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ABSTRACT

Aims and objectives

The aim of this study was to evaluate the oral hy-
giene practices and oral status of dental professionals
working in Riyadh, KSA.

Methods

Questionnaires were distributed to a conveniently se-
lected sample of 400 dental professionals. The ques-
tionnaire included the demographics, oral-hygiene
practices, past-dental history, self-reported current-
dental status, dental appointments, self-reported family-
dental condition, self-grading of oral-health and possible
reasons for negligence in oral health.

Results

The response rate was 68.8%. Significant differences
between male and female participants were observed
regarding the reported frequencies of brushing (p=.001)
and the history of dental visits (p=.013).

Differences between the responses to the social habits
on the consumption of coffee, tea, soft drinks, cigarettes
and water pipe were insignificant. Generally, the partici-
pant’s experiences with dental treatment was excel-
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lent to very good. Avoiding dental visits due to a fear of
cross infection was very high (Likert scale=3.47 out
of 4) among participants.

Conclusions

Participating dental professionals, oral hygiene practices
and oral health status were satisfactory. Gender-based
differences were found with females expressing more
care regarding their oral health. Gingival bleeding/gingi-
vitis and bruxism were prevalent among the male and
female participants respectively. Poor oral hygiene was
the primary cause for the damaged dentition. Fear of
cross infection from the dental treatment prevented the
participants for seeking dental treatment.
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INTRODUCTION

Oral health is an integral part of an individual’s gene-
ral health. Disease-free oral cavities and healthy tooth-
supporting tissues are essential for optimum oral func-
tionality. Interplay of various factors affect the socio-
economic status, education and availability of health
care facilities which are significant factors that greatly
influence oral health.’

Dental caries, gingival infammation and eventual tooth
loss requiring artificial tooth replacement are deleterious
consequences of oral hygiene neglect. The majority of
people believe that loss is inevitable, which eventually
needs replacement; also contributing towards the negli-
gence of maintaining good oral hygiene.

Neglect in oral hygiene massively affects the quality of
life and expectancy.? Oral diseases as a result of poor
oral hygiene may lead to the manifestation of various
systemic diseases. Various studies have investigated the
relation of oral cavity and its microbiology to several
other organ systems. This reflects how important it is to
maintain good oral hygiene.®

Education plays a major role in guiding people regard-
ing their oral hygiene. Individuals at higher education
levels show more responsibility towards eating habits
and performing necessary oral hygiene routines.* They
are more aware of the consequences and problems
caused by neglect in oral hygiene.
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Dental health education can help improve individual,
group and community well-being. Education tends to
shape behavioural patterns which begin with change
in attitude and transformation in conduct.>® Health care
sector needs to invest more towards increasing aware-
ness and helping educate individuals about oral hygiene
measures.” Oral hygiene education should be promoted
alongside medical health since both are intertwined.®

General awareness for maintaining oral health is either
acquired through dental check-ups and appointments.
The majority of people don’t routinely visit dentists
unless one experiences dental pain. Visiting dentists is
considered unnecessary and may be because people
are unaware of the consequences of neglecting their
oral health. Prevention is better than cure but only few
out of thousands believe s0.%1°

Dental professionals are extensively trained regarding
the importance and maintenance of good oral hygiene.
They are well aware of the consequences oral health
disease due to compromises in oral hygiene measures
and they can effectively deliver these guidelines to pa-
tients over time."'" Dental professionals become oral
health providers who need to address key oral health
issues in their communities. Dental professionals are
aware of oral hygiene habits and their practices reflect
their dedication towards health care.

In order to be able to deliver great care and perform
dental health duties for preventing and treating oral
diseases, they should also be monitoring their own
oral hygiene levels. They should have an increased res-
ponsibility to maintain oral hygiene measures them-
selves and advise patients accordingly.’? A dentist is
required to advise on and to address oral hygiene
measures, but it is important for them to realize how
important it is to evaluate their personal dental hygiene
status on a regular basis.

The reason why dental professionals should strictly ob-
serve and adopt optimal oral hygiene practices is that
emphasis on the oral health during clinical procedures
are part of the integral routine of their work.'® When they
set good standards of oral health care for themselves
oral healthcare practitioners would in all probability deli-
ver optimum care to their patients. Moreover, oral health
professionals are also responsible for imparting dental
education to their students and respective institutes.
They are mentors of dental students which are the
future of the oral health sector. Any negligence in
their conduct not only affects students but also
the patients.™

Some studies concluded the lack of adequate dental
health practises amongst the dental professionals exist
despite having adequate knowledge and awareness
about it. Personal behaviour is a reflection of the
individual’s beliefs, experiences and teachings. Various
studies have investigated the correlation between the
attitudes of dental health care providers and improve-
ment of their patient dental care.'®'%'” The aim of this
cross sectional research study was to assess the oral
hygiene practices and the self-reported dental status
among the dental professionals in Riyadh, KSA.

MATERIALS AND METHODS

Ethical approval

The cross sectional research design was used. The
study was approved by the ethical committee of the
College of Dentistry Research Centre, King Saud
University, Riyadh (CDRC # IR 0226). The study
was carried out between April 2017 and April 2018.

Data collection

The required information was collected through a self-
administered questionnaire. Some questions of the ques-
tionnaire were adopted from previous studies® "2 and
modified to suit the requirements of the present study.

The questionnaires along with a cover letter and con-
sent form stating the instructions, rationale and purpose
of the survey were distributed by hand to a conve-
niently selected sample of 400 male and female dental
professionals studying and working in various private
and governmental clinics and dental schools within
Riyadh, Saudi Arabia.

This method was adopted for convenience and to
avoid the poor response rate by online distribution.
The participants who were wiling to participate in the
study filled in the consent form and the questionnaire
by hand and returned it immediately. There was no time
limit for completion of the questionnaire. 275 partici-
pants completed the questionnaire with a response rate
of 68.75%.

Questionnaire details

In addition to the demographic details the participants
responded to questions related to their oral hygiene
practices, past dental history, current dental status, den-
tal appointments and dental condition of their families.

The questionnaire comprised of 25 questions and the
participants were requested to select one answer and
fill the numbers where required. In addition, they also
graded their oral health condition on a 5 point Likert
scale as: Excellent; Very good; Good; Fair and Poor.

The last question of the questionnaire was to get in-
formation about possible reason/reasons for negligence in
oral health care of the participants, which comprised of 10
subsections.

The answers were based on Likert Scale as score
of: 0=Strongly disagree; 1=disagree; 2= Undecided;
3 =Agree and 4 = Strongly Agree. The mean score
of each question was calculated out of 4.0 with higher
the number, indicating more negligence for that parti-
cular reason.

Statistical analysis

The data was analysed using IBM SPSS (Version 21)
software. Descriptive statistics and Chi-square tests
were used for statistical analysis of the responses
considering a P-value of <0.05 as the cut-off level.
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RESULTS

The response rate was 68.75%. Most respondents

(81.8%) were males and (18.2%) were females. Accor-
ding to the distribution by groups: 27 (9.8%) were
Dental Specialists; 57 (20.7%) were General Dentists;
164 (59.63%) were Dental Students; 20 (7.3%) were
Dental Assistants and 7 (2.5%) were Dental hygienists
(Table 1).

Table 1. Distribution of the study participants by groups and gender.

Groups

25 11 2 4 27 9.8

General Dentist 49 218 8 16 57 20.7
istYear 31 13.8 10 20 41 14.9
2nd Year 23 102 5 10 28 10.2
3rd Year 29 129 4 8 33 12
4th Year 25 111 5 10 30 10.9
5th Year 30 SIS 2 4 32 11.6
Dental Assistants 10 4.4 10 20 20 7.8
3 13 4 8 7 2.5
Total 225 100 50 100 275 100

The questions used for assessment of the participants’
self-reported oral hygiene practices and dental history
are presented in Table 2. A significant difference be-
tween the responses of the male and female partici-
pants was observed for the questions related to the
frequency of brushing (p=.001) and the history of dental
visits (p=.013).

The frequency of tooth brushing as well as the time
taken for brushing was more for the female partici-
pants compared to the males. History of the den-
tal visits and past dental history were not significantly
different between male and female participants.

The number and gender-wise percentage of partici-
pants’ past dental complaints and social habits are
presented in Table 3. Comparison using Chi-Square test
only showed significant differences between males and
females for extractions due to orthodontic treatment.
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Differences between the responses related to coffee, tea,
soft drink, cigarettes and water pipe (hookah) consump-
tion or use were also insignificant.

The responses of the participants self-reported causes
for their damaged dentition are presented in the Table 4.
The majority of the participants (64% males and 68%
females) agreed on poor oral hygiene to be the cause for
their damaged dentition.

The percentage of bruxism causing damage to the
dentition was higher in females (24%) than in males
(10.7%). Generally, the participants’ overall experience
with their dental treatment was very good to excellent.

Interestingly the percentage of participants with bad
previous experiences of the dental treatment and dental
anxiety was also very high (Figure 2). For the oral health
of their family members, the participants reported a high
percentage of fair oral health (49) (Figure 1).

The mean scores of the possible reasons for negli-
gence in oral health by the participants are presented in
Figure 2. The maximum score of 3.5 out of 4 was to
avoid cross infection. This reveals that the dental
professionals themselves are not confident about the
cross infection control measures. The majority of the
participants also believed that dental treatment is not
very critical.

DISCUSSION

This study provides information about the oral hygiene
practices and the oral health status of a group of
dental professionals based on the information collected
via a custom-designed self-administered questionnaire.
The response rate of the questionnaire (55%) was found
to be satisfactory.

Although some studies''?"" have been carried out about
the oral hygiene practices and the oral health status
of health care professionals, similar studies among the
dental professionals are scarce in Saudi Arabia.

T L O 1 - Excellent
. . 92
Experience with dental treatment — ] 104 B 2- Very Good
5
1 e O 3- Good
83
Oral health of family - 120 W 4-Fair
5
. B 5 - Poor
105
Health of gums = 88
2
41
102
Health of teeth 102
27
3
0 20 40 60 80 100 120

Number of participants

Figure 1. Participants self-grading or oral health.
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Table 2. Bivariate analysis of self-reported oral hygiene practices and dental history of the participants.

Practice

Once a day

93 413 28 56 121 44
More than twice 26 11.6 13 26 39 14.2
33 14.7 5 10 38 13.8 .846
1-2 minutes 112 49.8 26 52 138 50
23minutes 57 25.3 13 26 70 255
> 3 minutes 23 10.2 6 12 29 10.5
31 13.8 11 22 42 1518 .072
Toothpick 40 17.8 8 6 43 15.6
80 35.6 26 52 106 38.5
152 67.6 43 86 195 70.9
23 10.2 14 28 37 13.5
37 16.4 5 10 42 156.3
40 17.8 8 6 43 15.6 .013
Occasionally 67 29.8 11 22 78 28.4
_Emergenciesonly 50 22.2 8 16 58 211
Every 6 months 35 155 17 34 52 18.9
32 14.2 11 22 43 15.6
Check up 66 29.3 17 34 83 30.2 .339
62 27.6 11 22 73 26.5
Bleeding gums 138 5.8 3 6 16 5.8
5 2.2 1 2 6 2.2
Sensitivity 12 5.3 5} 10 17 6.2
1 4 2 4 3 1.1
Orthodontics 37 16.4 7 14 44 16
29 12.9 4 8 33 12

Table 3. Bivariate analysis of self-reported past dental complaints and social habits of the participants.

Practice

Halitosis

139 50.5 111 49.30 28 56 243
Bleeding gums 81 29.50 68 30.20 13 26 342
110 40 96 42.70 14 28.70 136
Extraction due to peri- 27 9.80 22 9.80 5 10 .894
241 87.6 197 87.6 44 88 894
Extraction due to caries 58 21.10 48 21.3 10 20 .872
55 20 38 16.90 17 34 022
Coffee 206 74.9 171 76 35 70 186
Tea 182 66.2 149 66.2 33 66
Soft Drinks 94 34.2 82 36.4 12 24
Cigarettes 60 218 58 25.8 2 4
Hookah/Water pipe 45 16.4 42 18.7 3 6

Table 4. Bivariate analysis of self-reported past dental complaints and social habits of the participants.

Self-perceived cause for
damaged dentition
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Some limitations were that respondents may not have
been 100 percent truthful with their answers due to
differences in understanding and interpretation of some
questions and they may have been casual while com-
pleting the questionnaire as it was lengthy.

Another drawback of this present study was the lack of
correlation of self-reported oral health with clinical or
laboratory based evaluation. The authors were aware
of limitations but still considered the method useful due
to its practicability and speedy results. However, the
interpretation of the results must be done with caution
keeping in view the limitations mentioned above.

The evaluation of the results showed that there were
differences in the oral hygiene practices, oral health
status and oral health behaviour, between the male and
female participants. However, the self-reported oral
hygiene habits were excellent among the study partic-
ipants, with most of the population reporting brushing
twice daily. This was however anticipated as the sub-
ject population comprised of dental professionals.

Effective tooth brushing and flossing can significantly
reduce oral malodour'®' and the usage of dental aids
such as the electric tooth brush, mouth wash, floss
and a tongue cleaner were higher among females when
compared to males. This could imply a more conscious
attitude among females than among males and was
evident from the results as the regular six monthly den-
tal visit was two-fold higher among females (34 %) as
compared to males (15.5 %).

In general, females engage in better oral hygiene beha-
viour measures, and studies have reported that females
possess a greater interest in personal oral health than
males.?° Studies conducted in Lebanon, Thailand, and
Malaysia, have also found that female university stu-
dents have better habits in term of tooth brushing
than male students.?’ However, in this study, no sig-
nificant differences were noted among male and
female students.

Bad previous experience

Lack of trust in dentists

Avoid cross infection (HIV/Hepatitis)
Frequent visits required

Lengthy dental treatments

Cost of treatment

Difficulty in appointments

Dental treatment is not critical
Dental anxiety

Self-neglect
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The results of this study showed the prevalence of den-
tal caries among the male and female participants was
the same. However, the percentage of males having
gingival bleeding and gingivitis/periodontitis was higher
in comparison to females. This finding could be related
to the frequency of brushing, which was low among
the males as compared to females; or related to the
social habits such as smoking of cigarettes and water
pipe (hookah) use.

Smoking has many confirmed adverse associations
reported in a large quantity of literature ranging from
negative impacts in gingival and oral health, to
malignancies.???® The percentage of the male smokers
(25.8%) was three to four folds higher compared to the
females (4%) in this study.

Bivariate analysis of the self-perceived causes for
damaged dentition of the participants showed no sig-
nificant differences between the males and females,
except for bruxism/clenching and congenital anomalies.
The prevalence of bruxism is found to occur predomi-
nantly among females.?® This is also evident from the
results of the study as the percentage of female parti-
cipants having bruxism was three times higher than
the male participants.

Generally, the majority of the participants reported to
have had excellent and very good experiences with
the dental treatment, oral health of the family and their
own gum/teeth health for their self-evaluation of the
oral health. This finding is line with the results reported
by Al-Wahadni et al.’?, in which the dental students
were found to have more positive dental attitudes and
behaviour, such as worrying more about visiting the
dentist, having less gum bleeding when brushing their
dentition. This might be explained by the fact that
dental students receive more professional education in
oral hygiene maintenance as compared to the general
population and that the dentistry students are intro-
duced to dental clinics very early and intensely during
their dental education.

0 - Strongly disagree
1 - Disagree

3:47] 2 - Undecided
3 - Agree

4 - Strongly agree

0 0.5 1 1.5 2 2.5 3 3.5 4

Scores from 0 to 4.

Figure 2. Possible reasons for negligence in oral health by the participants.
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There are many reasons for possible negligence in oral
health care that directly or indirectly affects the overall
oral health status of the individuals.?” This study identi-
fied many reasons for negligence by the participants.
Despite being involved in the cross infection control
themselves the majority of the dental professionals were
reluctant to seek dental treatment because of cross in-
fection fear (Figure 2, Table 4).

Dental treatment which is not urgent, and a lack of
trust in fellow dentists were also among the high-
lighted reasons for negligence in oral health by the
participating dentists. Self-neglect was considered the
least important reason for personal oral health
negligence. These findings are similar to the previous
studies conducted by Al Kawas et al.?8, Al-Hussaini
et al.?® and Halboub ES et al.®®

Although the current study provides some information
on the oral health behaviour among the dental profes-
sionals in this group, there is a need for further detailed
studies among dental professionals to address this
important subject. The factors affecting the oral health
care such as fear of cross infection and the awareness
of oral health care need to be evaluated and addres-
sed further.

The authors believe that emphasis on dental health
care should be developed and maintained during early
education and training in order to improve the dental
health behaviour of oral healthcare professionals later on.
This is a key factor in developing their dental health atti-
tudes and behaviours in order to allow them to have
a positive impact on the dental health attitudes and
behaviours of their patients.

CONCLUSION

The results show satisfactory oral hygiene practices and
oral health status the participating dental professionals.
Gender-based differences among the participants with
regards to oral health attitude and behaviour revealed
that females were more careful about their oral health.
Gingival bleeding/gingivitis and bruxism were prevalent
among the male and female participants respectively.

The majority of the participants’ poor oral hygiene was
the cause for their damaged dentition. Fear of cross
infection from the dental treatment, dental treatment
that was not critical, and a lack of trust in fellow dentists
were the common reasons for negligence of oral health
care among the participants.
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