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Abstract :

Aims: A descriptive type of cross-sectional study was conducted

comprising 100 non-commissioned soldiers of Bangladesh Army

attended Dhaka combined military hospital (CMH) during January to

July 2012, to find out the factors affecting their oral health.

Materials and Methods: Data were collected by structured

questionnaire. Collected data were compiled, tabulated, analyzed by

computer using SPSS version 16.0.

Results: Mean age of the respondents was 30.16±5.09 (range 20-

41) years where about 60% were married.Most (91%) of

themcompleted secondary school certificate. Eightypercent (80%)

lived in barracks and 97% had idea about dental diseases and 3%

had not.Of all, 73% respondents brushed their teeth once daily and

27%, twice daily.Majority(76%)respondents brushed their teeth at

morning and the lowest 11% after breakfast and the rest (13%)

brushed their teeth at bed time.Ninety nine percent(99%)

respondents used tooth paste as cleaning materials and only 1%

respondents used something else.In this study, 40.0% visited dentist

once in a year, 17% twice in a year and 43% did never visit dentist

without dental problem. Usually48% visited dental chamber for gum

bleeding and only 1%visited for regular dental checkups. Among the

respondents, 36% visited dental chamber for pain and 15% visited

dental chamber for detection of dental caries by themselves. The

notable bad habits were not observed among 84.0% of the

respondents. A few respondents had smoking (6.0%), betel nut

chewing (4.0%) and snuff dipping (3.0%)habits. Of all,63% of the

respondents had swelling of gum and 37% had no swelling of gum.

Presence and absence of calculus on the gingival margin were found

47% and 53%, respectively.In view of individual perspective,2DMFT

had among 40.0% respondents, followed by 1DMFT, 29%,

4DMFT,12%, 3DMFT, 3.0% and 16% respondents had no DMFT.

Conclusions: Overall findings suggest that the factors that affect

the oral health were smoking, frequency of tooth brushing, having

some bat habits and visit to dentist when dental symptoms such as

bleeding gums or toothache occurred. Clinical factors included

bleeding and swollen gums, toothache and caries. 

Key words:Oral hygiene, dental diseases, DMFT, bad habits,

cleaning aids, frequency and duration of brushing.

Introduction: 

Oral health includes the general

condition of the mouth, mouth

cavity, teeth and associated

structures.17 In Bangladesh,

more than 80 percent of the

population has at least one or

more oral and dental diseases.1

Many suffer from periodontitis,

gingivitis, dental caries, pulpitis,

alveolar abscess, etc. Dental

cysts and carcinoma of the oral

cavity are also common oral

health problems in

Bangladesh.The people of rural

areas are comparatively much

ignorant regarding their oral

hygiene.6,7 They normally use

neem sticks, ashes, etc. to clean

their teeth in the morning. 
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A good number of people in Bangladesh are habituated

of chewing betel leaf and betel nut without knowing its

ill-effects. It is therefore, important to know about the

effects of betel leaf on human body and oro-dental

system. Other ingredients such as jarda, khoer,

tamakpata (tobacco leaf), etc. are also mixed with betel

leaf, betelnuts and lime to make the betel leaf eating

tasty. The different ingredients of betel leaf have their

respective reactions; out of these, the most harmful is

betel nut. Betel nut containsaricolin, tannin, alkaliod,

etc. Aricolin is almost like the nicotine in cigarette. It

irritates the mucous membrane of mouth and

intensifies the respiration.15 Tannins in the betel nut

slightly shrink the cells.17,20,21 Lime is used with betel

leafthat breaks down the alkaloid in the betel nut by

metabolism. The acid juice secretion from the stomach

due to chewing betel leaf makes the broken alcaloid

active. The etheric oil present in betel leaf makes the

tongue less sensitive. As a whole, eating of betel leaf

acts as somewhat stimulant.20 Those who take betel

leaf for the first time may suffer from vertigo. Regular

and excessive eating of betel leaf decreases the taste

of the mouth. Certain reactions are found on teeth and

oral health due to eating of betel leaf. Tartars are

formed at teeth roots of those who take betel leaf

regularly and suffer from gum troubles. The gum

decays and in many cases the bone which holds tooth

root in jaws gradually decays. As a result, the teeth

become unsteady and there is an early loss of teeth.21

Beside these, attrition occurs in the enamel as a result

of excessive chewing of betel leaf. In certain cases, the

dentin is found to be exposed due to attrition of

enamel. This results tingling sensation in teeth and

various sorts of troubles occur. There is evidence that

the habit of taking betel leaf induce cancer in the

mouth.2,10,13,20

Oral diseases have a significant impact on the oral and

general health and the well-being of all people. Oral

health problems have psychological, social, and

economic consequences ranging from poor self-image,

social isolation, and diminished work and academic

capacity.16

General Objectives: To find out the factors of oral

health among the non-commissioned soldiers of

Bangladesh Army attended the Dhaka CMH.

Specific Objectives: To find out the oral health status,

oral hygiene status, behavioral factors and socio

demographic status among them.

Materials and Methods:

Type of study: Cross-sectional type of descriptive

study.

Place of study: Combined Military Hospital (CMH) at

Dhaka.

Sample size: 100non-commissioned soldiers of

Bangladesh Army attended the Dhaka CMH.

Sampling technique: 100 non-commissioned soldiers

of Bangladesh Army attended the Dhaka CMH during

the study period and who fulfilled the inclusion and

exclusion criteria were included in the study. The

subjects were selected purposively.

Selection criteria: 

i) Inclusion criteria:Non-commissioned soldiers

attendedthe Dhaka CMH.

ii) Exclusion criteria:Soldiers who refused to enroll the

criteria.

Data collection technique: The convenient technique

was adopted as the data collection technique. Data

was collected by face to face interview and by oral

examination. 

Data analysis: Pre-designed data sheet was

scrutinized 100 percent to check the quality of the raw

data. It was basically a process of examination to

detect errors, omission and to correct those wherever

possible. The hundred percent cross-checking was

done after editing, which gave a good quality of data.

A code plan was developed for each and every

question; the variable was defined for single

observation with the value and value description

according to the data type. The coded sheet was re-

checked for data quality checks. The results were

presented in tables in mean, standard deviation (SD)

and percentage. Computers reduce the risk of human

error and release time for a more thorough data

processing. After editing and coding, the coded data

were directly entered into the computer by using SPSS

version 16.0. 

Results:

Table-1: Distribution of Respondents by age.

[n=100]                                                                                

   

 

   

   

   

   

               

Table-1 showed that the highest number (40%) of the

respondents was in the age group of 32-37years and

the lowest (7%) was in the age group of 38 years and

above. Thirty five percent(35%) respondents fell in the

age group of 26-31 years and 18% were in the age

group of 20-25years.
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Table-2: Distribution of Respondents by tooth

cleaning aids.                                                [n=100]

   

 

 

 

 

 

 

   

   

   

 

 

 

 

 

 

   

   

 

   

      

   

   

   

    

   

   

      

   

   

    

   

   

   

    

   

Table-2 showed that the 99% respondents used tooth

brush as cleaning tool and only 1% respondents used

something else.

Table-3: Distribution of Respondents by tooth

cleaning materials. [n=100]                                                                    

Table-3 showed that the 99% respondents used tooth

paste as cleaning material and only 1% respondents

used something else.

Figure-1: Distribution of Respondents by dental

aids used to clean their interdental spaces. [n=100]

Figure-1 showed that one third of the respon-

dents(35%)used to clean their interdental spaces by

using tooth pick, followed by dental floss 29.0% and

36% respondents did not use anything.

Table-4:Distribution of Respondents by duration

and frequency of tooth brushing.                [n=100]

Table-4 showed that the highest number (52%)of the

respondents brushed their teeth for 3 minutes and the

lowest (2%) respondents brushed their teeth for 5

minutes.Twenty one percent (21%) respondents

brushed their teeth for 1minute and 25% respondents

brushed their teeth for 2 minutes. 

Figure-2: Distribution of Respondents by their bad

habits. [n=100]

Figure-2 showed that most of the participants did not

have bad habits 84.0%. Respondents having smoking

habits were 6.0% and betel nut and snuff dipping

habits were 4.0% and 3.0%, respectively.

Table-5:  Distribution of Respondents by dental

status (DMFT). [n=100]

Table-5 showed that the highest (2) DMFT had among

40 (40.0%) and the lowest (3) DMFT had 3 (3.0%)

respondents. Twenty ninepercent

(29%)respondentshad 1DMFT and 16%respondents

had no DMFT.The rest respondents (12%) had 4DMFT.

Table-6: Distribution of Respondentsby gingival

status(colour).                                                        [n=100]

Table showed that among the respondents, 54% had

normal gingival color and 46% had abnormal gingival

color.
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Table-7: Distribution of Respondents by gingival

status (bleeding gum)                                  [n=100]

   

      

    

   

   

 
 

 
 

 
 

    

   

   

 
 

 
 

 
 

   
 

   

Table-7 showed that among the respondents, 63% had

gum bleeding and 37% had no gum bleeding problem.

Table-8: Distribution of Respondents by gingival

status (gum swelling).                                 [n=100]

Table-8 showed that 63% of the respondents had

swelling of gum and 37% had no swelling of gum. 

Table -9: Distribution of Respondents by gingival

status (calculus).                                          [n=100]

Table-9 showed that among the respondents, 47% had

calculus on the gingival margin and 53% had no

calculus on the gingival margin.

Figure-3: Distribution of Respondents by gingival

status (ulceration).                                        [n=100]

Figure-3 showed that among the respondents, 97%

had no gingival ulceration and only 3% had ulceration

on gingiva.

Discussion:

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. Risk

factors for oral diseases include unhealthy diet,

tobacco use, harmful alcohol use, and poor oral

hygiene.

Oral health is vital to human health. No part of the body

works alone. Our physical structure is a complex

connection that communicates and transports. The

mouth although its own habitat, directly relatesto the

rest of the body. It is where digestion begins, sinuses

drain, and numerous bacteria form and live.

Imbalances and ailments here can indicate disaccord

elsewhere. And illness elsewhere can cause poor

dental health. Many factors are related to oral health.

The factors are mainly socio-economic factors (age,

gender, source of income, housing status, etc.),

behavioral factors (lip biting, nail biting, mouth

breathing,etc.), disease related factors (systemic

disease, on systemic disease, etc.), and so on.

The current study was carried out to find out the factors

of oral health among the non-commissioned soldiers

of Bangladesh Army attending the DCMH. In this study

100 cases were included the study was a cross

sectional type of descriptive study.

In this study, age spectrum between 20 and 41 years,

with the mean age was 30.16±5.09 (table-1). All of the

study respondents were male. About 60% were

married, 36% were unmarried and 7% were in widow

group. Among the respondents 45.0% were involved

in farming, about 25% had family business and 30%

had miscellaneous other source of income. Most of the

respondents had completed secondary school

certificate and that was 91.0%. About 80%

respondents lived in barrack followed by semi-

paka9.0% and paka were 8.0%. Some researchers

reported socio-economic inequalities were related to

oral health loss.15-18

The perceptions about dental disease of the

respondents were 97.0% and only 3.0% respondent

did not have idea about dental diseases.The

respondents believe that improper cleaning of teeth

and mouth 64.94%, taking of excessive sweets

21.64% and residual food in the oro-dental cavity

13.40% are responsible for dental diseases. Bad habit

like mouth breathing 8.0%,tongue thrusting 1.0%, lip

biting 3.0%, pencil biting 12.0% and Brushing 13.0%

observed among the respondents. Some study

revealed that Dental and oral health are affected by

diet and certain aspects of lifestyle 4-18.
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Among the respondents, 73% brushed their teeth once

daily and 27% brushed their teeth twice daily.About

76% brushed their teeth at morning,13% brushed their

teeth at bed time and 11% brushed their teeth after

breakfast. All most all of the respondents 99% cleaned

their teeth by tooth brush and tooth paste.Among the

respondents, 36% used nothing,35% used toothpick

and 29% used dental floss to clean their interdental

spaces.Maximum respondents (52%) brushed their

teeth for 3 minutes, 25%, for 2 minutes, 21%, for 1

minute and only 2% brushed their teeth for 5 minutes.

Respondents used their dental floss after taking food

was 54% and 32% used it when needed. This Study

shows that for getting brightness of teeth 38.0%, due to

prevent gum bleeding 28.0%, to prevent dental caries

8.0% and to stop bad breathing 25.0% they did brush

their teeth. Among the respondents 41% took

chocolates or juice or other sweets in a day,45%

several times in a day,38% tookirregularly and 17%

respondents do not take such kinds of foods.In this

study, 53% respondents used to change their old

toothbrushes twice in a year and 44% changed it in

every two months. 43% of the respondents did not visit

their dentist without any problem, 40% visited once and

17% twice in a year.Usually they went to the dentist

with complaints of gum bleeding 48.0%, toothache

36.0%, and caries recognizedby themwas 15.0%.

Negligible respondents(1%) went for regular dental

checkups. Brushing teeth infrequently and being a

smoker affected tooth loss, were reported by a number

of authors.10,12,15

It was the first visit in any dental hospital or for any

dental treatment for 9.0% of the participants. Gilbert et

al.11 found that less positive attitude to dentists, and

who practiced dental hygiene less frequently and were

smokers had lost more tooth. Among the respondents

10.0% had diabetes mellitus, 4.0% had hypertension

and 5.0% had CVD. The notable bad habits among the

study population were smoking 6.0%, beetle nut

chewing 4.0% and snuffing 3.0%. Eklund and Burtn

reported there were associations between total tooth

loss and low income, education, perceived poor oral

health, smoking and negative health behavior7.

In this study we found single decayed tooth 54% and

no decayed tooth.Among the respondents no missing

tooth was in 79%, single missing tooth 20%and 1%

had more missing teeth.Among the respondents,no

filling was in 38% respondents, single filling among

37% and25% had more filled teeth. DMFT status of the

respondents;40% had 2 DMFT,29% had 1 DMFT and

15% had no DMFT. Among respondents abnormal

color gingival 43%, gum bleeding 63%, gum swelling

62.0%, calculus among the gingival margin 46.0%,

ulceration gingival 3.0%.

Dental and oral heaths are affected by diet and certain

aspects of lifestyle.4-18 Data indicated that the

prevalence rate of PDD, worldwide, varied from 37%

to 77%, depending on age of onset, oral hygiene, and

other risk factors, underlying dental problems, smoking

and diabetes.21-22

Conclusions: 

Overall findings suggest that the factors that affect the

oral health were smoking, frequency of tooth brushing,

having some bat habits and visit to dentist when dental

symptoms such as bleeding gums or toothache

occurred. Clinical factors included bleeding and

swollen gums, toothache and caries. Further broad

scale studies are warranted to have an accurate

conclusion.
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