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Introduction:
Oral hygiene is defined as an intervention 
to prevent plaque related disease 
including care of oral mucosa, tongue, 

[1]teeth, lips, gums and dentures . Oral 
health is an important aspect of total 
individual health and is necessary for 
leading a quality life. It not only 
contributes to ones welfare but also 
affects appearance and interpersonal 
relationships.
The link between socioeconomic status 
and health, including oral health, is well 

[2]established . Numerous studies have 
demonstrated that the health of 
individuals from the lower end of the 
socioeconomic scale is markedly worse 
than that of individuals from the upper 

[2], [3], [4], [5]end .
Disparities regarding the oral health of 
individuals living in urban and rural areas 
include education and awareness towards 
dental hygiene, availability of materials 
for performing oral hygiene and access to 
specialized dental treatment.
Oral hygiene practice is different for each 
community and population of various age 

[6],[7],[8],[9],[10]groups. Mostly the studies  have 
been conducted on school children who 
are evaluated for only a certain age range 
but according to best of our knowledge 
no focus has been put on evaluation of 
oral hygiene of patients reporting to the 
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Abstract
Objective: To examine the status of oral hygiene of people according to both firstly their 
geographical distribution (i.e. in rural and urban areas) and secondly according to the gender 
predilection in Western Uttar Pradesh population.
Methods: It was a retrospective study carried out at Department of Orthodontics, Subharti dental 
college, Meerut in which the total data comprised of 994 patients (440 males and 554 females). 
Every patient was evaluated for their oral hygiene status using Oral hygiene Index-simplified 
(OHI-S) and was further divided into three groups as good, fair and poor. 
Results: In urban population, 64.8% patients had fair oral hygiene while 28% & 7.2% had good 
and poor oral hygiene respectively. In Rural population, 74.1% had fair oral hygiene while 6.4%& 
19.5% had good and poor oral hygiene respectively. In females, 20.2% had good oral hygiene 
while 67.8% & 12% had fair and poor oral hygiene respectively. In males, only 14.7% patients had 
good oral hygiene while 71.1% & 14.2% had fair and poor oral hygiene respectively.
Conclusions: It was seen that more proportion of study participants residing in urban areas had 
good hygienic status rather than rural areas and it was statistically significant. Also, overall 
females had better oral hygiene as compared to males although it was not statistically significant.
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orthodontic department.
It is well recognized that the patients who 
undergo orthodontic treatment are more 
likely to suffer gingivitis and different 
levels of periodontal breakdown during 

[11], [12], [13]the orthodontic treatment phases . 
Patients with periodontal problem at the 
initiation of the fixed treatment have a 
greater risk of problems during 
orthodontic treatment. It is because that 
their gums and the supporting bone are 
more likely to break down. This may 
cause loosening of teeth after fixed 
treatment. Therefore, it is advised that 
orthodontic treatment should not begin 
until all evidence of gum and periodontal 
disease has been treated and eliminated.
Therefore, to overcome these limitations, 
this study was planned to include each 
and every patient reporting to our 
department. All the patients were 
examined for their oral hygiene status so 
that the study may include a sample with 
wide age range. Present work will also 
help in better understanding the 
epidemiology of oral hygiene problems 
in populations residing in different 
geographical areas.

Material And Methods:
In this descriptive study, a total of 994 
patients (554 females and 440 males) 
with an age range from 12 to 50 years 

(mean age) were included. After taking 
informed consent, history was recorded 
and examination was carried out for 
every patient. The sample was divided 
into rural and urban population 
depending upon their home addresses as 
shown in Table 1. Following this all 
subjects were examined and divided into 
various groups on the basis of their oral 
hygiene status by using criteria designed 

[14]by Wilkins  for evaluating the status of 
oral hygiene as per the Oral Hygiene 
Index- Simplified (OHI-S).
T h e  O H I - S  w a s  e v a l u a t e d  i n  
components, the Simplified Debris Index 
(DI-S) and the Simplified Calculus Index 
(CI-S). The scores of two components 
were used in combination for calculating 
OHI-S. Categorizations of patients were 
done in Good, Fair and poor oral hygiene 
on the basis of their OHI-S score as 
shown in Table 2.
Data obtained was analyzed using SPSS 

Table 1. Shows Distribution Of Total Population Into Rural 
And Urban Population.

Total sample

994

Rural Population

493

Urban Population

501
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reduce incidences of oral problems and 
thereby will increase quality of life.
In the present study according to gender it 
was seen in females 20.2% had good oral 
hygiene while 67.8% & 12% had fair and 
poor oral hygiene respectively. In males 
only 14.7% patients had good oral 
hygiene while 71.1% & 14.2% had fair 
and poor oral hygiene respectively. It was 
seen that females have better oral hygiene 
than males although it was not 
statistically significant (p = 0.06) as 
shown in Table 4. This result is in 
accordance to the study done by Kateeb 
20 who stated that women perceive oral 
health as having a greater impact than 
men on their quality of life in general, 
having a greater positive impact. Women 
more frequently perceive oral health as 
enhancing their life quality, their moods, 
their appearance and their general 
wellbeing than men. Thus, there are 
gender variations in the social and 
psychological impacts of oral health.

[21],[22],[23]The various studies  available in 
the literature on gender differences in 
relation to oral health consistently 
revealed that females are more informed 
about tooth brushing, have more interest 
in oral health and perceive their own oral 
health to be good to a higher degree than 
male. They also exhibit more positive 
dental health attitude and better oral 
health behavior (tooth brushing 
frequency; using dental floss; regular 
den ta l  v i s i t s )  than  the i r  male  
counterparts.
In relation to field of orthodontics, 
maintenance of good oral hygiene plays 
has a significant role at the beginning of 
fixed orthodontic treatment itself. It is 
usually seen that the patients who have 
good or fair oral hygiene respond to the 
treatment better. Good oral hygiene 
individuals are less prone for enamel 
demineralization, gingival inflammation, 
g i n g i v a l  e n l a r g e m e n t ,  p l a q u e  
accumulation and caries incidence at the 
end of the treatment in comparison to 
patients who have poor oral hygiene.
Therefore, to improve oral hygiene in 
rural sector and among males there 
should be increased number of awareness 
programs started in villages either 
through audio aids or video aids which 
can educate them about how to improve 
their oral hygiene with the help of 
toothbrushes, toothpaste and flossing 
agents. They should also highlight the ill 
effects of smoking, sugary diet and 
inappropriate agents for brushing which 
in turn will not only spoil their dental 

17.0 for windows. Subjects were 
categorized either having, good, fair or 
poor oral hygiene status. Percentages of 
each category were then obtained. Chi 
square test was carried out to determine 
whether significant difference in oral 
hygiene status existed among subjects 
based on their geographical background 
and gender.

Results:
In urban population, 64.8% patients had 
fair oral hygiene while 28% & 7.2% had 
good and poor oral hygiene respectively. 
In Rural population, 74.1% had fair oral 
hygiene while 6.4% & 19.5% had good 
and poor oral hygiene respectively as 
shown in Table 3.
Overall, in females, 20.2% had good oral 
hygiene while 67.8% & 12% had fair and 
poor oral hygiene respectively. In males, 
only 14.7% patients had good oral 
hygiene while 71.1% & 14.2% had fair 
and poor oral hygiene respectively as 
shown in Table 4. 

Discussion:
Oral health is an integral component of 

[15]overall health and well-being . Oral 
hygiene refers to individual habits and 
professional methods which are used to 
control the accumulation of bacterial 
biofilm that grows and harbors on tooth 
surfaces.
As Oral hygiene is not an age dependent 
facet, so the present study not only 
includes children of certain age group but 
also adult people who reported to the 
department of Orthodontics for 
correction of their teeth. Therefore, a 
wide age range (12-50 years) was 
selected in the sample used in the study, 

to examine the population as a whole for 
their oral hygiene status.
There’s always a correlation seen 
between the oral hygiene of the patient 
with their geographical background. The 
relationship is that most commonly 
people living in urban areas have better 
oral hygiene status than people living in 

[3],[4],[5]rural areas.
In general, a rural area is a geographic 
area that is located outside cities and 
towns whereas an urban area is a 
geographical area constituting a city or 

[16]town.
The data from our study revealed that in 
urban population, 64.8% patients had fair 
oral hygiene while 28% & 7.2% had good 
and poor oral hygiene respectively. 
Whereas, in rural population 74.1% had 
fair oral hygiene while 6.4% & 19.5% 
had good and poor oral hygiene 
respectively. It was seen that more 
proportion of study participants residing 
in urban areas had significantly good 
hygienic status rather than rural areas and 
was statistically significant (P=0.0002) 
as shown in Table 3.
This can be due to several reasons for 
example people living in rural areas in 
contrast to urban areas are less educated 
about how to clean their teeth properly, 
have financial constraints, have less 
accessibility to go to a dentist who can 
intercept their problem, guide them to 
how to maintain & improve their oral 
hygiene. For example, the use of ‘Neem’ 
and ‘Babool’ tree branches for oral 
cleanliness, is a traditional practice 
prevalent in north Indian villages and the 
use of tooth paste/tooth powder in urban 

[17]areas too are quite common . Study 
done by Gratrix et al showed that 
differences in income and employment 
level of parents generate inequalities in 
oral health status of children, mainly 

[18]expressed by the level of dental caries.
Our results are in accordance to the study 

[19]done by Mohire et al  geographical 
distributions of oral problems were found 
to be prominent in rural areas as 
compared to urban area. The awareness 
regarding good oral hygiene practices in 
rural population was also less than urban 
population.
There is a strong national health policy 
for good oral hygiene. The survey 
indicates the need of potential awareness 
and education of oral hygiene practices in 
the rural sector so that people in villages 
can specifically take care of the their oral 
hygiene problems and prevent their oral 
condition to worsen. This will definitely 

Table 3. Shows Oral Hygiene Status According To 
Geographical Distribution.

Oral Hygiene Category

Good

Fair

Poor

Urban

141 (28%)

326 (64.8%)

34 (7.2%)

Rural

30 (6.4%)

366 (74.1%)

97 (19.5%)

(p=0.0002)

Table 2. Shows Scores Of OHI-S.

Rating

Good

Fair

Poor

Scores

0.1–1.2

1.3–3.0

3.1–6.0

OHI-S : Oral Hygiene Index - Simplified

Table 4. Shows Oral Hygiene Status According To Gender

Gender

Female

Male

(p=0.06)

Good

91 (20.2%)

80 (14.7%)

Fair

305 (67.8%)

387 (71.1%)

Poor

54 (12%)

77 (14.2%)
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health but also their general health.
There are certain limitations in our study 
as it includes sample only reporting to the 
orthodontic department. So this data 
should be cautiously applied to the 
general population. Further studies are 
needed to comprehend exact data of this 
kind.

Conclusion:
The conclusions that were derived from 
the study were firstly that urban 
population has significantly better oral 
hygiene than the rural population. 
Secondly, females have better oral 
hygiene than their male counterparts.
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