
INTRODUCTION
Despite considerable decrease in the prevalence of dental caries 

among children in the past few decades, a significant proportion of 
[1]children are still affected by this disease.  Since dental caries is well 

recognized as a dietary carbohydrate modified bacterial infectious 

disease, caries prevention in young children has been reliant on 

mothers being acquainted with information on dental health and 
[2] having right attitudes towards oral health. The primary aetiology of 

dental caries consists of

1. presence of Streptococcus mutans

2. fermentable carbohydrates metabolized into organic acids

3. a susceptible tooth surface. 

Other factors such as feeding patterns, oral hygiene and various 
[3]other habits are also associated with dental caries.  Less studied 

areas are:

1. parental awareness

2. cultural attitudes

3. social influences

knowledge regarding dental caries, which are now thought to be 
[4] contributing factors. The dominant paradigm for health promotion 

efforts during the 1970s to 1980s focused mainly to change 

awareness or knowledge, and in turn, individual's behaviour. 

Contemporary health promotion efforts are starting to move away 

from this paradigm, recognizing that education is a necessary, but 

not sufficient component of any health behaviour change 

intervention. There is a growing realization that oral health 

promotion efforts need to adopt a broader perspective and address 

multiple determinants. Recently, interest in understanding the social 

and psychosocial factors like cognitive elements, such as dental 

knowledge, beliefs, attitudes, feelings and broader social forces like 

[5] living conditions has increased. 

This paper explores on how parental knowledge, attitudes and 

practices relate to dental caries status of their children.

MATERIALS AND METHODS
Prior to the study institutional ethics committee approval was taken 

and written informed consent from the parents of the participants 

was obtained. Before the start of the study the questionnaire was 

pre tested on 250 parents. In this cross-sectional study pretested 

questionnaires to be filled by parents were distributed in school 

going children of Nellore district, Andhra Pradesh, India. Questions 

regarding the knowledge and attitudes of the parents were included 

in this questionnaire. Thousand children who duly returned the 

completed questionnaires were enrolled into the study and were 

examined for dental caries using the WHO criteria and the dental 

caries status was recorded onto a standardized decayed, filled, 

teeth(dft) and Decayed, Missing(due to caries), Filled Teeth (DMFT) 

recording form. 

DATA ANALYSIS AND RESULTS
The data collected was analysed using the SPSS (Statistical 

Package for the Social Sciences) software 18.0 version, and the 

Chi-square test with the level of significance set at 0.05. The most 

important questions regarding oral health and the responses of the 

parents to theses were tabled and frequencies, p-value were 

calculated.

DISCUSSION

In many developed countries, dental caries prevalence has 
decreased significantly in the past few decades. The prime reason 
for this decrease has been attributed to improvement in oral 
hygiene, changes in lifestyle, use of fluoride, and implementation of 
school-based preventive programmes. However, during the same 
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Table 2: Comparison of different items with DMFT and dft scores

   

Factors DMFT Dft
Mean SE Mean SE

Less than once 0.00 0.00 0.00 0.00
Once 0.42 0.03 0.71 0.06
Twice

 

0.47

 

0.05

 

0.87

 

0.08
More than twice

 

0.00

 

0.00

 

0.91

 

0.37
F-value

 

1.1878

  

1.1108

 

p-value

 

0.3134

  

0.3438

 
 

Morning

 

0.43

 

0.04

 

0.78

 

0.06
Noon 

 

0.50

 

0.29

 

0.60

 

0.60
Before going to sleep

 

0.40

 

0.05

 

0.64

 

0.08
Other times 

 

0.45

 

0.08

 

0.93

 

0.15
F-value

 

0.1059

  

1.2944

 

p-value

 

0.9566

  

0.2752

 
 

Less than a minute

 

0.47

 

0.09

 

0.47

 

0.10
One minute

 
0.48

 
0.07

 
0.88

 
0.10

Two minutes

 
0.41

 
0.04

 
0.75

 
0.06

More than two minutes
 

0.40
 

0.08
 

0.77
 

0.12
F-value
 

0.3581
  

1.4502
 

p-value
 

0.7832
  

0.2269
 

  
Once in 6 months 0.44  0.09  0.68  0.12
Once in 1 year 0.23  0.11  0.68  0.15
Once in 2 years 0.26  0.08  0.43  0.17
Whenever need arises

 
0.46

 
0.03

 
0.81

 
0.05

F-value
 

1.8318
  

1.2724
 p-value 0.1399 0.2827
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time period, prevalence of dental caries has been increasing in 
[6] many developing countries. The National Oral Health Survey and 

Fluoride Mapping found a high prevalence of caries in primary 
dentition of 5 year old children in India with 51.9% of the children in 

.[7] this age group affected with caries This high prevalence of caries 
has been associated with low level of oral health awareness among 
mothers as well as with consumption of a cariogenic diet and poor 

[8]oral hygiene.

Most people consider that primary teeth are not of great importance 
to themselves or their children and serious oral care need not start 
until the permanent teeth have erupted. Unfortunately this belief is 
not true and could eventually lead to physical and emotional 

[9] distress later on. In a study by Bodhale et al it was found out that 
parents with low socioeconomic status had lesser awareness about 

[10]importance of primary teeth and timely treatment of the same.  In 
the present study also 33.7% of the parents considered that the 
primary teeth are not important, 22.6% considered primary teeth to 
be very important and 21.1% responded that they did not know 
anything about it. Children of parents, who considered the primary 
teeth to be unimportant, had high incidence of dental caries which 
was statistically significant (Table 2) (p=0.0378).

[5]Finlayson et al  reported that mothers, who brushed their teeth 
regularly, were more knowledgeable, felt more efficacious about 
their children's oral hygiene needs and were more likely to take good 
care of their children's oral hygiene. According to Singh et al the 
barriers oral health care in India is lack of knowledge about disease 

[11]prevention and awareness of clinical needs.  In the present study 
62.1% reported that they brushed only once, while only 36.4% 
responded that they brush twice and 1.4% agreed to be brushing 
more than twice.  It was found that the children of parents who 
brushed only once had more caries than those children whose 
parents brushed more than once but the values were not statistically 
significant. (Tables 1&2) The attitude of the parents might have 
predisposed the child to higher caries as the child will try to inculcate 
the habit of brushing only once following their parent's habit. The 

[12] results are in accordance to study conducted by Kaur. Regarding 
the timing of brushing it was found that 62% of the respondents 
brushed their teeth only in the morning, 15.6% brushed after meals 
or after in between meal snacking. It was observed that caries 
experience in children of parents who had the habit of brushing after 
each meal or snacking had significantly less dental caries. (Table 
1&2)

Items
How many times do you
brush your teeth in a day

Less than once
Once
Twice
More than twice

 

When do you usually
brush your teeth

 

Morning

 

Noon 
Before going to sleep

 

Other times 

 

For how long do you
brush your teeth

 

Less than a minute

 

One minute
 

Two minutes
 

More than two minutes 

No of samples % of samples

1 0.10
621

 

62.10

 

364

 

36.40

 

14

 

1.40

 

  

620

 

62.00

 

5

 

0.50

 

219

 

21.90

 

156

 

15.60

 

  

73

 
7.30

 

232
 

23.20
 

545
 

54.50
 

150 15.00  

Table 1: Distribution of samples by different items

How often do you
visit dental clinic

 Once in 6 months
 Once in 1 year

 Once in 2 years

 
Whenever need arises

 
If you do not visit the
dentist reasons are

 

Afraid of dentist

 

Afraid of dental tools

 

No time
Treatment cost is more

 

Afraid sitting in waiting room

 

How important do you
think are milk teeth

Very important
Moderately important
Not at all important
None
Do you supervise your children while
they brush their teeth

Yes. Watch them while brushing
Do not watch but advice
Never care
Only my spouse watches

Do you prefer 
watching TV or listening to radio

to snack while

Yes
No
Total

  102
 

10.20
 67

 
6.70

 56

 

5.60

 
775

 

77.50

 

  

294

 

29.40

 

177

 

17.70

 

158

 

15.80

 

173

 

17.30

 

198

 

19.80

 

226 22.60
226 22.60
337 33.70
211 21.10

163 16.30
158 15.80
529 52.90
150 15.00

919 91.90
81 8.10

1000 100.00

How Many times do you brush your teeth in a day.

When do you usually brush your teeth.

For how long do you brush your teeth

How of the do you visit dental clinic

If you do not visit the dentist reasons are



Children below 6 years lack motor dexterity and as they cannot 

brush their teeth on their own, it is advised that the parent should 

brush their child's teeth but in the present study it was found that 

52.9% of parents do not supervise their child while brushing while 

16.3% of the parents supervised and guided their child while he/she 

is brushing and in such children there were significantly less number 

of carious teeth. The results obtained are similar to results obtained 

by Chand et al where 72% parents agreed to not supervise their 

children while brushing and 78% said they did not help the child in 
[13]brushing.  (Table 1&2). In a study by Gussy et al they found out that 

44% of parents were confident of cleaning their Childs teeth 12% 

were not and 41% were somewhat confident. This degree of 

confidence is directly related to cleaning and supervision of childs 
[14]brushing trends.  

The habit of snacking of the children was questioned and it was 

found that 91.9% of children liked to snack and such children had 

higher number of dental caries which was statistically significant. 

(p=0.0206*) Parents agreed to give some form of bakery and 

confectionery foods to their children to eat in between meals. This 

could be because they are readily available, easy to store and well 

accepted by children. Potato chips and chocolates topped the list in 

preferences. The results obtained in present study were similar to 

Jain et al and Chan et al who reported snacking habits of children 

with preferred foods being candies or sugary snack type foods 
 [15], [16](57%).

As dental caries is already evident in many children in preschool 

years and as patterns of dietary habit and oral hygiene practice are 

likely to become established at this time, mothers of these young 
[6] children appear to represent a particularly important group. The 

primary purpose of assessing parents' knowledge is because 

parents and in particular mothers as principal care givers exert the 
[17],[18] strongest influence on a young child's life. According to 

Poutanen et al oral health and knowledge of parents is associated 

with children's oral health behaviour. Parents' behaviour but not 
[19]attitudes were associated with child's oral health behaviour.  

Numerous studies refer to mothers as the “key figure” in the child's 

general and oral health as they are usually the gatekeepers between 

the family and the outside world. Thus it is generally agreed among 

health educators that young children and their mothers are an 

important target group for dental health education. From a 

developmental perspective, the maternal influence remains 

important throughout childhood, even if the societal influence 

increases as the child grows. Failure to adequately educate and 

support mothers at an early stage can lead to subsequent dental 

problems in children. It is also believed that good oral habits 

introduced to the child during the primary stage of socialization are 
[20], [21]likely to stay with it into later life.  Behaviour which is learnt during 

child's early years becomes deeply ingrained and is resistant to 

change. Dental health education given to mothers and aimed at 

children is more concerned with forming habits, rather than trying to 

change the established routines. Intervention that requires 

behavioural change at a later stage is more difficult to implement 

and chances of it benefitting the dental health are less. If positive 

dental health routines are taught in early childhood, later dental 
[22]health educational intervention can be of a reinforcing nature. 

According to Kadaluru et al majority of the visits to dental clinic were 

for treatment of acute symptoms rather than preventive approach. 

Also the other reasons stated are fear from white coat, lack of need 

for routine check up and misconceptions and taboos associated 
[23]with dentistry. 

In the present study also it was found that 77.5% of the parents 

visited the dentist only when the need arised, 69.5 % of parents took 

their children to dental clinic, more than six months back and for 

most of them the reason was a toothache.  Only 10.2% parents 

visited dentist biannually and 14.4% took their children for regular 

dental check-ups. It was shown that children whose parents have 

the habit of visiting a dentist only when the need arises showed 

higher incidence of dental caries. (Table 1&2) A total of 29.4% of 

parents avoided dental treatment as they were afraid of the dentist, 

19.8% were afraid of waiting in the waiting room and 17.7% were 

afraid of the dental operatory and 17.3% were afraid of the cost of 

treatment. (Table 1) This pattern of behaviour may indicate barriers 

to dental services and utilization which needs to be explored in 
[16], [11]future studies.  

Reported behaviour is particularly inaccurate for it is 

understandable that mothers when asked, will be tempted to write 
[23] what they know should occur, rather than what actually happens.

With respect to oral health knowledge, attitudes towards dental 

care, oral hygiene habits, frequency of dental visits some over 

reporting may be assumed where as under reporting has to be 

considered with regard to consumption of sweets, sugary foods 
[24]and drinks.  This acknowledges the inherent bias in the 

questionnaire or interview method of data collection.

Dental health education has been considered to be an important 

and integral part of the dental health services. Meta-analysis of 

studies on effectiveness of dental health education indicated that 

knowledge and attitudes could be improved through dental health 

education, however, studies showing reduction in dental caries 
[22] [23]status are few.  Studies which have shown a reduction in caries 

after dental health education have implemented preventive 

programmes to women during pregnancy and early childhood up to 

4 years of age. This is because of positive attitude to dental care and 
[25], [26]improved oral health of mother and child. 

The best time to begin counselling parents and establishing a 
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  Afraid of Dentist

 

0.45

 

0.06

 

0.88

 

0.08
Afraid of Dental tools

 

0.44

 

0.07

 

0.72

 

0.10
No time

 

0.43

 

0.07

 

0.83

 

0.14
Treatment cost is more 

 

0.40

 

0.07

 

0.75

 

0.11
Afraid sitting in waiting room

 

0.41

 

0.06

 

0.60

 

0.09
F-value

 

0.1088

  

1.2046

 

p-value

 

0.9794

  

0.3074

 
 

Very important

 

0.54

 

0.07

 

0.81

 

0.12
Moderately important

 

0.31

 

0.05

 

0.75

 

0.10
Not at all important

 

0.39

 

0.05

 

0.75

 

0.07
F-value

 

2.8263

  

0.1144

 

p-value

 

0.0378*

  

0.9516

 
 

Yes. Watch them while brushing

 

0.55

 

0.08

 

0.66

 

0.11
Do not watch but advice

 

0.43

 

0.07

 

0.66

 

0.11
Never care 0.38 0.04 0.84 0.07
Only my spouse watches 0.48 0.08 0.76 0.11
F-value 1.7019 0.9946
p-value 0.1652 0.3947

Yes 0.42 0.03 0.74 0.05
No 0.48 0.10 1.15 0.26
Total 0.43 0.03 0.77 0.05
t-value -0.5906 -2.3197

How important do you think are milk teeth

Do you supervise your children while they brush

Do you prefer to snack while watching T.v. or listening to radio

0.5550 0.0206p-value



child's dental preventive programme is actually before the birth of 

the child. For an expectant couple, particularly if the child is their 

first, this is a time in their lives when they are the most receptive to 

preventive health recommendations. These parents to be have a 

strong instinct to provide the best that they can for their child. 

Counselling them on their own hygiene habits and the effect they 

can have on their children as role models will aid in improving both 
[27]the parents' and child's oral health.

The present study assessed the knowledge attitudes and practices 

of parents regarding oral health. These attributes were found to 

have a strong correlation with dental caries. These people clearly 

need more than just simple information, cajoling or simple 

encouragement to change their everyday behaviour. They may 

require regular intermittent counselling along with demonstration 

and practical assistance before they feel that they can put their 
[28] [29]knowledge into everyday practice. 

Zaki, Bandt and Euller et al concluded that a single session of 
[30] motivational activities does not alter oral hygiene performance. 

Williford et al incorporated repetition and reinforcement of oral 

hygiene instructions and found that there was significant 
[31] improvement in oral hygiene. Blinkhorn et al reported that after 

two years of educational programme, there was a higher adherence 

of parents with respect to the position of the child while tooth 

brushing and the use of a small amount of tooth paste. The authors 

advised a reinforcement of the educational concept every four 
[28]months. 

 “Knowledge is lost without putting it into action.”Practice refers to a 

way that something is done. It is a learning method, the act of 

rehearsing behaviour over and over or engaging in an activity again 
 [32]and again for the purpose of improving it or mastering it.

CONCLUSION
Parents had some knowledge regarding the oral health they were 

not able to use this knowledge or put it in application because of 

various factors like time constraint, some beliefs or myths related to 

the oral care. It is recommended that the parents should receive oral 

health related information which is easy to understand and the ways 

to apply the gained information should also be taught. The 

paediatric dentist must include these factors into their counselling 

session and help the parents to modify their lifestyle. The paediatric 

dentist must make the parents understand the value of good oral 

hygiene measures and help the child to remain caries free. Efforts 

by the Government and the Non Governmental Organizations 

towards the improvement of the oral health of children are needed, 

which may be in the form of insurance, re-imbursement or 

incentives. 
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