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ABSTRACT 

Yaz Çakır, N. (2019). Comparative Evaluation of Verbal and Verbal-Written Oral 

Health Education on the Parents of Early Childhood Caries Patients Undergoing 

General Anesthesia. Yeditepe University, Institute of Health Science, Department 

of Pediatric Dentistry,  MSc Thesis, Ġstanbul. 

Improvement of oral health at the social level can only be possible with the 

implementation of preventive programs for society from childhood. In literature, it is 

stated that oral health is one of the most important components of health program. Oral 

and dental health education programs for parents are of great importance in improving 

the oral and dental health of children.The aim of this study was to compare the 

effectiveness of verbal and verbal-w          c         g   s          ’s      

healthcare knowledge level and oral health behavior change. The study was designed as 

an experimental research with two groups.  

90 children and parents were randomly divided into two groups as control and 

experimental groups. Parents in control group received only verbal education while 

parents in experimental group received both verbal and written. The study data were 

collected before and after education by recording the Plaque Index (PI) and Gingival 

Index (GI) values of the children and by applying a questionnaire to parents and 

analyzed by SPSS 24.0 package program. According to the study results, both verbal 

and verbal-written methods were effective in increasing the oral health knowledge 

levels of the parents, however, verbal-written education program was more effective. In 

addition, although there is no difference between them, both verbal and verbal-written 

methods were effective in changing the child's oral health behavior.  

 

Key Words: Oral Health Education, Early Childhood Caries, General Anesthesia, 

Verbal and Verbal-Written Eduction, Parental Education
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  ABSTRACT (Turkish) 

Yaz Çakır, N. (2019). Genel Anestezi Altında DiĢ Tedavileri GerçekleĢmiĢ Olan 

Erken Çocukluk Çağı Çürüğü Hastalarının Ailelerine Yönelik Sözlü ve Sözlü-

Yazılı Eğitimin KarĢılaĢtırmalı Olarak Değerlendirilmesi. Yeditepe Üniversitesi 

Sağlık Bilimleri Enstitüsü, Çocuk DiĢ Hekimliği A.D., Yüksek Lisans Tezi. 

Ġstanbul. 

Toplumsal düzeyde ağız diş sağlığının iyileştirilmesi ancak çocukluk döneminden 

itibaren topluma yönelik koruyucu programların uygulanması ile mümkün olabilir. 

Yapılan araştırmalarda ağız-diş sağlığının sağlık programının en önemli bileşenlerinden 

birisi olduğu belirtilmektedir. Ebeveynlere uygulanan ağız ve diş sağlığı eğitim 

programları çocukların ağız ve diş sağlığını iyileştirmede büyük bir öneme sahiptir. Bu 

tez çalışmasının amacı, erken çocukluk çağı çürüğü tanısı konulan ve genel anestezi 

altında diş tedavileri gerçekleşmiş olan 4-6 yaş arasındaki çocukların ebeveynlerine 

uygulanacak sözlü ve sözlü-yazılı eğitim yöntemlerinin çocukların ağız diş sağlığı 

durumu ve ebeveynlerin bu konu hakkındaki bilgi düzeyleri üzerine etkisinin 

karşılaştırmalı olarak değerlendirilmesidir.  

Çalışma kapsamında 90 çocuk ve ebeveyni rastgele şekilde kontrol ve deney grubu 

olarak ikiye ayrılmıştır. Kontrol grubundaki ebeveynlere sadece sözlü eğitim verilirken, 

deney grubundaki ebeveynlere hem sözlü hem de yazılı eğitim verilmiştir. Çalışma 

verileri eğitim öncesi ve sonrasında çocukların plak ve gingival indeks değerleri 

kaydedilerek ve ebeveynlere anket uygulanarak toplanmış ve SPSS 24.0 paket programı 

ile analiz edilmiştir. Çalışma sonucunda; ebeveynlere uygulanan sözel ve sözel-yazılı 

eğitim yöntemlerinin her ikisinin de ailelerin ağız sağlığı bilgi düzeylerinin 

artırılmasında etkili olduğu, bununla birlikte sözel-yazılı eğitim uygulamasının daha 

etkin olduğu belirlenmiştir. Ayrıca aralarında istatistiksel olarak anlamlı bir fark 

olmamakla birlikte her iki eğitim yönteminin de çocukların  ağız diş sağlığı 

davranışlarını değiştirmesinde etkili olduğu görülmüştür.  

 

Anahtar Kelimeler:  Ağız Sağlığı Eğitimi, Erken Çocukluk Çağı Çürüğü, Genel 

Anestezi Sözlü ve Sözlü-Yazılı Eğitim, Ebeveyn Eğitimi. 
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1. INTRODUCTION AND PURPOSE 

 

 The health level of people living in a country is measured by the majority of 

healthy individuals in that country's society. According to the changing health 

understanding of today; In addition to gaining behaviors that will protect, maintain and 

improve the individual's well-being, health-enhancing practices that enable them to 

make the right decisions about their own health are defined as studies that protect, 

maintain and improve the health of the society (1). The World Health Organization 

(WHO) publishes a report on a public health issue which it considers to be a priority 

every year. In 2003, WHO identified the oral and dental health problem as the subject 

of the report (2). 

In a large-scale study conducted in 2007 in our country, it was stated that individual oral 

hygiene habits were inadequate, dentists were not regularly visited, but when there was 

a complaint, frequent meals were consumed, and sugary food / beverage consumption 

took the first place (3). 

 

 Oral and dental diseases are among the most important public health problems 

in terms of their high prevalence, high cost of treatment and their effects on the quality 

of life of individuals. However, prevention of oral and dental diseases, which is 

basically a socio-political character of public health, is cheap and easy if necessary 

attention is given. Therefore, control of oral and dental diseases can only be effectively 

achieved through planned and persuasive social policies (4). 

 

 Anatomical and physiological characteristics of children vary according to 

age. After the end of infancy (between 0-18 or 24 months), the developmental period 

begins until the age of 5-6 years. This period consists of preschool children and is 

defined as the first childhood stage (2). Neuromotor and mood development continues 

in children in this stage, they gain habits related to oral health as well as sleeping, 

feeding and toilet habits. In this period, when the development of oral dental health of 

children is examined, it is seen that jaw growth continues in children and all dairy teeth 

complete their dental arch around 3-3.5 years. Dental caries is one of the most intense 

health problems encountered in children in this age group. 

          



2 

 

    It is seen that refined sugar, cigarette and alcohol, which are widely used in the world 

and in our country, play an important role and cause differentiation in the prevalence of 

diseases in societies due to their effects on changing lifestyles. These negative effects 

are more pronounced in teeth and gum diseases. As a result, dental and gum diseases 

have become one of the important health problems in our country and in the world. 

These important problems that can arise can be prevented by taking care of oral-dental 

health and performing oral care in a good way, by protecting practices and by proper 

nutrition practices. On the other hand, there is a relationship between oral dental health 

and chronic diseases and poor living conditions. The distribution of oral diseases varies 

between countries around the world and, moreover, different regions of the same 

country. This shows that socio-economic level, socio-cultural structure and 

environmental factors also play a role in dental and gum diseases (5).  

 

Tooth decay is the destruction of the acid in the hard tissues of the tooth as a 

result of the fermentation of the sugary foods consumed by some carious 

microorganisms in the mouth. Very common pediatric dental caries has become an 

increasingly important public health problem all over the world. The type of caries, 

which is quite common among preschool children, is known as “Early Childhood Caries 

(MIA) beraber. AÇÇ is expressed as a chronic infectious disease with a multifactorial 

etiology, seen among children in the 0-6 age group (6). 

 

 As in every period, nutrition is very important for preschool children, which 

makes it necessary for them to take all the nutrients they need in appropriate amount 

and balance in terms of growth and development. Oral health is an integral part of a 

child's overall health and is of great importance for the child to be able to grow and 

develop physically, mentally and socially. It is possible that children with pains caused 

by tooth decay will have difficulty in eating and will not eat because of the pain. In 

addition, it will be inevitable that deficiencies and insufficiencies occur in chewing 

which is one of the most basic functions performed by the teeth of the extracted teeth. 

This will negatively affect the growth of children. Therefore, the importance of oral and 

dental health and primary health protection activities such as education are among the 

basic concepts that should be gained to preschool children and their parents (7). 
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            Improvement of oral and dental health at the social level can only be possible 

with the implementation of protective programs towards the society since childhood. It 

is stated that oral and dental health is one of the most important components of the 

health program. It is emphasized that preventive programs such as oral-dental health 

education should be started immediately after the teeth and at the youngest age possible, 

and it is important for individuals and governments to reduce oral dental health 

expenditures (2). 

 

             Kay and Locker (8) reported that oral-dental health protection and improvement 

programs provide an effective reduction in expenditures by providing a significant 

reduction in oral-dental diseases. The aim of oral dental health education programs is to 

educate individuals at an early age in order to gain healthy habits and to inform them 

about dental treatments. In order to achieve the goal of providing oral and dental health 

all over the world, education and correct habits of children who are considered as 

priority groups should be gained. 

 

 In the oral dental education program, the information should be easily 

understood, supported by simple images, should be appropriate to the educational level 

and socioeconomic status of the target audience, the information should be supported 

with visual elements and should attract the attention of the target audience and be 

catchy (9).  

 

 The aim of this study was to determine the oral-dental health status of children 

aged 4-6 years who were diagnosed with early childhood caries and underwent dental 

treatment under general anesthesia. is to determine the effect on oral health of children. 
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For the purpose of the research, the following questions were sought:  

 

1. Is there a significant difference between the pre-test and first examination scores / 

values of the control group where verbal education is given and the experimental group 

where verbal-written education is given together?  

 

2. Is there a significant difference between the pre-test / 1st examination, 2nd 

examination and post-test / 3rd examination scores / values of the control group where 

verbal education is given? 

 

 3. Is there a significant difference between the pre-test / 1st examination, 2nd 

examination and post-test / 3rd examination scores / values of the experimental group 

where verbal-written education is given together? 

 

 4. Is there a significant difference between the 2nd examination and post-test / 3rd 

examination scores / values of the control group where verbal education is given and the 

experimental group where verbal-written education is given together? 
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2. LITERATURE REVIEW 

 2.1. Early Childhood Caries 

 

 In 1978, the American Academy of Pediatric Dentistry (AAPD) described the 

term “Nursing Bottle Caries” and explained that this decay is related to bottle use. 

Following this, studies conducted over a period of 20 years have suggested that long-

term intake of breast milk may also be the cause of tooth decay and that there is an 

infectious disease with a multifactorial etiology behind this decay picture, which is 

called tanımlama early childhood caries ”(ECC). The use of the definition of childhood 

caries (ECC) has been recommended (10). 

 

          AAPD defined the presence of caries (cavities / cavities) on one or more 

deciduous teeth, the presence of a filled tooth surface due to tooth decay, or the loss of 

the tooth due to tooth decay. Severe ECC (s-ECC) is defined as the presence of more 

than 4 caries at the age of 3, more than 5 caries at the age of 4, or more than 6 caries, 

incomplete or filled tooth surface at the age of 5 (6). 

 

 In the case of ECC and s-ECC, areas affected by caries are usually seen in the 

upper anterior teeth. However, caries can also be seen in the lower and upper first 

molars. Canine teeth are usually less likely to be affected by caries, as they are driven 

later. It is also typically described that lower incisors benefit more from the cleansing 

effect of the tongue and often remain unaffected because the salivary glands are at the 

opening site (11,12). The upper milk anterior incisors are first-lasting teeth. Therefore, 

they primarily experience acid attacks and therefore accumulate plaque. The buccal and 

occlusal surfaces of the molars and the vestibule surface of the milk canine teeth are 

affected. Depending on the localization of the microbial dental plaque, white, yellow, 

brown or black discolorations and caries cavities can be seen in many parts of the teeth 

from gingival edges to buccal, palatinal and incisal edges (13-15). While early white 

demineralized bands can be seen on the laughing line in early periods, molar teeth are 

also affected due to the rapid progression of ECC and initial caries are rapidly turning 

into cavitation (16). In the late stages, caries can be seen in the lower anterior milk 

incisors in an area which is not expected to occur (14). 

 2.1.1. Etiology of Early Childhood Caries 
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 ECC is a very serious public health problem that is very effective on preschool 

children (16). In a study conducted in the United States, ECC has been reported to be a 

chronic disease that is effective in 28% of children aged 2-5 years and is very common 

in childhood, but is an even greater problem, especially for younger children. (6,17). 

There are many etiologic factors that cause ECC. Carbohydrate-rich diet, susceptible 

host, microbial dental plaque, carcinogenic microorganisms and time factor are among 

the main factors that cause caries development. Apart from these, mothers 'educational 

level, parents' attitude, oral hygiene habits of the child and the family, especially the 

mother, socio-demographic characteristics, socio-economic status, nutritional habits of 

children, use of baby bottles or pacifier use with honey or jam, the child's breathing 

status It has been reported that children may have chronic diseases and special care 

needs, psychosocial factors, some drugs used in children and their ethnic origins may be 

related to ECC (18–21). Important risk factors for ECC; that the enamel layer is not ripe 

during the new period of the teeth, that the teeth and the surrounding tissues are not 

taken care of, the development of enamel defects in milk teeth (hypoplasia on the 

enamel or hypomineralization on the enamel) and plaque accumulation in the posterior 

teeth is suitable for plaque accumulation (22,23). ). If there is an initial caries in the 

teeth in the presence of hypoplasia, rapid cavitation can be observed (24). Consumption 

of sugar-rich nutrients, low socio-economic income, high levels of carcinogenic bacteria 

such as S. mutans in cases of enamel hypoplasia estimated to be caused by perinatal 

stress, and / or early childhood caries associated with s HAS-ECC is defined and 

classified as a sub-variant of s-ECC. 

 

 Caufield et al. (25) reported that preterm children also carry a risk for HAS-

ECC development. In addition, preterm birth and low birth weight are considered as one 

of the factors associated with ECC due to its association with high S. mutans 

colonization and also reported as one of the factors associated with enamel hypoplasia 

and / or hypomineralization (24,26). For the purpose, it is reported that the use of a 

bottle containing carbohydrates and vitamin C, milk or fruit / s / juices, which can 

usually be fermented at night time, increases the risk for ECC formation (16,27-29). 

When the parent gives the child food and / or milk in a bottle before sleep, these 

nutrients accumulate around the teeth. At the same time, as the saliva flow decreases 
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during sleep, the nutrients cannot be washed away from the oral cavity and the 

environment may become conducive to the proliferation of acid-producing 

microorganisms. For the same reason, there is little or no time for acid buffering and 

remineralization. 

 

               Generally, positive effects of breast milk are mentioned and breastfeeding is 

recommended until the age of two (30). In particular, long-term intake of breast milk 

was also associated with ECC (24,27,29,31). Yonezu et al. (32) found that infants 

receiving breast milk for 18 months and more had a 3-fold higher probability of having 

an ECC when they reached the age of two compared to infants receiving less; Li et al. 

(33) reported that those who received breast milk for nine months and more were 5 

times more likely to have a ECC at age 3 than those who received less. 

 

  It has been stated that night feeding is highly risky in terms of ECC (34) and 

frequent breast feeding or frequent breastfeeding may be a condition associated with 

ECC (27,35). Having breastmilk intake more than 2 times at night (35,36) and 

breastfeeding the child for more than fifteen minutes at night are among the factors 

associated with ECC (36). AAPD; recommends that breastfeeding and breastfeeding 

should be done frequently for the psychological and physical development of the baby. 

However, it is also recommended that the child falling asleep in the breast be separated 

from the breast by his mother and that the teeth should be brushed after the teeth come 

out (24). In an in-vitro study, it was reported that only breastmilk did not lower plaque 

pH, so it was not risky for IE, but tooth decay developed when breastmilk was 

consumed together with other carbohydrates. (37). 

 

        Other risky behaviors associated with ECC; It is reported that behaviors such as 

having the mother clean the pacifier by taking it in her own mouth or giving the pacifier 

to the child's mouth by being chewed in the mother's mouth before the pacifier is given 

to the child's mouth, and using common spoons or forks are directly related to the 

passage of microorganisms to children (38). In addition, active or untreated caries 

lesions of the mothers and the kissing of the children's lips were also associated with the 

presence of ECC (16,39). It is recommended to prevent activities by reducing saliva 
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sharing with mothers or first carers in order to prevent carcinogenic bacterial 

transmission (16). 

 

 The relationship between low socioeconomic level of family and caries 

prevalence has been reported in many studies (20,40,41). In addition, the low level of 

education of the mother and / or father leads to an increase in the prevalence of dental 

caries (42). In addition, Alaki et al. (43) reported that children receiving antibiotics 

frequently during the first year of life are at risk for the development of ECC because of 

the incomplete crown formation of the primary teeth and their root development. In 

addition, it was determined that exposure of children to environmental cigarette due to 

smoking of the parents, ie passive smoking, is associated with the development of 

caries. Moreover, it has been reported that the prevalence of ECC is higher when there 

is a cumulative effect (44). Hanioka et al. (45) stated that there was a relationship 

between the presence of ECC in children and the smoking of the mother and father, and 

the effect of the mother's smoking on the development of caries was higher in children 

compared to the father. 

 

 Milsom et al. (46) reported that children with caries lesions have a 5-6-fold 

higher chance of developing new caries lesions than children without caries. 

 

2.1.2. Epidemiology of Early Childhood Caries 

 

 ECC is still one of the most common childhood diseases in the world (47). 

The results of the studies conducted in our country show similarities with the data of 

developing countries in terms of the prevalence of ECC (48). The incidence of IE in 

developed countries varies between 1 and 12%, while in developing countries it is seen 

that this value increases to 70% (49). 

 

 Gökalp et al. (3), Turkey's Oral Health Status of the study, 5-year-olds at 

69.8% of caries prevalence in deciduous teeth, the average dft (decay per person, 

withdrawn and fill number of teeth made) value was reported to be 3.7. Namal et al. 

(50) found the prevalence of dental caries to be 74% in children aged 3-6 years. 
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 For example, data from Australia have reported that caries prevalence in 

primary teeth of 6-year-old children is more than 50% (51). According to data from 

different regions of the world, the proportion of children with ECC reaches 89.2% in 

Qatar and 36% in Greece (52.53). In the USA, the same prevalence (40%) has been 

reported in children aged 2-11 years (54). In a recent study from Germany, it was 

reported that the rate of 10% in children aged 3 years (up to 26% of initial lesions) 

increased by 50% in children aged 6-7 (55). 

 

 In 2015, in the E Determination of oral-dental health status of 3-6 years old 

children in kindergartens affiliated to Altındağ District National Education Directorate 

E, the incidence of ECC was reported as 73.8% (61). In addition, the prevalence of 

caries was reported to be 63.1% in patients in the 3-6 age group and 20.4% of children 

examined in the province of Trabzon and severe ECC was reported (62). 

 

 2.1.3. Diagnosis of Early Childhood Caries 

 

 ECC is defined as lığı the presence of one or more cavities with or without 

cavities, tooth decay or filled tooth surface observed in primary teeth less than 71 

months (before 6 years of age) 63 (63). In addition, if the dmft score is ≥4 at age 3, ≥5 

at age 4, ≥6 at age 5, it is accepted as s-ECC in children aged 3-5 years (64). 

 

 The ECC begins as a white decalcification band along the gingival line or in 

accordance with plaque distribution on occlusal surfaces. During the course of 

demineralization, enamel surfaces are deteriorated and the cavity formed becomes 

yellow, brown or black. If the lesion progresses further, it spreads around the tooth and 

becomes black ring with wide loss of hard tissue. As a result, it causes the tooth to 

become more sensitive to crown fracture (41). The upper four incisors are the most 

affected, while the four lower incisors generally remain intact. It is known that milk 

teeth other than these may be involved in the decay process, but the caries lesions that 

occur in these teeth are not as common and severe as in the upper incisors (63). 

 

 2.1.4. Treatment of Early Childhood Caries 
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 Treatment in children with ECC is related to the extent of lesions, age, 

behavioral capacity of the child and the degree of cooperation of their parents. If these 

factors are not taken into consideration, the chances of success of treatment are low. 

The first stage of treatment is to detect and stop the harmful habits of children (65). 

Besides the extent of the disease process, the child's comprehension ability and 

development level also affect the treatment approach to be applied by the physician. 

The compassionate attitude of the physician to the patient has priority over efficient and 

effective treatment (41). 

 

 During the treatment of general anesthesia, more radical methods should be 

chosen. This is because it is necessary to keep the procedure time as short as possible in 

order to minimize the possible risks of general anesthesia. In addition, procedures that 

are not proven to have good prognosis and which may not have a good prognosis after 

treatment should be avoided. Some of the treatment techniques that can be applied 

during general anesthesia are; tooth extraction process, glass ionomer, compomer and 

composite restoration, vital pulpotomy, strip crowns and stainless steel crowns (66). 

 

 In addition to these treatment options, various post treatments are tested 

especially after endodontic treatment of severely damaged anterior primary teeth. In 

addition to chemical and mechanical bonding properties, glass fiber glass posts were 

used in these teeth because of their good aesthetic results. The posts should be placed on 

the cervical 1/3 portion of the tooth to eliminate problems that may arise during root 

resorption of the primary tooth (67). In the study of Bayrak et al. (68) in their research, 

they have strengthened the extremely damaged upper anterior milk teeth with 

polyethylene fiber, using the composite resin in the form of short post restoration have 

achieved quite successful results. Grewal and Seth (69) in their study, pulled for any 

reason, milk cutters with excessive loss of material in the anterior milk teeth canal 

cavity and have been restored. After the endodontic treatment, the teeth were placed in 

the canal cavity and the teeth were restored. Both studies were compared with each 

other and after one year observation period, biological restoration could be preferred as 

an alternative method. 
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 However, children who have undergone ECC have high risk of developing 

new lesions in milk and continuous dentition despite all these restorative treatments 

(70). Almeida et al. (71) reported that in most of the children with ECC treated under 

general anesthesia, restorative approaches such as placement of stainless steel crowns 

(SSC) were preferred. ECC reduces the possibility of new or second caries on the 

surface of the teeth. However, successfully applied restorative treatments do not change 

the level of S. mutans and additional effective treatment methods are needed in order to 

reduce carcinogenic bacteria (41). The infectious nature of ECC should be accepted and 

antibiotics should be used in the treatment of this disease in order to improve its clinical 

outcomes. Iodine has been known for many years as one of the potential antibacterials 

during anti-caries treatments. According to preliminary studies in this field, the regional 

use of iodine against the S. mutans population has been found to have prolonged 

suppressive effects in the mouth. Lopez et al. (72) showed that inhibition of white 

opaque lesions was achieved in infants at high risk for ECC with the application of 10% 

povidone iodine solution every two months. This showed that the administration of 

povidone iodine every 2 months or once a month could provide the desired control in 

the re-emergence of carcinogenic bacteria. Such exciting results show that more work is 

needed. Zhan et al. (73) stated that as a result of their studies using povidone iodine in 

patients under general anesthesia, fluoride gel application was insufficient to complete 

the surgical steps for prophylaxis and new lesions occurred in more than 60% of high-

risk children. they have. Although povidone iodine has been administered once, S. 

mutans and Lactobacilli levels up to 3 months and new caries formation was observed 

to last for a year. 

 

           The traditional treatment of dental caries is to remove only the diseased tissues 

and to make restorations. In fact, the interventions are not intended to eradicate the 

causes of these diseases. Therefore, the presence of pathological factors in the oral 

environment cannot be prevented and new caries or secondary caries may occur. Not 

only the symptoms of the disease, but also the treatment itself. It is also important to 

control the effects of preventive and therapeutic measures in the long term (74). 
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 2.2. Methods Used in Assessment of Oral and Dental Health Condition 

 

 There are oral and dental health criteria and criteria used in the evaluation of 

the success in the intervention, implementation, plans and programs that reflect the level 

of oral and dental health and which are being made to improve the current situation. 

Although these criteria are readily available through routine health records, can be seen 

that there is a similar shortage of experienced other health records in Turkey and 

therefore need countries is necessary to conduct fundamental research in order to 

achieve the overall and regional criteria (75). Within the scope of these researches, 

differences in the prevalence of the most basic and common oral-dental diseases 

affecting the whole society, the level of the disease, the severity of the subgroups of the 

population and the need for treatment should be determined (76). 

 

 There are some age groups recommended by WHO in determining the oral 

and dental health levels of people. These age groups; 5 years, 12 years, 15 years, 35-44 

and 65-74 age groups (77). 

 

 5 years of age is important in determining the decay level in primary teeth. 

This age group shows the changes in caries levels in a relatively short time compared to 

the changes in permanent teeth in the other index age groups. The 12-year-old group is 

the age group in which the other permanent teeth are erupted except the third molars. 

By the age of 15, the permanent teeth have been in the mouth of the person for 3-9 

years and this is a period in which the effects in the oral environment have been 

affected. On the other hand, 15 years of age is also very important in terms of 

evaluating the indicators of periodontal diseases in adolescence. The 35-44 age group is 

a standard monitoring group for the follow-up of oral and dental health of adult 

individuals. The full effect due to dental caries, the level of severe periodontal diseases 

and the general effects of oral health services can also be monitored with the data 

obtained from this age group. It is seen that 65-74 age group is gaining more importance 

by considering the changes in the distribution of age groups together with the prolonged 

life span. The data obtained from this age group are not only necessary for the planning 

of appropriate and necessary oral  
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and dental health services for the elderly, but also for monitoring the general impacts of  

oral care services in the society (77). 

 

 Standard forms, coding system and tools developed by WHO are used for the 

purpose of collecting the data that will form the basis for calculating the criteria related 

to oral health (77,78). Oral examinations should be carried out by graduates of dental 

faculties who are appropriately trained and competent in their field or dentist candidates 

who are students in the last year of the faculty of dentistry. 

In addition, some of the other conditions that may be examined by WHO during the 

clinical evaluation in oral health research include extra oral examination, 

temporomandibular joint assessments, oral mucosa assessment, enamel opacities / 

hypoplasia, attachment losses, need for treatment, prosthesis conditions and prosthesis 

need, identification of prosthesis and dentofacial anomalies. and emergency care-

consultation requirements (77,78). 

 

 In order to calculate all of the above mentioned basic criteria, it is necessary to 

specify WHO standard coding systematic on the examination form. According to these 

criteria, the conditions of the teeth are “intact”, “decay”, ulu filled and decayed ”, ulu 

filled, no decayed”,, missing, due to decay ”,“ missing, other reason ”,“ 

fissure sealant “,“ bridge leg, special crown or veneer / implant ”,“ uncovered tooth 

(crown) / unexposed root ”, and“ trauma ”should be coded as (77). 

In the community periodontal index (CPI), individuals in all categories are expressed as 

percentages. The CPI probe, which is specially designed for use in these measurements, 

has a 5.5 mm bulk, black tape between 3.5 and 5.5 mm and the marking at 8.5 and 11.5 

mm (Figure 1). 
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Picture 1: The CPI Sond (77) 

 

             The most frequently used dental caries assessment index systems in the dental 

literature are DMFT / DMFS and dmft / dmfs. In 1997, WHO published a guideline that 

the dental caries examination was carried out using visible balloon periodontal endings 

(CPI) of the WHO (WHO 973/80 - Martin, Solingen, Germany) under the visible light, 

and that only the Frank cavity was used as a decayed tooth. proposed to be accepted 

(76,77-78). These index systems; It refers to the total number of teeth or surfaces 

extracted due to caries, fillings or caries in the individual and shows the experience of 

caries in many individuals and is widely used. The dmft or dmfs indexes are used to 

show the number or surface of decayed, decayed or filled milk teeth during the milk 

dentition period. dft index is specified as a value between 0-20; dfs index is calculated 

as a value between 0-88 (77). 

 

 2.2.1. Caries Risk 

 

 Tooth decay is one of the most common diseases in humans. In order to cope 

with this very common health problem, first of all, the awareness of protection should 

be generalized and then the most appropriate treatment should be applied.Worldwide, it 

is known that many studies have been conducted to determine the prevalence and 

severity of tooth decay since the second half of the 20th century (79,80). It is 

noteworthy that there are more studies in recent years to evaluate the need for treatment. 
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 In order to perform individual caries prophylaxis, firstly, caries risk factors 

should be evaluated. In this evaluation, anamnesis evaluates the social status of the 

individual, general health, diet and fluoride use, clinical examination and the number of 

decayed, filled, missing teeth, saliva flow rate, buffering capacity and plaque amount. 

According to these factors, it can be decided that the individual is in the middle, high 

and low caries risk group. 

 

 In addition, some systemic diseases, drug treatments, socioeconomic level, 

feeding habits, oral hygiene habits, fluoride intake are among the important factors that 

may directly or indirectly affect caries risk (81). 

 

 In the“Determination of Caries Risk Guide”, which was renewed by AAPD in 

2011, the presence of active cavity or active caries in the mother or caregiver, poor 

socioeconomic status, feeding the child with a bottle, consuming sugar-containing foods 

more than 3 times a day, children requiring special health care immigrants, clinically 

white lesions or enamel defects, visible cavities or fillings, dental plaque, caries filling 

or loss on more than one face, multiple interproximal lesions (especially for children 6 

years and older), increased S Inadequate level of mutans and saliva flow indicate a high 

risk of caries, while taking optimal fluoride-containing water or fluoride supplements, 

daily tooth-brushing with fluoride-containing toothpaste, topical fluoride from health 

personnel, and regular dental care for children aged 6 years and over. In addition, 

additional measures implemented at home (xylitol, antimicrobial agents, etc.) is a low 

risk indicator (82). 

 

 The age of 1-3 years, the first molars of the first molars and the occlusal 

surfaces of which are at great risk, and the last molar teeth are more susceptible to 

decay. important factors to be taken (82) 

  

 

 2.2.2. Periodontal Diseases 
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 Periodontal diseases are one of the most common health problems in dentistry. 

These diseases include gingivitis, localized or common periodontitis and periodontal 

diseases associated with systemic diseases (83). 

 

 Periodontal diseases are infectious diseases that affect gingiva and other dental 

supporting tissues. When these diseases are diagnosed in the early period, they can be 

easily and successfully treated. Prevention or treatment of gum diseases; long-term 

preservation of natural teeth, easier chewing and more effective digestion. Gingivitis is 

the early stage of periodontal disease. During this period, the gums were bleeding and 

red and grew in volume. Gingivitis may not cause too much discomfort in the early 

period, but if it is not treated, the disease can progress to periodontitis and cause 

irreversible damage to the alveolar bone supporting the gums and teeth.Periodontitis is 

an advanced period of periodontal diseases. Destruction occurs in the alveolar bone 

along with other tissues supporting the teeth. A "periodontal pocket" occurs between the 

tooth and the gum. The presence of periodontal pocket causes inflammation to become 

permanent and the disease to progress. As the disease progresses, the teeth begin to 

shake and may even go up to extraction (83). 

 

 Although the general public considers these diseases to be more likely to 

affect adults, studies show that children and young adults are also affected more than 

periodontal diseases. Periodontium; gingiva, alveolar bone, cementum and periodontal 

ligament. In children and adolescents, the clinical and radiographic appearance of the 

gingiva and periodontium is different from that of adults due to changes that occur 

during the growth and developmental period. In children, the gums are more red, loose, 

dished, sulcular in depth, and lacking roughness. Thickness of cementum is less 

calcifying and tends to hyperplasia. The periodontal membrane is thicker and contains 

less density fiber bundles and more blood vessels. Alveolar bone has a thinner lamina 

dura and shows less trabeculation. The bone marrow cavities are wider, less calcified, 

and have more blood supply and lymphatic drainage. During puberty, due to the 

increase in estrogen and progesterone levels, dilatation of small blood vessels in the 

gums begins, which causes  

redness, swelling and gum bleeding. In addition, it has been reported that sex hormones 

increase endothelial destruction and vascular permeability, affect leukocyte migration to 
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inflamed tissue, affect granulation tissue formation and cause changes in subgingival 

flora composition (83). 

 

 Indexes Used for Evaluation of Oral Hygiene Condition 

 

A) Plaque Index 

 

 In order to evaluate the amount of plaque on the teeth, the Silness & Lee 

plaque index is one of the frequently used indices. For each tooth, plaque evaluation is 

performed from 4 regions (mesial, distal, labial, lingual) and each surface is given a 

value between 0-3. The individual plaque index score is obtained by dividing the total 

score by the number of tooth surfaces examined. 

 

Classification of plaque index: 

 

PI <0.1: absence of plaque 

PI = 0.1-1.0: small amount of plaque deposition 

PI = 1.1-2.0: moderate plaque deposition 

PI = 2.1-3.0: dense plaque deposition 

 

B) Gingival Index 

 

 In order to evaluate the severity of gingival inflammation, the Löe & Silness 

gingival index is one of the frequently used indexes. In order to evaluate the gingival 

appearance on 4 gingival surfaces of the teeth, bleeding period is evaluated by 

wandering the WHO periodontal catheter with a force not exceeding 20 grams. 0-3 is 

given for each surface. The personal gingival index score is calculated by dividing the 

total score by the number of tooth surfaces examined. 
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Classification of gingival index: 

 

GI <0.1: absence of inflammation 

GI = 0.1 - 1.0: mild inflammation 

GI = 1.1 - 2.0: moderate inflammation 

GI = 2.1 - 3.0: severe inflammation (86) 

 

 2.2.3. Protective Applications 

  

 The results of the survey in Turkey indicate an integral part of the overall 

health of the oral and dental health can not come to the desired level. Oral hygiene 

education, attitude, knowledge and behavior of the society were also found to be 

insufficient. However, programs aimed at improving oral and dental health towards 

society are not very common (84). 

 

 During the World Health Congress held in 1977, it was determined that the 

aim of reaching a health level that would allow societies to live a more productive life 

in terms of socio-economic life was determined as the main objective and the studies in 

this field were defined with the phrase Health for All in 2000 ". It has been reported that 

the concept of “Primary Health Care” will play a key role in raising the level of health, 

and countries have decided to prepare their own health policies and action plans with 

the support of WHO. 

 

 The working groups formed by the Ministry of Health came together in the 

workshops held in 1992-93 and set goals and strategies to reduce tooth decay and 

periodontal disorders. In the scope of “Goal 24,, the integration of the services to be 

provided in the oral and dental health with primary health care services until 2000, the 

value of Dec Decayed-Missing-Filled Teeth (DMFT) value for and the Community 

Community Periodontal Index (CPI) value for children in the 15-year age group can 

reach “0 de level in at least three sections in 90% of the population. 

 

 In our country, due to the fact that preventive dental health programs are not 

widespread in schools, decreases in the prevalence and severity of caries cases could not 



19 

 

be achieved and in other words, “Goal 24” criteria could not be reached. For this reason, 

it was not possible to adapt to WHO's objectives for the 21st century (Table 1) (84). 

 

Table 1. WHO Targets and Turkey (94) 

 

 

 

 

 In our country, 19% of the children starting primary education and 77% of the 

11-year-old children have tooth decay problems. Among advanced age groups, the 

prevalence of dental caries has increased to 90%. In terms of primary teeth, it is seen 

that there is an average of 4.5-5 caries in the 6-8 age group, but its prevalence exceeds 

80%. It has been reported that the treatments required for all age groups have not been 

performed (82%) and that decay is preferred instead of being treated (86). 

 

 Basic prevention in dentistry aims to eliminate the socio-economic and 

cultural reasons that cause the increase in dental and gum diseases of the society. 

Primary prevention is called primary prevention by controlling the causes and risk 

factors leading to dental caries and gum diseases and aiming to prevent them before 

they occur. Primary protection aims to ensure that individuals are healthy. Primary 

prevention is the preparation and implementation of trainings, plans and programs that 

provide information on the causes, spreading patterns and prevention methods of 

diseases in the society. With the help of screening programs, specific measures can be 

taken by identifying individuals in high risk groups in the community. The basic and 
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primary prevention of society is to be strong against diseases and the most effective 

forms of prevention in preventing these diseases. Early diagnosis and treatment of the 

disease is still in the early stage of the disease and is covered by secondary prevention. 

Improvement practices (rehabilitation) in the future tertiary protection. Tertiary 

protection also aims to prevent recurrence of the disease (Table 2) (96). 

 

Table 2. Protection Levels in Dentistry (96) 

 

 

 

 2.3. Education 

 

 It is a fact that the concept of “education olan which is used in the expression 

of situations with teaching, promotion, experience, action and all kinds of educational 

activities directed towards nature, society, people, culture, art, in short, all assets, 

knowledge and values, has a very rich content. Therefore, it is difficult to make a 

complete definition of education which includes all elements and excludes foreign 
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elements. Educators and those who think about education make the most general 

definition of education as yetiştirme raising people according to certain purposes (90). 

  

 With the birth of a field called ’science de I’education’ in French, the concept 

of education has gained new definitions. According to this, “Education is the use of all 

the unique opportunities on them and each of them is itself to ensure the growth and 

development of a human being. Ası This understanding of education has shown that it 

has an interdisciplinary characteristic and showed that it has relations with many areas 

of expertise and ancillary disciplines. As a matter of fact, Educational Philosophy, 

Educational Psychology, Sociology of Education, History of Education, and Economics 

of Education constitute some of the special areas of specialization. There are also side 

branches of education that arise in itself. These include: Measurement and Evaluation 

and Curriculum Development, Non-Formal Education, Distance Education, Special 

Education, Education Management, Education Planning, Vocational and Technical 

Education and so on. (91). 

 

 Communication between the teacher and the learner, defined as the exchange 

of messages, should be established during the teaching activity. While some of the 

tools, materials and materials that emerge with technological developments affect one 

sensory organ, some affect multiple sensory organs. Edgar Dale's Cone Cone helps to 

classify the educational tools in this process (Figure 1) (92). 

 

 The scientific principles on which the Cone of Life is based: 

• The higher the number of sensory organs involved in learning, the better we learn and 

forget late. 

• The best way of learning is self-learning. 

• Most of the things learned can be learned with the help of our eyes. 

• The best teaching is teaching from concrete to abstract and from simple to complex 

(98). 

  

 Today, instructional materials have many options such as visual (books, 

magazines, brochures, etc.), audio (radio, tape, etc.), audiovisual (video, TV, VCD, 

DVD, etc.) and multimedia (multimedia system). accommodates (91). 



22 

 

 When designing appropriate materials in learning, the target should be 

determined first and the target is related to cognitive, psychomotor and sensory target 

areas. In addition, the past target of the target audience is examined and the content of 

the message to be transmitted is analyzed and the appropriate format is selected (91). 

 

 

 

Figure 1. Edgar Dale Experience Cone (92) 

 

The effect of the five senses on learning is as follows: 

 

• Sense of vision: 75% 

• Hearing sense: 13% 

• Touch sense: 3% 

• Sense of taste: 3% 

 

The more an educator turns to the senses of the learners in the education process, the 

more effective the education will be (92). 

 

 

 



23 

 

2.3.1. Visual Materials  

 

Some individuals learn more easily through visual descriptions, and even those 

who learn verbally need visual support. Many materials used in teaching also have a 

visual aspect. Visual elements draw the attention of the learner and embody the 

concepts, simplifying the concepts that are difficult to understand and facilitate the 

acquisition of information through figures. Visual materials should be legible and 

ensure effective participation and focus on message (91).  

 

2.3.2. Audio Materials 

  

Audio tools are not used very often in education (radio, tape, etc.). Today, 

auditory education is most commonly used for language education purposes such as 

CD, tape recorder, etc. used. The use of audio tools is easy and inexpensive, but there is 

a risk of distraction in the use of these tools (91).  

 

2.3.3. Audio-Visual Materials  

 

The more the learning appeals to the senses, the better the learning event and the 

more difficult it is to forget. Audiovisual tools such as TV and video encourage 

learning, are engaging, immersive and explanatory, bring events to the classroom, and 

streamline the transfer of information. If television is used as an educational tool; it 

increases the quality of education and accelerates social development by reducing the 

cost of education. The most common way of using television in classrooms is video or 

VCD and DVD. The use of video in education is becoming widespread. Video 

presentations should be kept short and important information should be explained by 

demonstration and modeling considering that a visual film or cartoon can be effective 

(91).  

 

2.3.4. Multimedia (Multimedia Systems)  

 

Multimedia environments; many learning tools (sound, text, graphics, pictures, moving 

pictures, etc.) combined with the computer environment is expressed as environments  
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that appeal to the eyes, ears and touch (93,94). More active and interactive learning can 

be realized in multimedia environments and learning can be facilitated by stimulating 

the student's interest and motivation (91). 

 

2.4. Oral and Dental Health Education 

 

Health education is any kind of learning activities and learning process designed 

to ensure the voluntary adaptation of the individual with the aim of improving health, 

making positive behaviors related to health a social value or developing collective 

behavior. Short-term outcomes of the health education process; reduction of risk 

factors, outcomes in the medium term; increased demand for preventive health services, 

increased self-esteem, and adoption of positive health behaviors and long-term 

outcomes; diseases, prolongation of life, increase in quality of life, increase in quality of 

health services and ultimately turn into “healthy society” output (95). 

 

 In order to preserve and improve oral health, first of all, a supportive social 

and physical environment that provides health education, individual, community and 

positive approach health professionals who believe in the importance of oral dental 

health and knowledge are required. The European Society of Oral and Dental Health 

(EADPH) report in 2000 emphasized the importance of community participation as well 

as the development of personal and professional knowledge and skills in health 

promotion and improvement, and emphasized the importance of efforts for effective 

information as well as treatment in improving oral and dental health. In the EADPH 

report, families, young children, young adults, teachers, elderly and disadvantaged 

social groups are shown as the primary target groups in the promotion of oral health 

(96). 

 

    Repeated behaviors such as brushing teeth and personal care are performed as 

part of a person's daily life. Behaviors can become habit if they are done continuously 

and attitude can change in this process. Healthy behavior associated with oral health; 

effective oral hygiene, controlled consumption of sugar-containing foods and 

beverages, fluoride use and oral health service includes the concepts of correct and 
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widespread use. Dental caries and periodontal diseases can be defined as a behavioral 

disease when examined (95). 

 Oral dental health education aims to provide a painless, functional and socially 

acceptable dental sequence in the individual and in the community. In this process, by 

providing information, awareness is provided about the risks that may occur and the 

ways of protection from risks, and lastly, it is ensured that general health is protected by 

the appropriate behavior (94). It is also possible to make the informations by using 

visual tools such as verbal, animation, slides and illustrated posters and in the form of 

practical training on a model. These trainings, which are very easy to implement, 

practical and at the same time economic, constitute a very important part of protective 

programs (95). Before the information is given, the level of oral hygiene in children and 

the level of tooth brushing habits that they apply at home should be determined. the 

importance of using, the effective role of brushing twice a day in the prevention of tooth 

decay and the most basic principles that should be paid attention in terms of dental 

health should be tried to explain (97). 

 

 It has been shown that the educational level of the parents is related to the 

presence of ECC in pediatric patients. The incidence of low caries and low risk of caries 

have been found in children of high-educated families (98). Milgrom et al. (99) reported 

that the mother is not only a reservoir of caries-causing bacteria, but that her knowledge 

and attitude about oral and dental health as well as her meticulousness to the general 

health of her child include several important factors to reduce the risk of caries. It was 

found that mothers with low educational level had insufficient knowledge about oral 

health of their children (100). It is also very difficult to encourage mothers with low 

educational levels to participate in preventive health programs (Figure 2) (101). 
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Figure 2. Strategies for Preventing ECC (101) 
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3. MATERIALS AND METHODS 

 

In this section; research model, working group, data collection tools, data 

collection and analysis. 

 

 3.1. Research Model 

 

 Oral education and oral-written trainings will be given to families of children 

diagnosed with early childhood caries between the ages of 4-6 and whose treatments are 

performed under general anesthesia; The aim of this study is to compare the effects of 

oral health status on oral hygiene level. The experimental model of the research is 

shown in Table 3. 

 

Table 3. Experimental Model of Research 

 

 

Grup                

 

 

 

 

Ön-Tesr  

                         

Uygulama Öncesi 

 

 

1. Muayene 

      

          Uygulama              Uygulama Sonrası                         Uygulama Sonrası 

                                           (1 Hafta Sonra)                                  (1 Ay Sonra) 

                                             

                                              2. Muayene                           Son-Test              3. Muayene 

 

 

 

Kontrol Grubu 

 

Bilgi Düzeyi 

Anketi 

 

Plak ve Gingival 

İndekslerin 

Kaydedilmesi 

  

Sözlü  

Eğitim 

 

Plak ve Gingival 

İndekslerinin Kaydedilmesi 

 

Bilgi Düzeyi 

Anketi 

 

Plak ve Gingival 

İndekslerinin 

Kaydedilmesi 

 

 

Deney Grubu 

 

Bilgi Düzeyi 

Anketi 

 

 Plak ve Gingival 

İndekslerin 

Kaydedilmesi 

  

Sözlü Eğitim  

+  

Broşür 

 

Plak ve Gingival 

İndekslerinin Kaydedilmesi 

 

Bilgi Düzeyi 

Anketi 

 

Plak ve Gingival 

İndekslerinin 

Kaydedilmesi 

 

 

3.2. Working Group 

 

This study was conducted by T.C. Ministry of Health, Turkey Pharmaceuticals 

and Medical Devices Agency was conducted by the Ethics Committee of the date 

13.03.2019 and No. 92 347 E-check (Further 1). This study included 90 pediatric 

patients aged  
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between 4 and 6 years who applied to Yeditepe University Faculty of Dentistry 

Department of Pediatric Dentistry with the complaint of caries in their teeth. Patients 

with mental and physical disabilities, ASA-2 and above and teeth with developmental 

disorders were excluded from the study. A total of 90 children / parents, 45 of whom 

were in the experimental and control groups, participated in the study. Before starting 

the study, voluntary information and consent forms were obtained from the parents of 

the pediatric patients who participated in the study (Further-2). 

 

3.3. Data Collection Tool  

 

Research data were collected through a questionnaire consisting of three parts. 

The survey; - Bilgi Personal Information Form yönelik for the determination of socio-

demographic characteristics in the first part, - “Knowledge Level Scale” for the 

responsible parent / carer who brought the child to the institution in the second part, - In 

the last part, ında Examination Form to evaluate gingival index and plaque indexes 

(Annex-3).  

 

3.3.1. Personal Information Form  

 

In the questionnaire used in the survey; the demographic characteristics of the 

responsible parent / caregiver who brought the child to the institution, and 23 questions 

about child nutrition and dental health practices were included (Appendix-3). 

 

         3.3.2. Knowledge Level Scale 

 

 The parent / caretaker who brought the child to the institution in the study; In 

order to measure the level of knowledge about oral dental care, proper eating habits, 

early childhood caries and their treatments, the knowledge level scale developed by the 

researcher was used. 

 

 The scale consists of 18 questions. The answers given within the scope of the 

knowledge level scale were compared with the answer key, “1” score was given for 

each correct answer and “0” score was given for the wrong or blank items (Annex-3). 
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 3.3.2. Examination Form 

 

 The contents of the examination form prepared for recording the examination 

data are; oral hygiene and gum health. Plaque and gingival index values of the patients 

were recorded on the examination form (Appendix-3). 

 

 3.3.2.4. Indexes Used in Examination Form 

 

 In this study, in order to evaluate the amount of plaque on teeth Silness & Löe 

plaque index; Löe & Silness gingival index was used to evaluate the severity of gum 

inflammation 

 

 3.4. Data Collection 

 

 In this study, early childhood caries was diagnosed and dental treatment was 

performed under general anesthesia, children were randomly divided into two groups 

and experimental and control groups were formed. 

First of all, a questionnaire (pre-test) was applied to both groups in order to measure 

their knowledge about oral dental care, proper feeding habits, early childhood caries and 

their treatment. 

 

 Before the training, the patients were examined and plaque and gingival 

indices (1st examination) were recorded. Afterwards, the parents of the patients in both 

groups were given oral training on oral dental care, proper eating habits, early 

childhood caries and their treatments, and the training group was given a training 

brochure. 

 

 The plaque and gingival index values of the patients were re-measured during 

the control appointments given after 1 week (2nd examination) and 1 month (3rd 

examination). After 1 month, the information level questionnaire (post-test) was 

reapplied and the obtained data were compared with the baseline data. . 
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 This study sought to answer the following questions: 

 

1. Is there a significant difference between the pre-test and first examination scores / 

values of the control group where verbal education is given and the experimental group 

where verbal-written education is given together? 

 

2. Pre-test / 1st examination, 2nd examination and post-test of the control group where 

verbal training was given / 3. Is there a significant difference between examination 

scores / values? 

 

3. Is there a significant difference between the pre-test / 1st examination, 2nd 

examination and post-test / 3rd examination scores / values of the experimental group 

where verbal-written education is given together? 

 

4. Is there a significant difference between the 2nd examination and post-test / 3rd 

examination scores / values of the control group where verbal education is given and the 

experimental group where verbal-written education is given together? 
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 3.5. Evaluation of Data 

 

 SPSS 24.0 software was used in the analysis of the research data. In this 

context, the following statistical tests / analyzes were performed: 

 

• Kolmogorov-Smirnov Normality Test was applied to determine which parametric or 

non-parametric tests are applied. As a result of the normality test of the knowledge level 

scale for the experimental and control groups, it was observed that the data conformed 

to the normal distribution (p = 0,200). In addition, homogeneous distribution of the data 

was determined by Levene test. In this context, parametric tests were used to analyze all 

data. 

 

• Descriptive Statistics were conducted on the socio-demographic characteristics of the 

participants. 

 

• In the research, unrelated T-test was used to determine the differences between the 

groups in the comparison of plaque and gingival index values and knowledge levels 

(pre-test and post-test scores) of the experimental and control groups. 

The unrelated t-test is used to determine whether there is a statistically significant 

difference between the mean scores of tests applied to a group at certain intervals (111). 

The significance level of 0.05 was used to interpret the tests / analyzes within the scope 

of the research. 

 

 

 

 

 

 

 



32 

 

 

4. RESULTS 

 

 In this section, the data obtained by the method determined for the purpose of 

research are analyzed and interpreted by tabulating. The research findings are explained 

in two parts: 

 

- In the first part, the findings related to the demographic characteristics of the 

participants, 

- In the second part; findings obtained from research questions. 

 

 4.1. Findings on Demographic Characteristics of Participants 

  

 The frequency distribution of the demographic characteristics of the children 

who were diagnosed with early childhood caries between 4-6 years old and the 

responsible parents / caregivers who brought the child to the institution are presented in 

Table 4. 

 

 

Table 4. Descriptive Statistics of Participants. 

 

Demographic Characteristics of the Parent Responsible for Bringing the Child to the Institution 

 
Gender,  N( %) 

Kadın 74 (82,2) 

Erkek 16 (17,8) 

Age (Year ) 

Ortalama ± SS 35,82±5,926 

Aralık 23-46 

Education, N( %) 

Primaryy School 26 (28,9) 

High School 

 
24 (26,7) 

University 

 
26 (28,9) 

Masters/ Doctorate 14 (15,6) 

Working Type, N( %) 

Not working 

 
50 (55,6) 

Full-time working 40 (44,4) 

Marital Status, N( %) 

Maried 82 (91,1) 
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Divorced 8 (8,9) 

Demographic Characteristics of Children 

Gender, N( %) 

Girl 38 (42,2) 

Boy  52 (57,8) 

Age (Month) 

Ortalama ± SS 60,33 ± 6,918 

Aralık 48-73 

Brother/Sisters Status, N( %) 

Yes 

 
72 (80) 

No 

 
18 (20) 

Birth Order, N( %)  

One 40 (44,4) 

Two 40 (44,4) 

Three 10 (11,1) 

Breastfeeding Time (Month) 

Avarage ± SS 19,13±10,089 

Time 1-36 

Feeding Bottle Time (Month) 

A ± SS 14,69±16,641 

Time 1-48 

Hazır Mama Kullanma Süresi (Ay) 

Ortalama ± SS 10,60±16,364 

Aralık 1-48 

Sugared Milk/ Biscuit / Feeding Condition with Bottle, N( %) 

Yes 

 
42 (46,7) 

No 48 (53,3) 

Night Feeding Habits, N( %) 

Yes 

 
32 (35,6) 

Hayır  58 (64,4) 

Daily Sugary Food/ Drink Consuption Frequency in Main Meals, N( %) 

      1- 3 times a day 32 (35,6) 

4- 6 times a day 54 (60,0) 

7 – 10 times a day 4 (4,4) 

Daily Sugary Food/ Drink Consuption Frequency in Snacks, N( %) 

Günde 1 -2 kez 20 (22,2) 

Günde 3 kez veya daha fazla 60 (66,7) 

Her gün olmamakla beraber ara sıra 10 (11,1) 

First Time Brushing ( Month) 

A ± SS 36,67±14,778 

Time 12-60 

Helping to Brushing for Children, N( %) 

Yes 

 
52 (57,8)  

No 38 (42,2) 
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Frequency of Brushing, N( %) 

1 time a day 30 (33,3) 

2 time a day and more 28 (31,1) 

1 time a week 26 (28,9) 

No brushing 6 (6,7) 

Using Toothpaste for Brushing, N( %) 

Yes 

 
80 (88,9) 

No  10 (11,1) 

Flouride Toothpaste or not 

Yes 80 (88,9) 

      No 10 (11,1) 

Flossing for children, N( %) 

Yes 6 (6,7) 

No  84 (93,3) 

Frequency of Flossing, N( %) 

1 time a aday 6 (6,7) 

SS: Standart Sapma 

 

 

 While 28.9% of the 90 parents who participated in the study were primary 

school graduates, 26.7% were high school graduates, 28.9% were university graduates, 

the lowest participation rate was for graduate / doctorate graduates with 14%.57.8% of 

the children participated in the study were boys and 42% were girls. When the age 

groups of the children were examined; It was seen that the rate of children between 48-

53 months was 22.2%, the rate of children between 54-59 months was 26.6%, the rate 

of children between 60-65 months was 20% and the rate of children who were 66 

months and over was 31.2%. 

 

 When the breastfeeding status of the children participating in the study was 

examined; It was determined that children take breast milk for an average of 19 months. 

When the distribution of breastfeeding periods is examined; The rate of breastfeeding 

up to 6 months was 20%, the rate of receiving 7-12 months was 2.2%, the rate of 

receiving 13-24 months was 53.4%, the rate of breastfeeding 25 months or more was 

24.4%.  

 

 When the bottle usage period of the children was examined, it was determined 

that they used bottles for an average of 15 months. When the bottle usage time 

distribution is examined; The usage rate between 0-6 months is 49%, the usage rate 
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between 7-12 months is 15.5%, the usage rate between 13-24 months is 15.5%, and the 

rate of users who use 25 months or more is 20%. 

 

 It was determined that the children participating in the study used ready food 

for an average of 10 months. When the nutritional ratios with ready formula are 

examined; 

68.9% of the children were fed with ready-made food for 6 months, 4.4% were ready-

made food for 7-12 months, 11.3% were ready-made food for 13-24 months. 15.6% of 

the children were fed with ready-made food for more time. While the rate of giving 

milk, biscuits / formula to the children with a bottle was 46.7%, the rate of non-feeding 

was 53.3%. While 35.6% of children had a habit of sleeping with a bottle, 64.4% had no 

habit. 

 It was determined that 60% of children consumed sugary foods and drinks 4-6 

times a day and 35.6% of those consumed 1-2 times a day. Similar to the main meals, it 

was learned that 66% of children consume 3 times or more sugary foods and beverages 

in intermediate meals. 

 The age of 36-48 months is in the first place with 55.5% and the age of 35 

months and younger is the second with 33.3%. The lowest rate for starting tooth 

brushing is 11.1% for children aged 49-60 months. In 57.8% of the children, parents 

were found to help brushing their teeth. 

When parents were asked about the frequency of brushing their children's teeth; It was 

learned that 33.3% received once or twice a day and 31.1% received 2 or more 

responses daily, 28.9% several times a week and 6% did not brush less or less. It was 

determined that the majority of children (88.9%) used fluoride-containing putty. In this 

study, it was determined that dental flossing was not preferred by parents and was used 

only once per day by 67%. 

 

 4.2. Findings Related to Research Questions 

 

 4.2.1. Findings Related to the First Research Question 

  

The first question of the study is mı Is there a significant difference between the pre-test 

and first examination scores / values of the control group where verbal education is 
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given and the experimental group where verbal and written education are given 

together? Birinci. Results of the pre-test and 1st Examination scores / values of the 

experimental and control groups are as shown in Table 5 and Graph 1. 

 

Table 5. Results of Experimental and Control Groups Pre-Test and 1. 

Examination Scores / Values. 

 

Application Group N X S t p 

Knowledge 

Level 

Survey 

Experimental 45 9,13 2,191 
-0,584 0,561 

Control 45 9,42 2,491 

Plaque Index 
Experimental 45 1,02 0,419 

0,680 0,498 
Control 45 0,96 0,355 

Gingival 

Index 

Experimental 45 0,77 0,306 
1,832 0,070 

Control 45 0,65 0,304 

X: Ortalama, S: Standart Sapma, t: t değeri, p: Anlamlılık Derecesi. 

 

 

Graph 1. Means of Pre-Test and 1. Examination Points / Values of Experimental 

and Control Groups 

 

 

 According to t-test results of independent groups, there was no statistically 

significant difference between pre-test and 1st examination scores / values of 

experimental and control groups (p> 0.05). In other words, it was observed that the 

participants' level of knowledge about oral dental care, proper feeding habits, early 

9,13 9,42 
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childhood caries and treatments were similar with the values of plaque and gingival 

indices. 

 

 4.2.2. Findings Related to the Second Research Question 

 

 The second question of the study was mı Is there a significant difference 

between the pre-test / 1st examination, 2nd examination and post-test / 3rd examination 

scores / values of the control group where oral training is given? ”. 

Results of the 1st and 2nd examination (1 week later) scores / values of the control 

group are as shown in Table 6 and Graphic 2. 

 

Table 6. Control Group 1 Examination and 2 Examination (After 1 Week) 

Findings of the values 

 

Application Test  N X S t p 

Plaque 

Index 

1. Examination 45 0,984 0,352 

7,796 0,000* 

         2.    Examination 45 0,601 0,280 

Gingival 

Index 

1. Examination 45 0,667 0,303 

10,098 0,000* 

2. Examination 45 0,385 0,217 

X: Ortalama, S: Standart Sapma, t: t değeri, p: Anlamlılık Derecesi, *p<0,05 

 

 

 

Graph 2. Control Group 1. Inspection and 2. Inspection (After 1 Week) Values 

Average. 

 

0,984 
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0
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 There was a statistically significant difference between the first and second 

examinations of the control group according to the t-test results of the dependent groups 

(p <0.05). Accordingly, the plaque and gingival index values determined in the second 

examination in the control group were significantly lower than the first examination (p 

<0.05). 

  

 Results of the pre-test / 1st examination and post-test / 3rd examination (after 

1 month) scores / values of the control group are as in Table 7 and Chart 3. 

 

Table 7. Control Group Pre-Test / 1st Inspection and Post-Test / 3rd Inspection 

(After 1 Month) Findings Regarding Score / Values. 

  

Application Test  N X S t p 

Knowledge 

Level 

Survey 

Pre-Test 

 
45 9,42 2,491 

-3,874 0,010* 
Post-Test 

 
45 10,63 2,320 

Plaque 

Index 

1. Examination 45 0,968 0,359 
8,211 0,000* 

       3.    Examination 45 0,615 0,250 

Gingival 

Index 

       1.    Examination 45 0,650 0,307 
9,026 0,000* 

       3.    Examination 45 0,386 0,215 

X: Ortalama, S: Standart Sapma, t: t değeri, p: Anlamlılık Derecesi, *p<0,05 

 

 

 

  

Graph 3. Control Group Pre-Test / 1. Inspection and Post-Test / 3. Inspection 

(After 1 Month) Values Averages. 
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 Dependent groups of the control group according to the results of the t-test 

There was a statistically significant difference between pre-test / 1st examination and 

post-test / 3rd examination (after 1 month) scores / values (p <0.05). While the post-test 

results of the patients in the control group were significantly higher than the pre-test 

results after one month, the plaque and gingival index values determined at the third 

examination were significantly lower than the first examination (p <0.05). 

 

 4.2.3. Findings Related to the Third Research Question 

 

 The third question of the research is mı Is there a significant difference 

between the pre-test / 1st examination, 2nd examination and post-test / 3rd examination 

scores / values of the experimental group in which oral and written education is given 

together? ”. 

 

 Results of the first and second examinations (1 week later) scores / values of 

the experimental group are as shown in Table 8 and Graphic 4. 

 

 

Table 8. Experimental Group 1. Examination and 2. Examination (After 1 Week) 

Findings of the values. 

 

Application Test N X S t p 

Plaque 

Index 

1. Examination 45 1,038 0,419 

8,943 0,000* 

2. Examination 45 0,645 0,306 

Gingival 

Index 

1. Examination 45 0,781 0,306 

9,775 0,000* 

2. Examination 45 0,394 0,239 

X: Ortalama, S: Standart Sapma, t: t değeri, p: Anlamlılık Derecesi, *:p<0,05. 
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Graph 4. Experimental Group 1. Inspection and 2. Inspection (After 1 Week) 

Values Average. 

 

 According to the t-test results of the dependent groups, there was a statistically 

significant difference between the first examination and second examination values of 

the experimental group (p <0.05). Accordingly, the plaque and gingival index values 

determined in the second examination in the experimental group were significantly 

lower than the first examination (p <0.05). 

Results of the pre-test / 1st examination and post-test / 3rd examination (after 1 month) 

scores / values of the experimental group are as shown in Table 9 and Chart 5. 

 

 

 

Table 9. Experimental Group Pre-test / 1. Inspection and Post-test / 3. Inspection 

(1 month later) Findings Regarding Score / Values. 

 

Application Test N X S t p 

Knowledge 

Level 

Survey 

Pre-Test 45 9,13 2,191 
-2,584 0,000* 

Post-Test 45 11,89 2,790 

Plaque 

Index 

1. Examination 45 1,013 0,409 
8,325 0,000* 

       3.     Examination 45 0,675 0,304 

Gingival 

Index 

      1.    Examination 45 0,770 0,309 
9,189 0,000* 

      3.    Examination 45 0,415 0,242 

X: Ortalama, S: Standart Sapma, t: t değeri, p:Anlamlılık Derecesi, *:p<0,05 
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Graph 5. Experimental Group Pre-test / 1. Inspection and Post-test / 3. Inspection 

(After 1 month) Values Averages. 

 

 According to the t-test results of the dependent groups, there was a statistically 

significant difference between the pre-test / 1st examination and post-test / 3rd 

examination scores / values of the experimental group (p <0.05). The last test of the 

patients in the experimental group after 1 month 

Results were found to be significantly higher than the pre-test results, and the plaque 

and gingival index values determined at the third examination were significantly lower 

than the first examination (p <0.05). 

  

  

 4.2.4. Findings Related to the Fourth Research Question 

 

 The fourth research question of the study is mı Is there a significant difference 

between the control group in which oral education is given and the second examination 

and post-test / 3rd examination scores / values of the experimental group where verbal 

and written education are given together? 

 

  Results of the second examination (after 1 week) of the experimental and 

control groups are as shown in Table 10 and Figure 6. 
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Table 10. Experimental and Control Group 2. Examination (1 week later) Findings 

on the values. 

 

 

Application Group N X S t p 

Plaque 

Index 

Experimental 45 0,645 0,306 

0,694 0,489 

Control 45 0,601 0,280 

Gingival 

Index 

Experimental 45 0,394 0,239 

0,179 0,858 

Control 45 0,385 0,217 

X: Ortalama, S: Standart Sapma, t: t değeri, p:Anlamlılık Derecesi. 

 

 

Chart 6. Experiment and Control Group 2. Inspection (After 1 Week) Mean 

Values. 

 

 According to the results of independent groups t-test, there was no difference 

between plaque and gingival index values of experimental and control groups within the 

second examination after 1 week (p> 0.05). Results of the post-test / 3rd examination 

(after 1 month) scores / values of the experimental and control groups are as in Table 11 

and Chart 7. 
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Table 11. Experimental and Control Group Post-Test / 3rd Examination (1 Month 

Later) Findings Regarding Score / Values. 

 

Application Group N X S t p 

Knowledge 

Level 

Survey 

Experimental 45 11,89 2,790 
5,767 0,040* 

Control 45 10,93 2,320 

Plaque 

Index 

Experimental 45 0,675 0,304 
1,011 0,315 

Control 45 0,615 0,250 

Gingival 

Index 

Experimental 45 0,415 0,242 
0,590 0,557 

Control 45 0,386 0,215 

X: Ortalama, S: Standart Sapma, t: t değeri, p: Anlamlılık Derecesi, *:p<0,05 

 

 

 
 

Graph 7. Experiment and Control Group Post-Test / 3. Inspection (After 1 Month) 

Averages of Score / Values. 

 

 

 According to the independent groups t-test, there was a statistically significant 

difference between the mean knowledge level of the experimental and control groups 

within the scope of the post-test 1 month later (p <0,05), but there was no difference 

between the plaque and gingival index values (p> 0.05). Accordingly, the results of the 

post-test knowledge level survey of the experimental group were found to be 

significantly higher than the control group. 

. 

11,89 
10,93 

0,675 0,615 0,415 0,386 

0

2

4

6

8

10

12

14

Deney Kontrol Deney Kontrol Deney Kontrol

Bilgi Düzeyi Anketi Plak İndeks Gingival İndeks

 Experiment and Control Group Post-Test / 3. 

Inspection (After 1 Month) Averages of Score / 
Values.  



44 

 

5. DISCUSSION 

 

 Today, oral and dental health problems are seen as one of the most common 

health problems worldwide, especially in developing countries. While these problems 

make it difficult to control a number of chronic diseases and affect general health on 

individuals and societies, on the other hand, they pose a serious economic burden for 

the countries due to the high costs required for their treatment. In order to prevent these 

diseases, it is important to gain oral hygiene habits to individuals from early childhood 

and childhood with some behavioral skills that may direct general health and hygiene 

habits in the future (105). 

 

 Early childhood is a period in which the child acquires habit about cleaning, 

feeding and similar behaviors. In this period, in education of children; their parents, 

who are the first educators, affect their cognitive, social, emotional and psycho-motor 

development (106). In this period, the importance of the oral and dental health and 

nutrition of the children of the families and having sufficient information about these 

issues and the behaviors to be exhibited are of great importance for the children. The 

education to be given to children in early childhood includes their families and families 

become a part of children's education (107). 

 

 In this study; Oral and oral-written training for the families of children 

diagnosed with early childhood caries between the ages of 4-6 and treated under general 

anesthesia were given in two different ways; The aim of this study is to compare the 

knowledge level of the family with the effects of oral health status and oral hygiene of 

children. The results obtained are presented in the articles. 

 

 It is known that there are many etiologic factors that may cause ECC. These 

include; nutritional habits of children, inadequate oral hygiene behaviors, educational 

status of families and socio-demographic characteristics (16,27-29). Feeding / feeding 

with milk, especially before sleep, increases the risk of ECC due to decreased saliva 

flow during night sleep. In addition, long-term intake of breast milk has been associated 

with ECC (24,27,29,31). In this study, ages ranging from 4-6 years and 
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 When the demographic characteristics of children diagnosed with ECC were 

examined, it was found that the children were breastfed for 19 months, 53.4% between 

13-24 months and 24.4% of them received 25 months or more. It was observed that 

15.5% of the children who were fed with bottles for an average of 15 months used 

bottles between 13-24 months and 20% used bottles for 25 months or more. In addition, 

46.7% of the children consumed baby milk / biscuits / baby food with a bottle and 

35.6% had a habit of sleeping at night. 60% of the main meals, 66% of the meals 

consumed by children who eat sugary drinks, tooth brushing on average 36.67. It was 

determined that they started from the month. In 93.3% parents do not use dental floss in 

their children. When all these data are evaluated, it is seen that there are many of the 

risk factors reported to cause ECC in children included in the study. This shows how 

important it is for these children and their parents to receive oral dental education. 

  

 In this study, families were informed about oral and dental health by using two 

different methods: oral education and oral education. In the scope of the study, firstly, 

the effectiveness of education methods in terms of informing families about oral and 

dental health was examined. When the control group in which only verbal education 

was given was compared with the pre-test conducted before the application and the 

post-test information level within the scope of the post-test performed one month after 

the application, there was a significant difference between the pre-and post-application 

knowledge level scores and the mean score after the application was significantly 

higher. It was determined that. Similarly, when verbal-written training was applied 

together, it was found that there was a significant difference between the pre-test and 

post-test knowledge level scores of the pre-test and post-test 1 month after the 

application and there was a significant difference between the pre-test and post-test 

knowledge level scores and the mean score of 1 month after the application. It was 

determined to be higher. It can be said that both education methods applied in 

accordance with these results have positive effects on informing families about oral and 

dental health. 

 

  Another question in this study is whether written education in addition to oral 

education is more effective than informal education alone. In order to find an answer to 
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this question, when the control and experimental groups compared their knowledge 

level  

scores within the scope of the post-test after 1 month; It was determined that the 

knowledge level score average of the experimental group in which verbal and written 

education was applied together was higher than the average knowledge level score of 

the control group where only verbal education was applied. According to this result, it 

can be stated that giving verbal-written education applications together is more effective 

than informal education. 

Similarly to this study, when the literature was examined to increase the oral health 

knowledge level of individuals; Although different methods are considered, it is seen 

that all education methods are effective in informing individuals and it is seen that 

education applications involving more than one education methods are more effective 

than applications with a single education method. 

 

Sadana et al. (2017), in the study examined the effect of three different education 

methods on the knowledge level of children in the 10-12 age group; verbal-visual, 

verbal-written and verbal-only education practices were found to be effective in 

increasing the level of knowledge in children, however verbal-visual and verbal-written 

education practices were found to be more effective than verbal education practices 

alone (108).  

 

Malik et al. (2017), the effect of oral dental health education given by play and 

video on children's knowledge of oral hygiene was examined. While both groups 

showed an increase in knowledge levels, the change in knowledge level and plaque 

scores in the game group was statistically significant compared to the other group (109).  

 

Taş (2016), in his study, examined the effectiveness of written and video 

education methods in terms of oral and dental health information in school age children; 

As a result, both methods are effective in informing children oral dental health, video 

training application is more effective than brochure with the education method reported 

(110).  
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Lee et al. (2015) reported that orthodontic patients were informed by brochures, videos 

and dental hygienists that video information was more effective than written materials 

(111).  

 

Kumar et al. (2015), in a study they conducted, 60 students aged between 8-10 

years  

were given regular oral hygiene training with information cards every day for 

seven days, and the second group was provided with computer games in addition to 

information cards. Mean level of knowledge about oral hygiene was found to be 

statistically higher in the computer game group than the information card group (112). 

 

 In many studies, it was found that as the number of sensory organs addressed 

by education increased, the effectiveness of education increased. Similarly, in this 

study, oral training and written training in addition to oral training were found to be 

effective in improving oral hygiene behaviors, while written training in addition to oral 

training was found to be more successful in terms of improving knowledge levels 

compared to oral training. 

 

 Halawany et al. (2018), in their study conducted with girls studying in primary 

school, oral oral health education given to children was reported to be effective in terms 

of increasing the level of oral health knowledge (113). 

 

 Kuru et al. (2015), verbal and video education practices were found to be 

effective in increasing both child and family knowledge level in a study conducted on 

children with low socio-economic level 4-8 age group and their families (114). 

 

 Alaçam et al. (2012), in their study for parents, three different education 

methods, which are only information brochure, only visual / audio and both visual / 

audio and information brochure, were found to be effective in increasing the level of 

knowledge in the short and long term. no difference was reported in terms of activity 

levels (115). 
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 Alsada et al. (2005), in their study on parents, it was found that both auditory 

and visual education methods provide an increase in the level of knowledge of parents 

about dental health (116). 

 

 In this study, unlike the above studies; In addition to oral education, written 

education was found to be more successful than oral education in terms of improving 

knowledge levels. 

 

 One of the topics examined in this study is the effect of education on the 

change  

of oral dental care behavior on children of families. In this context, it was determined 

that when the plaque and gingival index values were compared within the scope of the 

second examination and third examination of the children in the control group, where 

only oral education was given, one week after and one month later, both plaque and 

gingival index values decreased significantly compared to the pre-application. 

Similarly, when the verbal and written education was applied together, the difference 

between the plaque and gingival index values in the second examination and the third 

examination after one week and one month was found to be significantly different and 

the plaque and gingival index values decreased significantly compared to the pre-

application. . In the light of these results, it can be said that both methods decreased 

plaque and gingival index values and therefore both methods were effective in terms of 

oral dental care behaviors on children of families. 

 

 Finally, verbal education and verbal-written education methods were 

compared in terms of their effectiveness in changing the oral and dental behaviors of 

children. In this context, the plaque and gingival index values of the experimental and 

control groups in the third examination were compared and no significant difference 

was found between them. According to this result, it can be stated that verbal education 

and verbal-written education methods have a similar effect on changing oral dental care 

behaviors of children. 
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 When the effects of oral health education on oral dental care behaviors in 

individuals are examined; It was determined that the trainings were effective in gaining 

the care behaviors of the individuals, and the activity levels differed. 

 

      Halawany et al. (2018) stated that oral dental education given verbally in their 

studies is effective in terms of increasing oral hygiene in children (112).  

 

Ramezaninia et al. (2018) examined the effectiveness of oral, written and video 

and educational methods for tooth brushing in adolescents and found that all three 

methods were equally effective in oral dental care behavior (117).   

Taş (2016) reported that brochure and video training methods were effective in 

gaining oral dental care behavior, whereas it was not effective in creating oral dental 

care habit in the long term (110).  

 

  Picard et al. (2014), in their study in which parents compared only oral and 

verbal-visual education practices in terms of oral hygiene, it was stated that the rate of 

oral hygiene and tooth brushing was increased in the parents of the children in both 

groups, and there was no difference in the level of effectiveness of both methods of oral 

hygiene (118).  

 

Mohebbi et al. (2009), similarly, in their studies on early childhood caries, verbal 

education and verbal education along with reminder (2 months to inform parents by 

expert staff) is an effective and important tool to prevent tooth decay in children stated 

that both methods reported that there is a difference (119).  

 

Sanlier and Ozgen (2005), children's oral dental health behaviors in terms of 

demonstration, dramatization and expression methods all three positively cause 

changes, it was stated that they are effective at a similar level (120). 

 

 In this study; It is stated that both education methods given similar to the 

above studies have a similar effect in terms of the formation of oral dental care behavior 

of children. 
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 Olubunmi and Olushola (2013) evaluated the effectiveness of oral and video 

and educational practices in terms of oral hygiene in children at low socio-economic 

level, and found that video training was more effective than oral education (121). 

 

 In this study, unlike the above study, the education methods were found to be 

effective in terms of oral dental care behavior, but no superiority of the education 

methods compared to each other. 
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6. CONCLUSION 

 

1) In this study, no statistically significant difference was found between the pre-test 

and 1st examination scores / values of both groups. 

2) Plaque and gingival index values determined in the second examination in the control 

group were significantly lower than the first examination. The results of the last test of 

the patients in the control group after 1 month were found to be significantly higher 

than the pre-test results. 

 

3) Plaque and gingival index values determined in the second examination in the 

experimental group were significantly lower than the first examination. While the post-

test results of the patients in the experimental group after 1 month were significantly 

higher than the pre-test results, the plaque and gingival index values determined at the 

third examination were significantly lower than the first examination. 

 

4) There was no significant difference between plaque and gingival index values of 

experimental and control groups within the scope of second examination after 1 week. 

In the post-test one month later, there was a statistically significant difference between 

the mean knowledge level of the experimental and control groups, but there was no 

difference between the plaque and gingival index values. Accordingly, the results of the 

post-test knowledge level questionnaire of the experimental group were found to be 

significantly higher than the control group. 

 

 As a result, it was concluded that both verbal and verbal-written education 

methods applied to parents were successful in increasing the level of knowledge in 

families, however, in addition to verbal education, written education was more effective 

at this point. In addition, it was found that both education methods were effective in 

changing the dental care behavior of the family on the child; however, there was no 

significant difference between them. 
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   In the light of the results obtained and the information in the literature; 

 

 - Taking into account the fact that the effectiveness of a training is directly proportional 

to the number of sensory organs addressed to both children and families within the 

scope of oral and dental health, considering the use of different educational methods 

together. 

 

- In order to transform the information learned through trainings into behaviors and 

habits, it is considered appropriate to provide continuous training through national 

broadcasting television channels and social media in order to increase the duration of 

training. 

 

 - Longer follow-up studies are needed to evaluate the effects of different education 

methods on the knowledge level of families and the conversion of oral care behaviors 

into habit. 
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APPENDIX-3: Survey form 

ANKET 

Değerli Velimiz,  

Bu anket, “Genel Anestezi Altında DiĢ Tedavileri GerçekleĢmiĢ Olan Erken 

Çocukluk Çürüğü Hastalarının Ailelerine Yönelik Sözlü ve Sözlü-Yazılı Eğitimin 

KarĢılaĢtırmalı Olarak Değerlendirilmesi” konulu yüksek lisans tezinde bulunan 

araştırma bölümü için hazırlanmıştır. Bu formla toplanacak bilgiler yüksek lisans 

tezinde bilimsel bir araştırmanın temelini oluşturacak ve başka bir amaçla 

kullanılmayacaktır.  

Araştırma çerçevesinde aşağıda yer alan iki kısımdan oluşan bir anket hazırlanmıştır. 

Ankette yer alan soruların cevaplandırılmasında gösterilecek dikkat ve samimiyet 

araştırmanın değerini ortaya koyacaktır. Araştırma kapsamında gizlilik ilkesi uyarınca 

isim talep edilememekte olup, verilecek yanıtlar saklı kalacaktır.              

Zaman ayırarak sunacağınız katkılar için teşekkürlerimi sunarım. 

Dt. Naz Yaz Çakır 

 KISIM-1: KĠġĠSEL BĠLGĠ FORMU 

Çocuğu Kuruma Getiren Sorumlu Velinin/Bakıcıya ĠliĢkin Hususlar 

1 Cinsiyeti? ( ) Bayan  ( ) Bay  

2 Yaşı?  

3 Öğrenim Durumu? 

(  ) Hiçbir Okul Mezunu Değil  

(  ) İlköğretim( İlk/Orta) 

(  ) Lise 

(  ) Üniversite 

(  ) Yüksek Lisans Doktora   

4 Çalışma Şekli? 

(  ) Çalışmıyorum 

(  ) Tam zamanlı çalışıyorum 

(  ) Yarı zamanlı çalışıyorum 

(  ) Evden çalışıyorum 

(  ) Öğrenciyim 

(  ) Diğer ………………. 

5 Medeni Durumu? 
(  ) Evli  ( ) Bekar  () Dul/Boşanmış

  

Çocuğa ĠliĢkin Hususlar 
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6 Cinsiyeti? (  ) Bayan  (  ) Bay  

7 Doğum Tarihi (gün/ay/yıl):  

8 Kardeşi var mı? (  ) Evet  (  ) Hayır  

9 
Varsa kaçıncı sırada 

doğdu? 
…... 

Çocuğun Beslenme ve DiĢ Sağlığına ĠliĢkin Hususlar 

1 

Çocuğunuz ne kadar süre 

anne sütü aldı? (eğer 

kullanmadıysa değeri 0 

olarak giriniz) 

….. ay 

2 

Çocuğunuz ne kadar süre 

biberon kullandı? (eğer 

kullanmadıysa değeri 0 

olarak giriniz) 

….. ay 

3 

Çocuğunuz ne kadar süre 

hazır mama kullandı? (eğer 

kullanmadıysa değeri 0 

olarak giriniz) 

….. ay 

4 

Çocuğunuza biberon ile 

şekerli süt / sütlü bisküvi/ 

mama verildi mi ? 

(  ) Evet  (  ) Hayır  

5 

Çocuğunuzun gece 

biberonla uyuma alışkanlığı 

var mı? 

(  ) Evet  (  ) Hayır  

6 

Çocuğunuz gün içinde ana 

öğünlerde kaç kez şekerli 

yiyecek ve içecek 

tüketiyor? 

(  ) Günde 1 -2 kez 

(  ) Günde 4- 6 kez 

(  ) Günde 7 – 10 kez 

(  ) Böyle bir alışkanlığım yok 

7 

Çocuğunuz gün içinde ara 

öğünlerde kaç kez şekerli 

yiyecek ve içecek 

tüketiyor?      

(  ) Günde 1 -2 kez 

(  ) Günde 3 kez veya daha fazla 

(  ) Her gün olmamakla beraber ara sıra 

(  ) Böyle bir alışkanlığım yok 

8 

Çocuğunuzun dişlerini ilk 

kez kaç yaşındayken 

fırçalamaya başladınız? 

….. ay 

9 

Çocuğunuzun dişlerini 

fırçalarken yardımcı oluyor 

musunuz? 

  (   ) Evet  (   ) Hayır  

10 

Çocuğunuzun dişlerini 

genellikle hangi sıklıkta 

fırçalıyorsunuz? 

(  ) Günde bir kere 

(  ) Günde 2 veya daha fazla 

(  ) Haftada birkaç kez 

(  ) Daha seyrek / hiç diş fırçalamıyorum 

11 

Dişlerini fırçalarken diş 

macunu kullanıyor 

musunuz? 

( ) Evet  ( ) Hayır  

12 
Diş macununun içeriğinde 

flor bulunuyor mu? 
( ) Evet  ( ) Hayır  
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13 
Çocuğunuza diş ipi 

uyguluyor musunuz? 
( ) Hayır  ( ) Evet  

14 

13. soruya cevabınız evet 

ise diş ipini hangi sıklıkta 

uyguluyorsunuz 

(  ) Günde 2 veya daha fazla 

(  ) Günde 1 ker 

(  ) Haftada birkaç kez 

(  ) Ayda birkaç kez veya daha seyrek 

 

KISIM-2: BĠLGĠ  DÜZEYĠ ÖLÇEĞĠ 

Her ifadeye ilişkin olarak aşağıda belirtilen seçeneklerden yalnız birini işaretleyiniz.  

NU ĠFADE  Doğru YanlıĢ 
Emin 

değilim 

1 Süt dişleri önemlidir.    

2 
Süt dişlerinde oluşabilecek problemler alttan gelecek 

olan sürekli dişleri etkilemez. 
   

3 
Süt dişleri kendilerinin yerine gelecek olan sürekli 

dişlerin yerini korurlar 
   

4 
Çocuğunuzun ilk dişi çıktığından itibaren en geç  

1 yaşına kadar ilk diş muayenesi yapılmalıdır. 
   

5 
Ara öğünlerde sıkça şekerli yiyecek/içecek tüketimi 

çürük oluşumunu artırır. 
   

6 
Çocuğunuzu gece boyunca anne sütü/ biberonla 

beslemek diş sağlığını olumsuz yönde etkilemez. 
   

7 
Bir yaşından sonra bebeklere biberon bıraktırılmalı, 

bardak/ kaşık kullanarak beslenmeye alıştırılmalıdır. 
   

8 
Çocuğunuzun bal/pekmez/reçelle tatlandırılmış sütle 

beslenmesi diş çürüğü oluşumuna neden olmaz. 
   

9 
Diş çürüklerine neden olan bakteriler anne babadan 

çocuklara bulaşabilir. 
   

10 
Fissür örtücüler diş çürüklerinin önlenmesinde etkili 

bir tedavi yöntemi değildir.  
   

11 
Flor uygulaması diş çürüklerini önlemede etkili bir 

yöntem değildir. 
   

12 

Süt dişlerinin erken çekildiği durumlarda yerine 

gelecek sürekli dişin yerini korumak amacıyla yer 

tutucu yapılmalıdır. 

   

13 Dişler günde 2 kez 2 dk. fırçalanmalıdır.    

14 
Bebeğinizin ilk dişi çıktığından itibaren 

fırçalanmalıdır. 
   

15 
Çocukların dişleri 2 yaşından itibaren fluorlu diş 

macunuyla fırçalanmalıdır. 
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NU ĠFADE  Doğru YanlıĢ 
Emin 

değilim 

16 
Çocukların dişleri 2 yaşından itibaren bezelye 

büyüklüğünde macun kullanılarak fırçalanmalıdır. 
   

17 Diş fırçası yılda bir kez değiştirilmelidir.    

18 6 yaşından önce çocuklara diş ipi uygulanmamalıdır.    
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KISIM-3: MUAYENE FORMU 

Hastanın Adı-Soyadı: 

Tarih: 

PLAK ĠNDEKSĠ: 

Distal, Bukkal, Mesial 

                                    

16 55 54 53 52 51 61 62 63 64 65 26 

            

Lingual 

            

46 85 84 83 82 81 71 72 73 74 75 36 

                                    

Distal, Bukkal, Mesial 

 

GĠNGĠVAL ĠNDEKS: 

Distal, Bukkal, Mesial 

                                    

16 55 54 53 52 51 61 62 63 64 65 26 

            

Lingual 

            

46 85 84 83 82 81 71 72 73 74 75 36 

                                    

Distal, Bukkal, Mesial 
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APPENDIX-4: Education Brochure 
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