 

□ 

III. Teeth Missing Due to Caries □ No 
 

□ Yes 

IV. Visible Plaque □ No □ Yes 
 

V. Dental/Orthodontic Appliances Present 

(fixed or removable) 

□ No □ Yes 

 

Overall assessment of dental caries risk: □ Low □ Moderate □ High 

(B) Caries Risk Assessment Form (Age >6) 

 

Patient Name: 

Birth Date: Date: 

Age: Initials: 

 Low Risk Moderate Risk High Risk 

Contributing Conditions Check or Circle the conditions that apply 

I. 
Fluoride Exposure 

(a) Drinking water,  

(b) professional applications 

(c) toothpaste 

            
       
          

  □ Yes 
  □ Yes 
  □ Yes 

 

                

□ No 
□ No 
□ No 

 

II. 
Sugary Foods or Drinks (including juice, carbonated or 

non-carbonated soft drinks, energy drinks, medicinal 

syrups) 

□ Primarily at 

mealtimes  

 □ Frequent or 

prolonged 

between meal 

III. 
Caries Experience of Mother, Caregiver and/or other 

Siblings (for patients ages 6-14) 
No carious lesions 

in last 24 months □ 

Carious lesions in last 

7-23 months □ 

Carious lesions in 

last 6 months □ 

General Health Conditions Check or Circle the conditions that apply 

I. 
Special Health Care Needs (developmental, physical, medi-

cal or mental disabilities that prevent or limit performance 

of adequate oral health care by themselves or caregivers) 

□  No Yes (over age 14) □ Yes (ages 6-14) □ 

II. Chemo/Radiation Therapy □  No  
□  Yes 

III. Eating Disorders □ No □  Yes 
 

IV. Medications that Reduce Salivary Flow □  No □  Yes 
 

V. 
 
 
 
 

 

  
Habits: 
(a) Drugs 
(b) Alcohol 
(c) Tobacco 
(d) Pan Masala 
 

 
 

□ No 
□ No 
□ No 
□ No 

 

 
 

□  Yes 
□  Yes 
□  Yes 
□  Yes 
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Annexure II 

                                                          
Overall assessment of dental caries risk                  □ Low                  □Moderate □ High 
  

Annexure III 

KNOWLEDGE OF PARENTS ON ORAL HEALTH AND DENTAL CARIES 
 

(Choose one and tick appropriate answer that suits you best). 

Patient Name:   Age: 

Parent Name: 

Birth Date: Date: 

Age: Initials: 

 

  1)*   Does brushing teeth prevent caries to occur on teeth? 

a)   Yes 
b)   No 

c)   I don’t know 

  2)*   Do you guide your children how to brush their teeth? 

         a)   Yes 

         b)   No 

  3)*  What kind of tool your children use for cleaning their teeth? 

a) Brush and toothpaste 

b) Meswak/neem/other daatun 

c) With finger 

4)*   Do you know what fluoride is? 

a) Yes 

b) No 

  5)*   Do you use fluoride toothpaste for your child? 

a) Yes 

b) No 

 

Clinical Conditions Check or Circle the conditions that apply 

I. 
Cavitated or Non-Cavitated (incipient) Carious Lesions or 

Restorations (visually or radiographically evident) 

No new carious 

lesions or 

restorations in last 

36 months □ 

1 or 2 new carious 

lesions or restorations 

in last 36 months □ 

3 or more carious 

lesions or 

restorations in last 

36 months □ 

II. Teeth Missing Due to Caries in past 36 months □  No 
 

□  Yes 

III. Visible Plaque □  No □  Yes 
 

IV. Unusual Tooth Morphology that compromises oral 

hygiene 
□  No □  Yes 

 

V. Interproximal Restorations - 1 or more □  No □  Yes 
 

VI. Exposed Root Surfaces Present □  No □  Yes 
 

VII. Restorations with Overhangs and/or Open Margins; Open 

Contacts with Food Impaction 
□  No □  Yes 

 

VIII
. Dental/Orthodontic Appliances (fixed or removable) □  No □  Yes  

IX. Severe Dry Mouth (Xerostomia) □  No 
 

□  Yes 
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  6)*   Does fluoride help in preventing teeth from dental caries? 

a) Yes 

b) No 

 7) From where did you hear about fluoride that helps in teeth protection? 

a) From dental surgeon 

b) From school teachers 

c) From advertisements 

d) From doctors 

   8)*   Can fluoride reverse the dental cavity? 

a) Yes 

b) No 

c) Don’t know 

 9)*   What is the function of the fluoride? 

a) Whitening of teeth 

b) Cleaning of teeth 

c) Make teeth hard 

d) Protect the teeth from bacteria 

e) don’t know 

10)*   What is the cause of dental caries? 

a) sugar 

b) Sweets 

c) Soft drinks 

d) Snacks 

e) Bacteria 

f) I don’t know 
 

11)*   What is dental plaque? 

a) Food remaining on teeth. 

b) Stains 

c) I don’t know 

  12)*  What does plaque do to your teeth? 

a) Change the color of teeth 

b) Dental cavity 

c) Bleeding gums 

d) I don’t know 

13)*   Does frequently visits to dental surgeon prevent the dental caries? 

a) Yes 

b) No 

c) I don’t know 

14)*  What do you do when your child experience toothache? 

         a)   Nothing 
         b)   Go to dental surgeon 

         c)   Self medication 

15)*   How frequently do you visit a dental clinic? 

a) After every six month 

b) once a year 

c) when there is pain on tooth 

d) never visited 
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16)*   Where do you go for dental consultation? 

a) Dental surgeon 

b) Nearby doctor 

c) Quack 

17)  If you visited to the dental surgeon are you satisfied from his/her work? 

a) Yes 

b) No 

18)*   How to prevent teeth from dental caries? 

a) Low consumption of sweets 

b) Avoid food from outside 

c) Regular brushing 

d) Frequently visiting to dental clinics 

e) Don’t know 

  19)*   If your child have dental cavity what treatment do you prefer? 

a) go for Dental filling 

b) go for Extraction 

c) do nothing 

d) only medication 

20)  For father, how often do you brush your teeth? 

a) Once a day 

b) Twice a day 

c) Thrice a day 

21)  For mother, how often do you brush your teeth? 

a) Once a day 

b) Twice a day 

c) Thrice a day 

Score: 

Overall assessment of knowledge: 

o Very good  (17) 

o Good          (12-16) 
o Average     (6-11) 
o Poor           (0-5)  
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