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Objective: The present study was cross-sectional survey aiming to describe oral health status in terms of caries
and periodontal experience and oral health behavior of 998 priests in Bangkok.

Material and Method: The 998 priests, aged 12-92, from 28 temples in Bangkok were clinically examined at
Priest Hospital using WHO methodology. Information on oral health behavior was obtained via questionnaires.
Results: The prevalence and level of caries increased with ages. Overall, 89.5% had evidences of caries
experience; 71.5% were related to untreated caries. The average DMFT score was 7.4 (DT=2.9, MT=3.2,
FT=1.2). About 72.9% needed I-surface filling and 45.6% needed extraction. Similarly, gingivitis was highly
prevalent for all age groups, with 73.4% having calculus. About 12.7% had periodontal pockets. However,
the highest prevalence of periodontitis belonged to the 55-64-year-old priest at 41.4%. Tooth loss was dra-
matically prevalent among the elderly over 65. Even though most participatting priests had high evidences of
caries and periodontal problems, only 57.7% perceived their own problems. The first and second common
problems were calculus and food retention, at 48.9 and 44.1, respectively. With respect to level of education,
priests who completed their education from primary school or lower had significantly higher number of DT,
MT and DMFT and lower number of FT than the group with higher education (p < 0.05). Similarly, non-
smokers had lower mean of MT, DMFT and prevalence of score 3 and score 4 than past smokers and current
smokers (p < 0.05).

Conclusion: Most priests in the 28 participatting temples still had unmet needs on dental services. Not only
providing more access to dental services, the continuous implementation of community based oral health
promotion and prevention, emphasizing related risks which needed to improved oral healthcare of the priests
to limit oral health burdens in the future.
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Oral health means more than good teeth. It is
integral to general health and essential for well-being.
Poor oral health qualifies as major public health
problems owing to their high prevalence and incidence
in all regions of the world. Their impact is on individuals
and communities, as a result of pain and suffering,
impairment of function and reduced quality of life®.
Furthermore, poor oral health can restrict activities at
school, at work and at home causing millions of school
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and work hours to be lost each year throughout the
world®. As for all diseases, the greatest burden of oral
diseases is on disadvantaged and socially marginalized
population-?,

Basic oral health survey has been carried out
worldwide with an aim for estimation of the present
oral health status of a population and its future needs
for oral health care®¥. According to World Health
Organization, the most important global oral health
burdens have been dental caries and periodontal
diseases®. Dental caries affect 60-90% of school-aged
children and the vast majority of adults. Most children
and adolescents worldwide have signs of gingivitis.
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Severe periodontitis is found in 5-20% of most adult
population worldwide @.

In Thailand, oral health data is collected from
the national oral health survey, conducted regularly
every 5-6 years since 1984 by Dental Health Division,
Department of Health®®. Over two decades, the
evidences show that there is an increasing trend of
dental caries among children and that of gingivitis in
children and adolescent. In contrast, there is a decline
trend of prevalence of periodontitis in adult and the
elderly. Consequently, the percentage of people with
20 natural teeth and more goes up and that with
edentulousness goes down. Factors relating to caries
status included problems of awareness of oral health,
higher sugar consumption, inappropriate child feeding,
and limitation of access to dental services®. Similarly,
oral hygiene practice, smoking habit and systemic
disease were considered as the related factors of
periodontal diseases in Thais®.

To date, there is no information on the oral
health of priests in Thailand. The objective of the
present study was to describe the caries and periodontal
experiences and some oral health behavior of
participating priests in 28 temples which are acting as
Priest Master committee of Priest Hospital (PH).

Material and Method

Volunteered priests from 28 temples which are
acting as Priest Master of Priest Hospital (PH) were
included in the study as a part of the Sustained and
Holistic Health Care Program for the priests
Commemoration of His Majesty the King’s 60 years
Accession to the Throne (First phase) between
February 17 and June 29, 2006. Basic oral health surveys
according to World Health Organization (WHO) criteria
were used to collect information about the oral health
status and treatment needs of participated priests. The
dental examinations were carried out by ten dentists,
who received information and guidelines on WHO
criteria for recording caries experience and periodontal
status. Each priest was also asked to complete a short
questionnaire which included level of education,
tobacco usage, self -perception of oral health, oral
hygiene practice and utilization of oral health services.
Dental personnel were at hand to assist with completion
of the questionnaire if needed. After the examination,
explanation of the subject’s oral health condition,
educational leaflet, and oral health self-care kit were
given to the participated priests.

Then, data were analyzed according to WHO
standard age groups by using SPSS versionl3.
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Association between variables was assessed by
ANOVA. The level of significant was set at 0.05.

Results

According to the sustained and holistic health
care program (First phase), totally 1,122 priests attended
the program. Of these, 121 did not participate in an oral
health survey program and another three were excluded

Table 1. Distribution of sociodemographic characteristics

Number  Percent
Gender Male 998 100
Age 12-14 93 9.3
15-19 186 18.6
20-24 160 16.0
25-29 109 10.9
30-34 88 8.8
35-44 118 11.8
45-54 76 7.6
55-64 71 7.1
65-74 55 5.5
75 and more 42 4.2
Level of Below Primary school 287 29.0
education Secondary school 398 40.2
Diploma and more 304 30.7
Tobacco Non-smoker 687 69.5
usage Past smoker 163 16.5
Current smoker 139 14.1
Self-perception Have oral problem 562 57.7
oforal health Do not have oral 202 20.7
problem
Do not know 210 21.6
Most common Calculus 466 48.9
oral problems  Food retention 420 44.1
Halitosis 323 33.9
Frequency of  Never or less than 336 48.1
dental visit once a year
Once a year 148 21.2
Twice a year 93 13.3
More than twice a year 120 17.2
Place of dental ~Private dental practice 265 36.3
visit PH 258 353
Other public hospital 157 21.5
Mobile service at 50 6.8
temple
Oralhygiene ~ Toothbrush 952 96.3
practice Mouthrinse 235 23.8
Toothpick 216 21.8
Proxabrush 86 8.7
Dental floss 80 8.1
None 4 0.4
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because they were under 12 years old which was an
expected age to have all permanent teeth, except third
molar, erupted. Therefore, 998 (88.9%) participated in
dental examination and questionnaires. The age ranged
from 12 to 92 years, averaged at 33.3 years with standard
deviation (sd) of 8.7. The average number of teeth
present was 27.8 teeth per person. The number of
priests with edentulousness was 21. According to Table
1, about 69.2% of participated priests graduated from
secondary school or lower. About a third (30.6%)
reported their own smoking experience. Past smoker

Table 2. Caries and periodontal experiences by age-groups

Category DT MT FT DMFT % of
Agerange (sd) having

periodontal

pocket
12-14 3.6 02 04 4.2 (3.6) 0.0
15-19 3.5 03 05 4.3 (3.8) 43
20-24 20 09 12 51(44) 44
25-29 33 1.3 09 5.4 (4.3) 9.2
30-34 2.5 1.6 1.5 57(5.0) 13.6
35-44 2.7 23 23 72(54) 18.6
45-54 2.3 49 24 9.5(7.6) 250
55-64 2.6 80 12 11.8(8.9) 423
65-74 1.8 134 18 17.009.7) 218
75 and 31 176 0.7 21.3(103) 16.7
more

accounted for 16.5% and about 14.1% currently were
smokers.

In terms of oral health behavior, just above
half (57.7%) of participated priests were aware of their
own oral health problems. The first and second common
problems were calculus and food retention, with 48.9%
and 44.1% respectively. Half (51.7%) of the participants
visited dentists at least once a year. The chosen dental
offices were private dental offices (36.3%), PH (35.3%),
and other public hospitals (21.5%). Regarding oral
hygiene practice, almost participants (96.3%) used
toothbrush, 21.8% used toothpick and only 8.1% used
dental floss.

Caries experiences

The caries experiences were measured in terms
of prevalence, level of caries and its treatment needs.
The level or severity of dental caries was measured by
the decayed teeth (DT), Missing teeth (MT) and filled
teeth (FT) index (DMFT score). Overall, dental caries
affected 89.5% of participating priests and 71.5% have
not received treatment yet. The prevalence of novices
aged 12-14 years old with DT was 86%. Fig.1 illustrated
the changing level of the prevalence of priests with
caries experience, DT, MT and FT by age group. While
the percentage of priests with DT decreased with ages,
those experienced MT increased continuously up to
100% at the age of 75 and over and just 19.4-50.4%
experienced FT.

According to Table 2, the average DMFT of
priests in 28 temples was 7.4 (sd 7.3), consisting 0f 2.9

Table 3. Caries and periodontal experiences by level of education and smoking habits

Category Number DT MT FT DMEFT (sd) % of having
periodontal
pocket

Level of education

Below Primary school 287 3.3%* 4.5% 0.8 8.6 (8.7)* 15.7

Secondary school 436 3 2.7 1.1 6.8 (6.8) 10.6

Diploma and more 266 2.5 2.5 1.9* 6.9 (6.1) 12.4

Total 989 29 32 1.2 7.3(7.3) 12.5

Smoking habits

Non-smoker 687 3.0 2.1% 1.3 6.3 (6.1)* 9.6*

Past smoker 163 2.5 6.3 1.4 10.2 (9.9) 19.0

Current smoker 139 33 4.7 0.8 8.8 (7.8) 20.9

Total 989 29 32 1.2 7.3(7.3) 12.7

* The mean difference is significant at the p 0.05 level

** The mean difference is significant at the p 0.05 level between those below primary school and those had diploma and more
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DT, 3.2 MT, and 1.2 FT. Table 3 and Fig.2 illustrated the
component of DMFT by age groups. Similar to the
prevalence, DMFT score increased with ages and the
main contributing component to the score varied among
age groups. While the youth (12-19 yrs.) had the greater
proportion of DT than others, that of MT belonged to
the elderly aged above 65. For the proportion of FT, the
adult aged 35-44 had the highest one.

Based on level of education in Table 3, priests
who completed their education from primary school or
lower had significantly number of DT, MT and DMFT
higher than the group with higher education (p <0.05).
On the other hand, priests who graduated diploma/
degree or more had significantly greater number of FT
than the group with lower education (p < 0.05). Simi-
larly, non-smokers had lower mean of MT and DMFT
score than past smokers and current smokers (p <0.05).

In terms of treatment needs, most (72.9%) re-
quired 1-surface filling at 2.9 teeth per person (Table 4).

Table 4. Treatment needs for dental caries

Treatment need Prevalence Number of
of need affected teeth

per subject

One-surface filling 72.9% 29

Two-surface filling 37.6% 0.9

Root canal treatment 6.6% 0.1

Extraction 45.6% 1.2

Crown 1.7% 0.02

Periodontal experiences

Periodontal experience in the present study
was measured by the Community Periodontal Index of
Treatment Needs (CPITN score) Fig. 3. illustrated the
CPITN data as expressed in mean percentages of
individuals with maximal CPITN scores. Overall, it was
found that score 2 (calculus) was the most frequent in
all ages with average at 73.4%. The prevalence of score
3 was first seen among the priest aged 15-19 and
increased with ages. The mean percentage of score 3
was 7.1%. The prevalence of priests with score 4 was
first detected among the priests aged 20-24 and this
figure was found highest among the priest aged 55-64.
The average percentage of score 4 was 5.6%. Missing
score (score 9) was used when there were fewer than
two functioning teeth present in a sextant.

Based on tobacco usage, non-smoking
priests had lower prevalence of score 3 and score 4
than past-smoker and current smoker significantly (p <
0.05). There was no significant difference between
prevalence of having pockets and level of education.

Discussion

The purpose of the present study was to
describe the caries and periodontal experience and some
oral health behavior of priests in 28-Sangha-committee
temples of PH. The dental examination, recommended
by WHO, was used in the present study. However, an
examination under clinical setting as in the present study
could result in an overestimated data, compared to an
examination under daylight of the other studies®*. In
the present study, random sampling was not possible
due to being a part of the health care program for the

Table 5. Comparison of the oral health status between the present study and the Thailand oral health survey 2000-1

Agerange Location meanno. DT MT FT DMFT DT/ Careindex  Treatment % ofhaving
of teeth DMFT FT/DMFT  index periodontal
present (MT+FT) pocket

/DMFT

12 Thailand  25.0 1.1 0.1 04 1.6 68.8% 25.0% 31.3% 0.0

12 Bangkok  24.0 1.4 0.1 05 2.0 70.0% 25.0% 30.0% 0.0

12-14 Priest H.  28.9 3.6 02 04 4.2 85.7% 9.5% 14.3% 0.0

35-44 Thailand  28.2 1.9 3.6 07 6.1 31.6% 11.5% 70.5% 373

35-44 Bangkok  26.5 24 48 1.6 8.8 27.3% 18.2% 72.7% 20.6

35-44 Priest H.  29.5 2.7 23 23 7.2 37.5% 31.9% 63.9% 18.6

60-74 Thailand  19.6 2.1 122 0.1 144 14.9% 0.7% 85.4% 61.6

60-74 Bangkok  15.2 2.2 160 04 185 11.9% 2.2% 88.7% 40.9

65-74 Priest H.  18.13 1.8 134 1.8 17.0 10.6% 10.6% 89.4% 21.8
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priests commemoration of His Majesty the King’s 60
years accession to the throne (First phase) and lack of
valid population of priest registered. Therefore, 1,122
priests volunteered and the participation rate, based
on 28 temples, was 45.17%. Of these, 998 priests (88.9%)
joined the oral health program.

Caries experiences

Dental caries was still an oral health problem
in the present study as dental caries affected 89.5% of
participated priests with the mean DMFT score at 7.4
(Table 2). The figure was lower than 8.5 of DMFT of 18-
85-year-old indigenous people in a survey carried out
in Western Australia”. Similar to the previous
studies®, the prevalence and level of caries increased
with ages (Fig. 1, 2, Table 3). The proportion of DT was
very high since novice aged 12. Among the adult and
elderly, it decreased with higher proportion of FT and
MT. However, most treatment received appeared to be
an extraction. This could imply problems of
unawareness of oral health and the limited access to
dental services, particularly restoration, of the priests.

Compared with the Fifth National Oral Health
Survey in 2000-2001®, the available data from Table 5
revealed that DMFT of 12-14-year-old novices in the
present study was much worse than DMFT of 12-year-
old Bangkokian and Thai children. While the mean
DMFT of novices aged 12-14 years old was 4.2, those
of 12-year-old Bangkokian and Thai children valued of
2.0 and 1.6. Besides, novices also had higher propor-
tion of DT with much lower care and treatment index
than Bangkokian and Thais children. On the contrary,
among adult aged 35-44, DMFT of the Bangkokian adult
was 8.8 and that of Thais was 6.1. This was comparable
with the figure of 35-44 year-old priest which was 7.2.
Among the elderly, DMFT valued of 14.4, 18.5 and 17.0
for Thais, Bangkokian and the elderly priest, respec-
tively. For both the adult and the elderly groups, DMFT
of the present study were between those of the
Bangkokian and the Thai people. However, the adult
and the elderly priests appeared to have greater pro-
portion of FT than ordinary Bangkokian or Thais.

The reason for much worse number of DT
among participated priests, particularly novices (2.6-
fold increase) might be explained by monkshood’s
lifestyle. While the data showed that 71.5% of the whole
subjects had untreated caries and only 5.0% did not
required periodontal treatment, only 57.7% reported
their own oral health problem. Among novices aged
12-14, only 23.7% of novices aged 12-14 years old self-
reported as having oral health problem. This was in
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agreement with the study of Srisuda®, reporting that
unawareness of one’s own oral problem was one of
factors relating to dental caries status in Thais. In
addition, the lifestyle with no parents, questionable
standard of toothbrush or self-care kit, rushed hours
before early morning bintabaat or alms-gathering and
drinking only Pana or Atthapana which belongs to an
after-lunch-beverage consisting of fruit juice, cane juice,
sugar, aerated water or soft drinks and honey would
possibly put novices or even priests at risk of dental
caries.

Periodontal experience

The result revealed that only 5.0% of 998
priests required no periodontal treatment (CPITN = 0).
The most prevalent score (73.4%) among priests in 28
temples was score 2, which primarily reflected poor
oral hygiene. Fig. 3 revealed that the prevalence of
having periodontal pockets was seen first among the
youth and young adults. The figure increased
continuously to 41.3% for score 3 and 4, and 31.0% for
only score 4 among the priest aged 55-64. Consequently,
the figure of score 4 switched to score 9 at the age of 65
and over. This would imply an existence and
progression of chronic disease over a number of years
and its end as an extraction among the elderly after 65.
This was in agreement with the previous study stating
that the major reasons for tooth loss among the elderly
were severe dental caries and periodontal disease®.

There was some epidemiological study
reported the prevalence of severe periodontitis in open
population was 11-15% in both developed and
developing countries!®!D, Overall, the 12.7% of
participating priests was comparable with the previous
study. According to the national oral health survey,
1.1% of the youth aged 15 years old had evidences of
periodontitis (no data shown). Similarly, the study of
Albander et al revealed that about 2% of the youth
had aggressive or severe periodontitis that could lead
to premature tooth loss'?. These were lower than 4.3%
of the youth (15-19 years old) found in the present
study. These could reflect the poorer periodontal
experience among the youth in the present study.
Among the adult and the elderly, the prevalence of
having shallow or deep periodontal pockets was 18.6%
and 21.8%, respectively. The figure seemed low
compared to the other studies. The percentage of adult
Bangkokian with periodontal pocket was 20.6% and
40.9% among adult aged 35-44 and the elderly aged 60-
74, respectively (Table 5). Another study in Southern
Thailand revealed that 100% of 50-59 years old had
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prevalence of periodontitis?.

With respect to level of education, priests who
completed their education from primary school or lower
had significant number of DT, MT and DMFT higher
than the group with higher education (p <0.05). On the
other hand, priests who graduated Diploma/ Degree or
more had a significantly greater number of FT than the
group with lower education (p < 0.05). The result was
concurred with findings of Brennan 2007 which
reported that middle-aged-people with diploma/degree
had fewer MT and DMFT!%, Similarly, people with
lower education had significantly a larger number of
MT than people in higher education!>!9, There was
no association between level of education and
prevalence of periodontitis in the present study.
Contrary to the findings of the other researchers,
reporting an association between periodontal status
and educational level®'9. However, education level was
used in the present study and the others were an
academic level which may be irrelevant to the priest
whose studies were major in the Dhamma aspect.

Regarding smoking experience, the present
study showed that about 16.5% was past smoker and
14.1 were current smoker. Smoking was recognized as
being detrimental to oral health®™!7-!¥_ It was associated
with alveolar bone loss and tooth loss even when
researchers control oral hygiene and other socio-
demographic and behavioral factors*?". In some
industrialized countries studies have shown that use
oftobacco accounts for more than half of periodontitis
cases in adults®®. This concurred with the present
study which observed that non-smokers had lower
mean of MT, DMFT score and prevalence of score 3
and score 4 than past smokers and current smokers (p
<0.05). The past smoker revealed the higher MT, DMFT
and a little lower prevalence of having periodontal
pockets than those of current smoker. However, these
differences were not statistically significant. Compared
with the previous studies, current smokers had the
higher number of missing teeth and percentage of
having periodontal pockets than former smokers®".
Another researcher also reported that an individual
risk of MT was decreased by approximately 20% within
12 years of quitting, compared with that of continuous
smokers!"”). The non-agreeable data may be explained
in the present study because it relied on smoking habit
data provided by subjects’ own reporting. This could
have resulted in under-estimated data.

Management
Oral diseases were not self-limited or self
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managed by one’s own. Once someone was affected,
treatment was required from dental professions. If left
untreated even for a short period of time, oral diseases
can have adverse consequences and profound effects
on the quality of life in terms of experience of pain,
endurance of dental abscesses, problems with eating
and chewing, embarrassment about the shape of teeth
or about missing, discolored or damaged teeth can
adversely affect people’s daily lives and well-being®.
In addition, oral infection has been considered as a risk
factor in a number of general health conditions®.
Therefore, the need for oral health care which was
evident for all age groups should not be ignored by
individuals and also health policy maker.

However, from public health point of view, it
seemed unrealistic to control oral disease, by traditional
curative strategies only. Therefore, increasing access
to unmet dental care and factors relating to oral diseases
should be managed by raising individual awareness
on oral health to manage diseases as early as possible.
Diet counseling in dental practices and raising public
awareness of offering proper meal for priests may be
vital to prevent and control dental caries among priests
as well as novices. Regarding periodontal experience,
high prevalence of gingivitis and low prevalent of
periodontitis were preventable, primarily through
proper oral hygiene and improved self-care practices.
To prevent the progression of gingivitis to
periodontitis, emphasizing oral health care practices,
increasing more access to professional cleaning should
be in consideration because it was quite clear that
having plaque and calculus are established risk factors
for periodontal disease®*2%. Smoking cessation should
be supported because it benefited significantly an
individual’s likelihood of tooth retention and it may be
associated with a relatively rapid improvement in the
periodontium3?%, In addition, sharing common risk
approach to manage oral and general health problems
together would be the most cost-effective way to
control/reduce its consequences to each other and
improve oral health of priests in a long run-?

Conclusion

The results of this study provide baseline
information on the oral health of priests in 28 temples
of Priest master of Priest Hospital. About 71.5% had
untreated caries. 73.4% had calculus that primarily re-
flected poor oral hygiene and needed to be removed.
12.7% had signs of periodontitis. The need for oral
healthcare was evident for all groups particularly
novices. Therefore, not only was more access provided
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to dental services, with the continuous implementa-
tion of community-based oral health promotion and
prevention, but also there is a need for emphasis on
related risks to limit oral health burdens in the future.
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