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Abstract:

Background- Dental caries negatively impacts the oral health of both children and their parents. The
purpose of this study was to see how oral and dental health issues influenced the oral health-related quality
of life of preschool children and their parents.

Methodology- Children aged 3 to 6 years old from licensed kindergartens were sampled by "proportional
allocation" sampling in this cross-sectional study. The children's parents were requested to fill the Early
Childhood Oral Health Impact Scale (ECOHIS).

Results- 350 children aged 3 to 6 years were tested in this study, with an average age of 4.73 years. 3.94
+4.17 was the mean dmft index (decayed, missing, and filled teeth). The mean score for oral health-related
quality of life was 11.88+ 6.9, with the impact on children accounting for 9.36+ 5.02 points and the
influence on parents accounting for 2.52+ 3.20 points.

Conclusion- In youngsters, the mean ECOHIS score increased as the dmft index increased, demonstrating
a substantial link among the dmft and the ECOHIS score. These findings can be utilized to design
preventive programs and boost oral health among young children.
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Background:

Quality of life is defined by the World Health Organization as "a person's perceptions of their position in
life according to their culture, goals, expectations, standards, and priorities." As a result, it is personal and
not visible to others, and it is founded on a person's comprehension of various areas of life. As a result,
each person's quality of life is determined by their conditional features as well as their cultural and social
position [1, 2].

Nowadays, health is viewed as a full notion which incorporates a variety of factors, including physical,
emotional, social, and spiritual well-being. "A comfortable and effective dentition that permits individuals
to continue their social role" is another definition of oral health. As a result, oral health encompasses more
than the absence of gum disease, dental caries, or even the presence of healthy teeth [3]. One of the factors
of quality of life is oral health. The craniofacial complex is responsible for our ability to laugh, speak,
touch, kiss, weep, chew, and swallow. Oral and dental illnesses often pose limitations in the school and
home contexts, resulting in missed school and work hours. Poor oral health negatively affects one's quality
of life. Pain, chewing and swallowing issues, dental abscesses, embarrassment about tooth shape or
missing teeth, and tooth discolouration or caries can all have an impact on everyday life and people's
comfort. Because dental caries and traumatic dental injuries (TDI) are the most commonly affecting
problems of young children in both developed and developing countries worldwide [4, 5], various studies
in recent years have been directed on the impact of oral health on quality of life [6], particularly in young
children.

Tooth caries and dental injuries in children can have a significant influence on the children's and parents'
oral health-related quality of life [7-9]. Many caries is also left untreated in this age range, that has an
influence on children's weight, growth, quality of life, and cognitive development, as well as
hospitalization and emergency dental visits [4]. Early childhood caries (ECC) is a prevalent dental disease
that affects newborns and toddlers all over the world [10]. Untreated early childhood caries (ECC) has a
significantly lower dental health-related quality of life than ECC-free children [11]. Evidence also shows
that ECC causes parents to miss workdays in order to care for their children or to spend time and money
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on dental treatment [8]. Furthermore, because parents play an essential character in their children's oral
health and in obtaining dental care, they are more likely to feel guilty when their child has oral health
concerns and/or treatment requirements [12].

Experts have employed a variety of methods to measure Oral Health-Related Quality of Life (OHRQoL),
some of those are specifically created for children under the age of six [4, 13]. Meetings with children
who can speak and write, as well as surveys completed by children or their parents, are generally used to
examine these parameters. Due to their incapacity to read and write, the Early Childhood Oral Health
Impact Scale (ECOHIS) is now one of the most acceptable procedures for measuring the oral health-
related quality of life in children [6, 14].

Pahel [15] devised the questionnaire, which was translated and assessed for usage in other countries such
as France, China, Brazil, and Iran [15-19].

Dr. Jabbarifar et al. investigated the validity and reliability of the Persian version of the Scale using a
questionnaire completed by 246 parents of children aged 2 to 5 years in Tehran and Isfahan after
translating the Scale into Persian. The Persian version of the ECOHIS was found to be valid and reliable
in assessing the effects of oral health on the quality of life of preschool children with Persian-speaking
parents [20].

Given the importance of patient-centered approaches to clinical decision-making in recent years and the
attention paid to the oral health-related quality of life in dentistry, the current research was directed to
investigate the effect of oral health on the quality of life of preschool children and their parents
inFirozabad, UP 283203.

Methodology:

The Research was conducted from 2™ Jan — 14"™ March. The rights of all participants were safeguarded.
Before the study, parents gave their informed consent. Furthermore, the data was managed anonymously
and privately throughout the research process.

Study population and sampling- Using 0.05 Type I and 0.2 Type II error rate, a sample size of 330
preschool children were assessed. In addition, 20% was added to account for possible losses, resulting in a
total sample of 350 preschool children.

This cross-sectional descriptive-analytical study involved 350 children aged 3—6 years who were chosen
from around 6000 children enrolled in Firozabad, UP 283203 kindergartens. As a result, a list of
kindergartens in Firozabad, UP 283203 three municipality districts was compiled. The number of children
in each municipality district's kindergartens was then calculated, and the number of children in each
district was determined. A large number of kindergartens were chosen at random (each kindergarten was
assigned a number, and the numbers were chosen at random).

Children aged 3—6 years old whose parents spoke Hindi fluently were chosen. A history of systemic
disorders or taking specific medications were both factors for exclusion. Parents who did not fill out the
questionnaires were also not included in the study.

The goal of the study was elucidated to kindergarten teachers in the first session. Then, preschool
educators and administrators were given demographic questionnaires as well as consent forms to fill out
by parents. Data on the child's gender, age, ethnicity, birth order, and parents education level were
included in the demographic information.

Questionnaires and data collection- The parents then completed the Hindiversion of the Early
Childhood Oral Health Impact Scale in the following session. The questionnaire consists of 13 questions,
classified into two sections: “impact on children” and “impact on parents”. The first 9 questions of the
questionnaire examine the impact of the children’s oral health, including items such as talking, sleeping,
and eating. The second section, “impact on parents”, has 4 questions in 2 subscales: parents’ concerns (2
questions) and parents’ functions (2 questions).

The response choices were “never,” “rarely,” “occasionally,” “often,” “very often,” and “don't know,”
with scores ranging from O to 5. The remaining components for each part were averaged to calculate a
score for the missing things. The overall score of this index goes from O to 52, with a higher total score
suggesting more oral health issues and a lower quality of life connected to oral health.

< 2

Children’s oral examination- The researcher used dental diagnostic instruments to measure the dmft
index (decayed, missing, and filled teeth) according to the World Health Organization standards.
Furthermore, all of the oral examinations were conducted by a single investigator who had been trained
and calibrated. As a result, only intra-examiner dependability was assessed. To establish intra examiner
reliability, the oral examination of ten randomly nominated participants was done twice. The intra
examiner reliability Kappa coefficient was 0.87. It might be translated as "excellent."

The youngster was sit down on a chair in front of a window for clinical examination, and a torch was used
if needed. Furthermore, in the oral health evaluation forms, another individual earlier trained by the
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project manager recorded the codes for the dmft index (provided by the World Health Organization).

Data analysis- The SPSS program version 16 was used to analyze the data, which included mean,
standard deviation, frequency, and percentage. The Shapiro—Wilk test was then used to determine the
data's normality. For data with a normal distribution, the Independent t-test was used, and for data without
a normal distribution, the Mann—Whitney test was employed. Significant P-values were defined as those
less than 0.05.

Results:

350 children aged 3—6 years, with a mean age of 4.73 years, were studied, with 189 (54%) males and 161
(46%) females. In addition, 228 children were born first, 106 were born second, and 16 were born third or
fourth.

The primary teeth had the lowest and highest dmft index of 0 and 20, individually, with an average of 3.94
and a standard deviation of 4.17. In this study, the decaying teeth (d) component was associated with a
larger proportion (89.85 percent) of the dmft index.

There was no significant association among the mean dmft index and the family's gender or birth order,
according to the findings. Though, child age, ethnicity, and parent's education level all demonstrated a
significant connection with the mean dmft index (P 0.05).

Furthermore, no significant relationship was found among the mean score of oral health-related quality of
life and gender, family birth order, or ethnicity. Despite this, the mean score of oral health-related quality
of life was shown to be strongly linked with the child's age and parents' educational level (P 0.05). (Table
1).

Table 1: Mean of dmft score and Impact on oral health-related quality of life according to
independent variables

Impact on
Variables N(%) dmft Score P-value OHRQoL P-value
Mean SD Mean SD

Gender
Boys 189(54%) 3.93 4.22 0.935% 11.27 6/60 0.09%**
Girls 161(46%) 3.63 4.12 12.59 7/22
Child’s age
2 <age<3 51(14%) 1.94 2.28 8.21 4.87
3 <age<4 94(127%) 3.10 348 11.54 6.63
4 <age<$ 104(30%) 3.84 3.28 12.88 6.68
5 <age<6 10129%) | 6.07 | 523 | >0.0001%= 13 767 | >0.0002%*
Mother’s education
Illiterate/Elementary 21(6%) 8.05 5.35 13.85 6.62
Secondary 18(5%) 6.38 | 3.36 e | 1622 | 728 -
Diploma 9126%) 4.96 4.39 >0.0001 13.35 7.62 >0.001
University 220(63%) 2.93 3.57 10.72 6.33
Father’s education
lliterate/Elementary 16(4%) 6.87 4.47 1581 8.19
Secondary 34(10%) 6.35 4.82 >0.000] k% 13.50 745 0.004%**
Diploma 84(24%) 5.34 4.68 13.20 7.21

University 216(62%) 2.81 3.35 10.81 6.40
Birth order
First child 228(65%) 3.85 3.98 . 11.81 6.82 -
Second child 106(30%) | 397 | 454 | 0457 1226 | 723 | 0450%
Third child 16(5%) 5.43 4.21 1031 6.20

* Calculated by independent T-test

** Calculated by Mann—Whitney test

*#% Calculated by Kruskal Wallis test

##%%* Calculated by analysis of variance (ANOV A) test

The mean score for oral health-related quality of life was 11.88+6.91 (range 0—33); the kid impact was
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9.36 £5.02 (range 0-25), and the parent impact was 2.52 +3.20 (range 0—16) (Table 2).

Table 2: ECOHIS responses in the survey of parents of 3—6-year-olds (N = 350)

Impact Never Hardly Occasionally Often Very Don’t
pacts (%) ever (%) (%) (%) often(%) | know (%)

Child impact
Oral/ dental
pain 169(48.3) 75(4.21) 58(6.16) 35(10) 12(4.3) 1(3.0)
Difficulty
drinking 249(1.71) 48(7.13) 23(6.6) 16(6.4) 8(3.2) 6(7.1)
eD;tfif;;ulty 204(3.58) 66(9.18) 36(3.10) 22(3.6) 16(6.4) 6(7.1)
Difficulty
pronouncing 186(1.53) 95(1.27) 21(6) 22(3.6) 194.5) 7(2)
words
Missing

preschool  or 32(1.9) 87(9.24) 109(1.31) 74(1.21) 43(3.12) 54.1)
school

Trouble

sleeping 614.17) 124(4.35) 67(1.19) 52(9.14) 41(7.11) 5(4.1)

Irritable or

frustrated 94(9.26) 117(4.33) 73(9.20) 41(7.11) 21(6) 4(1.1)

Avoid smiling

or laughing 154(44) 101(9.28) 27(7.7) 15(3.4) 1009.2) 43(3.12)
Avoid talking 180(51.4) 82(234) 27(7.7) 16(4.6) 1009.2) 35(10)

Parent’s impact

Been upset 186(1.53) 82(4.23) 42(12) 27(1.7) 8(3.2) 5(4.1)

Felt guilty 218(3.62) 78(3.22) 17(9.4) 16(6.4) 12(4.3) 9(6.2)

Time off from

work and home 240(6.68) 4509.12) 41(7.11) 12(4.3) 8(3.2) 4(1.1)

Financial

impact 225(3.64) 50(3.14) 35(10) 16(5.4) 8(3.2) 16(6.4)

According to the findings, as the children's dmft index increased, so did their mean score for oral health-
related quality of life (Table 3). In comparison to the kid impact, this relationship was more substantial in
the family effect. It should be emphasized that a rise in the mean quality of life score indicated a
worsening of oral health.

Table 3: Impact of severity of caries on oral health-related quality of life—child and family impact

section
dI{lft:() 1<dmft<5 dmft> 6 Total P-value
(Caries free)
N (%) 111(31.7%) 136(38.9%) | 103(29.4%)
.COHIS (Cl.nld 8.42+4.24 9.66+5.30 9.96+5.32 9.36+5.02 0.05*
impact section)
ECOHIS (Family 0.87+1.70 2724325 | 4014357 | 2524320 |  0.000%
impact section)
Total 9.2945.04 12.3848.25 13.9748.89 | 11.88+691

Discussion:

The mean score of oral health-related quality of life in preschool children in Firozabad, UP 283203 was
11.88+ 6.91, which agrees with a study by Amirabadi et al. [21] in preschool children in Zahedan (10.94
+7.69) and other research in preschool children in Babol (6.65 +3.57) [22]. Furthermore, Sajjadi et al.
found that the ECOHIS score for Kerman preschool children was 4.07+ 0.79 for children and 3.28+ 0.83
for their parents in research of Kerman preschool children [23]. According to research by Shaghagheian et
al. [24], preschool children in Shiraz had an ECOHIS score of 19.46 +8.42. Discrepancies between our
findings and those of a prior study can be explained by the use of different answer scores and ECOHIS
score analysis. The scores of the responses according to the actual questionnaire (ECOHIS) [15] ranged
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from O to 4 in the current study, and therefore the total scores ranged from 0 to 52, whereas the scores of
the responses ranged from 1 to 5 in some of the above studies, and thus the totality of the scores ranged
from 13 to 65. A lower score suggests a higher quality of life associated with oral health, it appears that
the contributors had a good quality of life.

In the current investigation, the mean dmft index was 3.93 +4.22, compared to 1.54 £2.47 in a Mexican
study by Segovia-Villanueva et al. [25] and 2.1+ 3.1 in a Brazilian study by Scarpelli et al. [19].
According to these investigations, the children in the current study had worse dental health than the
children in the previous research. However, when likened to the mean dmft index of Babol (4.39+ 3.69)
and Kerman (5.6 +3.6) preschool children, the latest research participants had higher scores [22, 23].

The current study's findings revealed that as the mean dmft index climbed, so did the total score of oral
health-related quality of life. Findings in our research are also consistent with earlier research [7—10] that
looked at the effects of dental caries on preschool children's OHRQoL. This outcome was stronger on
parents' quality of life than on children's, showing that children's oral health has a higher influence on
parents' quality of life than it does on children's quality of life. The significance of the health of children
for parents is the reason for this discovery. Parents are normally very anxious about their children's health,
although youngsters may lack perspective and insight; as a result, parents' quality of life is impacted more
than children's. Sakaryali et al. also found that either basic or severe ECC both causes functional and
aesthetic issues in children, as well as affecting parents' daily lives [8].

Furthermore, according to the findings of the Paula et al. [26] study, the mean score of quality of life
connected to children's dental health declined as parents' education level grew. Children from high-income
and well-educated families had improved oral health-related quality of life, according to Kumar et al. [27].
Nanayakkara also discovered that children with less-educated fathers had higher dmft scores and a lower
oral health-related quality of life [28]. The findings of our research were also consistent with a Diaz et al.
[7] observation that revealed a link between mother's education and better preschool children's OHRQoL,
as measured by the Colombian ECOHIS. Given the stronger effect of a mother's education than a father's,
as demonstrated in the current research, it can be inferred that moms are more active in enhancing
children's oral health-related quality of life. According to Sajjadi et al. [23], the OHRQoL improved solely
when the education of the mother rose, whereas the father did not affect the OHRQoL. Greater general
and specialized knowledge are usually expected to result in amplified health awareness, particularly oral
health mindfulness, or make parents more worried about their children's dental health. Decreased
education levels, on the other hand, can lead to lower-income, unemployment, and poor working
circumstances, all of which can have an impact on health-related behaviors and oral health.

In addition, Nemati et al. [22], reported no significant difference in the influence of oral health on quality
of life among girls and boys. The reason for this is that the children in this study were extremely young
(preschool), and gender disparities in these children's awareness of the aesthetic components of oral health
may not have yet influenced their knowledge.

The findings of this research revealed a significant association among the age and mean score of oral
health-related quality of life, that was similar to the findings of a study by Li et al., who found that quality
of life had a significant relationship with age, i.e. that as one gets older, the impact of oral health on
quality of life increases [29]. Reduced oral health-related quality of life as children get older is to be
expected, as teeth exposure to risk factors increased as they get older, and hence the children would suffer
more. In other words, masticatory and communication problems are more obvious at 5—6 years of age than
at 3—4 years of age; however, the continuation of the problem until later ages will catch the attention of the
parents. Another conclusion of our study, similar to that of Sakaryali et al. [8], was that the child's birth
order in the household had no significant relationship with OHRQoL.

This study had some flaws, such as some children refusing to cooperate during their dental examinations,
some parents refused to answer few questions, and some kindergarten officials refusing to comply.
Furthermore, the current study focused solely on preschool children in kindergartens. To confirm the
current study's findings, more population-based research on OHRQoL valuation of preschool children
residing in Firozabad, UP 283203 is needed.

Conclusion:

The current research found that Firozabad, UP 283203 preschool children's dental health had an impact on
their own and their parents' quality of life. In youngsters, the mean ECOHIS score increased as the dmft
index increased, demonstrating a substantial link among the dmft and the ECOHIS score.

On a national level, these findings can be used to design preventive programs and enhance oral health in
early childhood.
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