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prevent oral disease and to promote oral health.1 
The general perception that dentistry is expensive 
keeps many people away from the registered 
professionals on one hand, while on the other 
hand making them hostage to the services of non-
registered lay practitioners. The result is that the 
people of Bangladesh, in general, have a very 
low level of awareness regarding oral health and 
hygiene.2 Although much is known about health 
literacy in the medical context, little is known 
about oral health literacy (OHL) and its 
relationship to clinical conditions, patients' 

Introduction

In the oral health context, literacy can be considered 
as the skills necessary for people to understand the 
causes of poor oral health, to learn and adopt 
fundamental aspects of positive oral self-care 
behaviors, to communicate with oral health care 
providers, to place their names on dental treatment 
waiting lists or organize appointments, to find their 
way to the dental clinic, to fill out the necessary 
forms and to comply with any required regimes, 
including follow-up appointments and compliance 
with prescribed medication. Lack of oral health 
literacy (OHL) can create a significant barrier to 
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Background: The important role of socio-economical factors in oral health and disease has been identified. Oral 
health literacy is associated with inaccurate knowledge about preventive measures such as proper brushing, dental 
care visits and oral health-related quality of life. Like general health literacy, oral health literacy incorporates the 
capacity a person has to learn and use information about oral health in making decisions about their oral health. 
Objective: This analytic type of cross sectional study was conducted to measure the Oral Health literacy Level 
(OHLL) and its relationship with socio-demographic characteristics among Bangladeshi adults seeking dental care. 

Materials and Methods: A total 100 subjects attended at the out patient's Dental Department of Ibrahim 
General Hospital-Mirpur for routine dental checkup over a period of six months from August 2014 to January 
2015 fulfilled the eligibility criteria were selected consecutively. Pre-tested semi structured interviewer 
administrated questionnaires were used to collect the information. Cross tabulations and associations were 
determined by using the Chi-square test where applicable. 

Results: The mean oral health literacy score was 15.51 out of 30 and SD ±4.806 with 7% of respondents had 
very poor OHLL, 49% had poor OHLL, 41% had fair and 3% had excellent oral health literacy level. Oral 
health literacy level found more in age group of 30-39 years. The majority of excellent oral health literacy level 
was from graduate and above group. In addition, patients' sex, marital status and occupation were significantly 
associated with oral health literacy level as the P-values were 0.008, 0.002 and 0.021 respectively. 

Conclusion: Patients with inadequate oral health literacy were consistently more likely to report poor oral health 
than patients with adequate literacy skills. Future studies are needed to determine whether this framework is 
supported by empirical data and leads to improvements in oral health and reductions in health disparities.
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To get the target sample quickly non randomized 
purposive sampling technique was followed by using a 
pre tested semi-structured questionnaires. Only adult 
man and women of age 18-60 years were included in 
this study. On the other hand, those who refused to 
provide informed consent and who were below 18 or 
above 60 years were excluded from the study. 

Oral health literacy was measured using an oral 
health adult literacy questionnaire (OHL-AQ). The 
questionnaire consisted of 5 subgroups (General 
health, General Oral Health, Factors that can affect 
oral health, Oral hygiene maintenance, Oral health 
seeking behaviour) to find out the outcome variable 
with total 30. The relevant aspect of data coded into 
point '1' for no dental problem or good practice and 
'0' for presence of any oral condition or negative 
attitude and behavior. Possible maximum score was 
30 points. Score 24-30 set as excellent oral health 
literacy level, 17-23 fair, 10-16 poor and below 10 
score set as very poor oral health literacy level. 
Level of oral health literacy was the main focus of 
the study. Data were checked, cleaned and edited 
properly before analysis. The data were sorted and 
analyzed by using the software SPSS version 11.5. 
The analyzed data were presented in the form of 
frequency distribution tables. Cross tabulations and 
associations were determined by using the Pearson 
Chi-square test where applicable.

Results
The respondents' mean oral health literacy score 
was 15.51 and SD ±4.806. Most of respondents 
were found to more oral health literacy in 30-39 
years age group (Figure 1).

Figure 1: Bar Chart showing distribution of the 
patients according to age group in relation to oral 
health literacy level (n=100)

subjective assessments, and OHL's perceived 
impacts on daily life in the community. A working 
group defined OHL as "the degree to which 
individuals have the capacity to obtain, process, 
and understand basic oral health information and 
services needed to make appropriate health 
decisions."3

Oral health literacy is the new imperative for better 
oral health as health literacy is now considered a 
determinant of health.4 But the problem is when 
one cannot make appropriate health decisions and 
the burden of oral disease is particularly high for 
the disadvantaged and poor population groups in 
both developing and developed countries. In 
addition to poor living conditions, the major risk 
factors relate to unhealthy lifestyles (i.e. poor diet, 
nutrition and oral hygiene and use of tobacco and 
alcohol), and limited availability and accessibility 
of oral health services.5 Health literacy 
encompasses several abilities including word 
recognition, reading comprehension, 
communication skills, and conceptual knowledge. 
To date, conceptual knowledge has not been 
included in oral health literacy research.6 
Researchers hypothesize that an individual's health 
literacy is represented by a constellation of skills 
and abilities, including word recognition, reading 
comprehension, communication proficiency, and 
conceptual knowledge.7 Lack of education along 
with traditional beliefs and socio-cultural factors 
lead to development of false perceptions and 
myths. The concept of dental myth usually emerges 
from false traditional beliefs and non-scientific 
knowledge. This is embedded in the psyche of 
future generations over a period of time, and, thus, 
creates hindrance in the recognition of scientific 
and contemporary dental treatment.8

The current study aimed at measuring the 
proportion of oral health literacy level and 
perceived behavior regarding oral healthcare and 
its association with socio-demographic 
characteristics.

Materials & Methods

This analytic type of cross sectional study was 
conducted to assess the Oral Health literacy Level 
(OHLL) and its relationship with socio-demographic 
characteristics among Bangladeshi adults attended at 
out patient's Dental Department of Ibrahim General 
Hospital-Mirpur. The study was carried out from 
August 2014 to January 2015 among 100 subjects. 
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27% knew how to brush their teeth. Moreover, 
58% of the patients visited to the dentist whereas 
11% visited to dental technician or quack for their 
dental problem. Furthermore, 33% participants 
believed about myth in dentistry. Most of patients' 
common myths were "Extraction of upper teeth 
will affect vision" and "Charcoal, salt; rice husk 
and tobacco powder cleans better than toothpaste".

Table-III: Distribution of the patients according 
to oral health care related behavior, in relation to 
oral health literacy level (n=100)

The frequency of patients' socio-demographic 
characteristics in relation to oral health literacy 
level is provided in Table IV. Age range was 18 
to 60 years. Middle aged people suffered more 
from dental problems. Mean age of the patients 
were 37.01± 10.457 years. Among them females 
were common (68%). Muslim participants were 
high in number (95%). Most of the patients were 
married (72%). Education level was widespread 
with 11% had no formal education, 19% went to 
primary school, 17% had SSC level education, 
26% HSC and 20% had more than HSC level 
education. 46% were housewives. 43% earns less 
than 5000 taka per month while 16% earns more 
than 15000 taka per month. Mean monthly income 
of the patients were 5338.89 ± 1358.813 taka. 
Maximum (85%) were from rural area. Moreover, 
patients' sex, marital status and occupation were 

The distribution of the patients according to the 
proportions of oral health literacy level is shown in 
the Table I. Among them, 7% had very poor OHLL, 
51% had poor OHLL, 39% had fair and 3% had 
excellent oral health literacy level. Moreover, out of 
32 male, 17% had fair, 13% had poor and 2% had 
excellent OHLL. What's more, out of 68 female, 
38% had poor OHLL followed by 22% fair, 7% very 
poor and only 1% had excellent OHLL. In addition, 
a significant association found between patients' sex 
and oral health literacy level (P=0.008).

Table-I: Distribution of the patients according to 
gender in relation to the proportions of oral health 
literacy level (n=100)

The distribution of the patient according to diabetes 
mellitus in relation to oral health literacy level is 
shown in the Table II. Among the respondents, 74% 
had diabetes mellitus, and the rest 26% were absence 
of diabetes mellitus.

Table-II: Distribution of patients according to the 
history of Diabetes Mellitus (n=100)

The distribution of the patients according to oral 
health related behavior, in relation to in relation to 
oral health literacy level is shown in Table III. Here 
only 32% patients cleaned their teeth twice a day and 

Characteristics Frequency Percent (%)

Clean teeth twice a day
No 68 68.0
Yes 32 32.0
Know the technique of tooth 
brushing
No 73 73.0
Yes 27 27.0
Visiting dentist for dental 
problem
No 42 42.0
Yes 58 58.0 

Visiting dental technician or 
quack for dental problem

No 89 89.0
Yes 11 11.0

Believed about the myth in 
dentistry
No 67 67.0 

Yes 33 33.0

Sex
Oral health literacy level (OHLL) Male Female Total p - valuea

Excellent 2 1 3

Fair 17 22 39

Poor 13 38 51

Very poor 0 7 7

0.008*

Total 32 68 100

a Pearson Chi-Square Test 

* Statistically significant association ( P<0.05)

Diabetes Mellitus Frequency Percent (%)

Yes 74 74.0

No 26 26.0

Total 100 100.0

Results were expressed as frequency (%)
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Discussion

According to the 2003 National Adult Assessment 
of Literacy, about 22 % adults had only basic 
literacy skills, and as many as 14% of adults had 
below-basic abilities.9 A short version of the Rapid 
Estimate of Adult Literacy in Dentistry-30 
(REALD-30) was done where about 29% of the 
sample scored below 22 on the 30-point test, a 
score that defined as a low literacy level. Those 
with incorrect knowledge and fair-to-poor oral 
health status were more likely to have a low 
literacy level than were their reference groups.10 

The data in the present study showed that 7% had 
very poor OHLL, 51% had poor OHLL, 39% had 
fair and 3% had excellent oral health literacy level. 

Diabetes mellitus affects all age groups, but is more 
common in adults. The World Health Organization 
(WHO) has recently declared it to be a pandemic. 
Various inflammatory diseases and soft tissue 
pathologies in oral cavities are associated with 
diabetes mellitus.11 Some studies report limited 
health literacy is associated with poor glycemic 
control whereas others report limited health literacy 
is associated with poor disease knowledge and less 
adherence to diabetes self-care, but is not 
associated with glycemic control.12 Present study 
showed that 74% had diabetes mellitus, and the rest 
26% were absence of diabetes mellitus.

A study was done to evaluate tooth-brushing 
technique and oral hygiene knowledge in Rawalpindi 
population. The result showed that 87% brushed 
their teeth twice a day, only 4% knew proper 
technique and 43% were regular in their dental 
check up and follow up visits to their dentist. The 
overall awareness about oral hygiene knowledge was 
not satisfactory.13 Present study showed that 32% 
cleaned their teeth twice a day, only 27% knew the 
technique of tooth brushing and 58% visited to their 
dentist for dental check up while 11% went to dental 
technician or quack for their dental problem.

Communities and countries with inappropriate 
exposure to oral health care delivery systems are at 
higher risk of oral diseases, when socio-cultural 
determinants such as poor living conditions; low 
education; lack of traditions, beliefs, culture & 
myths related to oral health are more prevalent.14 
In 2010, a descriptive cross-sectional study was 
conducted where 33% of the respondents believed 

significantly associated with oral health literacy level 
as the P-values were 0.008, 0.002 and 0.021 
respectively. In addition, highly significant 
associations were found between patients' age, 
education, monthly income and oral health literacy 
level (P=0.000).

Table-IV: Distribution of the patients according to 
socio-demographic characteristics, in relation to oral 
health literacy level (n=100)

aPearson Chi-square test
*Statistically significant association (P<0.05)

Characteristics Frequency Percent (%)P - valueª

Age Mean  = 37.01± 10.457 0.000*
18 - 29 Years 26 26.0
30 - 39 Years 33 33.0

40- 49 Years 23 23.0
50- 60 Years 18 18.0

Sex 0.008*

Male 32 32.0
Female 68 68.0

Religion 0.526
Muslim 95 95.0

Hindu 5 5.0

Marital status 0.002*
Single 18 18.0

Married 72 72.0
Widow 10 10.0

Education 0.000*
Illiterate 11 11.0

Primary 19 19.0

Secondary 7 7.0
SSC 17 17.0

HSC 26 26.0
Under Graduate or above 20 20.0

Occupation 0.021*
Unemployed 12 12.0

Service 23 23.0

Farmer 4 4.0
Day labour 2 2.0

Business 12 12.0
House wife 46 46.0

Others 1 1.0

Monthly Income (Taka)Mean = 5338.89 ± 1358.813 0.000*
<5000 43 43.0

5001 -  10000 29 29.0
10001 -  15000 12 12.0

15000> 16 16.0

Living area 0.432
Rural 85 85.0

Urban 15 15.0
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Other limitation of this study was the veracity of the 
data collection by purposive sampling method using 
a semi-structured questionnaire. In this investigation 
the homogeneity of the sample could not be 
ensured. For instance, respondents from the sex 
groups were not equal in number. Again, 
socioeconomic backgrounds of the patients were 
varied, as the family income depends upon the 
number of persons employed.

Oral health related behavior mentioned in the 
questionnaire may differ from actual behavior, as 
the respondents have full authority to answer the 
questions as they liked and there was no system for 
cross check. The limitation of time, resources and 
facilities caused problems for an in-depth study 
particularly for the individual researcher.

Conclusion

The current study showed that patients with 
inadequate oral health literacy were consistently 
more likely to report poor oral health than patients 
with adequate literacy skills. Association between 
oral health literacy and self-reported poor health 
should be interpreted cautiously. In addition, 
individual questions and oral health status scales 
need to be validated in low-literate patients to ensure 
that any differences in reported health do not merely 
result from differences in response styles between 
patients with low literacy and those with adequate 
education and knowledge. Thus, an extensive oral 
and dental health education is needed to raise 
knowledge and awareness so as to internalize the 
preventive oral and dental health practices into daily 
life style of the population. Future studies are 
needed to determine whether this framework is 
supported by empirical data and leads to 
improvements in oral health and reductions in health 
disparities.

Conflict of interest : We have no conflict of 
interest.

that extraction of tooth affects vision, whereas 62% 
believed that it is not true.15 In another study, 
24.47% believed that charcoal, salt, rice husk, 
tobacco, etc, in powder form is better than 
toothpaste in cleaning teeth.16 The data of the 
present study showed that 67% participants believed 
about myth in dentistry and 33% did not believe 
about myths. Most of patients' believed common 
myths were "Extraction of upper teeth will affect 
vision" and "Charcoal, salt; rice husk and tobacco 
powder cleans better than toothpaste".

To measure oral health knowledge, a study was 
done among 100 low-income Baltimore adults that 
were categorized into three levels of knowledge 
(poor, fair, good). Nearly one-third of adults 
exhibited the lowest level. Comprehensive measures 
of oral health knowledge scores were significantly 
associated with age, education level, and annual 
household income.6 In this study, highly significant 
associations were found between patients' age, 
education, monthly income and oral health literacy 
level (P=0.000). In another analytic study, their 
mean age was 26.6 years (SDo=o6.9). Two 
thirds of participants had a high school education or 
less, and less than one third rated their oral health as 
very good or excellent.17 According to the data of 
the present study, the mean age of the patients were 
37.01 years (SD=10.45). About17% had higher 
secondary school (HSC) education and only 3% 
rated their oral health literacy as excellent.

The average oral health literacy level of Iranian adults 
was low. Women (p< 0.001), younger (p<0.001), 
and better educated participants (p<0.001) had 
higher OHL scores. Disseminating evidence-based 
oral health care information from multiple sources 
including TV/radio, dentists, and other health 
professionals in different settings should improve 
public oral health literacy.18 In this study,  patients' 
sex, marital status and occupation were significantly 
associated with oral health literacy level as the P-
values were 0.008, 0.002 and 0.021 respectively.

Limitations

This study would have needed a much larger sample 
size in order to generalize the results in Bangladeshi 
population. As there was limited time frame and 
resources to conduct the study, we used the most 
convenient formula for calculate the sample size. 
Therefore, the sample size became smaller which 
may decrease the statistical power.
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