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Satut Sociodemographique des Patients Cherchant un Detartrage et un Pollisage de Routine
dans un Environnement a Ressource Faible
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ABSTRACT

OBJECTIVES: To assess the sociodemographic profile of
patients seeking routine scaling and polishingin aresour ce
challenged settingin Ibadan, Nigeria

STUDY DESIGN: A retrospectivereview of dental recor dsof
patients presenting for scaling and polishing at the
Periodontology Clinicof atertiary hospital in Ibadan, Nigeria
over aperiod of oneyear wasdone. Two groupswer eidentified,;
those seeking routine scaling and polishing and thoser eferred
asaresult of periodontal diseaseor from other clinics. The
age, gender, religion, marital satusand socioeconomic status
wereaobtained fromtherecordsof each patient. Analysiswas
done using SPSS version 16. The level of statistical
significancewas set at 5%.

RESULTS: A total of 295 patients with a mean age of 42.5
(+17.7) yearshad scaling and polishing doneover theperiod;
100(33.9%) cameroutinely and 195 (66.1%) werereferred.
There were 151 (51.2%) males and 144 (48.8%) females.
Themajority (83.2%) were Chrigtians. Their socioeconomic
classranged from skilled wor ker s(21.4%), thr ough unskilled
workers(22.7%) to dependants(55.9%). A higher proportion
of Christians than Muslims presented routinely for the
procedure, 35.8% vs. 20.4% (p =0.037). The proportion of
skilled wor ker s, unskilled wor ker sand dependantswho came
for routine scaling and polishing were 46.0%, 25.4% and
32.7% respectively (p = 0.038). Socioeconomic status was
found, on multivariateanalysis, to significantly predict seeking
for routinescaling and polishing.

CONCLUSION: Socioeconomic status is a deter minant of
seeking for routinescaling and polishingin aresour ce poor
country. WAJM 2015; 34(3): 186-189.

Keywor ds: Scalingand polishing, sociodemogr aphic factors,
characteristics, oral health status.

RESUME

OBJECTIFS: Evauer leprofil sociodémographique despatients
qui cherchent le détartrage et le polissage deroutine dansun
milieu aressourcefaible albadan, au Nigeria
CONCEPTION DE L’ETUDE: Un examen rétrospectif des
dossiers dentaires de patients se présentant pour détartrage et
polissage a la Clinique parodontologie d’un hopital tertiaire a
Ibadan, au Nigeria sur une période d’un an a été fait. Deux
groupes ont été identifiés; ceux qui cherchent un détartrage et
un polissage de routine et ceux qui sont référés a la suite d’une
maladie parodontale ou d’autres cliniques. L’age, le sexe, la
religion, I’état matrimonial et le statut socioéconomique ont été
obtenus a partir des dossiers de chaque patient. L’analyse a été
effectuée a I’aide du logiciel SPSS version 16.

Le niveau de signification statistique a été fixé a 5%.
RESULTATS: Untotal de 295 patients avec un dge moyen de
42,5 (£ 17,7) ansavaient eu un détartrage et un polissage au
cours de cette période; 100 (33,9%) étaient par routine et 195

(48,8%) femmes. Lamajorité (83,2%) était des chrétiens. Leur
classe socio-économique dlait detravailleurs qualifiés (21,4%),
aux travailleurs non qualifiés (22,7%) ades personnes acharge
(55,9%). Une proportion plus élevée de chrétiens que de
musulmans se sont présentés réguliérement pour laprocédure,
35,8% contre 20,4% (p = 0,037). La proportion de travailleurs
qualifiés, detravailleursnon qualifiés et despersonnesacharge
qui sont venus pour le détartrage et le polissage deroutine ont
été de 46,0%, 25,4% et 32,7% respectivement (p = 0,038). Le
statut socioéconomique a été trouve, en analyse multi variée,
de prédire de fagon significative larecherche de détartrage et
de polissage de routine.

CONCLUSION: Lestatut socio-économique est un déterminant
de larecherche de détartrage et de polissage de routine dans
un pays pauvre en ressources. WAJM 2015; 34(3): 186-189.

M ots-clés: Détartrage et le polissage, les facteurs
sociodémographiques, les caractéristiques, I’état de santé
bucco-dentaire.
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INTRODUCTION

Resource challenged countries
experience poor oral heathand high level
of common oral disease like periodontal
disease, which is easily preventable.l?
The main methods for the prevention of
periodontal diseaseis by the elimination
of bacterial plaque; the primary
aetiological factor responsible for its
initiation.®* Bacteria plaque can be
removed by self or by professional
methods, which are further subdivided
into mechanical and chemical methods.
Themechanical meansof plagueremoval
remains the primary method of
preventing periodontal disease, and this
can be achieved with the use of
toothbrushes and inter dental cleaning
agents such as dental flossin self home
care whilethe professional method, which
is clinic based is by scaling and
polishing. Scaling and polishing of the
teeth is a common preventive treatment
received in the dental clinic and a
component of good oral health behaviour
that is important in the maintenance of
oral health and prevention of oral
diseases. Oral health behaviour is,
however, influenced by an array of
factors such as the sociodemographic
characteristics, socio-cultural milieu and
peer influence.5®

Sociodemographic characteristics
are known to determine the health and
illness behaviour as well as the health
seeking behaviour of an individual.”
Although, the sociodemographic
characteristics of an individual or
population such as age, gender, marital
status, educational qualification and
socioeconomic status have been studied
inrelationto other oral health behaviour,
with the more affluent found behaving
more healthily,58 information about its
association with routine scaling and
polishing is sparse. Furthermore, a good
understanding of how sociodemographic
characteristics influence the oral health
behaviour of peoplein terms of seeking
for routine scaling and polishing, an
important plaque elimination procedure
will be beneficial asthiswill enable any
oral health intervention programme to
promote oral health to be directed at the
appropriate group of people in resource
poor communities. This study therefore
aimed to describe the sociodemographic
characteristics of patients seeking
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routine scaling and polishing and
compare it with those who are referred
for the procedure in a tertiary health
institution in a developing country.

Sudy Population and M ethodology

A retrospective review of dental
records of patientspresenting for scaling
and polishing at the Periodontology
Clinic of the University College Hospital,
Ibadan, Nigeria over a 12-month period
was done. Data retrieved included the
sociodemographic characteristics of the
patients; age, gender, marital status and
socioeconomic class. Data was also
obtained on whether they sought for
scaling and polishing or werereferred for
the procedure.

The age was dichotomized
according to the mean for the purpose of
crosstabulation. Gender was considered
as male or female, marital status was
charted as single, married or widowed.
Socioeconomic class stratification based
on occupational strata as devised by
Esan et al *wasemployed. Thisclassifica-
tion is made up of three classes: Class | —
skilled workers e.g. professionals, civil
servants, teachers; Class Il — unskilled
workers e.g. traders, artisans; and Class
I11 — dependants e.g. students, house-
wives. The patients presenting for scaling
and palishing at the Periodontology
Clinic were grouped into two: Group |
made up of those who sought routine
scaling and polishing and Group Il were
those referred to the clinic because of
periodontal disease or thosereferred from
other clinics to have scaling and
polishing as a means of pre or post
therapy treatment.

Data retrieved was collated and
analysed using SPSS version 16.
Categorical variables; gender, marital
status and socioeconomic class were
summarised by frequencies, percentages
and proportions while continuous
variables such as age were summarised
using means and standard deviation. Test
of association was done using chi square
statisticsfor categorical variablesand the
student t-test for comparison of means
between groups. The p-value for
statistical significance was set as< 0.05.
Multinomial |ogistic regression was used
with variables selected in a single block
to identify determinants of routinely
seeking for scaling and polishing among

Who Seeks for Scaling and Polishing?

variables that were significant at 10%
level on bivariate analysis.

RESULTS

A total of 295 patientswere seenin
theclinic for scaling and polishing during
the study period, of which 151 (51.2%)
weremalesand 144 (48.8%) werefemales.
The mean age of the study participants
was42.5 (x 17.7) years, witharangefrom
16 to 84 years. The majority (168, 60%)
weremarried; 116 (39.3%) weresingleand
11 (3.7%) were widowed. A total of 243
(83.2%) patients were Christians and 49
(16.8%) were Muslims. Regarding their
socioeconomic class; 63 (21.4%)
belonged to Class |, 67 (22.7%) werein
Class |1, and 165 (55.9%) werein Class
.

According to the reason for the
scaling and polishing; 100 (33.9%)
patients presented for routine scaling and
polishing, i.e.in Group |, and 195 (66.1%)
werein Group Il (those who werereferred
for scaling and polishing).

There was no difference between
the mean ages of the patients who
sought routine scaling and polishing and
those who were referred for the
procedure, 42.3 + 17.6 yearsvs. 42.8 +
17.8years(p=0.814). Similarly, therewas
no association between the gender and
marital status of respondents and
whether they werereferred for or routingly
sought scaling and polishing (Table 1).

A greater proportion of the patients
who were Christians (35.8%) presented
for routine scaling and polishing than the
patients who were Muslims (20.4%),
p=0.037 (Tablel).

The proportion of skilled workers
(46.0%) who cameto theclinicfor routine
scaling and polishing was higher than
those of unskilled workers (25.4%) or
dependants (32.7%) with asimilar reason
for presentation, p=0.038 (Table 1).

On multivariate logistic regression
analysis; religion and socioeconomic
classeswere entered into amodel. Those
who were Christians were twice more
likely to seek for scaling and polishing
routinely than Mudims(OR 2.10, 95% Cl
1.00-4.42, p=0.051). The patients who
were skilled workerswere about 1.8 times
more likely to present for routine scaling
and polishing than those who were
unskilled or dependants (OR 1.82, 95%
Cl11.02-3.25,p=0.042).
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Table1: Relationship between M arital Satus, Religion and Socioeconomic Class,
and the Patient’s Reason for Scaling and Polishing

Variable Reason for Scaling and Polishing
Routine  Referral Total x2  pvaue
No (%) No (%) No (%)
Marital status
Single 40(34.5) 76(65.5) 116(1000) 0071 0965
Married 56(33.3) 112(66.7) 168(100.0)
Widowed 4(36.4) 7(63.6) 11(100.0)
Total 100(33.9) 195(66.1) 295(100.0)
Gender
Mae 54(35.8) 97(64.2) 151(1000) 0667 0414
Femde 46(31.9) 93(68.1) 144(100.0)
Total 100(33.9) 195(66.1) 295(100.0)
Religion
Chritianity 87(35.8) 156(64.2) 24310000 4356 0.037*
Idam 10(20.4) 39(79.6) 49(100.0)
Total 97 (33.2) 195(66.8) 292(100.0)**
Socioeconomic Class
Skilled Workers 29(46.0) 34 (54.0 63(100.0) 6560  0.038*
Unskilled Workers 17(254) 50 (74.6) 67(100.0)
Dependants 54(32.7) 111(67.3)  165(100.0)
Total 100 (33.9) 195(66.1) 295 (100.0)

* Statistically significant, ** thereligious beliefs of three patientsweremissing

DISCUSSION

Itisof paramount importanceto the
oral health promoting dentist to
understand the relationship that exists
between preventive oral health seeking
behaviour and sociodemographic
characteristics of the populace in order
to reduce inequalities in oral health and
ensure proper oral health intervention
programmesto the appropriate groups of
peoplein communities.

From this study, no significant
association was found between the
sociodemographic characteristics of
gender, age, marital status; and patients
seeking routine scaling and polishing
although males presented more often for
routine scaling and polishing than
females. This finding of non-significant
association between gender and seeking
for routine scaling and polishing
contrastswith reportsfrom other authors
on preventive oral health behaviour in
which femal eswerefound to exhibit better
oral health behaviour; engaging more
oftenintwicedaily brushing of their teeth
and utilizing dental services better than
their male counterparts.5%1°-12 Thedightly
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higher proportion of men presenting for
routine scaling and polishing in this
study, as had been reported among
Tanzanian adults,®® may be because quite
a number of them might have been
managed for periodontal diseasesin the
past. The male gender is a documented
risk factor for periodontal disease,*** so
through the process of this management
they become motivated to make regular
oral prophylaxis a routine oral health
behaviour, thus seeking routine scaling
and polishing. Another explanation for
this difference may be that the more of
the females than males in this study
bel onged to the older age group in whom
periodontal disease is commoner.
Furthermore, the socioeconomic
classification system used in this study,
which grouped housewives with
dependants (the unemployed) in Class
[11, thus creating a larger proportion of
the women in lower socioeconomic
classes could have blunted any
significant association between gender
and seeking for scaling and polishing.
Significantly noted in this study is
the association between religion and

Who Seeks for Scaling and Polishing?

seeking for routine scaling and polishing
with the Christians seeking this
preventive oral health practice more often
than other religious groups such as
Muslims. When subjected to logistic
regression, however, religious belief was
not a significant predictor of routinely
seeking for scaling and polishing in the
study. This isin contrast to the finding
from another study where good oral
hygiene measures were exhibited by the
Muslims in Somalia who were found to
be more likely than adherents of other
faiths to engage in twice daily brushing
of their teeth, apractice attributed to the
Islamic faith.® However, noted in that
study was the fact that those Somalians
did not go for preventive oral health care
at orthodox dental clinics, which concurs
with the findings from the present study.

Consistent with other studies on
oral health behaviour and socioeconomic
status, where members of higher social
classes were found to be regular
attendees to the dentist, the socio-
economic class of the study participants
in this study was significantly associated
with seeking for routine scaling and
polishing as those in the higher occupa-
tional class, that is, skilled workers,
sought routine scaling and polishing
more often than others.®1%18 Similar
reports on the association between
socioeconomic classes and oral diseases
have also been documented.'*?! InaUK
birth cohort, children of members of the
low socioeconomic classat agefivewere
found with higher mean DFS and DS by
age 26 years, more likely to have a
missing tooth in adulthood and had
greater prevalence and severity of
periodontal disease than those in the
higher socioeconomic class.? Likewise,
in Jordanian children, children attending
kindergartens where low tuition fees
were paid had more dental caries
experience and gingivitis than those
attending kindergartens charging higher
tuition fees.®® Furthermore, also
documented in studies are higher
prevalence of periodontal diseasesinthe
lower social classes.?22* All these can be
attributed to the suboptimal standard of
living in the lower social classes, which
may predispose to the development of
oral diseases. Additionally, sincethey are
lesslikely to afford preventive treatment,
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adultsfrom lower socioeconomic classes
tend to utilize dental services when
symptoms such as pain occur and when
thereissignificant impact on their quality
of life. Another reason could be that
people of high socioeconomic classes
tend to be knowledgeable and thus are
conversant with the need for the
prevention rather than treatment of oral
diseases.

In conclusion, this study showed
that socioeconomic statusisasignificant
determinant of seeking for routine scaling
and polishing in aresource poor country.
It is therefore important to improve
awareness and promote oral health
behaviour among those in lower
socioeconomic classes to reduce oral
health inequalitiesin resource challenged
settings.
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