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ABSTRACT
Dental caries affect humans of all ages, including all regions 
of the world and is a disease of the complex interplay of social, 
behavioral, cultural, dietary, and biological risk factors. The 
objective of this study was to determine the oral hygiene status 
and the prevalence of decayed, missing, and filled number of 
teeth (DMFT index) among madrasa going children of selected 
area of Dhaka city, Bangladesh. A descriptive type of cross-
sectional study was conducted by a purposeful selection of 
some madrasa with a sample size of 251. Data collection were 
done by four sections. Section one, two and three consist of 
structured questionnaire and section four resembles to DMFT 
index which were measured by clinical examination using an 
examination form. Seventy percent of children had experienced 
dental caries with mean DMFT score of 1.94. Female children 
had higher DMFT score than male children. There was a  
highly significant association between tooth brushing frequency 
and family income of respondents with caries. We conducted  
this study in madrasa because up till now such study has 
not been performed. These data on oral health status and 
prevalence of DMFT will certainly helps to determine the 
appropriate treatment plan for madrasa going children. For 
the benefit of a community, dental health programs need to be 
conducted repeatedly in order to reach the goals of the World 
Health Organization (WHO).
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INTRODUCTION

Bangladesh, a developing country faces many chal-
lenges in rendering oral health needs. In Bangladesh, 
approximately 32.3% of whole population belongs to 0–14 
years (male: 27,268,560; female: 26,468,883) respectively.1 
Among all, 30% of school going children are enlisted 
in madrasa.2 According to World Health Organization 
(WHO), oral health is a state of being free from chronic 
mouth and facial pain, oral and throat cancer, oral sores, 
birth defects, such as cleft lip and palate, periodontal 
(gum) disease, tooth decay and tooth loss, and other 
diseases and disorders that affect the oral cavity.3 Dental 
caries and periodontal disease are the most commonly 
seen oral disease which shows striking geographic varia- 
tion, socioeconomic patterns and severity of distribution 
all over the world.4 Dental caries is a multifactorial oral 
disease developed by the localized dissolution of the tooth 
hard tissues, caused by bacteria.5 In low-income countries, 
dental caries is the most prevalent oral disease of public 
health concern.6 Dental caries affects humans of all ages, 
including all regions of the world and is a disease of the 
complex interplay of social, behavioral, cultural, dietary, 
and biological risk factors which are associated with its 
initiation and progression.7 Caries prevalence is high 
and still increasing in some developing countries, espe-
cially among urban children, while its decline has been 
reported in many industrialized countries during the last 
3 decades.8 In recent studies, socioeconomic factors have 
been identified as predisposing factors in the development 
of both dental caries and periodontal disease.9 The WHO 
recommends basic oral health surveys in five selected  
age groups (i.e. 5, 12, 17–18, 35–44 and 65–74 years) in 
order to estimate the magnitude of the problem and to 
plan intervention activities.10 Economic improvement in a 
low-income country like India, Bangladesh may have an 
effect on dental health. Turag and Tongi are undergoing 
rapid urbanization, and this can be a risk factor for the 
increased prevalence of dental caries among the popula-
tion.11,12 A previous study reveals that in Bangladesh,  
12-year-old children were affected most by dental caries 
than adults at the age of 18 and 35 to 45 years in all socio-
economic groups.13 There is no doubt that dietary and 
oral hygiene habits are affected by income, education, 
and social environment.8 A study conducted in North 

1,2PhD Student, 3-5Senior Lecturer

1Department of Dental Public Health, School of Dental 
Sciences, Universiti Sains, Kubang Kerian, Kelantan, Malaysia

2,5Department of Orthodontic Unit, School of Dental Sciences 
Universiti Sains, Kubang Kerian, Kelantan, Malaysia

3Department of Public Health, Northern University, Dhaka 
Bangladesh

4Department of Maxillofacial Prosthesis, School of Dental 
Sciences, Universiti Sains, Kubang Kerian, Kelantan, Malaysia

Corresponding Author: Mohammad Khan, PhD Student 
Department of Dental Public Health, School of Dental Sciences 
Universiti Sains, Kubang Kerian, Kelantan, Malaysia, Phone: 
+60142926987, e-mail: drmohammadkhan1001@gmail.com



46

Mohammad Khan et al

Carolina showed convincingly that in Western countries 
people having low socioeconomic conditions tend to 
have more caries.13 The prevalence of dental caries is of 
great interest for long and is a principal subject of many 
epidemiological researches carried out all over the world. 
But in Bangladesh regarding this crucial condition, actual 
data is not available. A limited survey was done with 
school going children but real scenario was not reflected. 
Before this, no survey was conducted for madrasa going 
children. Therefore, keeping in mind the paucity of litera-
ture on dental problems among madrasa going children 
and the public. The health importance of dental caries, 
this study was planned to provide some information on 
the oral health needs of the target population. The main 
objective of this study determined the oral hygiene status 
and prevalence of DMFT among Madrasa going children 
at Turag, Dhaka, Bangladesh considers the age, ethnic 
group, socioeconomic status, oral hygiene habits, and 
dietary habits.

METHODS

A descriptive type of cross-sectional study was conducted 
to carry out the research. Six to twelve years of age madrasa 
going children residing at Turag and Tongi, Dhaka was 
the study population. The study was carried out by a 
purposeful selection of some madrasas in Turag, Dhaka. 
The study was carried out from May 2014 to November 
2014 with sample size 251. Subjects were selected on the 
basis of inclusion criteria which include willingly agreeing 
to participate in the study and to sign the consent form. 
Children who were refusing to give informed consent and 
who were mentally retarded were excluded from this study. 
The research instruments used for data collection were a 
structured questionnaire and examination form that had 
been developed and modified from the literature reviews 
by researchers and consists of four sections. Section one, 
two and three consist of structured questionnaire and 
section four resemble to DMFT index (measured by clinical 
examination) using an examination form.
Section one: Sociodemographic factor which includes  
(a) Age, (b) sex, ( c) parent’s occupation, (d) monthly 
family income, (e) family member.
Section two: Oral hygiene practice which included  
(a) Tooth brushing, (b) frequency of brushing, (c) material 
used for brushing, (d) duration of tooth brushing, (g) use 
of toothpaste, (e) other preventive methods.
Section three: Oral health status related variable which 
includes (a) Gum bleeding, (b) bad breath, (c) visit to 
dentist, (d) reason to visit the dentist, (e) decayed teeth, 
(f) missing teeth, (g) filling teeth.
Section four: Interviewing with the questionnaire and 
oral examination was performed among the total sample 
of 251 children of different madrasas of Turag and 

Tongi with the help of calibrated two dentists and three 
volunteers including researchers by interviewing and 
examination.

RESULTS

In this study, Table 1 showed sociodemographic infor- 
mation, where half of the respondents were female 
and the rests were male. More than half of the parents 
of respondents were service holder. Nearly half of the 
respondents’ family belongs to BDT 10000 income group 
and very few were in above BDT 30000 income group. 
Table 2 showed the oral hygiene practice among the 
respondents. The majority of the respondents brushed 

Table 1: Distribution of respondents by socioeconomic 
demographic variables

Variables Frequency Percentage
Sex
 (a) Male 114 45.4
 (b) Female 137 54.6
Parents occupation
 (a) Businessman 70 27.9
 (b) Service holder 145 57.8
 (c) Worker 21 8.4
 (d) Other 15 6.0
Family size
 2–4 person 99 39.4
 5–8 person 148 59
 9 and above 4 1.6
Family income in BDT
 10000 112 44.6
 above 10000–20000 52 20.6
 above 20000–30000 40 15.9
 above 30000 47 18.7

Table 2: Distribution of respondents by oral hygiene practice

Variables Frequency Percentage
Daily tooth brushing
 Yes 246 98
 No 5 2
Frequency of tooth brushing
 1 times 124 49.4
 2 times 114 45.4
 3 times 13 5.2
Duration of brushing
 1 minute 33 13.1
 More than 1 minute 67 26.7
 2 minutes 50 19.9
 More than 2 minutes 101 40.2
Use of toothpaste
 Rarely 18 7.2
 Usually 30 12.0
 Always 203 80.8
Use of other preventive method
 Use 13 5.2
 Did not use 238 94.8
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their teeth daily. About half of the respondents brushed 
only once a day followed by nearly half of the respondents 
brush twice a day. Nearly half of the respondents brush 
more than 2 minutes and a minor group brush for  
1 minute. The majority of the respondents always used 
toothpaste and a few of them rarely used toothpaste. 
The majority of the respondents did not use other oral 
preventive methods. Table 3 reveals oral health status 
related information. Gum bleeding and bad breath were 
absent in most of the respondents. Most of the respondents 
never visited a dentist. One-third of the respondents who 
visited the dentist, visited for the tooth extraction purpose 
and very few of them visited for the checkup and the rest 
of them for gum bleeding. Table 4 gave DMFT related 
information. Around two-third of the respondents had 
decayed teeth. The majority of the respondents did not 
have any missing teeth and filled teeth. Table 5 showed 
that there was a highly significant association between 

Table 3: Distribution of the respondents by oral health problems

Variables Frequency Percentage 
Gum bleeding
 Present 115 46
 Absent 136 54
Bad breath
 Present 97 38.6
 Absent 154 61.4
Visit to dentist
 Yes 89 35.5
 No 162 64.5
Reason to visit
 Check up 14 15.9
 Toothache 21 23.9
 Gum bleeding 6 6.8
 Tooth extraction 31 35.2
 Others 16 18.2

Table 4: Distribution of respondents by Decayed (D),  
Missing (M), Filling (F) teeth

Variables
Frequency Percentage

Present Absent Present Absent
Decayed (D) 176 75 70.1 29.9
Missing (M) 11 240 4.4 95.6
Filling (F) 5 246 2 98
DMFT 1.94 (mean)

Table 5: Association between prevalence of caries teeth and 
monthly family income

Prevalence 
of caries

Family monthly income (BDT)

p-value
5000– 
10000

Above 
10– 
20000

Above 
20– 
30000

Above 
30000 Total

No caries 26 10 20 19 75
Caries 86 42 20 28 176 0.001
Total 112 52 40 47 251

*p-value from pearson χ² test

Table 6: Association between prevalence of caries with 
frequency of tooth brushing per day

Prevalence of 
caries

Frequency of tooth brushing per day
p-value1 2 3 Total

No caries 38 29 8 75
Caries 86 85 5 176 0.026
Total 124 114 13 251

*p-value from pearson χ² test

prevalence of caries teeth and their monthly family 
income where the p value is 0.001. Table 6 revealed that 
there was a significant association between the frequency 
of tooth brushing per day and prevalence of caries, where 
p-value is 0.026.

DISCUSSION

Dental caries is the most prevalent chronic disease among 
the children in the global scenario. Dental caries is a 
disease which can be traced back to be as old as civilization 
with its evidence seen even in the skeletal remnants of 
prehistoric man but the prevalence of this disease has 
increased in the modern times on a worldwide basis.14 We 
conducted this study in madrasa because as such up till 
now no study is performed focussing on madrasa going 
children. Several oral health programs were performed 
in schools, but madrasa going population were neglected 
most of the time. Many researchers focused on oral health 
status of school children in their study, but our study is 
focussed on only madrasa going students.

In the present study, the number of girls are slightly 
higher (54.60%) than the boys (45.40%) respectively. Out 
of them, dental caries were significantly more prevalent 
in girls than in boys which suggested that dental caries 
show some predilection for sex. The same findings were 
detected by a previous study in Bangladesh15 whereas 
opposite scenario was shown by other studies in west 
Germany, but in that study the age of the children 
were under 5 years.16 The study revealed that out of all 
respondents, 70.1% had dental caries, which is close to a 
study which was conducted in Chidambaram (63.80%),17 
whereas another study conducted in Nepal showed 
that 67% of the respondents had caries, which is almost 
similar to our finding.18 Female children had higher 
DMFT score, i.e., 2.10 as compared to males with DMFT 
score of 1.76 and mean DMFT score was 1.94. Compared 
to other studies in Iran, female children had higher 
DMFT (1.19) than male children (1.09) and mean DMFT 
was 1.62.19 Studies from Nepal also showed that mean 
DMFT score (0.84) with 42% caries prevalence, which 
is different from our study because our study focussed 
on neglected and deprived group of population.20 Data 
from Australia health and welfare institute, mean DMFT 
score among this age group was 1.11 because of their 
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better lifestyle and more health awareness.21 Among 
the respondents, 98% brushed their teeth daily which 
is better than studies which was conducted in Iran 
(69%), might be due to lack of awareness regarding 
tooth brushing.19 Among them, 49.4% of the respondents 
brushed their teeth once daily and 45.4% twice daily 
as compared to studies from Thailand where only 77% 
of respondents brush their teeth daily. Another study 
in India shows that 69.7% of respondents brush their 
teeth twice daily.22 In our study, 80.9% always used 
toothpaste, whereas other studies showed that 70% did 
not use toothpaste25 while another study showed that 
89.33% use toothpaste regularly.22,23 We found that 46% 
of the respondents had gum bleeding problems and 
38.6% of the respondents had bad breath compared 
to studies from India where only 10% of respondents 
had gum bleeding problems and 8.66% had bad 
breath because of their awareness activity. In this study, 
35.5% of the respondents visited dentist compared to 
another studies conducted in Nepal where only 7% of 
respondents visited dentist.20 Among them, 35.2% of 
the respondents visited a dentist for tooth extraction, 
23.9% for toothache, 94.8% of the respondents did not 
use oral preventive measure, 95.6% of the respondents 
did not have any missing teeth with mean of 1.04 
compared to data from Australia (0.04),21 and 98% of 
the respondents had not filled tooth. In this study, we 
found highly significant association between prevalence 
of caries teeth and their monthly family income where 
p-value is 0.001 and significant association between 
frequency of tooth brushing per day and prevalence of 
caries where p-value is 0.026 which is similar to another 
studies conducted in Mangalore city.24 But another two 
studies did not find any significant association.25,26 
These data on oral health status and prevalence of DMFT 
helps to determine the appropriate treatment plan for 
children. Besides, there is an urgent need for periodic 
surveys so that the outcomes of preventive programs 
can be monitored, as recommended by WHO. This 
study has certain limitations which should be taken into 
consideration when interpreting the results. Since the 
study was conducted as a crosssectional survey, sample 
size is small, so that data will not represent the real-time 
situation of the whole country.

CONCLUSION

A study on oral health assessment and dental health 
education of children at an early age helps in improving 
preventive dental behavior and attitudes, which is benefi-
cial for a lifetime. This can be achieved by educating the 
uneducated and less aware parents about dental health 
through madrasa dental health programs. For the benefit 
of a community, dental health programs have to be con-

ducted repeatedly in order to reach the goals of the WHO. 
Parents should be made aware of the brushing methods, 
and usage of pits and fissure sealants and the importance 
of preventive measures for the children. The rationale of 
the madrasa dental health program is to improve and 
motivate the parents and children regarding their dental 
health treatment needs.

Dental plaque biofilm cannot be eliminated. However, 
the pathogenic nature of the dental plaque biofilm can be 
reduced by reducing the bio-burden (total microbial load 
and different pathogenic isolates within that dental plaque 
biofilm) and maintaining a normal flora.  Recent research 
in context to oral hygiene especially related to combating 
dental calculus will be a vital step for future directions 
that will change the face of preventive dentistry.27
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