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ABSTRACT 

This study was a cross-sectional analytical study with objectives of assessing 

the dental caries status, socio-demographic factors, oral health literacy of caregivers and 

oral health care behavior. Factors associated with early childhood caries (ECC) among 

children aged 0-3 years were also examined using structured questionnaires constructed 

based on WHO questionnaire to collect data from caregivers who were parents or 

relatives. A multistage cluster sampling was used to draw a sample of 262 caregivers 

having children aged 0-3 years. A face to face interview with the structured questionnaire 

was used. The results showed that most of the caregivers were female parents aged 20-29 

years, bachelor degree, income more than 11,000 baht per month and having one child in 

their families, most of caregivers had low level of oral health literacy had the lowest level 

of media literacy. The significant factors associated to dental caries status were socio-

demographic factors (except caregiver’s sex), oral health literacy and oral health behavior. 

Adjusting for other factors, overall oral health literacy remained significantly associated 

with dental caries status (Adj.OR=38.66, 95% CI= 11.11-134.44). Children taken care of 

by caregivers who had poor oral health literacy were about 39 times more likely to have  

than those who were with caregivers having good literacy.  
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สภาวะฟนผุของเด็กอายุ 0-3 ปในจังหวัดราชบุรี ประเทศไทย 
DENTAL CARIES STATUS OF CHILDREN AGED 0-3 YEARS 
IN RATCHABURI PROVINCE, THAILAND 
 
อิศรานุวัฒน ยงพิศาลภพ    5537731    ADPM/M 
 
สม.ม. 
 
คณะกรรมการที่ปรึกษาวิทยานิพนธ : จิราพร ชมพิกุล,  Ph.D., บุญยงค เกี่ยวการคา, Dr.PH.,  
 

บทคัดยอ 
การศึกษาคร้ังนี้เปนการศึกษาเชิงวิเคราะหแบบภาคตัดขวาง โดยมีวัตถุประสงค เพื่อ

ประเมินสถานะฟนผุของเด็กอายุ 0-3 ปในจังหวัดราชบุรี ประเทศไทย  รวมท้ังปจจัยทางสังคม ความ
แตกฉานดานสุขภาพชองปากและพฤติกรรมการดูแลสุขภาพชองปากของผูดูแลเด็ก  วิธี การศึกษา
คร้ังนี้ใชแบบสอบถามท่ีมีรูปแบบโดยสรางข้ึนจากแบบสอบถามมาตรฐานขององคการอนามัยโลก ( 
WHO)  รวมท้ังการทบทวนวรรณกรรมจากการศึกษากอนหนาโดยไดดําเนินการเพ่ือรวบรวมขอมูล
จากผูดูแลท่ีเปนบิดามารดาหรือญาติใกลชิด จากนั้นทําการสุมคัดเลือกกลุมตัวอยางท่ีใชศึกษา โดย
เปนกลุมผูปวยเด็กท่ีมีอายุระหวาง 0-3 ปจํานวน 262 คน ใชแบบสัมภาษณแบบตัวตอตัวกับแบบ
ตรวจสภาวะฟนผุดวยดัชนีคาเฉล่ียประสบการณ ผุ ถอน อุด หรือ dmft  ผลการวิจัยพบวา ผูดูแลสวน
ใหญเปนเพศหญิงท่ีมีอายุระหวาง 20-29 ป วุฒิการศึกษาในระดับปริญญาตรี มีรายไดเฉล่ียมากกวา 
11,000 บาทตอเดือน และมีบุตรคนเดียวในครอบครัว โดยปจจัยทางดานเพศของผูดูแลเด็กไมมีผล
สําคัญตอสภาวะฟนผุอยางมีนัยสําคัญทางสถิติเพียงดานเดียว สําหรับผลท่ีเกี่ยวกับความแตกฉาน
ดานสุขภาพชองปาก ผูดูแลสวนใหญมีความแตกฉานดานสุขภาพชองปากในระดับตํ่า โดยมีระดับ
ความแตกฉานในดานการรูเทาทันส่ือตํ่าท่ีสุด รวมท้ังดานพฤติกรรมสุขภาพชองปากของผูดูแลเด็กท่ี
มีผลตอสภาวะฟนผุอยางมีนัยสําคัญทางสถิติเชนกัน และเม่ือมีการวิเคราะหเพิ่มเติมหลัง การปรับ
ปจจัยอ่ืน ๆ พบวา ความแตกฉานดานสุขภาพชองปากโดยรวม ยังคงมีนัยสําคัญทางสถิติกับสภาวะ
ฟนผุ  (Adj.OR = 38.66, 95% CI = 11.11-134.44) ท้ังนี้เด็กอายุ 0-3 ปท่ีไดรับการดูแลจากผูดูแลท่ีมี
ความแตกฉานดานสุขภาพชองปากไมดีมีความเปนไปไดสูงท่ีจะมีฟนผุไดถึง 39 เทาของผูดูแลผูเด็ก
ท่ีมีความความแตกฉานดานสุขภาพชองปากในระดับดี 
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CHAPTER I 

INTRODUCTION 

 

 

1.1 Rationale and justification of the study 

 The oral health is an integral part of the general health. It is a major 

concern as it is related to the World Health Organization (WHO) in terms of several 

Millennium Development Goals and their specific targets (1). Periodontal diseases and 

dental caries have been considered the most common and important global oral health 

burden of disease (2). Dental caries is the most common chronic disease of children 

who are aged 0 to 2 years old and is 5 times more common than asthma (3). Although 

oral health in the United States has improved significantly since the 

1960s,(4) preventable and untreated oral diseases remain widespread, particularly 

among children of low-income and minority status. The General Accounting Office 

has reported that poor children have 5 times more untreated caries than children from 

higher income families (5). Untreated dental caries in children can lead to problems 

with eating, speaking, attending school, learning, and general health (6). In addition, 

dental caries is the most prevalent oral disease in many Asian countries, particularly as 

an inadequate exposure to fluoride (7). A high percentage of untreated dental caries in 

children makes it considered as a global pandemic disease. These untreated cavities 

would have a significant impact on the general health of children and on the social and 

economic wellbeing of communities(8).  

Furthermore, dental caries is a chronic, progressive, multi-factorial, 

infectious disease that can begin in early infancy and that, by the time children reach 

adulthood, will affect over 92 percent of the U.S. adult population (9). A smaller 

proportion of the U.S. population will develop more moderate or severe dental caries. 

Dental caries prevalence and severity varies by age, dentition and type of tooth surface 

(10). Historically, dental caries control has been addressed by daily brushing, 

modifying dietary practices, and improving the resistance of tooth enamel and acid 

attack.  
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Early Childhood Caries (ECC) is a specific form of dental caries in young 

children. The American Dental Association (ADA) defined ECC as the presence of 

one or more decayed (non-cavitated or cavitated lesion), missing (caused by dental 

caries), or filled tooth surfaces in any primary tooth in preschool child between birth 

and 71 months of age (11). The 7th National oral health survey in Thailand was 

reported in 2013, revealed that the average if DMFT score is 2.7 in 3 year-old children 

which was decreased from the previous survey but still high and more severe than the 

other aged group(12).  

Several researchers have discussed and revealed about the ECC are 

dependent on their mothers, primary prevention program which aim to reduce ECC by 

improving the oral health of mothers are likely to improve the oral health of their 

offspring (13).However, a study in Japan (2008) revealed that ECC was associated 

more strongly with children-related health behavior than mother-related health 

behavior especially in children aged lower than 2 years old(14). So, even though 

mothers do not have good health behaviors, if they pay more attention to their children 

than then, the children will have fewer ECC problems(15). As mothers are most 

important of the primary caregiver and are therefore generally responsible for care 

decisions about their children’s oral health care and access to health services, they are 

the major influences on their children’s health. By contrast, a more recently of 

Thailand context, most of children stay with caregiver who are not mothers such as 

grandfather, grandmother, or relatives. Furthermore, from the pilot study of the 

researcher in 2011 about the campaign which encourage the caregiver to brush the 

teeth of children at home before bedtime was shown that more than 50 percentage of 

children stay with caregiver who are not the mothers (16). 

Dental caries is a disease present with dental cavities or tooth decay, which 

damages the structure of teeth (17). It is one of the major oral diseases in children, 

young age as well as in any age and caused by multifactorial and complex interactions 

between cariogenic bacteria (eg. Streptococcus mutans and some strains of 

Lactobacillus) together with dietary carbohydrates that change pH level and attack 

mineral cycle in the oral cavity and finally can cause pain and diseases that can 

command tooth loss in all ages (18). Globally, dental caries level among 35-44 years 

old by using DMFT index (Decayed, Missing and Filled Teeth index), most developed 
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countries show high DMFT values, but lower values level especially in countries 

moving forward to become developed like Asia and Africa (19). Various aspects like 

socio-economic, accessibility and utilization of dental health services, oral health 

knowledge and practices and health insurance coverage are manipulated to dental 

caries distribution in urban as well as rural settings around the world (20). 

Growth and development in children are influenced into some instances by 

dental caries in early life as well as presented with pain and swelling in affected area, 

and also can progress to get risk of cardiovascular disease, infective endocarditis, 

pneumonia coordinate with other gum diseases and dental infections (21). Not only 

biological factors also behavioral and socio-economic factors among children and 

parents/caretakers can affect early childhood caries (ECC) (22). The most serious 

predictors of ECC are undoubtedly high intake of sugar and sweet snacks, particularly 

feeding at night time (23), prolonged breast feeding (longer than 12 months) (24), 

eating behavior including beverage consumption (25), parental oral health behaviours 

including knowledge and attitude towards oral health, tobacco use, socioeconomic 

status of parents, parental stress, environmental influences, nutritional status of 

children like under nutrition or over nutrition in their age  and microbiological risks 

(26).  

The global trends data of dental caries prevalence among children are 

usually supplied by the WHO (27). In the global oral health figures, the number of 

children with untreated dental caries in most of the countries is still pile up 

prominently increasing the number of dmft/DMFT indices and prevalence percentage 

(28). The average DMFT around the world was 2.11 (± 1.32) (30). Average dmft of 

half of the country was 1.8 teeth per person (29). This high number of caries among 

children is potential thread to elevate the quantity of adolescent caries and adult caries 

in the future (30). Caries prevalence rate of children during 3 to 6 years old in Asia are 

90-70% in Thailand, Malaysia, Myanmar, Vietnam, Cambodia, Lao, Philippines, 

Taiwan, 70-50% in China, Hong Kong, Korea, India, Japan and less than 50% 

prevalence in Brunei, Singapore, Indonesia (12 years old) respectively (31).  

Oral health goals year 2020 is agreed by the Federation Dental 

International (FDI), the International Association for Dental Research (IADR) and 

WHO (32). According to oral health goals year 2020, design special care programs for 
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the group with high risks by using more specific and qualified measurement of caries, 

available of health information system, resources, socioeconomic status of people, 

public health preventive approach (30, 32). Because of high prevalence of dental 

caries, the treatment need is increased (32). But treatment to all community is not 

practical at the moment due to limited resources like time, person, money, 

demographic barriers (33). On the other hand, prevention is more affordable if the 

people know the factors affect to dental caries (34). Through many years, prevention 

of dental caries program has become an important policy of Ministry of Health in 

many countries (33, 34). From the perspective of prevention, most predictors are 

considerable for prevention by changing life style including feeding practices and 

other oral hygiene behaviors and staying away from the risky practices (34). So, oral 

health promotion practices that sustain good oral health is important for every person 

(34). 

Since 1977, Thailand has prioritized children as the main target group in 

prevention of dental caries by establishing the nationwide dental preventive program 

in school (35). Oral health programs of Thai government in a few decades ago were 

disease-based and typical of those set by many countries (36). The oral health goals in 

year 2000 for adolescents stated that not less than 75% of 18-year-olds should retain 

all 28 permanent teeth, and all 18-year-olds should have at least two sextants, on 

average, with healthy periodontal tissues (Community Periodontal Index; CPI = 0) 

(36). In 2007, the Thai government published its oral health goals for 2020 in 

accordance with the FDI/WHO/IADR guidelines and a theoretical framework for 

linking clinical status and quality of life was developed (37). The ultimate goal of the 

Thai Oral Health Service is: "people of all ages should have oral health that enables 

good quality of life and social well-being" (37) and clinical goals were set based on 

the assumption that a reduction in oral diseases would lead to better quality of life 

(38). 

The recent situation in Thailand, the caries prevalence is very high among 

ASEAN countries and there is data from previous studies on the dental caries from 

selected provinces around the country especially in Southern, Northern and Central 

part of Thailand. However, two studies in Northern Thailand are very close to this 

study but they used data that collected since 2000 and it is need to improve and the 
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geographical, cultural, beliefs and lifestyles are different (39, 40). In Ratchaburi 

province, according to the 5th regional data on dental caries among 3 years old children 

was 60-70% in 2015 and it is the highest rank of dental caries prevalence rate in the 

whole region (41). Furthermore to the researcher’s knowledge, there is no updated 

epidemiological study of oral health status regarding risk factors in Ratchaburi 

province. The study of proportion and factors influenced to early childhood caries 

among pre-school children is therefore proposed.  

Health literacy is an important issue in public health today, especially as 

patients are taking a greater role in obtaining information about their health. WHO has 

defined health literacy is  an  individual's  ability  to  read,  realize,  manage  and 

understand  basic  health  care  information  and  health  service  including  the  ability  

to make  health  decisions  and  follow  instructions  for  treatment  appropriately(42). 

As WHO mentioned that the Health Literacy has been defined as the cognitive and 

social skills which examine the motivation and capable of individuals to gain access 

to, understand and use information in ways which promote and maintain good health. 

In addition, Health Literacy means more than being able to read pamphlets and 

successfully make appointments. By improving people's access to health information 

and their capacity to use it effectively, health literacy is critical to empowerment. The 

Health literacy idea has just been known extensively.  It is  not  only  the  ability  to  

read  or  write  but  also  the  ability  to  process  a  message  that read  or  hear  and  

analyze  to  apply  to  situations  appropriately  including  the  ability  to understand   

instructions   on   medical   label,   appointment   slips,   medical   education 

brochures,  consent  forms,  and  health  care  systems(43). Health  literacy  is  

particularly  important  in  healthcare  systems  because health providers usually make 

use of written language more than spoken language in healthcare communication to 

save time for each patient so they cannot reach the understanding totally. In speech, 

health providers often speak quite fast for cover all content in case of a large number 

of consumers(44). Health care systems are becoming more complex nowadays and 

with the provider's gesture may cause the consumers dare not ask if they do not 

understand or they cannot question because of the cultural  factors  or  value.  In  

addition  to  these,  the  ability  to  recognize  of  the  elderly consumers has regressed 

limiting the understanding information, so it can be risky in those consumers(45). The 
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consequences are misused treatment, higher costs, worse results of  treatment,  long-

hospitalized,  stress  or  depression  of  patients,  denial  of  treatment, and failure to 

make the appointments. So we can conclude that health literacy affects appropriate the 

health care system and have to be concern about the relationship(46). 

Adequate health literacy is critical for interpreting treatment information 

and following recommended treatment plans. It is also influences communication with 

health care providers and navigation of health care system (47). But nowadays, it  is  

accepted  having low health literacy is the social problem issues as it has an effect on 

health problems and social being.(48) The low levels of health literacy often mean that 

a person is unable to manage their own health effectively, access health services 

effectively, and understand the information available to them (49). Low Health  

Literacy  is  a  major  barrier  to  appropriate  health  care(50). Poor Health literacy 

skills among adults are surprisingly common in developed countries. Estimation of the 

proportion of the population in individual Organization for Economic Co-operation 

and Development (OECD) countries lacking functional literacy skills range from 7% 

to 74%(51). In developing countries, these figures are far higher. In a survey of 

Medicare enrolled, more than one-third of respondents had inadequate or marginal 

health literacy(52). Health literacy has also been found to significantly impact timely 

use of preventive health services, understanding disease and treatment(53), adherence 

to medical instructions, self-management skills and health outcomes(54). These 

factors may explain why patients with adequate health literacy are less likely to be 

hospitalized than those with inadequate health literacy(55). In addition, patients over 

age of 60 are more likely to have both poor health literacy skills and suffer from 

chronic conditions such as cardiovascular disease(56).  

Patients with lower health literacy face many hurdles. They have higher 

rates of hospitalization(57), poorer health outcomes and increased mortality(57,58). 

Many studies also have demonstrated that they have a poorer understanding about 

their disease process(59). Then it is important that to design educational interventions 

to improve care and also be effective in patients with lower literacy. 

Because of the oral health literacy skill affects the oral healthcare 

personnel's status and quality of life not only in adult but also in the every aged group. 

Providing oral healthcare knowledge, which consumers can understand and apply, lets 
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consumers realize the importance oral of health status, which has related to a healthy 

body. That is, if there is a collective understanding of the importance of the oral  

health  status  as  well,  it  can  improve  oral health  and  prevent  disease  to  occur. 

Providing  oral healthcare  knowledge,  which  is  useful,  counts  as  the  ethical  

professional (59) responsibility of every oral healthcare provider. And the children 

need to be supervise by caregiver which can lead to be better in oral health but there 

are a few study about the oral health literacy of caregivers in children with ECC 

problems. 

Many reasons explain why preventable oral diseases remain widespread in 

children and why caregivers may not adopt preventive practices that are effective in 

maintaining oral health(60). Finances and access are major reasons, but other reasons 

are plausible. Literacy of caregiver may be an important explanatory variable in oral 

health behavior and the development of dental caries among children. Caregiver 

literacy is related to other health outcomes among young children(61) and may 

represent a mutable factor for overcoming dental health disparities. In this study, the 

researchers investigated the association between caregiver's literacy and their child's 

oral health status when other factors were also considered. 

 

 

1.2 Research questions 

1. What is the the  prevalence of dental caries status in children aged 0-3 years? 

2. What are factors related to dental caries status in children aged 0-3 years? 

 

 

1.3 Research Objectives 

 

1.3.1 General objectives 

To study dental caries status and related factors in children aged 0-3 years. 

 

1.3.2  Specific objectives 

1) To  describe  the  prevalence of dental caries status in children aged 0-3 

years. 
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Socio – demographic factors:  
 Type of care giver 

 Age 

 Sex 

 Education 

 Occupation 

 Monthly family 

income 

 Number of children 

 
Dental Caries Status                 

 

2) To describe the socio-demographic factors, oral health literacy and oral 

health care behavior of caregivers with children aged 0-3 years. 

3) To determine dental caries status and variables in children aged 0-3 

years. 

 

 

1.4 Conceptual Framework 

Independent Variables Dependent Variables 

 
 
 
 
 
 
 
 

 

 

      Oral Health Literacy 
 Cognitive skill 
 Access skill 
 Communication skill 
 Decision skill 
 Self management skill 
 Media skill 
 
 
   
      Oral health care behavior 

               of caregivers  

 

 

 

 

Figure 1.1 Conceptual Framework 
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1.5 Operational definitions 

 

1.5.1  Independent variable:  

Health Literacy refers the cognitive and social skills which determine the 

motivation and ability of individuals to gain access to, understand and use information 

in ways which promote and maintain good health. Its component are cognitive skill, 

access skill, communication skill, decision skill, self management and media literacy 

skill(38). 

 Cognitive skill refers to the abilities to gain meaning and knowledge 

from experience and information. Cognition is more then just learning information, it's 

the ability to think about new information, process and speak about it and apply it to 

other, previously acquired information. 

 Access skill refers to the ability or right to approach, enter, exit, 

communicate with, or make use of the healthcare. 

 Communication skill refers to the activity of conveying information 

through the exchange of thoughts, messages, or information, as by speech, visuals, 

signals, writing, or behavior. 

 Decision skill refers to the act of reaching a conclusion or making up 

one's mind. 

 Self management skill refers to the tasks that an individual must 

undertake to live well with one or more chronic conditions. These tasks include 

gaining confidence to deal with medical management, role management, and 

emotional management. 

 Media literacy skill refers to the critically thinking about media 

content and is defined as a process to develop metacognitive reflective strategies about 

media content and context. 

Socio-demographic factors 

 Age refers to the complete years of respondent at the time of interview. 

 Education refers to the highest level of education attained by the 

respondent. 
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 Occupation refers to the job of the respondent, classified into 

government employees, private employees, merchants and housewives 

 Monthly family income refers to the amount of money the respondent 

earns or receives monthly from all sources, in Baht (B), the currency of Thailand. 

 Number of children refers to the number of children who live in the 

same family with the respondent that they have the responsibility to take care of. 

Oral health care behavior refers to facts or state of knowing and 

understanding of the respondents, related to etiology and prevention of dental caries. 

Not only how the caregivers analyze the outweighing of doing dental caries preventive 

behavior for their children but also refers to how the caregivers reason the obstacles in 

doing dental caries preventive behavior for their children. 

 

1.5.2  Dependent variable  

Dental caries status in children (DMFT score) 

Based on health outcomes are a change in the health status of an 

individual, group or population which is attributable to a planned intervention or series 

of interventions, regardless of whether such an intervention was intended to change 

health status. Such a definition emphasizes the outcome of planned interventions (as 

opposed, for example, to incidental exposure to risk), and that outcomes may be for 

individuals, groups or whole populations. Interventions may include government 

policies and consequent programs, laws and regulations, or health services and 

programs, including health promotion programs(39). 

In dentistry, we can use DMFT score which refers to the index is usually 

used to describe the dental caries experience of each person in the population and refer 

to dental caries status in any aged group. D represents the average number of cavity 

per person; M is the average number of tooth extraction/indication of missing tooth; F 

is the average number of tooth filling; while T is for teeth. Therefore, DMF-T 

represents the average number of dental defect per person (could be tooth decay, 

extraction or filling). If “YES” means DMFT ≥1 which can describe that having caries 

experience while “NO” means DMFT = 0 which can describe as caries free(40). 
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1.6 Limitation of the study 

Based on this study was cross-sectional study that should be localized only 

province and there were any possibly recall bias. 
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CHAPTER II 

LITERATURE REVIEW 

 

 

This chapter review presented literatures of this study, which outline main 

topics as follows: 

 

 

2.1 Trend of Early Childhood Caries (ECC) and its prevention  

2.1.1 Early Childhood Caries (ECC) 

Dental caries is probably the most common chronic disease of childhood 

(30).It is an infection disease of the teeth that is moderated by life style and dietary 

habits in particular, and can affect humans of all ages, not to mention children in very 

young ages. This disease, if left untreated, may lead to pain, and impair the quality of 

life, nutritional status development of children (30). 

ECC is a particular virulent form of dental caries in mostly young children 

It is a relatively new term recognized and uses by the ADA to mean “the presence of 

one or more decayed (non- cavitated or cavitated lesions), missing (due to cerise) or 

filled tooth surfaces in any primary tooth in a preschool-age child between birth and 

71 mouths of age” (30). Non –cavitated often appear as smooth, dull, white or brown 

spots on the primary maxillary (upper) teeth. Cavitated lesion often appear as 

brownish, rough breaks on normally smooth, enamel surfaces (30,32).  

Good oral health composed of healthy gum, hard and soft palate, lingings 

of the mouth and throat, toungue, lips, salivary glands, chewing muscles and upper 

and lower jaws, which is broader than dental health. Good oral health enables us to 

speak, smile, kiss, breathe, whistle, smell, taste, drink, eat, bite, chew, swallow and 

express feelings. Oral cavity is a window of the body which regulate the intake into 

the body as well as defence against infections (3). Oral health considered as human 

right, which is allied with essential general health (44).  
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Disease free mouth can decide the general health of our body. Oral 

diseases are often hidden and invisible, but can be diminished or precluded by simple 

and operative measures at individual and population levels. 3.9 billion people around 

the world are suffered oral diseases in their health record. Untreated dental caries is 

now become the commonest prevalent oral disease studied from 1990 to 2015 within 

the casing of the International Global Burden of Disease study, ie, affect nearly 100% 

of population around the world (31). 90% of population are affected by severe 

periodontitis worldwide, and it was recorded as sixth most common oral disease (45). 

Oral cancer which is more prevalent in South Asia where use betal nuts, tobacco and 

alcohol consumption, involve in the top 10 list of common cancers in the world.  

Early childhood caries can happen in any tooth with dental plaque (a 

biofilm) which can harbor the bacteria that ferment a dietary carbohydrate to acid 

cause fall in pH to below 5.5. pH changed within 30 minutes after meal and become 

acidic environment in oral cavity stimulate demineralize again and again. These 

situations are buffered by saliva and create alkaline condition which regains mineral 

called remineralization. The cycle of mineralization (de- and re-) end up with trounce 

of mineral and cavity become on the surface of tooth (51, 52).   

2.1.2 Etiology of ECC 

The basic mechanism for all types of dental caries, including ECC, is 

called demineralization. It is a process of tooth mineral loss due to acidic substrate 

produced by pathogenic bacteria in dental plaque. Dental plaque is clear bio films that 

stick to the teeth, made up mainly of microscopic germs which are in the mouth at all 

time (33). One of the most important bacteria which can cause caries is Streptococcus 

mutant. The presence of fermentable carbohydrate (in sugar-containing snacks and 

drinks) supports the metabolism of these acidogenic microorganisms, resulting in an 

acidic substrate that dissolver the minerals in teeth. If this demineralization process 

continues, it will result in cavitation of the tooth (32,33). 

2.1.3 Characteristics of ECC 

An epidemiologic characteristic of ECC is that it can begin soon after the 

teeth erupt and progresses rapidly to the cavitations stage in stage in only 6 to 12 

months. It has a distinct pattern attacking first the maxillary anterior teeth, then the  

fissures of molars and finally the proximal surfaces of molars (34, 35). Untreated ECC 
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may lead to early loss of the primary dentition and affect the growth and maturation of 

the secondary dentition. Children with ECC are shown to have an elevated for new 

lesions as they grow older, both in the primary and adult dentition, since decay in the 

primary teeth is the best predictor for decay in the permanent teeth. The poor dental 

health and disease often persist until adulthood, which affecting speech articulation, 

growth and dietary practice. At the most extreme cases, ECC can also lead to rampant 

decay, chewing problems, malnutrition, gastrointestinal disorders, and low self – 

esteem (35). Moreover, it can cause infection, pain abscesses, and even life 

threatening from focal infection and sepsis, since the microorganisms can spread 

through the blood to other part of body organs, such as the heart and brain (41). 

Streptococcus mutans, the primary microbiological agent in causing ECC, 

usually transmitted to the children from their mothers or primary care givers. It should 

be noted that a mother and her young child often share food and eating utensils, and 

the mother usually blows, per chews the child’s food. Suppressing bacteria level in 

mothers can prevent, or at least delay, infection of ECC from mothers to their children 

(42). 

2.1.4 Treatment of ECC 

ECC is difficult manage in the dental clinics. Surgery, antibiotics, general 

anesthesia and hospital admission may be required (35,37), making ECC a disease 

which is very costly to treat. These restorative treatments are performed especially in 

children who have extensive ECC. However, these approaches are proved to be 

inefficient because this infections disease will likely to be recurrent within mouths if 

the only treatment is restorative. Even, researches have shown that tooth with filling 

tends to have greater risk of having caries than sound tooth surface . Although tooth 

filling may eliminate the bacteria at the site of the restoration, the remainder of mouth 

is left untouched, caries continues unchecked and the bacteria commences to re-

colonize rapidly at the margin of the filling . Those facts mentioned above give more 

reasons to put more efforts on the prevention of ECC rather than in doing treatment for 

this disease 

2.1.5 The prevention of ECC 

 Extensive research has revealed that individual, professional and 

community prevention methods are preventing most oral diseases effectively (43), 
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including ECC which is largely preventable in most developed countries. Since the 

risk of having ECC occurs from the very first tooth erupted  in a baby’s mouth, and it 

can be as early as 6 months of age, oral health promotion and prevention need to be 

started in the early stages of children’s lives (43). 

Stages of ECC Prevention 

Preventive measures can divide into various stages;  

Stage 1 – Pregnancy   

Infant oral health begins with prenatal oral health counseling for 

prospective parents in order to generate awareness about dental diseases, its 

prevention and the means in providing a suitable environment for the child to develop. 

At the end, the improvement of the mother’s oral hygiene, dietary habit and the use of 

mouth rinse can have a significant impact on the  child’s caries rate in the future. 

Stage 2 – Infancy (0-1 year) 

The major reservoir from which infants acquired Streptococcus mutans is 

their mothers (Vertical transmission) Horizontal transmission between members of a 

family or group can also occur. Eliminating saliva sharing activities can thus reduce 

the development of caries in infants. 

Stage 3 – First Dental Visit  

The first oral examination should occur within 6 months of the eruption of 

the first primary tooth, and no later than 12 months of age. 

Stage 4 – Care of the Primary Dentition 

Oral hygiene measures include the following: 

• The infants’ teeth should be cleaned before placing the child in bed. 

• Tooth brushing should be performed twice daily with a fluoridated 

toothpaste with a soft, age-appropriate sized toothbrush. 

• Parents should use a “smear” of toothpaste to brush the teeth of a child 

less than 2 years of age. 

• A “pea-size” amount of toothpaste can be used for children age 2-5 

years old, but they should be taught to never swallow the toothpaste. 

• Dental flossing can be initiated when adjacent tooth surfaces cannot be 

cleansed by a toothbrush. 
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• Brushing should be supervised and assisted until age 8. A small, 

circular scrubbing motion is recommended for children. 

• Infants should not be put to sleep with a bottle containing fermentable 

carbohydrate. 

• At –will breast –feeding should be avoided after the first primary tooth 

begins to erupt and other dietary carbohydrates are introduced. 

• When infants approach their first birthday (around 12 to 14 months of 

age), they should be weaned from the bottle and drink from a cup instead. 

• Repetitive consumption of any liquid containing fermentable 

carbohydrates from a bottle or training cup should be avoided. 

• Between- meal snacks and prolonged exposures to foods and juices or 

other beverages containing fermentable carbohydrates should also be avoided (42). 

Dental caries prevention measures, including standard and enhanced 

prevention, can also be divided according to age of the children (43). So, there were 

some approaches specifically for each group of preschool age, and that includes for 

the children age 3 to 5 years old, which were the main focus of this current study. 

Standard prevention recommended for 3 to 5 years old children, 

considering the 3 major aspects that has been emphasized in this study can be 

summarized as follows: 

1. Oral hygiene habits, especially for tooth brushing, include: 

• Tooth brushing should be done by the caregiver (mother). 

• Adequate time is around 2 minutes. 

• Twice daily, morning after breakfast and evening before going to bad 

• Use a pea-sized amount of 100 ppm fluoride paste, and teach the child 

to spit, don’t rinse, and never swallow the tooth pastes. 

• Tooth brushing should be started when the child got his/her first tooth   

2. Dietary habits: 

• Restrict sugar to no more than 4 times per day 

• Drink only water or milk between meals. 

• Sugar-free snacks only, fresh fruit is recommended. 

• No more food and drink, except plain water, after brushing at night 
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• Be aware of hidden sugar in food and acid content of drink, such as in 

soft/soda drink and packed fruit juices. 

3. Regular dental check up: 

• Dental check up at least 2 times per year (every 6 mouths). 

 

Primary Health Care Approach for ECC 

Some approaches have been recognized widely in preventing dental caries. 

These include establishing and maintaining good maintaining good oral hygiene, 

optimizing systemic and topical fluoride exposure, and eliminating prolonged 

exposure to simple to simple sugars in diets (43). Usually, these approaches work 

effectively at individual, family and community levels, when they are endorsed by 

government’s dental health policy. 

Apart from those approaches, there are some interventions that can only be 

provided by dental pro fissional, such as chlorhexidine and sealant application (44). 

Even though there forms of protection against caries have proved efficacious in 

clinical trials, their usefulness in everyday practice has been questioned. In addition to 

being costly, they also require sufficient numbers of dental professionals, making it 

difficult for them to be available to the whole population (44). 

Affordability, availability and accessibility of ECC preventive methods 

have to be past of a consideration in selecting programs to be applied to a population 

widely. Primary health care approaches which emphasize community empowerment 

are probably a means of ensuring equalities of oral health care among the poor and 

disadvantaged population (45, 46).   

The framework of ECC prevention with a primary health care approach 

encloses the involvement of family, caregiver, parental environment and community 

surrounding the child. In addition, motivation of children’s parents to take 

responsibilities for their children’s dental health has an important part in following 

preventive advice and supervising many of these interventions. This includes a child to 

have a regular dental check up. It is almost impossible to carry a preventive  procedure 

in dental visit if parents only take their children to a dental clinic after they have 

already developed dental pain. Because both and parents are anxious in such 
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situations, it is difficult to build a good rapport with them. This means parents; 

mothers in particular, play crucial roles in preventing ECC in their children (47). 

2.1.6 Mother’s role 

As mothers are most often the primary care givers and are therefore 

generally responsible for care decisions about their children’s healthcare and access to 

health services, are the major influences on their children’s health. Furthermore, 

Streptococcus mutans, the primary microbiological agent in causing ECC, usually 

transmitted to the children from their or primary care givers. Some practices such as 

sharing food and eating utensils, blowing or pre-chewing the children’s food, that 

usually done by mothers, put children in greater risks in having ECC. So, primary 

prevention programs which aim to reduce ECC by improving the oral health of 

mothers are likely to improve the oral health of their offspring (47,48). 

However a study in Japan (2008) revealed that dental caries was associated 

more strongly with child – related health behavior than mother – related health 

behavior (49). So, even though mothers do not have good health behaviors, if they pay 

more attention to their children, then the children will have fewer dental caries 

problems. The study suggested that encouraging mothers to have good knowledge 

about preventing dental caries in child – rearing could rearing could result in children 

enjoying better oral health (50). 

2.1.7 Dental Caries Experience 

DMFT score which refers to the index is usually used to describe the 

dental caries experience of each person in the population and refer to dental caries 

status in any aged group. D represents the average number of cavity per person; M is 

the average number of tooth extraction/indication of missing tooth; F is the average 

number of tooth filling; while T is for teeth. Therefore, DMF-T represents the average 

number of dental defect per person (could be tooth decay, extraction or filling)(40). 

 

 

 

 

 

 



Fac. of Grad. Studies, Mahidol Univ.    M.P.H.M. / 19 

2.2 Health Literacy 

2.2.1  The contents of health literacy 

Health literacy has been called the first public health movement of the 21st 

century. Practical health literacy for chronic disease prevention and management 

currently involves a variety of domains centered on communication and 

empowerment(53). 

According to the World Health Organization, health literacy is “the 

cognitive and social skills which determine the motivation and ability of individuals to 

gain access to understand and use information in ways which promote and maintain 

good health”. On the basic of this definition, Nutbeam proposed a model of health 

literacy that includes three levels(54); 

Level 1, Functional/Basic literacy refers to the basic ability to read and 

write. It reflects the communication of factual information on health risks, and on how 

to use the health system. It leads to improve knowledge of health risks and health 

services, and compliance with prescribed actions. Generally such activities will result 

in individual benefit, but may be directed towards population benefit (e.g. by 

promoting participation in immunization and screening programs). 

Level 2, Communicative/interactive literacy concerns one’s ability to 

coordinate functional literacy and social skills to fully participate in daily activities 

and communication. It focuses on the development of personal skills in a supportive 

environment. This approaches to improve personal capacity to act independently on 

knowledge, specifically to improving motivation and self-confidence to act on advice 

received. Much of this activity will result in individual benefit, rather than population 

benefit.  

Level 3, Critical literacy addresses a person’s potential to evaluate 

information. It reflects the cognitive and skills development outcomes which are 

oriented towards supporting effective social and political action, as individual action. 

Within this paradigm, health education may involve the communication of 

information, and development of skills which investigate the political feasibility and 

organizational possibilities of various forms of action to address social, economic and 

in the recent past, considerable attention has been given to analyzing the determinants 

of health, and to the definition of outcomes associated with health promotion activity. 
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This has led to the development hierarchies of ‘outcomes’ from health interventions, 

which illustrate and explain the linkages between health promotion action, the 

determinants of health and health outcomes. 

These models generally distinguish between different levels of outcome. 

At the end-stage of interventions are ‘health and social outcomes’, usually expressed 

in terms of mortality, morbidity, disability, dysfunction, quality of life and functional 

independence. 

Intermediate outcomes represent the determinants of these health and 

social outcomes. Personal behaviors, e.g. smoking or physical activity may increase or 

decrease the risk of ill health, and are summarized as ‘healthy lifestyle’. ‘Healthy 

environments’ consist of the environmental, economic and social conditions that can 

both impact directly on health, as well as support healthy lifestyle. 

Health promotion outcomes represent those personal, social and structural 

factors that can be modified in order to change the determinants of health 

(intermediate health outcomes). These outcomes also represent the most immediate 

target to the personal, cognitive and social skills which determine the ability of 

individuals to gain access to, understand, and use information to promote and maintain 

good health (55). 

Not surprisingly, low literacy in a population is directly and indirectly 

associated with a range of poor health outcomes (56). As well as, there is clear 

correlation between inadequate health literacy and poor health outcomes. 

However, low health literacy is particularly common among elderly 

persons, individuals with a chronic illness or disability, persons who live in poverty, 

individuals who do not speak English, and persons with a mental illness. 

Whereas, the researchers in Canada noted health literacy as “people’s 

ability to find, understand, appraise and communicate information to engage with the 

demands of different health contexts to promote health across the life-course” (57). 

Much of the original research that has exposed the relationship between 

low literacy, patient decision making, compliance with prescribed medication use, and 

capacity to self manage disease has emanated from the United States. In this literature, 

the term “health literacy” is commonly used to describe the set of individual literacy 

capacities that act as a mediating factor in health and clinical decision-making (58) 



Fac. of Grad. Studies, Mahidol Univ.    M.P.H.M. / 21 

Health literacy is currently that an individual needs to access, understand 

and act on health information. It allows the individual to navigate the complex 

healthcare system and realize the full benefit of the delivery system (59). In addition, 

maintain and improving health. 

However, a major hurdle is the high prevalence of patients with poor 

health literacy skills. An ethical approach to remediating low health literacy  would be 

to train, educate, and empower people, giving them the skills and abilities they need 

for functional health literacy. Furthermore, patient’s health literacy, especially 

communicative health literacy, was related to the process of communicating with 

physicians during medical visits (60). 

2.2.2 Related studies for health literacy 

Poor health literacy skills among adults are surprisingly common in 

developed countries. Estimation of the proportion of the population in individual 

Organization for Economic Co-operation and Development (OECD) countries lacking 

functional literacy skills range from 7% to 74% (62). In developing countries, these 

figures are far higher. 

In a survey of Medicare enrollees, more than one-third of respondents had 

inadequate or marginal health literacy (64). About forty million people have 

inadequate health literacy and are unable to understand the basic principles behind 

taking their medications or following directions from their physicians. 

The study that was done at public hospital found that 81% of English 

speaking patients aged 60 years or older had inadequate health literacy (65). 

Moreover, the highest rate of inadequate health literacy was in Cleveland (34.1%), 

followed by Houston (28.0%), South Florida (17.3%), and Tampa (16.6%) for English 

speakers (66). In America, the National Adult Literacy Survey (NALS) also 

documented that minority populations and older adults, who share the greatest burden 

of health disparities, have the lowest literacy skills (67). 

It is considered that individuals with adequate HL are likely to adopt 

healthy behaviors and have improved health. Indeed, limited HL is acknowledged to 

have negative impacts on various health-related behaviors and health outcomes, 

including less knowledge of disease management and health-promoting behaviors, 

poorer health status, less use of preventive services and a higher rate of hospitalization 
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and emergency services use (68). Thus, it is plausible that lower communicative and 

critical HL is related to less optimal health-related behaviors and health as well. 

 

 

2.3 Oral health care behavior of caregivers. 

The study which was done by Williams proved that patient with poor 

behavior in oral health care especially for chronic disease, such as disease, asthma, or 

hypertension, have less knowledge of their disease and its treatment and fewer correct 

self-management skills, compared to literacy patients (61,62). 

Children with good oral health status are originated from their parents 

attention to their children hygienic practices like start tooth brushing with fluoride 

tooth paste and helping them tooth brushing. Fail to perform protective oral health 

behaviors and practices will lead to dental caries(63). 

 

 

2.4 Previous related Studies 

From the findings of some studies, functional health literacy significantly 

affects a patient’s medication compliance (69,70). In one of the studies, individuals 

with inadequate health literacy and marginal health literacy were more likely to die 

during follow-up than those with adequate literacy (70).  

Health literacy has also been found to significantly impact timely use of 

preventive health services, understanding disease and treatment (71), adherence to 

medical instructions, self-management skills, and health outcomes (72). 

These factors may explain why patients with adequate functional health 

literacy are less likely to be hospitalized than those with inadequate health literacy 

(73). In addition, patients over age 60 are more likely to have both poor health literacy 

skills and suffer from chronic condition, such as cardiovascular disease. 

Patients with lower health literacy face many hurdles. They have higher 

rate of  hospitalized, poorer health outcomes and increased mortality. Many studies 

also have demonstrated that they have a poorer understanding about their disease 

processes (74,75). Thus, it is important that educational interventions designed to 

improve care, also be effective in patients with lower health literacy. 



Fac. of Grad. Studies, Mahidol Univ.    M.P.H.M. / 23 

Inversely, the increased HL may help patients understand their health 

problems, seek information from health care providers and other sources, and make 

informed and shared decisions, leading to better treatment adherence and subsequent 

self-management (76). Some studies have shown an association between limited 

literacy and poorer knowledge about  health conditions, less use of preventive services 

(77). 

Low health literacy is associated with multiple negative outcomes, such as 

poor use preventative care and increased hospitalizations. But, some studies have 

shown that there is not a direct relationship between health literacy and medication 

adherence.  

In 1990, Baker et al. developed the TOFHLA as two abbreviated version: 

the brief-TOFHLA and the short TOFHLA. Both use the abbreviated, S-TOFHLA, in 

research studies and one must look at the description of the instrument to determine 

which test is being administered. The advantage of both tests is the reduced time of 

administration (78). 

2.4.1 Related studies for independent variables 

Socio-demographic factors 

With regard to socio-demographic factors, advanced age, lower 

educational attainment and lower economic status tended to be associated with lower 

health literacy is more common among patients who have low educational attainment 

and among immigrants, older patients, and racial and ethnic minorities. 

Although there is no clear-cut association between health literacy and 

gender; some studies indicate that women have higher health literacy. In our society, 

low health literacy pervades especially in the elderly groups. Studies in both indigent 

(79) and Medicare (80) populations indicated that health literacy is lower among older 

individuals. In one of the studies, female gender, younger age, higher education, and 

higher income were related to get the higher scores. (81) 

Indirectly, low literacy is often linked to poor socioeconomic 

circumstances, and this in turn is associated with adverse effects on health that are 

independent of other risk factors. Patient education also plays a critical role in 

facilitating patients’ acceptance of their diagnosis and understanding behavioral 

changes required for active participation in treatment (82).  
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2.4.2 Measurement of Health literacy   

There are several alternative measures for assessing health literacy. 

Among them, the two main instruments were the Rapid Estimates of Adult Literacy in 

Medicine (REALM) and the Test of Function Health literacy in Adults (TOFHLA). 

These are frequently used by the researchers. 

2.4.2.1 Rapid Estimate of Adult Literacy in Medicine 

In 1991, Davis at al. conceived the first screening instrument 

to estimate patient literacy in the primary care, patient education, and medical research 

settings (83). Two years later, they developed a shortened version of the REALM (84). 

And then, Bass et al. (2003) designed the Rapid Estimate of Adult Literacy in 

Medicine Revised (REALM-R) to condense the REALM. The reliability and validity 

are acceptable. 

However, all three forms of the REALM do not measure the 

patient’s understanding of the words, only measure sight-reading ability. Actually, the 

REALM and shortened REALM assign only grade range equivalents and were 

specifically designed to identify patients who read at levels below ninth grade. The 

REALM-R only identifies those at risk for poor health literacy.  

2.4.2.2 Test of functional Health literacy in Adults 

The TOFHLA was the next instrument to appear in the 

literature and was specifically identified as a measure of “functional health literacy”. 

Developed by Parker et al, the TOFHLA tests a patient’s ability to read passages and 

phrases containing numbers using real materials from the health-care setting (85). The 

test consists of two parts: (a) numeracy and (b) reading comprehension section, health 

perspective, health literacy is seen as an asset to be  built as an outcome to health 

education and communication that supports greater empowerment in health decision-

making. It commences with recognition of prior knowledge and capability (a), leading 

to tailored health education and communication (b). At this point the model varies 

significantly indicating the purpose of the health education as being directed towards 

the development of relevant personal knowledge and capability (c), and interpersonal 

and social skills (d, e). This conceptualization of health literacy has its roots in 

educational research into literacy, and concepts of adult learning and health 
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promotion. One of the researches to support these ideas is a t a more developmental 

stage and has emanated mainly from the UK, Australia, and Canada (85). 
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CHAPTER III 

RESEARCH METHODOLOGY 

 

 

3.1  Study design 

This study was a cross-sectional design. The data were collected by 

interviewing caregivers with children aged 0-3 years old about their socio-

demographic, oral health literacy, oral health care behaviors and dental caries status 

were examined by only one dentist who has been working for 10 years.   

 

 

3.2  Study area 

The study site will be in Ratchaburi Province, Thailand where is the rural 

area. It consists of 10 districts. In each village, there are 2 village health volunteers of 

oral health branch.  

 

 

3.3 Study population 

The population of this study is caregivers with children aged 0-3 years 

living in Ratchaburi province, Thailand. The number of children aged 0-3 years old is 

around 17,866 by mid-year population reported in 2015 from Ratchaburi Provincial 

Health Office, Ministry of Public Health, Thailand. 

 

Criteria for selection  

Inclusion criteria: 

- Caregivers of 18 years old above 

- One caregiver paired with one child selected by preliminary data (village 

oral health volunteers reported) 

- If there were more than one child aged 0-3 years, Caregiver paired with 

the older age of child was selected. 
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-Fully eruption with 20 primary teeth children were selected to examined 

and then made the face to face interview with their caregivers. 

 

Exclusion criteria 

-Caregivers who cannot communicate 

-Caregivers unwilling to participate in this research 

 

 

3.4 Sample size 

The population of this study is caregivers with children aged 0-3 year-old 

living in Ratchaburi province, Thailand. 

Sample size calculation 

The sample size will be estimated at the 95% confidence interval. 

n  =  
22

2

)1()1(

)1(

dNppz

pNpz




 

n = sample size 

Z = standard normal score at 95% of confidence interval  = 1.96 

d = allowance for error  = 0.05 

N= population size = 17866 

p = proportion of poor oral health status = 0.781 (31) 

 

n  =  
22

2

)05.0(17865)219.0)(781.0(96.1

)219.0)(781.0)(17866(96.1


 

 

n = 262 

 

Applying the calculation from the formula above, the sample size shoud be 

at least 262. In this study, the sample size will be increased by 10% to prevent 

information loss due to incomplete data or withdrawal of participants from the study. 

Thus, at least 289 caregivers will be needed to include in the study.  
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3.5 Sampling Technique 

1. Multistage cluster sampling was used to select a sample size for children 

aged 0-3 years from Ratchaburi Provincial Health Office. According to the random 

sampling was used to select both of children and caregivers in paired from each 

clusters mode. 

2. There are 10 districts in Ratchaburi province. Five districts were 

randomly selected from the whole. 

3. One sub-district was randomly selected from each selected districts. 

4. One village was randomly selected from each selected sub-district. The 

data collection was conducted on the day that Health Promoting Hospital or Primary 

Care Unit(PCU) in the selected villages provide well baby clinic. 

 

 

3.6 Research instruments 

The questionnaire included about the socio-demographic factors, Psycho-

social factors and health literacy. To assess the factors related to preventive behaviors 

all of the selected caregivers will interview by face to face to answer the structured 

questionnaire which comprised   parts. 

Part I: This part consist of 7 questions about socio-demographic 

characteristics, including type of caregiver, age, sex, education, occupation, monthly 

family income and number of children. 

Part 2: There were questions for oral health literacy. This health literacy 

screening questions based on the Short Test of Functional Health Literacy, used to 

identify the caregiver’s health literacy level. Five point Likert scale was used in this 

part. 

5 = Always, 4= Often, 3= Sometimes, 2= Occasionally, 1= Never 

And 0 to 4 points to the scaled response for each question. The caregiver 

was classified as having either inadequate, marginal or adequate health literacy by 

using the percentile. Total score of respondents are less than median was considered as 

low and more than or equal median percentile was high oral health literacy levels. 
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Part 3: Oral health care behavior had 20 items 

This part consisted of 10 positive and 10 negative oral health care behavior 

that causes of dental caries, treatment and prevention. It consisted of 20 statements.  

Scoring was assign as follow:  

 For positive statement   For negative statement 

 Regular = 0  Regular  =  2 

 Irregular = 1  Irregular  =  1 

 Never  = 2  Never   =  0 

Scoring for oral health care behavior was categorized into three levels. The 

score were grouped into two levels by using median cut-off point 25 as follows: 

 High level of oral health care behavior : if the total score > 25 score 

 Low  level of oral health care behavior : if the total score ≤ 25 score 

Part 4: Oral examination by minimum concept followed by WHO 

guideline of screening the oral health status of children. Use eyes of examiner, natural 

light for recording the average number of dental defect per child (DMF-T score) 

Oral health examination form used was modified from WHO record form 

for dmft/ DMFT Index and treatment needs. 

dmft Index 

Carious tooth were recorded using dmft/DMFT index. It is one of the most 

commonly use indices in epidemiology survey.  

d/D = Decayed teeth (or) untreated teeth 

m/M = Missing teeth (due to caries) 

f/F = Filled teeth 

Dental caries status was measured as decayed, missing and filling (dmft) 

in primary dentition and (DMFT) in permanent dentition. It was detected by the naked 

eyes under the natural light. dmft/ DMFT index represented some of the following:  
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Table 3.1 Primary and permanent teeth coding for diagnosis 

Code 

Condition 
Primary 

teeth 

Permanent teeth 

Crown Crown Root 

A 0 0 Sound 

B 1 1 Caries 

C 2 2 Filled, with caries 

D 3 3 Filled, no caries 

E 4 - Missing due to caries 

- 5 - Missing for any other reason 

F 6 - Fissure sealant  

G 7 7 Fixed dental prosthesis abutment, special crown or 

veneer/implant 

- 8 8 Unerupted tooth (crown)/unexposed root 

- 9 9 Not recorded  

 

 

3.7 Validity and reliability 

The questionnaire was validated by evaluation of 3 experts, and then 

pretest to measure its reliability on a group of 30 caregivers which have similar 

characteristics with the study population. Cronbach’s Alpha will be use for the 

calculation. Reliability was calculated by Cronbach’s alpha (be accepted at least 

Cronbach’s alpha value 0.7). showed 0.96 pre-testing. The questionnaire was adjusted 

by using the experiences and data from the pilot test. 

 

 

3.8 Data collection 

The data has been collected from November to December 2015, by 

interviewing caregivers and oral examination of children with the procedures as 

followed 
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1.Obtain the ethic approval from the Mahidol University Institutional 

ReviewBoard (MU-IRB), especially regarding the involvement of human subjects as 

the respondents for this study. 

2.The researcher will give the information sheet about the purpose of the 

study, each respondent will ask for sign it. The researcher also explain about the 

respondent’s right to have further information concerning benefits and risks from the 

participation in the research, and rights to withdraw or refrain from the participation at 

anytime without consequences on the service or health care they will receive in the 

future. The respondents will be assure that their data will be kept confidential and 

cannot be traced to each individual. 

3. The interview will be used for 20 minutes for each respondent. After the 

completion of the interview, the respondent will be thank for the cooperation and get 

the small gift of oral care as an appreciation.  

 

 

3.9 Data processing and analysis 

Questionnaire was label and coded by the researcher. And all data will 

enter by Epidata and analyze by Minitab Software. 

Frequency and percentage was calculated for socio-demographic 

characteristics (type of caregiver, sex, age, education, occupation, monthly family 

income, number of children). Maximum, minimum, mean and standard deviation were 

also calculate for quantitative data. 

Apart from the descriptive part, Chi-square analysis were performed to 

describe the association between each independent variable and dental caries status  

(DMFT score) among the children. 

Multiple logistic regression were used to determine the relationship 

between the independent variables and dental caries status according to the conceptual 

framework. 
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3.10  Ethical consideration 

Proposal was reviewed by “Ethical Review Committee, Mahidol 

University” and approved with certificate approval number 2015/244.1707 and MU-

SSIRB number was 2015/277. The research questionnaire and informed consent were 

written in Thai language. The researcher explained and showed the approval letter to 

the authorized person of Ratchaburi province. Researcher clarified about flexibility of 

discontinuation in the interview and examination process without undesirable result to 

the participants. Collected data were kept confidentially and destroyed after the 

completion of the study. The figures used in this study were already received the 

permission from the respective researchers and organizations/ publishers. 
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CHAPTER IV 

RESULTS 

 

 

In this chapter, the results showed and followed by the association 

between independent and dependent variables. This cross-sectional survey was 

conducted at five districts in Ratchaburi Province, Thailand. The data from oral 

examination form and face to face interview using structured questionnaires was 

analyzed and the following results were presented as follows: 

 Socio-economic characteristics of caregivers. 

 Oral health literacy 

 Oral health care behavior 

 Prevalence of dental caries status of children aged 0-3 years. 

 Association between independent variables and dental caries  status. 

 Predictors of dental caries status. 
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4.1 Socio-economic characteristics of caregivers. 

Most of caregivers were females. 45.8% of them aged 20-29 years old and 

the median age was 30.5 years. Only 14.5% finished bachelor degree while 14.9% has 

no formal education. 38.5% were workers. Nearly half of caregivers had income more 

than 11,000 baht per month. The majority had one child in their families and were 

parents. (Table4.1) 

 

Table 4.1 Distributions of caregivers by socio-demographic factors 

Socio-demographic factors Number Percent 

Sex   

Males 88 33.6 

Females 174 66.4 

Age groups   

20-29 120 45.8 

30-39 35 13.4 

40-49 30 11.5 

50-59 37 14.1 

≥60 40 15.3 

Median=30.5,QD=7.6, Min=20, Max=70   

Education levels   

No formal school 39 14.9 

Primary 45 17.2 

Secondary to high school 53 20.2 

Vocational 87 33.2 

Bachelor 38 14.5 

Occupation   

Government officer 23 8.8 

Farmers 36 13.7 

Merchants 82 31.3 

Workers 101 38.5 

Housewives 20 7.6 
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Table 4.1 Distributions of caregivers by socio-demographic factors (cont.) 

Socio-demographic factors Number Percent 

Income (Baht per month)   

≤11000 133 50.8 

>11000 129 49.2 

Number of children   

  1 186 71.0 

>1 76 29.0 

Relationship with children   

Parents 143 54.6 

Relatives 119 45.4 

 

 

4.2 Oral health literacy 

From Table 4.2, it was found that respondents had the most knowledge 

about caries that caused tooth decay. 86.6% had the least amount of knowledge about 

how to prevent tooth decay. Accounted for 41.6 percent 

 

Table 4.2 Distribution of respondents by Cognitive skill 

Cognitive skill  incorrect correct 

What is the infection that causes dental 

caries? 

(n) 76 186 

(%) 29.0 71.0 

An Important ingredient in toothpaste can 

help prevent tooth decay. 
(n) 65 197 

(%) 24.8 75.2 

What kind of food is a contributing factor to 

tooth decay? 
(n) 35 227 

(%) 13.4 86.6 

Can observe early stage caries (n) 75 187 

(%) 28.6 71.4 

How to prevent tooth decay best and easiest. (n) 153 109 

(%) 58.4 41.6 

Oral cleaning of children 0-3 years old. (n) 96 166 

(%) 36.6 63.4 
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From Table 4.3, it is found that Accessibility respondents in your field 

have an audit of the data source. Believe that health information is reliable. How often 

21.4% and Accessibility. You have to check the health information about caries by 

searching from many. How often is the source the least? Accounted for 20.2% 

 

Table 4.3 Distribution of respondents by accessibility skill 

Accessibility skill  never rarely sometimes often always

1. To Health Information About 

Tooth Decay How often can you 

choose a health information 

source? 

(n) 63 24 57 96 22 

(%) 24.0 9.2 21.8 36.6 8.4 

2. When you need health 

information about dental caries. 

You can search for accurate and 

up-to-date information. How 

often? 

(n) 52 39 53 94 24 

(%) 19.8 14.9 20.2 35.9 9.2 

3. You have problems with 

finding health information about 

dental caries from the internet. 

How often? 

(n) 63 22 57 71 49 

(%) 24.0 8.4 21.8 27.1 18.7 

4. You have to check health 

information about dental caries by 

searching from many different 

sources. How often? 

(n) 59 22 56 72 53 

(%) 22.5 8.4 21.4 27.5 20.2 

5. You have checked the data 

source. Believe that health 

information is reliable. How 

often? 

(n) 55 27 50 74 56 

(%) 21.0 10.3 19.1 28.2 21.4 
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Table 4.4 shows that respondents Communication. It can convince others 

to accept the most accurate oral health information. Accounted for 31.3 percent and 

Communication The story about caries to other people, such as family, friends, etc., 

until the friends understand the least. 22.5 percent 

 

Table 4.4 Distribution of respondents by communication skill 

Communication skill  never rarely sometimes often always

1. Have you ever read an oral 

health guide? I find that I do not 

understand. How often?  

(n) 33 47 44 61 77 

(%) 12.6 17.9 16.8 23.3 29.4 

2. Have you ever heard oral 

health advice from people? How 

often do you find it hard to 

understand the content? 

(n) 52 29 33 77 71 

(%) 19.8 11.1 12.6 29.4 27.1 

3. You need help from someone 

else. How often can I read 

health messages? 

(n) 59 23 32 80 68 

(%) 22.5 8.8 12.2 30.5 26.0 

4. You tell a story about tooth 

decay to other people, such as 

family, friends, etc., until you 

hear it. How often? 

(n) 49 40 50 64 59 

(%) 18.7 15.3 19.1 24.4 22.5 

5. You express yourself in oral, 

written, oral health information 

to help others understand. How 

often? 

(n) 54 27 49 61 71 

(%) 20.6 10.3 18.7 23.3 27.1 

6. You can convince others to 

accept valid oral health 

information. How often? 

(n) 58 24 47 51 82 

(%) 22.1 9.2 17.9 19.5 31.3 
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From Table 4.5, it was found that respondents in the decision to toothache. 

Drink cold water and then have the most urgent. 31.3% and Decision on participation 

in oral health promotion activities in the community is minimal. Accounted for 7.3 

percent. 

 

Table 4.5 Distribution of respondents by decision skill 

Decision skill  less compare reject 

skill 

negotiation

Get guidance from dental 

personnel. Or health officials 

or home security for the 

annual oral health 

examination. 

(n) 67 56 89 50 

(%) 25.6 21.4 34.0 19.1 

Have toothache Drink cold 

water and then have a 

sensation 

(n) 71 33 91 67 

(%) 27.1 12.6 34.7 25.6 

Your child will not allow you 

to brush your teeth before 

bedtime. 

(n) 60 58 83 61 

(%) 22.9 22.1 31.7 23.3 

Access to dental services at 

the hospital or district health 

promotion hospital (or the 

former health center). 

(n) 79 45 93 45 

(%) 30.2 17.2 35.5 17.2 

Attend community oral health 

promotion activities. 

(n) 63 88 92 19 

(%) 24.0 33.6 35.1 7.3 

 

Table 4.6 shows that the respondents Self-management In that aspect, you 

have improved yourself to have a proper health care channel. How often 30.5% and 

Self-management You determine the amount of flour and sugar, such as rice, noodles, 

soft drinks, etc. to eat each meal. Frequently, the least is 13.0 percent. 
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Table 4.6  Distribution of respondents by self-management skill 

Self-management skill  never rarely sometimes often always 

1. You determine the 

amount of flour and sugar, 

such as rice, noodles, soft 

drinks, etc. to eat each 

meal. How often? 

(n) 48 37 43 100 34 

(%) 18.3 14.1 16.4 38.2 13.0 

2. You observe the quantity 

and nutritional value of 

each meal. How often? 

(n) 48 35 38 102 38 

(%) 18.3 13.4 14.5 38.9 14.5 

3. Before deciding to buy 

food. You will consider 

your intended goals and 

follow them. Guidelines 

for good oral health. How 

often? 

(n) 54 30 31 101 46 

(%) 20.6 11.5 11.8 38.5 17.6 

4. You have reviewed the 

way you act in order to 

have good oral health. How 

often? 

(n) 63 19 49 59 72 

(%) 24.0 7.3 18.7 22.5 27.5 

5. You have improved 

yourself to have proper 

health care habits. How 

often? 

(n) 59 23 44 56 80 

(%) 22.5 8.8 16.8 21.4 30.5 

 

From Table 4.7 shows that the caregivers have self-reported media 

exposure. When they see a new product advertising that helps prevent tooth decay on 

television and is of interest, you have searched for information from many sources to 

determine the correctness. How often do I need to make a purchase? And when you 

see advertise on the site and are interested in that product, you intend to visit more 

information from many sources to check the credibility before making a purchase. 

Frequently  34.4% and have their own assessment when you participate in oral health 
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activities. How often do you analyze the evaluation of the content without being 

promptly believed? At least 27.9% 

 

Table 4.7 Distribution of respondents by media skill 

Media skill  never rarely sometimes often always

1. To health information About 

tooth decay How often can you 

choose a health information 

source? 

(n) 63 24 57 96 22 

(%) 24.0 9.2 21.8 36.6 8.4 

2. When you need health 

information about dental caries. 

You can search for accurate and 

up-to-date information. How 

often? 

(n) 52 39 53 94 24 

(%) 19.8 14.9 20.2 35.9 9.2 

3. You have problems with 

finding health information about 

dental caries from the internet. 

How often? 

 

(n) 63 22 57 71 49 

(%) 24.0 8.4 21.8 27.1 18.7 

4. You have to check health 

information about dental caries by 

searching from many different 

sources. How often? 

(n) 59 22 56 72 53 

(%) 22.5 8.4 21.4 27.5 20.2 

5. You have checked the data 

source. Believe that health 

information is reliable. How 

often? 

(n) 55 27 50 74 56 

(%) 21.0 10.3 19.1 28.2 21.4 
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Table 4.8 shows the mean and sd scores of six oral health literacy (OHL) 

skills among caregivers: Cognitive ( =4.1, s=1.5), Accessibility ( =10.4, s=6.6),  

Communication ( =13.7, s=8.5), Decision ( =12.3, s=4.5), Self-management ( =11.0, 

s=6.9), Media literacy ( =11.6, s=7.5). 

 

Table 4.8 Distribution of respondents by the score of oral health literacy skills 

OHL skills Min Max Mean SD Median QD 

Cognitive 0 6 4.1 1.5 4 1 

Accessibility 0 20 10.4 6.6 12 7.5 

Communication 0 24 13.7 8.5 16 8.1 

Decision 5 20 12.3 4.5 13 4 

Self-management 0 20 11.0 6.9 13 6.6 

Media 0 20 11.6 7.5 15 7 

Overall  5 108 63.1 34.1 73 38 

 

Moreover, there is the interesting finding shows that low levels of oral 

health literacy in each skills and can describe as shown as Table 4.8. The number of 

respondents and percentage are similar to each other. 

Levels of awareness of oral health care. Most respondents had low level of 

knowledge about oral health care. Which has the lowest level of media literacy. 

Accounted for 58.8%, followed by Accessibility 56.5%, Cognitive 54.2%, and the 

respondents had the highest level of knowledge. Self-management Accounted for 48.9 

percent 
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Table 4.9 Distribution of respondents by levels of oral health literacy skills 

Oral health literacy skills Number Percentage 

Cognitive   

Low 142 54.2 

High 120 45.8 

Accessibility   

Low 148 56.5 

High 114 43.5 

Communication   

Low 139 53.1 

High 123 46.9 

Decision   

Low 141 53.8 

High 121 46.2 

Self-management   

Low 134 51.1 

High 128 48.9 

Media   

Low 154 58.8 

High 108 41.2 

Overall   

Low 136 51.9 

High 126 48.1 

 

 

4.3 Oral health care behavior  

Respondents were at risk for oral hygiene, with 52.7% of buying snacks 

followed by Buying soda drink, 52.3%, followed by Drinking curd at a percentage of 

52.7%. 40.5, and the behavior that the respondents routinely practice least is the 

having a sweet drink without brushing at bedtime at 8.4 percent. 
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Table 4.10 Distribution of respondents by negative statements of oral health care 

behavior 

Oral health care 

behavior 

Regular 

% 

Irregular 

% 

Never 

% 

1.Buying snacks 52.7 42.0 5.3 

2.Buying soda drink 52.3 43.9 3.8 

3.Eating Thai sweets  28.0 53.6 18.4 

4.Having Chocolate 19.5 72.9 7.6 

5.Sugary food habit 21.4 73.7 5.0 

6.Drinking curd 40.5 50.0 9.5 

7.Herbal toothpaste 

using 

34.4 54.2 11.5 

8.Having Candy 14.5 77.1 8.4 

9.Frequently snack 

taken 

11.5 80.5 8.0 

10.Having sweet 

drink without 

brushing at bedtime 

8.4 74.4 17.2 

 

The respondents had oral health behaviors in which the never-abnormal 

aspect was fluoridated toothpaste brushing before bedtime, 53.4%, followed by 

Mouthwash Using 40.8%. Supervising your children for brushing was 40.5% and the 

behavior that respondents practice most frequently. Fluoride toothpaste brushing after 

breakfast accounted for 50.8 percent. 

 

 

 

 

 

 

 



Itsaranuwat Yongpisanphop                                                                                                      Results / 44 

Table 4.11 Distribution of respondents by positive statements of oral health care 

behavior 

Oral health care 

behavior 

Regular 

% 

Irregular 

% 

Never 

% 

1.Fluoridated 

toothpaste brushing 

after breakfast 

50.8 45.0 4.2 

2. Fluoridated 

toothpaste brushing 

before bedtime 

2.7 43.9 53.4 

3.Having fruits after 

meal 

8.8 82.4 8.8 

4.Eating calcium 

food 

8.0 84.7 7.3 

5.Dental floss using 17.2 65.3 17.6 

6.Oral health 

examination 

11.8 48.9 39.3 

7.Chewing gum 

after meal 

13.4 72.5 14.1 

8.Non-sugary milk 

drinking 

8.4 63.7 27.9 

9.Mouthwash using 13.7 45.4 40.8 

10.Supervise your 

children for brushing 

11.5 48.1 40.5 

 

Respondents had low overall oral health care behavior. 54.6% and those 

with high level of oral health. Accounted for 45.4 percent. 
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Table 4.12 Distribution of respondents by levels of overall oral health care behavior 

Oral health care behavior Number Percentage 

Low 143 54.6 

High 119 45.4 

 

 

4.4 Prevalence of dental caries status of children aged 0-3 years. 

Respondents had caries status is yes 71.0% and those had caries status is 

No for 29.0 percent 

 

Table 4.13 Distribution of respondents by caries status 

Caries status Number Percentage 

Yes 186 71.0 

No 76 29.0 

 

 

4.5 Association between independent variables and dental caries  

status. 

Children who were taken care by their parents were less likely to have 

dental caries than those who were with relatives (OR=0.26, 95% CI=0.14-0.48). 

Furthermore, children with caregivers aged 40 years above were about 6 times more 

likely to have caries than those being with caregivers aged below 40 years (OR=5.57, 

95% CI=2.82 -10.99). Children in the family with monthly income of  ≤11000 Baht 

more likely to have dental caries than those who were in the family with monthly 

income of >11000 Baht (OR=2.83, 95% CI=1.61-4.95) Being only one child in the 

family was less likely to have dental caries than being with family having more than 

one child  (OR=2.48, 95% CI =1.27-4.85). 
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Table 4.14 Association between socio-demographic factors and caries status 

Socio-

demographic 

factors 

 

n 

Caries status Crude odds ratio 

(95% CI) 

p-value 

Yes 

% 

No 

% 

Types of care 

givers 

    < 0.001 

Parents 143 59.4 40.6 0.26 (0.14 - 0.48) < 0.001 

Relatives 119 84.9 15.1 1  

Age of care 

givers 

    < 0.001 

< 40 155 58.7 41.3 1  

≥ 40 107 88.8 11.2 5.57 (2.82 -10.99) < 0.001 

Sex     0.671 

Male 88 69.3 30.7 0.89 (0.51-1.55) 0.671 

Female 174 71.8 28.2 1  

Education     < 0.001 

Lower than 

vocational 

137 84.7 15.3 4.34 (2.42- 7.78) 

 

< 0.001 

Vocational 

and higher  

125 56.0 44.0 1  

Occupation     0.717 

Workers 101 72.3 27.7 1  

Non-workers 161 70.2 29.8 0.90 (0.52-1.57) 0.717 

Monthly 

family income 

    < 0.001 

≤11000 Baht 133 81.2 18.8 2.83 (1.61-4.95) < 0.001 

>11000 Baht 129 60.5 39.5 1  

Number of 

Children 

    0.007 

1 186 66.1 33.9 0.91 (0.21-0.79) 0.007 

>1 76 82.9 17.1 1  
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Regarding overall oral health literacy, children with caregivers who had 

poor oral health literacy were 61 times more likely to have caries  than those with 

caregivers who had good oral health literacy (OR= 61.06, 95% CI =18.43-202.27). 

 

Table 4.15 Association between oral health literacy and caries status 

Oral Health Literacy  

n 

Caries status Crude odds ratio 

(95% CI) 

p-value 

Yes 

% 

No 

% 

Cognitive skill     < 0.001 

Low 142 83.8 16.2 4.09 (2.31-7.26) < 0.001 

High 120 55.8 44.2 1  

Access skill     < 0.001 

Low 148 91.2 8.8 12.83 (6.51-25.28) < 0.001 

High 114 44.7 55.3 1  

Communication skill     < 0.001 

Low 139 96.4 3.6 36.59 (13.99-95.73) < 0.001 

High 123 42.3 57.7 1  

Decision skill     < 0.001 

Low 141 93.6 6.4 18.20 (8.47 - 39.09) < 0.001 

High 121 44.6 55.4 1  

Self management skill     < 0.001 

Low 134 97.8 2.2 57.96 (17.51 - < 0.001 

High 128 43.0 57.0 1  

Media literacy skill     < 0.001 

Low 154 96.8 3.2 57.18 (21.56 -151.71) < 0.001 

High 108 34.3 65.7 1  

Overall oral health literacy     < 0.001 

Low 136 97.8 2.2 61.06 (18.43-202.27) < 0.001 

High 126 42.1 57.9 1  

      

 

Regarding Oral health care behavior, children with caregivers who had 

low level of oral health care behavior were about 7 times more likely to have dental 

caries than those with caregivers who had high level (OR=6.60, 95% CI=3.58 -12.17). 
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Table 4.16 Association between oral health care behavior and caries status 

Oral health 

care 

behavior 

 

n 

Caries status Crude odds ratio 

(95% CI) 

p-

value Yes 

% 

No 

% 

      

Low 143 87.4 12.6 6.60 (3.58 -12.17) < .001 

High 119 51.3 48.7 1  

      

 

 

 

4.6 Predictors for oral health care behavior of caries status 

In this part, multiple logistic regression used to determine significant 

predictors related to oral health care behavior of caries status 

The significant independent variables from Chi-square test and suspected 

variables were included in multiple logistic regression to determine significant 

predictors for dental caries status. The outcome variable used in logistic regression 

was classified into “NO” (caries free) which was the reference and “YES”(having 

caries). 

As shown in Table 4.17, out of all variables, Overall oral health literacy 

(p-value=<0.001) were found to be significant predictor of caries status. After 

adjusting for other factors, children with caregiver  who had poor overall oral health 

literacy were  more likely  to have dental caries than those with caregivers who had 

good oral health literacy (Adj.OR=38.66, 95% CI= 11.11-134.44). 
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Table 4.17 Multiple logistic regression for predictors of caries status (Full Model) 

Variables Adj. OR 95% CI for OR p-value 

  Lower Upper  

Types of care 

givers 

    

Parents 1.14 0.28 4.65 0.851 

Relatives 1    

Age of care 

givers 

    

< 40 1    

≥ 40 2.45 0.42 14.40 0.323 

Education     

Lower than 

vocational 
0.70 0.25 1.98 

0.498 

Vocational and 

higher  

1    

Monthly family 

income 

    

≤11000 Baht 1.18 0.56 2.49 0.657 

>11000 Baht 1    

Number of 

Children 

    

1 0.73 0.28 1.89 0.520 

>1 1    

Overall oral 

health literacy 

    

Low 38.66 11.11 134.44 < .001 

High 1    

Oral health care 

behavior 

    

Low 2.33 1.09 5.01 0.030 

High 1    
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Type of caregiver, education and number of children were excluded to 

achieve the final model of multiple logistic regression.  After adjusting for other 

factors, children with caregiver  who had poor overall oral health literacy were  more 

likely  to have dental caries than those with caregivers who had good oral health 

literacy (Adj.OR=36.67, 95% CI= 10.71-125.49).  

 

Table 4.18 Multiple logistic regression for predictors of caries status (Final Model) 

Variables Adj. OR 95% CI for OR p-value 

  Lower Upper  

Age of care 

givers 

    

< 40 1    

≥ 40 1.87 0.79 4.44 0.155 

Monthly family 

income 

    

≤11000 Baht 1.14 0.55 2.39 0.721 

>11000 Baht 1    

Overall oral 

health literacy 

    

Low 36.67 10.71 125.49 < .001 

High 1    

Oral health 

care 

behavior 

    

Low 2.20 1.01 4.66 0.039 

High 1    
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CHAPTER V 

DISCUSSION 

 

 

With regard to socio-demographic factors, advanced age, lower 

educational attainment and lower economic status tended to be associated with lower 

health literacy is more common among patients who have low educational attainment 

and among immigrants, older patients, and racial and ethnic minorities. Although there 

is no clear-cut association between health literacy and gender; some studies indicate 

that women have higher health literacy. In our society, low health literacy pervades 

especially in the elderly groups. Studies in both indigent and Medicare populations 

indicated that health literacy is lower among older individuals. In one of the studies, 

female gender, younger age, higher education, and higher income were related to get 

the higher scores (86) which was similar to the present study. 

Moreover, the present study showed that there were significant difference 

of mean scores of caregivers who were different in education levels, occupations, 

income levels, number of children, relationship to children. The OHL mean score was 

larger when their education levels were higher as well as income levels. Parents has 

OHL mean scores higher than relatives the OHL mean score of families having one 

child was higher than those having more than one. The findings were similar to a 

study in USA which revealed that low literacy is often linked to poor socioeconomic 

circumstances. Patient education also plays a critical role in facilitating patients’ 

acceptance of their diagnosis and understanding behavioral changes required for active 

participation in treatment. The relationship between education and health literacy is 

positive; those with higher education have higher health literacy (87,88). Based on 

there was no reports of oral health literacy status of caregivers in 0-3 aged group 

children, further study should be require to gain more data supported and in various 

region to compare the result of study. 

A major hurdle is the high prevalence of patients with poor health literacy 

skills. An ethical approach to remediating low health literacy  would be to train, 
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educate, and empower people, giving them the skills and abilities they need for 

functional health literacy. Furthermore, patient’s health literacy, especially 

communicative health literacy, was related to the process of communicating with 

physicians during medical visits. Thus, it is plausible that lower communicative and 

critical HL is related to less optimal health-related behaviors and health as well (89). 

This finding was consistent with the result of the present study. 

In this study, majority of caregivers had good knowledge on disease 

etiology, symptoms, complication, treatment and prevention of dental caries than the 

rest poor knowledge group especially on the affected age group of caries. It was 

similar with previous study in Irish adults (90). But on the other hand, the finding was 

not agrees with other studies that better knowledge parents had low caries DMFT 

scores(91).In terms of oral health behavior, one-fourth of parents/caretakers still left 

poor in some important knowledge regarding to oral health and mostly got the oral 

health information from the education programs without good in attitude and practice 

in daily life. To make an effctive oral health prevention programs, it is necessary to 

use simple and non-technical words to avoid complicated knowledge and attract more 

public interest to the prevention programs.  

In the present study, nocturnal snacking habits, consumption of cariogenic 

food containing sweets and sugar, intake of soft drinks and other sweet containing 

fluids were prominently linked with ECC. This correleates with some other studies 

before. The child who ate snacks before going to sleep without toothbrush had 2.9 

times more higher to get caries than who never eat the snacks at night time before bed. 

This finding was coincide with previous study that found night time feeding group had 

higher chance of SECC and remind the health care personnels to educate this group 

about importance of eating habits during prevention program to the children and 

mother(92). Even though the children frequently eat snacks before going to sleep were 

less group in this study, it was strongly associated with caries and most of the 

parents/caretakers who allow the children to eat before bed were low education but 

had good knowledge level on oral health, and poor parental oral hygiene group with 

high adult caries prevalent rate among themselves.  

The eating habits of children have changed hysterically during last few 

decades, fiercely increased in consumption of soft drinks, juices, soft beverages and 
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sweet carbohydrates as well. From the present study, most of the child took at least 

one soft drink or milk and biscuits or candies everyday along with their meals. 

Frequently sugar intake is a potential risk factors for caries that change pH in the oral 

cavity which caused remineralization and demineralization process very quickly in the 

tooth ended into ECC with hosting of S. mutans and lactobacilli. The prefered with 

milk and carbonated drink and those carbonated drink brought ECC 4.2 times higher 

to the children than other kinds of soft and sweet drinks. For solid sweet snacks, the 

children in Ratchaburi liked biscuits, cakes, potato chips and candies, chocolate that 

also major risk factor for caries, and candies and chocolates contributed 1.6 times 

more higher in the caries building process among the children.  The present study 

agrees on previous findings, which mentioned that early and frequently consumption 

of cariogenic foods and drink between meals accelerate the risk of ECC(93). The 

majority of parents/caretakers who let the children to drink soft and sweet fluids were 

young employee with high income Thai citizens and their attitude towards caries were 

negative as well as poor oral hygiene practices to their chidren and themselves.  

Moreover, the frequency of sugar utilization in this study was very high 

and nearly almost all of the children intake sweet snacks and drinks more than or equal 

one time per day and 1.0 time higher than never consumed snacks group to receive 

ECC. Even though the frequency of snacks using up was not significant in this study, 

it was a strong causal factor to develop caries among the chidren like other studies 

found associatedly in their study population. This analysis generally measured the 

frequency of intake both solid and liquid snacks but did not capture in each food 

category implicated in the caries process. So, it is need to be speculated that children 

exposed to a universal variety of food staffs in daily practice, and this area requires 

further study in this population.  

From this study, the results demonstrated low mean scores of six oral 

health literacy (OHL) skills among caregivers: Cognitive ( x =4.1, s=1.5), 

Accessibility ( x =10.4, s=6.6),  Communication ( x =13.7, s=8.5), Decision ( x =12.3, 

s=4.5), Self-management ( x =11.0, s=6.9), Media literacy ( x =11.6, s=7.5). Therefore, 

the OHL score was not high ( x =63.1, s=34.1). The OHL mean score was detected 

significant difference among age groups similar to the study in Canada which showed 
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that patients over age 60 are more likely to have both poor health literacy skills and 

suffer from chronic condition, such as cardiovascular disease (94,95). 

This study was cross-sectional analytical study with the fulfilment of two 

objectives of assess socio-demographic, oral health literacy of caregivers, oral health 

care behavior and their association with early childhood caries among 0-3 children. 

This study used structured questionnaires constructed based on WHO questionnaire 

and literature review from previous studies. It was reviewed by experts.  

The strength of this study was the oral health examination done by only 

expert senior dentists from Watphleng hospital. The respondents were more than 

parents (caretakers, relatives, grandparents), and the limited number of target 0-3 years 

children were selected by inclusion and exclusion criteria, so the caretakers more than 

parents created big room for sample population. Respondents apart from Thai 

nationalities, they had selected on documented status and could avoid controversial 

sensitive issue to get the approval from various authorities. The study areas were 

conducted the urban, suburban and rural areas of the whole province including hilly 

region to compare the outcome results on lifestyles and income. For the selection bias, 

the researcher attempted to reduce with 95% confidence interval and appropriated 

sampling method and inclusion/ exclusion criteria and chose only one child from the 

same household. 

Firstly, the limitation of the study was related to the fact that the 

respondents are not only parents but also caretakers and sometimes some questions in 

the questionnaire were confused to the caretakers during face to face interviewing. 

Parents were worked at outside in the same area or in the other province, at that time, 

caretakers stay with children at the home, so if the researcher can inform the 

community a few weeks before data collection, it is better to arrange and collect only 

the parents/caretakers who know about the child very well and it will work more 

conveniently and precisely.  

Secondly, due to time and budget limitation, the research was conducted 

within one month but the number of participants in this study was 262 which were 

reached the target. Even though the researcher fixed the problem but there was also 

another barrier as inclusion criteria about the children should have co-operation for the 

selection of sample to participate in this study. Thirdly, some caregivers were 
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cancelled the appointment with various reasons and it happened very rush to the 

research team to arrange new schedule and made appointment and lastly, some 

districts left to collect data. Because data collection period was at the beginning of the 

long summer holidays Fourthly, data collection time, interviewers were conducted at 

the time of parents/caregivers stayed with their children especially in the afternoon or 

evening and interviewed as well as examined the respondents within 20 to 30 minutes 

to save their time to go back to their work or business. Finally, the assessment of risk 

factors of early childhood caries was limited and other factors could have been 

included in this study.  

The current study scrutinized the pattern of dental caries in 0-3 years old 

children in Ratchaburi province with their caregiver’s oral health literacy. It found that 

Ratchaburi province had high prevalence and severity of caries which was directly 

associated with caries experience of children. So, it means oral health literacy of 

caregivers was a good potential predictor of the early childhood caries in this study 

population. It was statistically associated in full model. The full model finding was 

similar to most of the previous studies from the rest part of the world that they agreed 

to say oral health literacy increment was strongly associated with their children caries 

experiences. 
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CHAPTER VI 

CONCLUSION AND RECOMMENDATIONS 

 

 

6.1  Conclusion 

This cross-sectional study was based on setting survey in community with 

interviewed 262 of 0-3 year-old children and their caregivers in the areas of 

Ratchaburi province, Thailand. The aims of study to study oral health literacy of 

caregiver and factors related to oral health outcome of their children and to   describe  

the  general  characteristics  including  gender,  age,  financial support,  health literacy 

and psycho-social factors  regarding dental caries preventive behavior of caregiver 

with 0-3 years old. 

Based on the findings, it can be concluded that low level of oral health 

literacy in 6 skills of caregivers can lead to be poor oral health in children aged 0-3 

years old. Also oral health behavior of caregivers according to the outcome, this study 

confirmed that the following predictive factors were analyzed for association with the 

outcome such as some socio-demographic factors, oral health literacy of cregivers 

were associated with dental caries among children. Socio-demographic factors which 

were found to be associated were age, education level, family monthly income, 

occupation, number of children in the family, type of relative except sex. Under the 

oral health care behavior category, awareness of where to take care of their children 

was associated with the outcome in Ratchaburi province.  

Prevalence of dental caries among children in Ratchaburi is high in 

compare with national figure by using National Oral Health Survey 2013 as well as 

caries distribution in adult is nearly 100% and it is alarming situation for regional level 

to take an action to control and prevent dental caries among the community by using 

various methods of disease controlling activities and interventions. To improve the 

oral health behavior of the community by providing more knowledge on disease 

etiology and consequences, attitude regarding to disease treatment and importance of 

primary teeth, practice towards oral hygiene and feeding of quality and healthy foods 
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to the children. Although dental care attendance is not much lower in condition within 

6 months and mostly used oral care services at hospital and private sectors, the 

prevalence was higher than national prevalence and need to find out more predictors 

and confounders to mask the association with caries in this study population. 

In summary, this study revealed that there was high risk of ongoing lower 

oral health literacy this study population in the near future if the children and 

caregivers practiced the same factors that favor dental caries among them for long 

term. It is already acknowledged that childhood caries in early life can affect their 

permanent teeth as well as impact on their medical, social and psychological 

outcomes. Apart from the factors mentioned above, there are a wide range of factors 

that contribute to dental caries in the children and their family members, so they are 

expected to be explored as an extension. Oral health literacy and prevention programs 

needed to reach among this group of population to improve their daily practices and 

aware the hazards of incorrect feeding practice and attitude on nutrition, oral health 

behaviors and utilization of oral health facilities before they established unhealthy 

dietary habits in their lives including media and communication skills 

 

 

6.2  Recommendations 

Many recommendations were coming out to reduce high prevalence of 

dental caries and their consequences in this study population as follows: 

 

6.2.1  Recommendation for Implementation for the policy makers in 

the regional level 

1) From the study, even though the majority of caregivers had good 

knowledge, their attitudes towards oral health and practices on oral hygiene were poor 

especially on disease causation, important of primary teeth and prevention. For solving 

of those problems, systematic community-oriented oral health promotion and 

education programs are needed and they should be focused especially on knowledge 

regarding etiology of caries, prevention and treatment of ECC, healthy eating, using 

dental care services and effectiveness of regular oral check-up by using IEC materials 

(information, education and communication) like mass media programs to distribute 
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the information and education of dental caries. Oral health promotion is based 

principally on 6 different areas: nutrition (reduce sugar intake), oral hygiene (oral 

plaque removal), smoking cessation, prevent dental trauma, change environment into 

oral health favor atmosphere and empower people to guard their oral health behaviors. 

2) Encourage good interpersonal relationship in order to improve the 

communication and collaboration between the research team/oral health care 

professional team, caregivers by providing the opportunity for sharing, developing 

ideas and learning from each other which will reduce the high prevalence of early 

childhood caries in the community, like an adding of oral health information chapter 

in the school curriculum.  

3) Boost up capacity building programs with definite objectives to dental 

auxiliaries such as dental therapists, dental hygienists and dental educators should be 

planned to raise up the prevention and control dental caries. And also, should 

encourage more dentists to participate in the programs from the aspect of dental caries 

assessment, fissure sealant treatment and educate to the school children and their up-

generation population.  

4) Yearly or biannually health education program, fluoride varnish 

program and oral health screening survey should be implemented to reduce the 

prevalence, identify more predictors, monitor and evaluate the caries status and 

required referral system for treatment if necessary.  

5) The policy makers and planners should heed the voice from the 

professionals and technicians, researchers, school teachers and community to make 

correct, effective and sustainable decisions and acknowledge to the service providers 

for their dignity and high-quality oral health care services.  

6) Special education program and interventions designed for the rural 

community to encourage utilizing oral health care services with positive attitude to the 

dental treatment and explained the consequences of the treatment with the possibility 

to get traumatic dental experience. 

7) The administrators should negotiate with the private dental sectors to 

generate cost effective dental package or reasonably priced primary dental health care 

services in both urban and rural areas to utilize the dental services among low income 

population and Non-Thai migrant populations in some areas. It would bring an 
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effective preventive measure as well as positive motivation to the population 

especially the grass root levels to visit the dentist habitually.  

 

6.2.2 Recommendation for Implementation for the community level 

1) Oral health literacy education program should be incorporated with 

other non-communicable diseases education program and social and personal health 

education program to reduce the work burden of village health volunteers. 

2)  Oral health literacy education is very important to deliver to the 

caregivers to encourage healthy eating lifestyle by using education tools and national 

guidelines to improve the decision or self management skills.  

3) Caregivers and children should be advised that foods and drinks 

containing sugar substitutes are available by consumption with moderation or other 

related issues can be delivered directly by local political government.  

4) Control the selling of cariogenic foods around the community and the 

shops should be monitored regularly by school health committee to improve the 

general and oral health condition of the 0-3 years old children. 

5) Caregivers are advocated to record the time for checking the child tooth 

brushing for 2 minutes by using mobile phone or alarm clock or digital toothbrush 

with set alarm for 2 minutes.   

 

6.2.3 Recommendation for further study 

1) Comparative study of oral health literacy between Thai and Non-Thai 

children as well as adults not only in Ratchaburi province also other areas of Thailand 

to find the difference in disease predictors and biological background by using large 

sample size to get more strongly predictors that influence dental caries.  

2)  Further follow up study is needed in this study population to find the 

factors and monitor the oral health status after implementing oral health prevention 

and promotion interventions.   

3) For getting the awareness to brush the child teeth at night time by using 

telecommunication media like “Line” group alert/message by sending alarm or short 

video/cartoon clip after 8:00 pm to the mobile phone. 
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4) In addition, future mixed method research using in-depth interview 

questions/ focus group discussion should be implemented to discover and more 

understanding of the factors related to the early childhood caries in this region and the 

reasons of consistently high index of caries among the study population as well as 

individual reasons which restrict their behaviors.  

5) Future work need to concentrate on qualitative in-depth study with oral 

health literacy in Greater Mekong Subregion (GMS) countries (Cambodia, the 

People's Republic of China, Lao People's Democratic Republic (Lao PDR), Myanmar, 

Thailand, and Viet Nam) and also in some ASEAN countries, so regional 

collaborative and cooperative research studies among this countries to find out 

common risk factors and oral health care update by comparing the data on dental 

caries with the aims of sharing resources and support technically with each other by 

following WHO and regional guidelines. 
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Information Sheet for Participants in Thai Language 
 
 เอกสารช้ีแจงผู้เข้าร่วมโครงการวจัิยโดยการตอบแบบสอบถามและการพทิกัษ์สิทธิของผู้เข้าร่วมการ
วจัิย 
 ในเอกสารน้ีอาจมีขอ้ความท่ีท่านอ่านแลว้ยงัไม่เขา้ใจ  โปรดสอบถามหวัหนา้โครงการวิจยั
หรือทีมงานวิจยัใหช่้วยอธิบายจนกวา่ท่านจะเขา้ใจดี   
ช่ือโครงการ: ความแตกฉานทางสุขภาพช่องปากของผูดู้แลเด็กกลุ่มอายุ 0-3 ปีท่ีมีผลต่อดชันีค่า
ประสบการณ์ฟันผขุองเดก็ จงัหวดัราชบุรี 
ช่ือผู้วจัิย :  ทนัตแพทยอิ์ศรานุวฒัน์ ยงพิศาลภพ 087-7574515 
ช่ือผู้ประสานงาน: นางสาวสุณิสา เทวา 082-3657045 
สถานทีว่จัิย: จงัหวดัราชบุรี ประเทศไทย 
ผู้ให้ทุน : - 
 

โครงการวิจยัน้ีทาํข้ึนเพื่อศึกษาความสัมพนัธ์ในดา้นความแตกฉานดา้นสุขภาพช่อง
ปากของผูดู้แลเดก็กลุ่มอาย ุ0-3 ปีท่ีมีผลต่อโรคฟันผใุนเดก็เลก็ของจงัหวดัราชบุรี 

ท่านไดรั้บเชิญให้เขา้ร่วมการวิจยัน้ีเพราะท่านเป็นผูดู้แลเด็ก อาย ุ0-3 ปี ท่ีอยู่อาศยัใน
พื้นท่ีของจงัหวดัราชบุรี ขอ้มูลของท่านเก่ียวกบัขอ้มูลส่วนบุคคล ความรู้ ทศันคติ พฤติกรรมการ
ดูแลสุขภาพช่องปาก ตลอดจนผลการตรวจสุขภาพช่องปากเด็กท่ีท่านเป็นผูดู้แล จะถูกใชเ้พื่อความ
สมบรูณ์ของการศึกษาเร่ืองน้ี 

งานวิจยัน้ี จะมีผูเ้ขา้ร่วมการวิจยัน้ีทั้งส้ินประมาณ 289 คน และระยะเวลาในการเก็บ
ขอ้มูล 7 สัปดาห์ในระหว่างสัปดาห์แรกของเดือนกรกฎาคมถึงสัปดาห์สุดทา้ยของเดือนสิงหาคม 
2558 

หากท่านตดัสินใจเขา้ร่วมการวิจยัแลว้ ผูว้ิจยัจะขอเชิญให้ท่านตอบแบบสอบถาม 
จาํนวน 59 ขอ้ โดยจะใชเ้วลาประมาณ 20-30 นาที  เม่ือเสร็จแลว้ขอให้ท่านคืนแบบสอบถามกบัผู ้
ประสานงานในพ้ืนท่ีหรือผูว้ิจยั และนาํเด็กมารับการตรวจสุขภาพช่องปากซ่ึงจะใชเ้วลาไม่เกิน 5 
นาที 

งานวิจยัน้ีใชแ้บบสอบถามในการเก็บขอ้มูล จึงอาจเป็นการรบกวนท่านโดยทาํใหท่้าน
รู้สึกเสียเวลา หรืออึดอดั ไม่สบายใจในการตอบแบบสอบถาม ท่านมีสิทธ์ิท่ีจะไม่ตอบคาํถาม
เหล่านั้นได ้ หรือหยดุตอบแบบสอบถามไดทุ้กเวลาโดยไม่มีผลเสียใดๆ  และไม่ตอ้งแจง้ให้ทราบ
ล่วงหนา้    
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 การเขา้ร่วมงานวิจยัคร้ังน้ี  ท่านไม่ตอ้งเสียค่าใชจ่้ายใดๆทั้งส้ิน และไดรั้บชุดของขวญั
เพื่อขอบคุณท่ีท่านเขา้ร่วมการวิจยัน้ี   

หากมีขอ้มูลเพิ่มเติมทั้งดา้นประโยชน์และโทษท่ีเก่ียวขอ้งกบัการวิจยัน้ี ผูว้ิจยัจะแจง้ให้
ทราบโดยรวดเร็วไม่ปิดบงั  หากมีขอ้ขอ้งใจท่ีจะสอบถามเก่ียวขอ้งกบัการวิจยัเร่ืองน้ี ท่านสามารถ
ติดต่อสอบถามไดก้บั ทนัตแพทยอิ์ศรานุวฒัน์ ยงพิศาลภพ โทร. 087-7574515 

ขอ้มูลส่วนตวัของท่านจะถูกเก็บรักษาไว ้ไม่เปิดเผยต่อสาธารณะเป็นรายบุคคล แต่จะ
รายงานผลการวิจยัเป็นขอ้มูลส่วนรวม ขอ้มูลของผูเ้ขา้ร่วมการวิจยัเป็นรายบุคคลอาจมีคณะบุคคล
บางกลุ่มเขา้มาตรวจสอบได ้เช่น คณะกรรมการจริยธรรมฯ เป็นตน้ 

โครงการวิจยัน้ีไดรั้บการพิจารณารับรองจาก คณะกรรมการจริยธรรมการวิจยัในคน 
สาขาสังคมศาสตร์ มหาวิทยาลยัมหิดล ซ่ึงมีสํานักงานอยู่ท่ี คณะสังคมศาสตร์และมนุษยศาสตร์ 
มหาวิทยาลยัมหิดล ถนนพุทธมณฑล สาย 4 ตาํบลศาลายา อาํเภอพุทธมณฑล จงัหวดันครปฐม 
73170 หมายเลขโทรศพัท์ 02-4419180 โทรสาร 02-4419181  หากท่านไดรั้บการปฏิบติัไม่ตรง
ตามท่ีระบุไว  ้ ท่านสามารถติดต่อกับประธานคณะกรรมการฯ หรือผูแ้ทน ได้ตามสถานท่ีและ
หมายเลขโทรศพัทข์า้งตน้ 

  
ขา้พเจา้ไดอ่้านรายละเอียดในเอกสารน้ีครบถว้นแลว้ 

 
 
                                                ลงช่ือ.............................................................ผูเ้ขา้ร่วมงานวิจยั              
                                                (............................................................)                             
                                                                  วนัท่ี....................................................... 
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1. Inform Consent Form in Thai Language 
 
                         
   วนัท่ี.................เดือน.....................พ.ศ................. 
ขา้พเจา้............................................................................อาย.ุ.................ปี  
อาศยัอยูบ่า้นเลขท่ี…........ถนน.......................ตาํบล….................อาํเภอ.................. 
จงัหวดั......................รหสัไปรษณีย.์.............โทรศพัท.์......................................... 

ขา้พเจา้ขอแสดงเจตนายนิยอมเขา้ร่วมโครงการวิจยัเร่ือง ความแตกฉานทางสุขภาพช่องปาก
ของผูดู้แลเดก็กลุ่มอาย ุ0-3 ปีท่ีมีผลต่อดชันีค่าประสบการณ์ฟันผขุองเดก็จงัหวดัราชบุรี 

โดยขา้พเจา้ไดรั้บทราบรายละเอียดเก่ียวกบัท่ีมาและจุดมุ่งหมายในการทาํวิจยั รายละเอียด
ของขั้นตอนต่างๆ ท่ีขา้พเจา้จะตอ้งปฏิบติัหรือไดรั้บการปฏิบติั ประโยชน์ท่ีคาดว่าจะไดรั้บของการ
วิจยัและความเส่ียงท่ีอาจจะเกิดข้ึนจากการท่ีขา้พเจา้เขา้ร่วมการวิจยั โดยไดอ่้านขอ้ความท่ีมี
รายละเอียดอยู่ในเอกสารช้ีแจงผูเ้ขา้ร่วมการวิจยัโดยตลอด อีกทั้งยงัไดรั้บคาํอธิบายและตอบขอ้
สงสยัจากหวัหนา้โครงการวิจยัหรือผูแ้ทนเป็นท่ีเรียบร้อยแลว้ 
 ขา้พเจา้จึงสมคัรใจเขา้ร่วมโครงการวิจยัน้ี หากขา้พเจา้มีขอ้ขอ้งใจเก่ียวกบัขั้นตอนของการ
วิจยั ขา้พเจา้จะสามารถติดต่อกบั ทนัตแพทยอิ์ศรานุวฒัน์ ยงพิศาลภพ หมายเลขโทรศพัทติ์ดต่อ 087-
7574515 
 ขา้พเจา้ไดท้ราบถึงสิทธ์ิท่ีขา้พเจา้จะไดรั้บขอ้มูลเพิ่มเติมทั้งทางดา้นประโยชน์และโทษจาก
การเขา้ร่วมการวิจยั และขา้พเจา้สามารถถอนตวัหรืองดเขา้ร่วมการวิจยัไดทุ้กเม่ือ โดยจะไม่มี
ผลกระทบใดๆ และยินยอมให้ผูว้ิจยัใชข้อ้มูลส่วนตวัของขา้พเจา้ท่ีไดรั้บจากการวิจยั แต่จะไม่
เผยแพร่ต่อสาธารณะเป็นรายบุคคล โดยจะนาํเสนอเป็นขอ้มูลโดยรวมจากการวิจยัเท่านั้น 

หากขา้พเจา้ ไดรั้บการปฏิบติัไม่ตรงตามท่ีระบุไวใ้นเอกสารช้ีแจงผูเ้ขา้ร่วมการวิจยั ขา้พเจา้
สามารถติดต่อกบัประธานคณะกรรมการจริยธรรมการวิจยัในคน สาขาสังคมศาสตร์ หรือผูแ้ทนได้
ท่ีสํานักงานคณะกรรมการจริยธรรมการวิจัยในคน สาขาสังคมศาสตร์ คณะสังคมศาสตร์และ
มนุษยศาสตร์ มหาวิทยาลยัมหิดล ถนนพทุธมณฑล สาย ๔ ตาํบลศาลายา อาํเภอพุทธมณฑล จงัหวดั
นครปฐม 73170 โทรศพัท ์02-441 9180โทรสาร 02-441 9181 
 ขา้พเจา้เขา้ใจขอ้ความในเอกสารช้ีแจงผูเ้ขา้ร่วมการวิจยัและหนงัสือแสดงเจตนายินยอมน้ี
โดยตลอดแลว้ จึงลงลายมือช่ือไว ้

ลงช่ือ..........................................ผูเ้ขา้ร่วมการวิจยั/วนัท่ี..................... 
(..............................................) 

หนังสือแสดงเจตนายนิยอมเข้าร่วมการวจัิยโดยได้รับการบอกกล่าวและเต็มใจ 
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2. Self-Administered Questionnaire of Oral Health Literacy in Thai Language 
 
แบบสอบถามประเมินความแตกฉานด้านสุขภาพช่องปากของผู้ดูแลเด็ก อายุ 0-3 ปี 
และแบบตรวจบันทกึสุขภาพช่องปากเด็กเลก็  
ส่วนที ่1 ข้อมูลทัว่ไป 
 คาํช้ีแจง ใหผู้ดู้แลเดก็ตอบแบบสอบถามใหค้รบถว้นและตรงกบัความเป็นจริงมากท่ีสุด  

 โดยทาํเคร่ืองหมาย � ลงในช่อง (   ) หรือเติมคาํตอบลงในช่องวา่ง                                 
 1.เพศ  1 (   ) ชาย 2 (   )  หญิง              
 2.อาย.ุ......................ปี(เตม็)                 
 3.ระดบัการศึกษา                   
  1 (   ) ไม่ไดศึ้กษา       5 (   ) อนุปริญญา, ปวส. 

2 (   ) ประถมศึกษา       6 (   ) ปริญญาตรี 
  3 (   ) มธัยมศึกษาตอนตน้      7 (   ) อ่ืนๆระบุ..........................  

4 (   ) มธัยมศึกษาตอนปลาย,ปวช.  
  

 4.อาชีพหลกัของท่าน (ผูดู้แลเดก็)                 
  1 (   ) รับราชการ  2 (   ) เกษตรกรรม 
  3 (   ) คา้ขาย  4 (   ) รับจา้งทัว่ไป 
  5 (   ) รับจา้งประจาํ 6 (   ) แม่บา้น 
  7 (   ) อ่ืนๆระบุ.......................... 

5.รายไดข้องท่าน  ..........................................บาท/ เดือน                         
6.จาํนวนเดก็อาย ุ0-3 ปีท่ีท่านดูแล.................คน              
7.ความสมัพนัธ์กบัเดก็      (   ) บิดา มารดา      (   ) ญาติ ระบุ.........   
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ส่วนที่ 2 พฤติกรรมการดูแลสุขภาพช่องปาก จาํนวน 20 ขอ้ ลกัษณะคาํถามเป็นการถามถึงการ
ปฏิบติัตวัในรอบ 2 สัปดาห์ท่ีผา่นมา มี 3 ตวัเลือกในลกัษณะของมาตรประมาณค่า 3 ระดบั คะแนน
ตั้งแต่ 0-2 คะแนน ดงัน้ี 
  0 คะแนน หมายถึง ไม่ไดป้ฏิบติั 
  1 คะแนน หมายถึง ปฏิบติัไม่สมํ่าเสมอ 
  2 คะแนน หมายถึง ปฏิบติัเป็นประจาํ 
คาํช้ีแจง  โปรดทาํเคร่ืองหมาย  � ลงในช่องคาํตอบท่ีตรงกบัพฤติกรรมของท่านมากท่ีสุด 

 

ข้อคาํถาม 
ระดบัการปฏิบัติ 

ประจํา ไม่
สมํา่เสมอ 

ไม่ได้
ปฏิบัติ 

1. ท่านซ้ือขนมกรุบกรอบมารับประทานมาใหเ้ดก็รับประทาน 
2. ท่านซ้ือเคร่ืองด่ืมอดัลม นํ้าหวาน ชาเขียวพร้อมด่ืมใหเ้ดก็รับประทาน 
3 .  ท่านซ้ือขนมไทย  เ ช่น  ทองหยิบ  ทองหยอด  ฝอยทองให้ เด็ก
รับประทาน 
4. ท่านซ้ือขนมท่ีมีส่วนผสมของ ชอ็คโกแลต ใหเ้ดก็รับประทาน 
5. ท่านซ้ืออาหารท่ีมีแป้งและนํ้าตาลใหเ้ดก็รับประทาน 
6. ท่านใหบุ้ตรหลานด่ืมนมเปร้ียว 
7. ท่านใหเ้ดก็ใชย้าสีฟันสมุนไพร 
8. ท่านใหเ้ดก็ประทานขนมหวานเหนียวติดฟัน เช่น ลกูอม ท๊อฟฟ่ี  
9. ท่านใหเ้ดก็รับประทานขนมกรุบกรอบระหวา่งม้ืออาหาร 
10.ท่านใหเ้ดก็ด่ืมนํ้าหวาน เคร่ืองด่ืมรสหวานก่อนนอนโดยไม่แปรงฟัน 
11. ท่านแปรงฟันใหเ้ดก็ดว้ยยาสีฟันผสมฟลอูอไรดห์ลงัอาหารเชา้ 
12. ท่านแปรงฟันใหเ้ดก็ดว้ยยาสีฟันผสมฟลอูอไรดก่์อนนอน 
13. ท่านใหเ้ด็กรับประทานอาหารคาวเสร็จแลว้รับประทานผลไมท่ี้มีเส้น
ใยตาม เช่น ฝร่ัง พทุรา  
14. ท่านใหเ้ดก็รับประทานอาหารท่ีมีแคลเซียม เช่น ปลาเลก็ปลานอ้ย 
15. ท่านใชไ้หมขดัฟันใหเ้ดก็ 
16. ท่านพาเดก็ไปพบทนัตแพทยเ์พ่ือตรวจสุขภาพช่องปาก 
17. ท่านใหเ้ดก็เค้ียวหมากฝร่ังหลงัรับประทานอาหาร 
18. ท่านใหเ้ดก็ด่ืมนมจืดมากกวา่นมรสอ่ืน 
19. ท่านใหเ้ดก็ใชน้ํ้ายาบว้นปากในการช่วยทาํความสะอาดช่องปาก 
20. ท่านช่วยแปรงฟันใหบุ้ตรหลานของท่าน 

........... 
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ส่วนที ่3 ความฉลาดทางสุขภาพช่องปาก ประกอบดว้ย 6 ดา้น จาํนวน  ขอ้ ดงัน้ี 
1. ความรู้และความเขา้ใจเก่ียวกบัสุขภาพช่องปากและการป้องกนัโรคฟันผ ุจาํนวน 6 ขอ้ 

ลักษณะคาํถามเป็นการถามความรู้ความเข้าใจตามกรอบขององค์ความรู้ท่ีจาํเป็น
(Essential knowledge) เก่ียวกบัโรคฟันผ ุประกอบดว้ย  

 สาเหตุของโรคฟันผ ุ
 การรับรู้ความเส่ียงต่อโรคฟันผ ุ
 วิธีการป้องกนัโรคฟันผ ุ

  และแต่ละคาํถามมีตวัเลือก 4 ตวัเลือก มีคาํตอบท่ีถูกตอ้งเพียงคาํตอบเดียว ตอบถูก
ได ้1 คะแนน 
      1.1 เช้ือท่ีทาํใหเ้กิดโรคฟันผใุนช่องปากเป็นเช้ืออะไร 
  ก. แบคทีเรีย 
  ข. ไวรัส 
  ค. เช้ือรา 
  ง. พยาธิ 

1.2 สารสาํคญัในยาสีฟันท่ีสามารถช่วยป้องกนัฟันผไุดอ้ยา่งมีประสิทธิภาพ คือ 
ก. ฟลูออไรด ์ 
ข. เกลือ 
ค. โพแทสเซียม 
ง. ไนเตรท 

1.3 อาหารประเภทใดท่ีเป็นปัจจยัส่งเสริมใหเ้กิดฟันผ ุ
ก. อาหารรสจืด 
ข. อาหารรสเคม็ 
ค. อาหารรสหวาน 

 ง. อาหารมนั 
     1.4 เราสามารถสงัเกตฟันผรุะยะเร่ิมตน้ไดอ้ยา่งไร 

 ก. ผวิฟันเปล่ียนเป็นสีขาวขุ่น 
 ข. ฟันเป็นรูดาํขนาดใหญ่ 
 ค. เน้ือฟันมีคราบหินปูนเกาะ 
 ง. แปรงฟันแลว้มีเลือดออก 
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1.5 วิธีการป้องกนัฟันผไุดดี้ท่ีสุดและง่ายท่ีสุดคือ 
 ก. ไปพบทนัตแพทยเ์พื่อตรวจฟันปีละ 1 คร้ัง 
 ข. แปรงฟันดว้ยยาสีฟันผสมฟลูออไรด์อย่างนอ้ยวนัละ 2 คร้ัง คือ หลงัอาหารเชา้
และก่อนนอน 
 ค. ใชไ้หมขดัฟันหลงัรับประทานอาหาร 
 ง. ด่ืมนมรสจืดแทนนมรสหวาน 
1.6 ในเดก็อาย ุ0-3 ปี การทาํความสะอาดช่องปากควรทาํดงัน้ี 
 ก. ผูดู้แลเดก็แปรงฟันดว้ยยาสีฟันผสมฟลูออไรดใ์หเ้ดก็ทุกคร้ัง 
 ข. ผูดู้แลเดก็ปล่อยใหเ้ดก็แปรงฟันดว้ยตนเอง 
 ค. ผูดู้แลเด็กสอนใหเ้ด็กแปรงฟันในคร้ังแรก และปล่อยใหเ้ด็กแปรงฟันเองในคร้ัง
ถดัไป 
 ง. ไปพบทนัตแพทยเ์พื่อทาํการแปรงฟันให ้
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2. การเขา้ถึงขอ้มูลและบริการสุขภาพ จาํนวน 5 ขอ้ ลกัษณะคาํถามเป็นการประเมิน
ตนเองถึงความสามารถในการเขา้ถึงขอ้มูลและบริการสุขภาพ มี 5 ตวัเลือกในลกัษณะ
ของมาตรการประมาณค่า 5 ระดบั คะแนนตั้งแต่ 0-4 คะแนน ดงัน้ี 

 0 คะแนน หมายถึง ไม่ไดป้ฏิบติั 
 1 คะแนน หมายถึง ปฏิบติันานๆ คร้ัง 
 2 คะแนน หมายถึง ปฏิบติัเป็นบางคร้ัง 

 3 คะแนน หมายถึง ปฏิบติับ่อยคร้ัง 
 4 คะแนน หมายถึง ปฏิบติัทุกคร้ัง 

 
 
 
 
 
 

ข้อคาํถามด้านการเข้าถึงข้อมูลและบริการสุขภาพ ส่ิงทีท่่านปฏิบัติ 

ไม่ได้เลย/
ไม่เคย
ค้นหา 

นานๆ
คร้ัง 

บางคร้ัง บ่อยคร้ัง ทุก
คร้ัง 

1. เม่ือต้องการข้อมูลสุขภาพเก่ียวกับโรคฟันผุ ท่าน
สามารถเลือกแหล่งขอ้มูลสุขภาพได้ทนัทีบ่อยคร้ังแค่
ไหน? 

     

2. เม่ือท่านตอ้งการขอ้มูลสุขภาพเก่ียวกบัโรคฟันผ ุท่าน
สามารถค้นหาจนได้ข้อมูล ท่ีถูกต้องและทันสมัย 
บ่อยคร้ังแค่ไหน? 

     

3. ท่านมีปัญหาจากการคน้หาขอ้มูลสุขภาพเก่ียวกบัโรค
ฟันผจุากอินเตอร์เน็ต บ่อยคร้ังแค่ไหน? 

     

4. ท่านมีการตรวจสอบขอ้มูลสุขภาพเก่ียวกบัโรคฟันผุ
โดยสืบคน้มาจากหลายๆ แหล่งบ่อยคร้ังแค่ไหน? 

     

5. ท่านมีการตรวจสอบแหล่งขอ้มูล จนเช่ือว่าขอ้มูล
สุขภาพมีความน่าเช่ือถือ บ่อยคร้ังแค่ไหน? 

     



Fac. of Grad. Studies, Mahidol Univ.    M.P.H.M. / 79 

3. ทกัษะการส่ือสารเพื่อเสริมสร้างสุขภาพและลดความเส่ียงต่อสุขภาพ จาํนวน 6 ขอ้ 
ลกัษณะคาํถามเป็นการประเมินตนเองถึงความสามารถในการส่ือสารขอ้มูลสุขภาพ
รวมถึงการโน้มน้าวให้ผูอ่ื้นยอมรับ มี 5 ตวัเลือกในลกัษณะของมาตรประมาณค่า 5 
ระดบั คะแนนตั้งแต่ 0-4 คะแนน ดงัน้ี 

 0 คะแนน หมายถึง ไม่ไดป้ฏิบติั 
 1 คะแนน หมายถึง ปฏิบติันานๆ คร้ัง 
 2 คะแนน หมายถึง ปฏิบติัเป็นบางคร้ัง 
 3 คะแนน หมายถึง ปฏิบติับ่อยคร้ัง 
 4 คะแนน หมายถึง ปฏิบติัทุกคร้ัง 

 
 
 
 

ขอ้คาํถามดา้นทกัษะการส่ือสาร ส่ิงท่ีท่านปฏิบติั 
ไม่ไดเ้ลย นานๆ

คร้ัง 
บางคร้ัง บ่อยคร้ัง ทุก

คร้ัง 
1.ท่านเคยไดอ้่านเอกสารแนะนาํเร่ืองสุขภาพช่องปาก 
แลว้พบวา่ไม่ค่อยเขา้ใจ บ่อยคร้ังแค่ไหน? 

     

2. ท่านเคยไดฟั้งคาํแนะนาํเร่ืองสุขภาพช่องปากจาก
บุคคลต่างๆ แลว้พบว่าไม่ค่อยเขา้ใจเน้ือหาบ่อยคร้ังแค่
ไหน? 

     

3. ท่านตอ้งขอความช่วยเหลือจากบุคคลอ่ืน เพ่ือช่วยให้
สามารถอ่านขอ้ความจากส่ือสุขภาพบ่อยคร้ังแค่ไหน? 

     

4. ท่านเล่าเร่ืองเก่ียวกบัโรคฟันผุให้กบัคนอ่ืนๆ เช่น 
เพ่ือน คนในครอบครัว ฯลฯ ได้รับฟังจนเพ่ือนเขา้ใจ 
บ่อยคร้ังแค่ไหน? 

     

5. ท่านแสดงออกในการพูด อ่าน เขียนขอ้มูลเก่ียวกบั
สุขภาพช่องปากเพ่ือใหค้นอ่ืนเขา้ใจ บ่อยคร้ังแค่ไหน? 

     

6. ท่านสามารถโน้มน้าวให้บุคคลอ่ืนยอมรับข้อมูล
สุขภาพช่องปากท่ีถกูตอ้ง บ่อยคร้ังแค่ไหน? 
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4. ทกัษะการตดัสินใจเพื่อสุขภาพ จาํนวน 5 ขอ้ ลกัษณะคาํถามเป็นแบบสถานการณ์มีตวัเลือก 
4 ตวัเลือก โดยมีคะแนนตั้งแต่ 1-4 คะแนน ดงัน้ี 

 1 คะแนนสาํหรับการตอบตวัเลือกท่ีมีระดบัเหตุผลจากการใชค้วามรู้ ความ
เขา้ใจท่ีมี 

 2 คะแนนสาํหรับการตอบตวัเลือกท่ีมีระดบัเหตุผลจากการใชค้วามรู้ ความ
เขา้ใจท่ีมีร่วมกบัการวิเคราะห์เปรียบเทียบขอ้ดี-ขอ้เสีย 

 3 คะแนนสาํหรับการตอบตวัเลือกท่ีมีระดบัเหตุผลจากการใชค้วามรู้ ความ
เขา้ใจท่ีมีร่วมกบัทกัษะการปฏิเสธเพ่ือประโยชน์ของตนเอง 

 4 คะแนนสาํหรับการตอบตวัเลือกท่ีมีระดบัเหตุผลจากการใชค้วามรู้ ความ
เขา้ใจท่ีมีร่วมกบัทกัษะการปฏิเสธเพ่ือประโยชน์ของตนเอง ทกัษะการ
เจรจาต่อรองเพ่ือรักษาสมัพนัธภาพกบัผูอ่ื้น 

4.1 เม่ือท่านได้รับคําช้ีแนะจากทันตบุคลากร หรือเจ้าหน้าที่สาธารณสุข หรือ อสม.ให้ไป
ตรวจสุขภาพช่องปากประจําปี ท่านจะ 

ก. ไปตรวจตามวนัเวลาท่ีท่านสะดวก 
ข. ไปตรวจตามวนัเวลาท่ีท่านสะดวก และสอบถามสิทธ์ิการรักษา 
ค. สอบถามขอ้มูลเพิ่มเติมในการเขา้รับบริการ และนัดหมายเพื่อเขา้รับ
การตรวจ 
ง. สอบถามขอ้มูลเพิ่มเติมในการเขา้รับบริการ และอาสากระจายข่าว 
ชกัชวนเพื่อน  บา้นไปตรวจสุขภาพช่องปากตามวนัเวลาท่ีกาํหนด 

4.2 เม่ือท่านมีอาการปวดฟัน ดื่มนํา้เยน็แล้วมีอาการเสียว ท่านจะ 
ก. หายาแกป้วดในบา้นรับประทานเอง 
ข. หายาแก้ปวดในบา้นรับประทานเอง และสอบถามอาการจากคนใน
ครอบครัวหรือเพื่อนบา้น 
ค. หายาแกป้วดรับประทาน พร้อมกบัไปซ้ือยาสีฟันลดอการเสียวฟันท่ีเคย
เห็นในโฆษณาทางโทรทศัน์มาใช ้
ง. รีบไปพบทนัตแพทย ์เพื่อหาสาเหตุ ตลอดจนการแกไ้ขอาการดาํงกล่าว 
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4.3 เม่ือบุตรหลานของท่านไม่ยอมให้ท่านแปรงฟันให้ตอนก่อนนอนท่านจะ 
ก. ไม่บงัคบับุตรหลาน ยอมใหเ้ดก็เขา้นอน โดยไม่แปรงฟัน 
ข. บงัคบับุตรหลานแปรงฟันทนัที 
ค. สอบถามเพื่อนบา้น หรือ อสม.เก่ียวกบัวิธีจูงใจให้เด็กแปรงฟันก่อน
นอน 
ง. ติดต่อทนัตแพทยใ์นโรงพยาบาลใกลบ้า้น หรือคน้หาขอ้มูลจากส่ือต่างๆ 
เพื่อช่วยปรับพฤติกรรมเดก็ในการแปรงฟันก่อนนอน 

4.4 หากท่านต้องเข้ารับบริการทางทันตกรรมที่โรงพยาบาลหรือโรงพยาบาลส่งเสริม
สุขภาพตําบล (รพ.สต. หรือ สถานีอนามัยเดิม) 

ก. เดินทางไปรับบริการในวนั เวลา ราชการ ตามท่ีเคยไป 
ข. โทรศพัท์ไปสอบถามรายละเอียดการเขา้รับบริการจากสถานบริการ
ใกลบ้า้น 
ค. ให้ อสม. เป็นผูติ้ดต่อประสานงานการเขา้รับบริการ รวมทั้งอธิบาย
รายละเอียดใหเ้ขา้ใจ 
ง. สอบถามขอ้มูลการเขา้รับบริการเบ้ืองตน้ จาก อสม. และโทรศพัทไ์ป
นดัหมายวนัเวลา เพื่อความสะดวกในการเขา้รับบริการ รวมถึงสิทธ์ิในการ
รักษา 

4.5 ท่านจะเข้าร่วมกจิกรรมส่งเสริมสุขภาพช่องปากในชุมชนเม่ือ 
ก. ท่านมีเวลาวา่งพอท่ีจะเขา้ร่วมกิจกรรม 
ข. มี อสม. หรือเพื่อนบา้นมาชกัชวนใหร่้วมกิจกรรมในชุมชน 
ค. เขา้ร่วมกิจกรรมตามวนั เวลาท่ีกาํหนดทุกคร้ัง 
ง. อยากเป็นเจา้ของโครงการแกไ้ขปัญหาสุขภาพช่องปากในชุมชน รวม
กบัแกนนาํในการวางแผน และดาํเนินกิจกรรมจนลุล่วง 
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5. ทักษะการจัดการตนเอง จาํนวน 5 ข้อ ลักษณะคาํถามเป็นการประเมินตนเองถึง
ความสามารถในการจดัการสุขภาพตนเอง มี 5 ตวัเลือกในลกัษณะของมาตรประมาณ
ค่า 5 ระดบั คะแนนตั้งแต่ 0-4 คะแนน ดงัน้ี 

 0 คะแนน หมายถึง ไม่ไดป้ฏิบติั 
 1 คะแนน หมายถึง ปฏิบติันานๆ คร้ัง 
 2 คะแนน หมายถึง ปฏิบติัเป็นบางคร้ัง 
 3 คะแนน หมายถึง ปฏิบติับ่อยคร้ัง 
 4 คะแนน หมายถึง ปฏิบติัทุกคร้ัง 

 
 
 
 
\ 
 

 

ข้อคาํถามด้านทกัษะการจัดการตนเอง ส่ิงทีท่่านปฏิบัติ 

ไม่ได้เลย นานๆ
คร้ัง 

บางคร้ัง บ่อยคร้ัง ทุก
คร้ัง 

1.ท่านกาํหนดปริมาณอาหารจาํพวกแป้งและนํ้าตาล เช่น 
ข้าว  ก๋วยเ ต๋ียว  นํ้ าอัดลม  ฯลฯ  ในการกินแต่ละม้ือ 
บ่อยคร้ังแค่ไหน? 

     

2. ท่านสังเกตปริมาณและคุณค่าทางโภชนาการของ
อาหารท่ีรับประทานในแต่ละคร้ัง บ่อยคร้ังแค่ไหน? 

     

3. ก่อนจะตดัสินใจซ้ืออาหารมากิน ท่านจะพิจารณาถึง
เป้าหมายท่ีตั้ งใจไวแ้ละกระทาํตาม แนวทางเพ่ือให้มี
สุขภาพช่องปากดี บ่อยคร้ังแค่ไหน? 

     

4. ท่านไดท้บทวนวิธีการปฏิบติัตนตามท่ีตั้งใจเพ่ือให้มี
สุขภาพช่องปากดี บ่อยคร้ังแค่ไหน? 

     

5. ท่านไดป้รับปรุงตนเองให้มีพฤติกรรมการดูแล
สุขภาพช่องท่ีถกูตอ้ง บ่อยคร้ังแค่ไหน? 
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6. การรู้เท่าทนัส่ือ จาํนวน 5 ขอ้ ลกัษณะคาํถามเป็นการประเมินตนเองถึงความสามารถ
ในการรับรู้ส่ือประชาสัมพนัธ์ มี 5 ตวัเลือกในลกัษณะของมาตรประมาณค่า 5 ระดบั 
คะแนนตั้งแต่ 0-4 คะแนน ดงัน้ี 

 0 คะแนน หมายถึง ไม่ไดป้ฏิบติั 
 1 คะแนน หมายถึง ปฏิบติันานๆ คร้ัง 
 2 คะแนน หมายถึง ปฏิบติัเป็นบางคร้ัง 
 3 คะแนน หมายถึง ปฏิบติับ่อยคร้ัง 
 4 คะแนน หมายถึง ปฏิบติัทุกคร้ัง 

 

 
 

ข้อคาํถามด้านการรู้เท่าทนัส่ือ ส่ิงทีท่่านปฏิบัติ 

ไม่ได้เลย นานๆ
คร้ัง 

บางคร้ัง บ่อยคร้ัง ทุก
คร้ัง 

1.เม่ือท่านเห็นโฆษณาผลิตภณัฑช์นิดใหม่ท่ีช่วยป้องกนั
ฟันผุทางโทรทัศน์และเกิดความสนใจท่านมีการหา
ขอ้มูลจากหลายๆ แหล่ง เพ่ือตรวจสอบความถูกต้อง
ก่อนตดัสินใจซ้ือบ่อยแค่ไหน?  

     

2. เม่ือท่านเห็นโฆษณาสินคา้ในเวปไซต์และมีความ
สนใจในสินคา้ตวันั้นท่านตั้งใจจะไปหาขอ้มูลเพ่ิมเติม
จากหลายๆ แหล่ง เพ่ือตรวจสอบความน่าเช่ือถือก่อน
ตดัสินใจซ้ือ บ่อยคร้ังแค่ไหน? 

     

3. ท่านใชเ้หตุผลหรือวิเคราะห์ผลดี-ผลเสีย เพ่ือเลือกรับ
ขอ้มูลจากส่ือสําหรับการป้องกนัและควบคุมความเส่ียง
ต่อโรคฟันผ ุบ่อยแค่ไหน? 

     

4. เม่ือท่านเขา้ร่วมกิจกรรมเก่ียวกบัสุขภาพช่องปาก 
ท่านมีการวิเคราะห์ประเมินเน้ือหาโดยไม่เช่ือในทนัที 
บ่อยแค่ไหน? 

     

5. ท่านจะพดูคุยวิพากษว์ิจารณ์เก่ียวกบัแนวทางปฏิบติั
ตวัเพ่ือป้องกนัและควบคุมความเส่ียงต่อโรคฟันผุ โดย
วเิคราะห์เปรียบเทียบขอ้มูลจากส่ือๆ บ่อยแค่ไหน? 
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แบบบันทึกสุขภาพช่องปากเดก็ 0 – 3 ปี HN……………………… 
 

ID(13หลกั)              

    
 ช่ือ............................  .สกลุ...........................เพศ...............  วดป เกดิ ......................อายุ ..............ปี
......   เดือน...... วัน......... 
 ทีอ่ยู่เลขที.่............หมู่ที.่.................ตําบล.................................. อําเภอ................... จังหวัดราชบุรี             
 เบอร์โทร................................ช่ือผู้ดูแลเด็ก……………………………… 
ความสัมพนัธ์กบัเด็ก........................................... 
 
สภาวะช่องปาก                                                                                           สภาวะฟันผ ุ
55        54        53        52       51        61      62        63        64       65                   d   =     

………………….ซ่ี 
                           m   =   ………………….
ซ่ี 
                             f   =   ………………….

ซ่ี 
                             t  =   …………………ซี 
 85      84       83         82       81        71      72         73       74       75                                    
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วันทีต่รวจ.............................ผู้ตรวจ................................................  อายุ ........                   ต้อง
เคลอืบหลมุร่องฟันน้ํานม.........................ซ่ี             ทาฟลอูอไรด์วานิช                                                                
ส่ิงสนับสนุน      แปรงสีฟัน    ยาสีฟัน     ถุงน้ิวเช็ดช่องปาก     ส่ือความรู้             ต้องอุด

ฟัน...............ซ่ี                   ต้องถอนฟัน................ซ่ี           ต้องรักษารากฟัน.............ซ่ี 
ผู้ดูแลเด็กรับทราบ..................................................................... 
 
 
การลงรหัส Status                  (ฟันน้ํานม)                      
A      ปกติ (Sound)                            
 B        ผ ุ(Decayed)                    
 C     อดุแล้วผ ุ(Filled, with decay)                    
D      อดุไม่ผ ุ(Filled, no decay)         
E        ถอน (Missing, as a result of caries)         
 F     เคลอืบหลมุร่องฟัน (Fissure sealant)                                 
G     ผไุม่ลกุลาม (Inactive caries)           
 -   ฟันยงัไม่ขึน้ (Unrequited tooth)/                     - 
     อ่ืน ๆไม่นับรวม (Excluded) 
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