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ABSTRACT 
 

Aim: Oral hygiene often tends to be ignored and not given much importance to as compared to general hygiene 

in schools and this in turn takes a toll on the oral health status of every growing individual. The aim of this 

study was to assess the effectiveness of oral health education on children below the poverty belt residing in 

Thane, Maharashtra, India.   

Materials and methods: A field trial was carried out at an institute in Thane (India). The students of the school, 

age between 8-12 years, were asked to fill out a questionnaire about their understanding of oral hygiene 

following which they received a short lecture and demo on oral hygiene maintenance by the dental 

professional (licensed dentist). After the demo, the students were asked to fill the same questionnaire to see 

whether their views towards the routine oral hygiene maintenance had changed positively. The before and 

after study was conducted on 45 students of the Ngo based school.  

Results: There was a significant difference in the oral health knowledge of the young individuals with an 

advancement in knowledge post oral health education (p<0.01). The qualitative results helped judge the impact 

of education on health care and induce changes in the existing mannerisms of oral hygiene maintenance by 

bringing about an improvement.  

Conclusion: The oral health care education was well accepted and retained by the students resulting in a 

change in their attitudes towards health care. The scores on the questionnaire supported and showed an 

improvement after the delivery of education. 
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I. INTRODUCTION 

 

E   It has been previously reported that the habits 

which you incorporate in your childhood are the ones 

that are engraved in memory throughout life(1). Oral 

health concern of an individual is dependent on the 

attitude of the person. Children of the tender age with 

their persuadable minds act as the best candidates for 

instilling correct oral hygiene practices(2). Children 

are receptive during this period and the earlier the 

habits are established, the longer lasting is the 

impact(2). Schools have been suggested as an 

important background to carry out such studies as the 

children are in their most influential stage of life and 

it provides a good opportunity to reach out to a larger 

crowd(3, 4). The adult population of the slum area has 

a poor oral health status as they do not have the funds 

to afford multiple oral hygiene kits and visit the 

dentist for regular checkups hence the same oral 

hygiene status is seen to be reflected in their children. 

The institute served as a great platform to impart 

knowledge and strengthen health promotion by 
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carrying out various educational activities pertaining 

to oral health maintenance. Teachers were also asked 

to reinforce the importance of oral health care 

awareness as they have a good student-teacher bond 

so the interaction is better. Thus the main aim of the 

study carried out was to assess the effectiveness of oral 

health education of children between the ages of 8-12 

years in the slums of Thane. 

  

II. MATERIALS AND METHODS  

 

Approval was obtained before carrying out this study 

by the school principal and permission was granted by 

the school authorities. Prior to finalizing the 

questionnaire a pilot test was carried for the same 

amongst a small sample size of 10 kids, opinions of the 

superior clinicians were taken to gain feedback on the 

questionnaire in terms of feasibility, language 

understanding and length of the form. Based on the 

feedback necessary changes were made before 

conducting the main study. The questionnaire 

included personal information of the students such as 

name, age, sex and school. 22 multiple choice 

questions were provided based on oral health care 

knowledge (11 nos), attitude(3 nos) and practices(8 

nos). The sample size of 45 students was selected and 

the school selected was an Ngo based school named 

Navjeevan School in Thane which served as an 

institutional hub for children below the poverty line.  

The children were requested to first fill a 

questionnaire, as previously described(5), provided to 

them in their local language, Marathi alongside which 

an English version was also made available( see 

supplemental figure).  The first questionnaire was 

filled without prior knowledge of oral hygiene, after 

which an informative lecture and demonstration was 

given on oral hygiene maintenance with detailed 

explanation on the instruments used to practice good 

oral hygiene. A short video clip was played for the 

children demonstrating how to brush using the 

correct techniques and how floss is to be used.  

Communication based behavioral change was used to 

bring about an improvement in their routine hygiene 

practices. Tell show do technique was also 

incorporated while explaining how to use the dental 

aids. An unbiased educational means was uniformly 

provided to al the 45 students.  

 

Statistical analysis: The data was coded and entered 

into Microsoft Excel spreadsheet. Analysis was done 

using SPSS version 15 (SPSS Inc. Chicago, IL, USA) 

Windows software program. Descriptive statistics 

were calculated. Statistical tests applied were 

Independent t test, paired t test and McNemar test. 

Level of significance and confidence level were set at 

5% and 95%, respectively. 

 

III. RESULTS 

 

The mean % differences in the answers to the 

questionnaire are displayed in table 1 and figure 1. 

Individual correct answers marked by the children pre 

and post oral education are depicted in figure 2 and 3. 

On the basis of correct answers obtained, all the 

questions show statistical improvements except for 

one question (q11) “can regular cleaning of the mouth 

prevent dental caries?” which showed no 

improvement hence displaying that the children 

didn’t understand the cause and prevention of tooth 

decay. The largest improvement was seen with 

question 19 “how do you brush your teeth?” 

demonstrating that the children had clearly 

understood the method and had a positive reaction 

towards the practice as a 48% increase in correct 

response had been seen. A drastic change was also 

seen in the children’s understanding of their dentition; 

they seemed to be aware of the number of teeth in the 

primary dentition versus the number of teeth in the 

permanent dentition post education. When compared 

according to gender, mean oral health knowledge, 

attitude and practices of children differed significantly 

(p< 0.01) before and after oral health education 

program.  
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Figure 1. Assessment of differences in oral health 

knowledge before and after oral health education 

program. (Series 1 represents before oral health 

education and series 2 represents after oral health 

education). 

 

   

 
Figure 2. Pre-oral education survey data reporting the 

number and % of correct answers marked by the 

students. 

   

 

 
Figure 3. Post-oral education survey data reporting 

the number and % of correct answers marked by the 

students. 

 

Table 1. Assessment of differences in oral health 

knowledge before and after oral health education 

program. (Survey 1 represents before oral health 

education and survey 2 represents after oral health 

education).   
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IV. DISCUSSION 

 

Living below the poverty line is associated with poor 

oral hygiene as dentistry is limited to the private 

sector and the clinics are located mainly in the city 

area and slum areas are cut out(6-9). Socioeconomic 

status and the lack of oral health care facilities 

throughout the country are factors that contribute to 

poor health of many people as there is lack of 

awareness and knowledge(10). Epidemiological 

studies(11) reveal that in general the oral health of 

these children residing in the slums of Thane is poor, 

due to which poor oral health can be considered as a 

public problem because of its high prevalence and 

significant social impact. 

 

Oral health education is carried out to provide a better 

understanding of hygiene maintenance and to bring 

about an improvement in oral health (5, 12, 13). 

Education was an essential component of this study. 

In this study focused on the oral health knowledge, 

attitudes and hygiene practices of the children.  The 

education program was directed at school children to 

increase their awareness, knowledge and skills in oral 

health care. It was documented that there was an 

improvement in the hygiene practices of the students 

post the informative session. In the study the 

population was asked to fill the form with 22 

questions without prior information about hygiene 

practices after which an informative lecture was given 

and the children were asked to fill the same form 

again in order to compare their responses.  

 

From the set of 22 questions, the major differences 

were seen in question 2, 4, 8, 17 and 19; whereas there 

was a negligible difference was seen with question 11. 

Question 2 was pertaining to the number of teeth in 

the oral cavity during primary dentition and due to 

lack of education about the number of teeth in the 

mouth, most kids were unaware initially but after 

receiving the lecture the students quickly grasped the 

information which was seen when they answered the 

same question in the second survey. The second time 

they answered question 2, a marked increase in the 

correct answer was seen by 44.6%. As for question 4 

and 8, an increase in around 33-37% was seen after 

conduction teaching program. “How do you brush 

your teeth?” question 19 showed the most 

improvement in answer as there was an overall 48% 

increase seen as they children were given a short 

demonstration of the various brushing techniques best 

suited for their age group such as charters technique 

and fones technique. 

 

Although the lecture taken was very informative and 

was conducted in a simple language the students failed 

to understand the factors influencing the prevention 

of dental caries due to which there was a 4.7% fall in 

the correct answer in relation to question 11. After 

seeing this negative outcome we decided to conduct 

another short lecture re-explaining and teaching the 

kids about the importance of diet and brushing on the 

prevention of caries, a short animated clip about 

dental caries was displayed as well.  

At baseline, the knowledge of students regarding oral 

health, importance of hygiene and brushing was poor. 

Post intervention there was a significant rise in the 

awareness of the students. These improvements 

reflected the effectiveness of the oral health education 

program.  

V. CONCLUSION 

 

This inexpensive school-based mediation proved to be 

effective in creating healthier smiles. The results of 

this study showed that oral health knowledge was 

poor at baseline; post intervention there was 

significant improvement in the oral health knowledge 

and the information given to the students helped 

provide positive results. Therefore, educating the 

underprivileged children about oral hygiene 

maintenance is essential in spreading awareness about 

oral health.   

 



International Journal of Scientific Research in Science and Technology (www.ijsrst.com) 

 

1593 

 

FINANCIAL SUPPORT AND SPONSORSHIP:  

NIL 

CONFLICT OF INTEREST:  

There were no conflicts of interest. 

 
 



International Journal of Scientific Research in Science and Technology (www.ijsrst.com) 

 

1594 

 
 

 

 

 

 



International Journal of Scientific Research in Science and Technology (www.ijsrst.com) 

 

1595 

VI. REFERENCES 

 

[1]. Phillips DA, Lowenstein AE. Early care, 

education, and child development. Annual 

review of psychology. 2011;62:483-500. doi: 

10.1146/annurev.psych.031809.130707. PubMed 

PMID: 20822436. 

[2]. Blinkhorn AS. Dental health education and the 

pre-school child. Proceedings of the British 

Paedodontic Society. 1983;13:9-11. PubMed 

PMID: 6591176. 

[3]. Mouradian WE. The face of a child: children's 

oral health and dental education. Journal of 

dental education. 2001;65(9):821-31. PubMed 

PMID: 11569597. 

[4]. Thomas S, Tandon S, Nair S. Effect of dental 

health education on the oral health status of a 

rural child population by involving target 

groups. Journal of the Indian Society of 

Pedodontics and Preventive Dentistry. 

2000;18(3):115-25. PubMed PMID: 11324201. 

[5]. Sanadhya YK, Thakkar JP, Divakar DD, Pareek 

S, Rathore K, Yousuf A, et al. Effectiveness of 

oral health education on knowledge, attitude, 

practices and oral hygiene status among 12-15-

year-old schoolchildren of fishermen of Kutch 

district, Gujarat, India. International maritime 

health. 2014;65(3):99-105. doi: 

10.5603/IMH.2014.0022. PubMed PMID: 

25471157. 

[6]. Dye BA, Mitnik GL, Iafolla TJ, Vargas CM. 

Trends in dental caries in children and 

adolescents according to poverty status in the 

United States from 1999 through 2004 and from 

2011 through 2014. Journal of the American 

Dental Association. 2017;148(8):550-65 e7. doi: 

10.1016/j.adaj.2017.04.013. PubMed PMID: 

28619207. 

[7]. Loignon C, Boudreault-Fournier A, Truchon K, 

Labrousse Y, Fortin B. Medical residents reflect 

on their prejudices toward poverty: a photovoice 

training project. BMC medical education. 

2014;14:1050. doi: 10.1186/s12909-014-0274-1. 

PubMed PMID: 25551370; PubMed Central 

PMCID: PMC4323214. 

[8]. da Fonseca MA. The effects of poverty on 

children's development and oral health. 

Pediatric dentistry. 2012;34(1):32-8. PubMed 

PMID: 22353454. 

[9]. Dye BA, Thornton-Evans G. Trends in oral 

health by poverty status as measured by Healthy 

People 2010 objectives. Public health reports. 

2010;125(6):817-30. doi: 

10.1177/003335491012500609. PubMed PMID: 

21121227; PubMed Central PMCID: 

PMC2966663. 

[10]. Squassi A, Mauro S, Mauro MJ, Sanchez G, 

Bordoni N. Relationship between oral health in 

children and poverty related factors. Acta 

odontologica latinoamericana : AOL. 

2008;21(1):49-56. PubMed PMID: 18841746. 

[11]. Shelar D. ECONOMIC AND SOCIAL EFFECT 

OF POVERTY OF TRIBAL COMMUNITY IN 

THANE DISTRICT (MAHARASHTRA) NEW 

MAN INTERNATIONAL JOURNAL OF 

MULTIDISCIPLINARY STUDIES2014;1(4). 

[12]. Stein C, Santos NML, Hilgert JB, Hugo FN. 

Effectiveness of oral health education on oral 

hygiene and dental caries in schoolchildren: 

Systematic review and meta-analysis. 

Community dentistry and oral epidemiology. 

2018;46(1):30-7. doi: 10.1111/cdoe.12325. 

PubMed PMID: 28815661. 

[13]. Wang TF, Huang CM, Chou C, Yu S. Effect of 

oral health education programs for caregivers on 

oral hygiene of the elderly: A systemic review 

and meta-analysis. International journal of 

nursing studies. 2015;52(6):1090-6. doi: 

10.1016/j.ijnurstu.2015.01.015. PubMed PMID: 

25724550. 

 

 


