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Introduction

Dental caries, also referred to as tooth decay or cavities, are one 
of  the most common and widespread diseases today. Dental car-
ies is a multifactorial infections disease characterised by deminer-
alisation of  inorganic substances. Poor oral health can lead to the 
formation of  dental caries [1]. Prevalence of  dental caries is gen-
erally associated with poor oral maintenance affecting the qual-
ity of  life [2]. Dental caries incidence is commonly seen around 
the middle age group having 3 peaks: coronal decay of  primary 
and permanent dentition and root decay [3]. WHO studies have 
shown the epidemiological significance and the severity of  dental 

caries in oral health [4]. It is believed that this disease has high 
prevalence worldwide. During the years, there is an increase in 
reports of  dental caries, resulting in the emerging public health 
issues that are related to the prevalence in the dental caries [5]. It 
is found to be common among the low socioeconomic groups, 
children and new immigrants [6]. 

Dental caries are more common in children than in the adults in 
the form of  early childhood caries, probably due to the improper 
bottle feeding and poor oral hygiene. Preventive measures for this 
are the pit and fissure sealants used in both children and adults 
wherein they form resin tags [7-9]. Dental neglect is one of  the 
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main reasons for progression of  the disease in both adults and 
children. Early loss of  the teeth can result in various complica-
tions like supraeruption, space loss etc, and these are more preva-
lent in children as the primary teeth form a guide for eruption 
of  the permanent teeth [10]. Decayed teeth in children can be 
prevented by stainless steel crowns and endodontic procedures 
thereby arresting caries progression, but bacterial accumulation 
is seen around the crown margins in individuals with poor oral 
hygiene [11]. 

The relationship between oral health and behaviour is complex as 
poor oral health implications on poor behaviour [12]. Individuals 
who have knowledge on this personal control and oral health have 
been reported to have better adopted self-care behaviour . There 
are a number of  factors that can lead to poor oral hygiene in 
adults, habits such as tobacco smoking, chronic alcohol consump-
tion, nutrition deficiency, stress and socioeconomic status [13]. 
Dietary pattern plays a major role in caries formation. Increase 
in sugar intake can lead to formation and progression of  caries 
resulting in poor oral hygiene. Frequency of  snacking between 
meals can predispose to caries [14]. Malnutrition and consump-
tion of  carbonated drinks can also predispose to caries [15, 16]. 

Dental caries prevalence increases with age [17]. In adults, in-
crease in dental caries is found to be due to lack of  dental care 
and health related issues [18]. WHO have adopted a series of  pro-
grams on defining caries as a tooth decay extending to the dentin 
(who,1997). The use of  DMFT index for adults can be attributed 
to loss of  teeth due to dental caries or other reasons such as bone 
loss or mobility. DMFT index is a universally accepted index in 
evaluating the caries frequency. It includes the decayed , missed, 
and the filled teeth scores which are graded according to each 
individual, and the total scores reveal the caries prevalence. The 
high levels of  untreated caries is prevalent among the adults due 
to limited access, cost and availability [19]. This can be prevented 
by the use of  fluoridated toothpaste, optimal fluoride contain-
ing drinking water [20, 21]. These are more prevalent in rural ar-
eas than in the adult population. Studies revealed that among the 
D,M,F scores, the component D was highly predominant among 
the adults, whereas in children, D and M scores were predominant 
[22]. Studies have shown that people with disability have poor 
oral hygiene [23]. Awareness and training towards various disaster 
management is essential for all in the health care delivery sector 
[24].

Oral health therefore has a strong association in individuals well 
being. Good oral hygiene practices result in regression of  the in-
flammation of  periodontium. Plaque and calculus accumulation 
can lead to dental caries formation and if  left untreated can cause 
a major damage to the tooth and supporting periodontium. Good 
oral hygiene practices improve oral health [25]. Untreated caries 
in the oral cavity leads to poor oral health further leading to hali-
tosis and infections [26]. Therefore, the aim of  this study was to 
determine the severity of  dental caries and the oral hygiene status 
among the adult population. 

Materials And Methods

Study Design

This present study was a descriptive, record based study conduct-

ed in a university setting at Saveetha dental college, Chennai . The 
Case sheets of  all the Patients in OP Department of  Saveetha 
dental college and the final sample size of  701 was obtained from 
the data of  86,000 patients visited Saveetha dental college dur-
ing the time period of  June 2019 to March 2020. The approval 
was given by the institutional ethics committee of  SIMATS. This 
study was reviewed by two reviewers. The total sample size of  
this study was 701 subjects and the study participants were dis-
tributed in the age group between 35-40 years. The sampling bias 
was minimised by using a simple random technique of  data col-
lection. This retrospective study was approved by the following 
ethical approval number of  the university, SDC/SIHEC/2020/
DIASDATA/0619-0320. The internal validity of  the study was 
the random selection of  subjects and were assessed based on uni-
versally accepted OHI-S index and DMFT index. 

Assessment of  dental caries was carried out using decayed, miss-
ing, and filled teeth (DMFT) index by Klein, Palmer, Knutson for 
permanent dentition. The tooth was considered carious (D com-
ponent) if  there was visible evidence of  a cavity, including un-
treated dental caries. The missing (M component) included teeth 
with indications for extractions or teeth extracted due to caries. 
The filled (F component) included filled teeth. 

Assessment of  Oral hygiene was carried out using an oral hygiene 
index simplified (OHI-S) by Greene and Vermillion for perma-
nent dentition. The tooth was scored according to the presence 
of  debris and calculus present and given scoring of  0, if  there 
were no debris or stains present, 1 if  there was soft debris or 
calculus covering not more than one third of  tooth’s surface, 2 
if  there was soft debris or calculus covering more than one third 
of  tooth’s surface, 3 if  there was soft debris or calculus covering 
more than two thirds of  tooth’s surface. The total of  these scores 
was then calculated separately and assigned good (0-1.2), fair (1.3-
3) and poor (3.1-6). 

Data collection/Tabulation

The data collected was entered in MS Excel Sheets and excel tabu-
lation is done. The data was then imported to SPSS. Graphical 
and table illustration was done by variable definition process. 

Statistical Analysis 

The statistical tests used were the descriptive and inferential sta-
tistics. The software used was the IBM SPSS Version 20.0. The 
dependent variables were the DMFT and OHI-S whereas the in-
dependent variables were the age and gender. Descriptive statis-
tics were expressed by means of  frequency, percentage, mean and 
standard deviation. Independent t-test was used to compare the 
mean DMFT and OHIS score with age and gender respectively. 
Pearson correlation was used to find the relationship between 
DMFT and OHIS score.

Results And Discussion

In the present study, from Figure 1, 48.1% of  subjects belonged 
to the 35-37 years age group and 51.9% of  subjects belonged to 
the 38-40 years age group. Figure 2, 46.8 % of  subjects were fe-
males and 53.2% of  subjects were males . From Figure 3, it is ob-
served that among 35-37 years, the mean is (6.88 ± 3.72) whereas 
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in 38-40 years, the mean is (7.35±3.71), with p-value 0.094. There 
was no statistically significant difference observed on associa-
tion between age and mean DMFT score using Independent t-
test. From Figure 4, on association between gender with mean 
DMFT score, females (7.80±3.88) were more prone for caries 
than males (6.53±3.46) and were found to be statistically highly 
significant. From Figure 5, On association between age and mean 
OHIS score, it is observed that among 35-40 years the mean is 
(1.74±1.50) whereas in 38-40 years, the mean is (1.91±0.87) with 

a p value of  0.977, statistically insignificant association. From 
Figure 6, on association between gender with mean OHIS score, 
females (1.75±1.60) had relatively poorer oral hygiene status than 
males (1.73±1.07) and were found to be having a negligible posi-
tive association. From Table 1, On correlation between Dental 
caries and Oral Hygiene Status, Pearson correlation; p value= 
p<0.05; hence, statistically significant, showing a positive signifi-
cant correlation exists between dental caries and the oral hygiene 
status.

Figure 1. Bar graph represents the distribution of  study subjects based on Age, where X-axis represents age of  the subjects and Y-axis represents the 
percentage distribution. 48.1% of  the study subjects were distributed in the age group between 35-37 years (Blue) and 51.9% of  the study subjects were in 

the age group between 38-40 (Green).

Figure 2. Bar graph represents the study subjects based on Gender, where X-axis represents gender of  the subjects and Y-axis represents percentage distri-
bution. 46.8% of  the study population were females (Blue) and 53.2% were males (Green).

Figure 3. Bar graph represents the association between mean DMFT score and Age of  the study subjects. Independent t-test was used to find the differ-
ence between subjects of  35-37 years and 38-40 years with respect to mean DMFT score and was found to be statistically not significant (t value-1.65 and 
p value >0.05). Even though the test was found to be statistically not significant, 38-40 years (Green) had a higher mean DMFT score of  7.35± 3.71 than 

35-37 years which was found to be 6.88± 3.72.

Figure 4. Bar graph represents the association between mean DMFT score and Gender of  the study subjects. Independent t-test was used to find the 
difference between Gender and mean DMFT score and was found to be statistically highly significant (t value- 4.57 and p value <0.001). This proves that 

female study participants (Blue) was found to have a higher mean DMFT score of  7.80± 3.88 than males(Green)which was 6.53± 3.46.
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Therefore from the above study, caries was a major risk factor. 
There were few similar studies citing the dental caries and oral 
hygiene status correlation. Scientific research continues in mak-
ing progress in identification of  best practices for prevention of  
best practices for prevention of  dental caries. One best way is 
fluoridated toothpaste, they form a protective layer in prevention 
of  caries. A cross sectioned survey conducted in China revealed 
that dental caries increase with age. Another study revealed that in 
children dental caries in primary dentition can be cause for caries 
in permanent dentition [27] whereas in contrary, a study conduct-
ed in Nigeria, showed that females have better oral health than 
males [28]. Regular dental check-up is not a common event in de-
veloping countries. Males with oral habits have poor oral health.

Studies showed that 70% of  the individuals rinsed their mouth 
after every meal. The mean increase in females to dental caries 
could be due to the improper dental health care. The findings 
of  high DMFT score is comparable with other studies [29]. Our 
study had less sample size which could be the reason for vary in 
the results. In our study, the prevalence was more for the 38-40yrs 
age-group. These individuals, especially working women and men 
have stress as their main reason. Low caries risk in individuals 
can be due to less calories and sugar intake. These studies also 
revealed that these subjects required only surface fillings [30]. The 
oral hygiene status of  the individual was assessed using the OHI-
S which assesses both the soft and hard tissue deposits on the 
tooth's surface, and is calculated as the sum of  Debris & Calculus 

Index, whereas subjects in our study had fair scores. From table 
I and II, based on the DMFT values, it shows that the decayed 
(D) component is highly predominant. Poor oral health caused by 
dental caries can lead to gingival diseases. According to age and 
OHI-S calculation, the older age was more prevalent. These can 
also have an effect on systemic diseases like CVS diseases, hyper-
tension etc. Common prevention of  dental plaque and calculus 
can be done by flossing, proper brushing, rinsing mouth after 
every meal. Frequent dental check up. There are certain natural 
phytochemicals present in fruits and vegetables that have strong 
antioxidant and anti-proliferative activities which can help in the 
reduction of  caries [31]. Also, natural products such as green tea, 
and chlorhexidine and fluoride-containing dentifrices like nova 
min, bio min and remin pro helps in reducing the accumulation of  
oral microbial flora [32, 33]. An awareness on oral health should 
be developed on cessation of  oral habits such as smoking which 
can be done by nicotine replacement therapy [34]. In demonstrat-
ing, the usage of  fluoridated toothpaste, oral diseases is prevent-
able whereas oral health is avoidable. Caries is a disease, when 
diagnosed early can be prevented using management such as non-
surgically like cavity fillings and restoration.

Poor oral health can affect one's personal behaviour, anterior car-
ies can lead to loss of  self-confidence and can lead to patients lack 
of  smiling. Genetics can also be a cause for caries progression. 
Individual health literacy can affect the poor oral health. Improp-
er brushing can lead to an accumulation of  calculus of  plaque 
around the tooth and causes biofilm formation, these can contain 

Figure 5. Bar graph represents the association between mean OHIS score and Age of  the study subjects. Independent t-test was used to find the difference 
between subjects of  35-37 years and 38-40 years with respect to mean OHIS score and was found to be statistically not significant (t value- 1.79 and p value 
>0.05).Even though the test was found to be statistically not significant, 38-40 years(Green) had a higher mean OHIS score of  1.91± 0.87 than 35-37 years 

which was found to be 1.74± 1.50(Blue).

Figure 6. Bar graph represents the association between mean OHIS score and Gender of  the study subjects. Independent t-test was used to find the dif-
ference between subjects of  females and males with respect to mean OHIS score and was found to be statistically not significant (t value- 0.18 and p value 
>0.05) . Even though the test was found to be statistically not significant, females (Blue) had a higher mean OHIS score of  1.75± 1.60 than males (Green) 

which was 1.73± 1.07.

Table 1. Correlation between Dental caries and Oral Hygiene Status.*Pearson correlation; p value= p<0.05; hence, statisti-
cally significant, showing a positive significant correlation exists between dental caries and the oral hygiene status.

Variables Pearson’s Correlation 
Value P Value

Dental caries and Oral 
Hygiene Status 0.911* 0.004
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bacteria which are capable of  fermenting carbohydrate and de-
crease in pH. There are various factors that can affect dental car-
ies such as salivary flow, buffering capacity, host immunity. From 
this study, it can be seen that OHI-S and DMFT do have cor-
relation as increase in the DMFT score leads to poor oral health. 
Therefore poor oral health as seen in this study increases the risk 
in general health with compromised chewing and eating abilities 
affecting nutritional values.

The limitations of  this study are the small sample size and geo-
graphic limitations. The future scope of  this study is to create 
awareness in effect on dental caries in oral hygiene status among 
adults.

Conclusion

In the present study, it can be concluded that dental caries is 
highly prevalent in adults with poor oral hygiene, majorly among 
females with a mean value of  7.7 and in the age group 38-40 years.
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