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ABSTRACT

Background

Oral health is an essential component of an individual’s
general health and overall well-being. Although past
studies have evaluated oral health knowledge, attitude
and practices (KAP), little is known about the level of KAP
between students and staff of higher education institutions.
This study aimed to evaluate oral health knowledge,
attitudes, and practices among undergraduate students
and staff at a selected University of Technology in Nigeria.

Methods

A multicentre cross-sectional survey was conducted
between May — June 2021 with a sample of 747
consisting of 378 students and 369 staff, recruited from
8 faculties across the University. One-way ANOVA test
was applied for the statistical evaluation of numerical
measures. The association between knowledge,
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attitudes and practice scores were assessed using
Pearson correlation analyses (a=.0.05).

Results

No significant differences were found in the oral
health knowledge, attitude, and practices between
the students and staff (P>0.05). Overall, the finding
suggests that 84.3% of the respondents had a positive
attitude toward oral health, 92.5% had high knowledge
and 87.4% practised oral health was adequate. The
respondents KAP differed by socio-demographic
characteristics. The relationship between knowledge
and practice was fair (r=0.358, p < 0.01) while positive
weak correlations were observed between attitude and
practice (r = 0.198, p < 0.01), and between knowledge
and attitude (r = 0.173, p < 0.01).

Conclusion

The salient feature of this study suggests that while there
was a high level of knowledge among the respondents,
the attitude and actual practice of oral healthcare
does not commensurate with the level of knowledge.
Nonetheless, it was found that knowledge had positive
associations with the practice of oral health care.
The findings suggest there is a need to improve the
knowledge about oral health practice among both staff
and students through a tailored design of community-
based awareness to increase oral health practice.

Keywords: Attitude, Knowledge, practice, oral health,
university

INTRODUCTION

Oral health is an essential component of an individual’s
general health and overall well-being, which is related
to an individual’s oral health knowledge and healthy
oral hygiene habits '. Abstract knowledge of oral health
practices alone does not ensure the subsequent
change in an individual’s attitudes and behaviours -
as they are usually acquired after conceptualizing oral
health practices 2. Neglect of oral health, on the other



hand, can lead to pain and suffering, which can affect
an individual's quality of life and hinder productivity
in the workplace®4. According to the World Health
Organization (WHO), oral health problems are still
not well controlled globally despite the considerable
improvements in oral health measures among
populations ®. In Africa, for example, it is estimated
that more than 480 million people suffer from oral
diseases such as dental caries and periodontal, and
tooth loss despite most of these diseases being
preventable®. This state of oral health might be
related to the rapid development of oral diseases
following lifestyle changes such as consumption of a
sugar-rich diet, lack of water fluoridation, and other
socio-environmental factors” 8.

The high incidence and prevalence of oral diseases
globally qualify oral health as a serious public health
issue. For instance, the cost of treating oral diseases
imposes large economic burdens on families and
healthcare systems, with particular concern over
their rising prevalence in many low, middle-income
countries (LMICs) associated with wider economic,
social, and commercial changes*. Moreover, it is noted
in the literature that the current westernised model of
modern dentistry (high technology and treatment-
focused) is unaffordable and inappropriate in many
LMICs # °. Hence a radically different approach is
essential to address the global challenge of oral
diseases.

In 2003, the Fédération Dentaire Internationale World
Dental Federation (FDI), WHO, and the International
Association for Dental Research issued the document
“Global Goals for Oral Health 2020” which contains
proposals for new goals, objectives, and targets for the
global oral health of increasing detail and complexity.
The aforementioned proposal aimed to provide an
instrument for local and national health care planners
to determine realistic goals and standards for oral
health?. Part of this requires a shift in dentistry from
a treatment-oriented approach to more preventive
oral healthcare™. As such, establishing a baseline of
detailed information regarding oral health knowledge
and healthy oral hygiene habits will help policymakers
set attainable goals and track changes. Moreover, this
baseline information will help strengthen oral health
programs through the implementation of effective
prevention measures.

Studies on oral health knowledge, attitudes, and
practices have been conducted among university
students in different countries. In 2014, Peltzer and
Pengpid investigated oral health behaviour and
associated factors among undergraduate university
students from various disciplines in 26 low, middle-,
and high-income countries. This study confirmed
low rates of tooth brushing and dental attendance
among university students in different cultures across
Africa, Asia, and the Americans''. In Nigeria, a study
was conducted to compare oral health knowledge,
attitudes, and behaviour of medical, pharmacy, and
nursing university students. The investigators found
that students’ oral health knowledge, attitudes,
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and behaviour were inadequate and needed to be
improved™. In 2017, Kumar and colleagues. studied
and compared oral health knowledge, attitudes, and
practices among dental and medical students at a
university in Eastern India. They reported that oral
health knowledge and practices among females
were better than that of males’. In Arab countries,
several studies have been conducted to assess
oral health knowledge, attitudes, and behaviours,
especially among school students'. Another study
assessed university dental undergraduate students
and compared them with undergraduate students
of other faculties'. The findings of these studies are
expected, as, compared with non-dental students,
dental students had already received education on
oral health in their undergraduate curriculum.

The above-mentioned studies mainly focused on
undergraduate students’ oral health knowledge,
attitude and practices, but the staff who shoulder
the responsibilities of educating and building these
students are not considered. The study, to the best
of our knowledge, represents the first study of its kind
that explored and evaluate oral health knowledge,
attitude and practices among both staff and students
of higher education institutions.

Moreover, in the Federal University of Technology
Owerri, (FUTO), Nigeria, there is not any survey
conducted or published that assessed and or
compared the knowledge, attitude and practices
of oral health care among staff and students.
Therefore, the present study aimed to evaluate oral
health knowledge, attitudes, and practices among
undergraduate students and staff at the Federal
University of Technology Owerri (FUTO).

Given these, the present study addresses the following

objectives:

1. To assesses the level of oral knowledge, attitude
and practice of undergraduate students and staff
in a selected Federal University of Technology in
Nigeria

2. To determine the association between the
socio-demographic  characteristics and the
oral health knowledge, attitude and practice of
undergraduates and staff.

RESEARCH METHODOLOGY

2.1 Research design

A quantitative multicentre cross-sectional design was
undertaken to collect data from randomly selected
undergraduate students and staff of the University
of Technology Owerri, Imo State, Nigeria through
the administration of a close-ended questionnaire.
The main aim was to assess the level of oral health
knowledge, attitude and practices among students
and staff.

2.2 Study setting

The study was conducted among undergraduate
students and staff of the Federal University of
Technology (FUTO). FUTO is a top-ranking University
of technology in Nigeria and indeed the nation's
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pride. Established in 1981, the university has grown
tremendously, stretching its academic disciplines and
research across eight different schools and over fifty
academic departments. FUTO is located 25 kilometres
South of Owerri, Imo state. FUTO has over 22000
undergraduate students and a 10000 staff population
which are distributed across the eight (8) running
faculties namely; School of Engineering and Engineering
Technology (SEET), School of Agriculture and Agricultural
Technology (SAAT), School of Health Technology
(SOHT), School of Physical Sciences (SOPS), School
of Environmental Sciences (SOES), School of Biological
Sciences (SOBS), School of Management Technology
(SMAT), School of Information and Communication
Technology (SICT).

2.3 Sampling technique and sample size

The sample size for this study was determined using the
Raosoft sample size calculator with a 95% confidence
level, 5% margin of error, 50% response distribution
and a population size of 22000 for students and 10000
for staff. The sample size of 377 for students and 370
for staff was used in this study. The total number of
students and staff from the various faculties included
747 with 378 from SEET, 141 from SAAT, 25 from SOHT,
80 from SOES, 97 from SOPS, 68 from SOBS, and 44
from SMAT.

All undergraduate students were considered for the
study from 18 years and above. For the staff, both
academic and non-academic staff (administrative and
technical staff) which were divided into the status of
junior personnel (JP) and senior personnel (SP) were
included in the study. Students in 100level (First-year
students) were excluded from the study as it is believed
that most of them would be below 18 years and would
have to seek the consent of their guardian before
participating.

Fourth-year students (400 levels) were also excluded
as they were not in school at the time this study was
conducted and also postgraduate students. Students
who are 18 years and above in their second, third, and
fifth year of study, and registered at the time of data
collection were included in the study. A multicenter
study was carried out this stud which entails using
stratified sampling techniques in the selection of study
participants. Each of the respondents was stratified
into three groups, namely students academic staff and
non-academic staff. On each day of the data collection,
students and staff were randomly selected to fill out the
questionnaires from across the eight (8) faculties.

The first 10 students we saw in each classroom entered
were approached to fill the questionnaires and for staff,
the first 5 seen in each staff room or office across the
school were given the questionnaire to fill. This pattern
was followed on each data collection day until the
sample size was realized. On each data collection day,
we did not visit the faculty visited the previous day.
This was done so that the data gotten will be evenly
distributed. Data collection took us two weeks from May
to June 2021 to collect excluding Friday because of the
low turnout of students and staff in school.
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2.4 Instrument for data collection

A standardized pretested closed-ended gquestionnaire
based on WHO Oral Health Surveys Basic Methods 5th
Edition designed in the English language, for children
16 was adapted with few modifications made so as
make the questions ideal for the targeted population.
It comprises 31 questions which include 11 oral health
knowledge questions, 9 Attitude questions and 11
oral hygiene practices questions with the first section
containing the socio-demographic questions. The
questions were asked to obtain information regarding
the socio-demographic background of the participants.

2.5 Data analysis

The Data was presented on Microsoft Excel 2007
spreadsheet and subsequently entered into Statistical
Package for Social Sciences spreadsheet (SPSS version
27.0, IBM Statistics, New York, USA) for analysis. For the
items included in the knowledge and attitude sections
of the questionnaire, each correct answer was scored
“one” and wrong and do not know answers were scored
“zero.” In the practice section, “zero” and “one” scores
were given according to the appropriateness of the
option selected by the respondent. The individual scores
were summed up to yield a total score. Respondents
were divided into Good and Poor Knowledge groups in
the study results. Participants who scored 0.5 or more
on the total questions were categorized as belonging
to the good knowledge group and those with a score
of 0.4 and below were considered to be in the poor
knowledge group.

The same measure was used for attitude and practice
scores. Subjects for attitude were categorized into two
groups also namely; Negative Attitude and Positive
Attitude while for practice, Adequate and Inadequate
Practice. Descriptive statistics were obtained, and
mean percentage scores, standard deviation, and
frequency distribution were calculated for the oral health
knowledge, attitude, and practices item. The Student’s
T-test and ANOVA test was applied for the statistical
evaluation of numerical measures. The association
between knowledge, attitudes and practice scores were
assessed using Pearson correlation analyses.

2.6 Validity and reliability of the instrument

All instruments of the study were critically reviewed
by an oral health care expert. In addition, the adapted
questionnaire (WHO, 2013), further expresses the validity
of the instrument used. Prior to data collection, the
study was piloted and pretested with selected students
who did not form part of the main study.

2.7 Ethical consideration
Ethical approval for this research work that related to
or deals with human subjects was requested and
granted by the School of Health Technology Ethical
Review Committee before data was collected (FUT/
SOHT/2021/REC-DNT/1).

RESULTS

3.1 Socio-demographic characteristics

The socio-demographic  characteristics of the
respondents are given in Table 1. The data show that



Table 1: Sociodemographic characteristics of the study participants.

Characteristics N(%)
Gender
Males 473(63.3)
Females 274(36.7)
Age (yrs.)
18-25 346(46.3)
26-35 153(20.5)
36-45 180(24.1)
45 & above 68(9.1)
Status
Students 378(53.6)
Staff (JP) 233(31.2)
Staff (SP) 136(15.2)
Faculty
SEET 236(31.6)
SAAT 141(18.9)
SOHT 25(3.3)
SOES 80(10.7)
SOPS 97(13.0)
SOBS 68(9.1)
SCIT 56(7.5)
SMAT 44(5.9)

majority of the respondents were males (63.3%), aged
16 - 25years (46.3%) mainly dominated by students
(63.6%), and were from SEET (31.6%).

3.2 Respondents’ knowledge of Oral Health

Table 2 depicts the knowledge among the respondents
about oral health. The majority (85.4%) knew that teeth
should be cleaned using a soft-bristle toothbrush, also

Table 2: Respondent’s knowledge of oral health.

Wrong answer/

| don’t know the Correct answer

Characteristics/Variables

answer (score 1) N(%)
(score 0) (%)
Teeth should be cleaned using
a soft-bristle toothbrush 122 {14112 ekl
Teeth brushing should be done
for 2mins and at least twice 58 (7.8) 689 (92.2)
per day
Teeth brushing should be done
preferably before a meal in the 82 (11.0) 665 (89.0)
morning and before going to ' ’
bed in the evening
Flossing shou]d be done at 298 (39.9) 449 (60.1)
least once daily
Tobacco chewing and smoking
may cause oral problems v ({7 SO
Fluoride-containing toothpaste
helps in the prevention of tooth 196 (26.2) 551 (73.8)
decay
Consuming sugary diets like 106 (14.2) 641 (85.9)
soda may cause tooth decay ' ’
It is normally my gum bleeds
e — 198 (26.5) 549 (73.5)
Brushing and flossing cannot
be substituted with simple 318 (42.6) 429 (57.4)

mouth wash and rinse
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Table 3: Distribution of knowledge

Variable Frequency Percentage (%)
Poor knowledge 56 7.5

High knowledge 691 92.5

Total 747 100.0

90.2% knew that tooth brushing should be done for
2mins at least twice per day. Teeth brushing should
be done preferably before a meal in the evening, 89%
knew that and 60.1% knew flossing should be done
at least once daily. 83% knows that tobacco chewing
and smoking may cause oral problems and 73.8% knew
that using fluoride-containing toothpaste helps in the
prevention of tooth decay. Consuming sugary diets like
soda may cause tooth decay, 85.8% knew this. 73.5%
knew it isn't normal for their gum to bleed when brushing.
Brushing and flossing cannot be substituted with simple
mouthwash and rinse, only 57.4% knew this.

3.2.1 Distribution of Knowledge

The distribution table for knowledge indicates a high
knowledge rate of 92.5% among the respondents
(Table 3).

Table 4: Respondents’ Attitude to oral health

Correct answer
(score 1) N(%)

Wrong answer/ | don’t
know the answer
(score 0) (%)

Teeth should be
cleaned using a
soft-bristle toothbrush

109 (14.6) 638 (85.4)

Teeth brushing should
be done for 2mins
and at least twice

per day

58 (7.8) 689 (92.2)

Teeth brushing should
be done preferably
before a meal in the
morning and before
going to bed in the
evening

82 (11.0) 665 (89.0)

Flossing should be
done at least once
daily

298 (39.9) 449 (60.1)

Tobacco chewing and
smoking may cause
oral problems

127 (17.0) 620 (83.0)

Fluoride-containing
toothpaste helps in
the prevention of
tooth decay

196 (26.2) 551 (73.8)

Consuming sugary
diets like soda may
cause tooth decay

106 (14.2) 641 (85.8)

It is normally my gum

bleeds when | brush 1512 (28]

549 (73.5)
Brushing and flossing
cannot be substituted
with simple mouth
wash and rinse

Do you think that
herbal remedy is
more important and
cheaper?

318 (42.6) 429 (57.4)

255 (34.1) 492 (65.9)

A functional dental
clinic is important in the
Dental department.

667 (89.3) 80 (10.7)
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3.3 Respondents' Attitude towards Oral Health

Table 4 shows the oral health attitude of the participants.
The majority (88.9%) believe that dental problem can
affect general health, participants perceived that regular
visit to the dentist is necessary (69.9%), 49.4% thinks it's
a big loss to their health to remove a tooth, immediate
replacement of missing natural teeth by artificial teeth is
necessary (37.2%), 83.9% believes chewing tobacco/
smoking is a bad habit and that dentist care only about
treatment and not prevention (73.4%). Do you think that
the treatment of toothache is important as any other part
of the body? (90.4%) supports that assertion and 73%
are afraid of going to the dentist because they think is
expensive (81.5%). The herbal remedy is more important
and cheaper (34.1%). Having a functional dental clinic is
important in the dental department (89.3%).

3.3.1 Distribution of Attitude

Table 5 shows the distribution of attitude and it indicates
that a good number of the respondents have a positive
attitude towards their oral health (84.3%).

Table 5: Distribution of attitude

Variable Frequency Percentage (%)
Negative attitude 117 15.7
Positive attitude 630 84.3
Total 747 100.0

3.4 Respondents' Practice of Oral Health

Table 6 depicts the respondents’ oral health practices.
The table shows that the majority (82.3%) spend at least
2 minutes brushing their teeth, 56.2% brush twice daily
and 78.4% used soft bristle toothbrushes for cleaning
their teeth. Also, the table shows that the majority of the
participants (85.3%) use toothbrushes and fluoridated
toothpaste and only 10.7% visit the dentist for at least
6 months for routine dental checkups. Most (75.8%)
rinse their mouth after meals and only 46.3% avoid
consuming sugary soda. Only 12% go for scaling and
polishing every 6 months and the majority brush their
teeth horizontally only, 90.6% brush their teeth up and
down and a great number (94.4%) of the participants do
not use only chewing sticks for brushing.

3.4.1 Distribution of Oral Health Practice

The data in Table 7 shows the distribution of the
respondents’ oral health practices. The oral health
practice was found to be adequate (87.4%).

Table 7: Distribution of practice

Practice Frequency Percentage (%)
Inadequate 94 12.8
Adequate 653 87.4
Total 747 100.0

3.5 Association between socio-demographic
characteristics and mean kap scores

The association between the respondents’ socio-
demographic characteristics and the mean KAP score
is presented in Table 8. The ANOVA value measured for
the age indicates that there is a statistically significant
difference among the respondents in terms of their
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Table 6: Respondent's oral health Practices

Correct answer
(score 1) N (%)

Wrong answer/ |
don’t know answer
(score 0) N (%)

Characteristics

| spent at least 2mins

brushing my teeth 182 ({11

615 (82.3)
| cleaned my teeth at

least twice daily 2RidsE)

420 (56.2)
| used a soft bristle
toothbrush for cleaning
my teeth

161 (21.6) 586 (78.4)

| use a toothbrush
and fluoridated
toothpaste

110 (14.7) 637 (85.3)

| visit my dentist at least
every 6months for rou-
tine dental checkups

667 (89.30) 80 (10.7)

| rinsed my mouth

after meals el (2

566 (75.8)
| avoid consuming

sugary soda A0 (g8

346 (46.3)
| visit the dental clinic
every 6months for
professional cleaning
(scaling and polishing)

657 (88.0) 90 (12)

| brush my teeth hori-

zontally only 174 (23.3)

573 (76.7)

| brush my teeth up

and down o)

677 (90.6)

| use a chewing stick

only for brushing ‘2

705 (94.4)

knowledge of oral health (P=0.005). No difference was
however found between the respondents' gender and
their attitude and practice of oral health (P>0.05).

The ANOVA value measured for the gender indicates that
there is a statistically significant difference among the
respondents in terms of their knowledge of oral health
(0<0.005), attitude (p=0.001), and practice (P=0.004).
The mean value measured suggests that the female
respondents have higher knowledge (M=0.8+0.2),
attitude (M=0.7+0.1), and practice (M=0.7+0.2) of oral
health when compared to the males.

In terms of status, the ANOVA value measured
indicates that there was no significant difference in
the respondents' knowledge, attitude, and practice
of oral health (P>0.05). In terms of the faculty of the
respondents, the ANOVA value indicates that there is
a statistically significant in the respondents' knowledge
(p<0.001) and attitude (p<0.001), but no difference
was found for their practice (P>0.05). The mean value
measured suggests that the SOHT respondents have
higher knowledge (M=0.9+0.1) while those from SOES
(0.7+0.1), SOBS (0.7+0.1), and SCIT (0.7+0.1) have a
more positive attitude towards oral health.

3.6 Correlation between knowledge, attitude and
practices

Correlation were interpreted using the following criteria
0 - 0.25 = weak correlation, 0.25 - 0.5 = fair correlation,
0.5 - 0.75 = good correlation, and greater than 0.75 =
excellent correlation (Cohen, 1988). The data in Table
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Table 8: Association of demographic characteristics with knowledge, attitude and practice.

Variable Knowledge p-value
16-25 346 0.8+0.2
26-35 153 0.7+0.2
Age
36-45 180 0.8+0.2
45&above 68 0.8+0.1
Male 473 0.7+0.2
Gender
Female 274 0.8+0.2
Student 378 0.8+0.2
Status Staff (JP) 136 0.8+0.2
Staff (SP) 233 0.8+0.2
SEET 236 0.8+0.2
SAAT 147 0.8+0.2
SOHT 25 0.9+0.1
SOES 80 0.7+0.2
Faculty
SOPS 97 0.8+0.2
SOBS 68 0.8+0.2
SCIT 56 0.8+0.2
SMAT 44 0.8+0.2

9 revealed a weak association between knowledge -
attitude (r = 0.173, p < 0.0001), and attitude - practice
(r = 0.198, p < 0.0001). For knowledge - practice (r
= 0.358, P < 0.0001) there was a fair positive linear
correlation. This suggests that a good knowledge of
oral health positively associates with the appropriate
practice of oral health care.

Table 9: Correlation between knowledge, attitude, and practice

scores.

Variable Correlation coefficient — p-value
Knowledge-Attitude 0.173 0.000
Knowledge-Practice 0.358 0.000
Attitude-Practice 0.198 0.000

Pearson correlation significant
at 0.01 level (2 tailed)

DISCUSSION

Many KAP surveys concerning oral health have earlier
been conducted in the University of Port Harcourt,
River State Nigeria but concentrated on medical,
pharmacy and Nursing students 12 and overseas '"-'°,
In developing countries, there is a high prevalence of
oral disease in their communities 2°. This can be due
to neglect, scarcity of resources, poor knowledge and
negative attitudes. This multicenter cross-sectional
study assesses the knowledge, attitude and practices
of (747) students and staff who were randomly selected
from the right (8) faculties in FUTO.

The finding of this study suggests that the majority of
the respondents knew the use, frequency and time of
using a toothbrush, as a tooth-cleaning aid. This was
higher than most studies reported in India and globally'”
21, More than half of the respondents were aware of the
role of fluoride in preventing dental decay in contrast
to only 29.6%, in a study on Saudi students in 2015,
The knowledge of the surveyed candidates in regards
to the use of dental floss in preventing dental decay was

Attitude p-value Practice p-value
0.6 +0.2 0.6+0.2
0.6+0.2 0.6 +0.2

0.005 0.055
0.6 +0.1 0.6+0.2
0.6+0.2 0.7+ 01
0.6+0.2 0.6+0.2
0.000 0.001
0.7 + 0.1 0.7+0.2
0.6+0.2 0.6 +0.2
0.489 0.6 +0.1 0.120 0.7+0.2
0.7+0.2 0.6+0.2
0.6 +0.2 0.6+0.2
0.6 +0.1 0.7+0.2
0.6+0.2 0.6+0.2
0.7+0.2 0.6+ 0.1
0.000 0.000
0.6+0.2 0.6+0.2
0.7+0.2 0.6 + 0.1
0.7+0.2 0.6 + 0.1
0.6+0.2 0.6+0.2

55.2%, which was somewhat lower than compared of
Iranian students, which was 78.8%, in a study in 2015
22. The finding suggests that the majority (83%) of the
respondents knew that tobacco chewing and smoking
may cause oral problems. This is important given that a
good knowledge of oral health is necessary to pursue
healthy oral practices 224, Moreover, the respondents'
knowledge of oral health measured in this study (92.5%)
was higher when compared to the 55.7% reported at
Qassim University, Saudi Arabia?®. Possible reasons
that can be attributed to this difference in response are
a demographic variation of the study population, study
location and as well as the study tool used for data
collection. The results notwithstanding, it is important
that the population should be educated on all aspects
of oral health rather than on a single or few issues.

The attitude among the participants regarding oral
health was diverse. In a study done by Jaber, Khan?®
among male students at Qassim University Saudi
Arabia, the results showed that students perceived
that regular visits to the dentist were necessary
(81.5%). This was per a similar study by 26. However,
in our study, our data is slightly lower (69.9%). This
may be attributed to poor favourable conditions like no
university dental clinic, no dental clinic at the primary
health centre, negative impression about dentists, their
supposed belief that dental care is expensive or that
the only government-owned hospital with a dental
clinic is far from the campus.

Equally concerning, although 69.9% of the surveyed
participants stated that regular dental visit was
necessary, only 12% of them, however, practice it.
This shows that the awareness of oral health doesn't
necessarily influence good dental practice. It was also
uncovered that the majority of the respondents (73%)
are afraid of visiting the dentist. This perhaps could be
because of their phobia of needles or pain felt during
extraction of tooth/teeth or they are supposed to

0.359

0.004

0.782

0.116
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believe in the cost of Dental care. This is concerning as
fear of the dentist can have serious repercussions on an
individual’s oral health and therefore constitute a barrier
to dental visits %7,

In literature, it is evident that the easiest oral care is
to practice daily brushing and flossing - as this help
reduce the incidence of dental diseases?*. In this study,
it was found only 56.2% at least clean their teeth twice
daily. Nonetheless, our findings are slightly higher than
the 52.6% reported by Jaber, Khan % but still lower
than the 65% reported by Kassak, Dagher 28, This is
concerning and suggests that not everyone adheres to
the golden rule of cleaning the teeth at least twice dalily.
The majority brushed with a toothbrush and fluoridated
toothpaste (85.3%) which is similar to those reported by
Jaber, Khan 25. The high use of fluoridated toothpaste
may be related to the fact that it is a common and
important ingredient found in toothpaste 2. Besides,
fluoride used helps in decreasing caries risk and is
effective in aiding enamel remineralisation *, and thus
could be beneficial in maintaining good oral health.

Part of the study objective was to determine the
association between the respondents’ socio-demographic
characteristics and the oral health knowledge, attitude
and practice of oral healthcare. There was no statistical
significance in their status, meaning no difference was
noticed in the KAP scores of both students and staff.
It was, however, found that the gender and faculty of
the respondents differ significantly in their mean KAP
scores (Table 8). The female respondents, for example,
had better knowledge, attitude toward oral health and
better oral care practice than males. This is similar to
most studies that have shown females consistently
achieving better scores in the KAP survey regarding
oral health 233", and could be attributed to the fact that
the females are more concerned about body and facial
image. Consequently, they would seek regular dental
care and take more care of their oral health to maintain
a good appearance ',

With reference to the respondents’ faculty, SOHT
scored highest in the knowledge and attitude section
with a statistically significant difference (Table 8).
This is the same with the study in Saudi Arabia done
among university students by Al Subait, Alousaimi 4.
This indicates a high level of awareness among the
school of health respondents. It could be expected that
respondents in the health discipline are conscious of
general health including dental health which could have
informed their knowledge.

Moreover, the study found that better knowledge can
lead to positive oral health practices. This will help in the
prevention and management of oral diseases. There
are certain advantages to the study. Targeting youths
seem to be most appropriate for procuring information
about the oral health status of a place as they disclose
information about what is being taught/learnt from the
school, parents and surroundings regarding oral health
and what kind of attitude and habits have been groomed
or are grooming which will eventually be carried in the
next generation in the particular area .
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4.1 Limitations and directions for future studies

We acknowledge that the data collection method may
have certain limitations. Bias could be introduced
as the participants tend to give socially desirable
responses like overestimating the frequency of tooth
brushing and underestimating negative behaviour
such as consumption of sugar and tobacco. This was
minimized by piloting and pretesting the questionnaire
to help establish the practicality and its applicability.
The survey was focused mainly on obtaining the level of
knowledge, attitude and practice in relation to the oral
health of students and staff in FUTO. Further studies
should be done to examine the perception of university
students regarding the link between oral health hygiene
and susceptibility to diseases such as oral cancer,
periodontal disease, and caries. To more accurately
measure participants’ knowledge of good oral health
practices, questions identifying the consumption
of alcohol, energy drinks and soft drinks should be
included in the survey.

4.2 Recommendations

As a result of the findings and conclusion reached the

researchers proposed the following recommendations:

1. Health practitioners need to change the public
perception of oral health. Many people do not
consider oral health important to their overall health
and fail to understand the role it plays in preventing
future diseases. If health practitioners effectively
communicate the importance of oral health and
its impact on the body, it will encourage people to
visit the dentist and thus prevent future diseases.
It behoves health care professionals to encourage
people to maintain good oral health practices by
brushing and flossing their teeth daily, as well as
visiting a dentist for an annual check-up. Itis vital to
establish a line of communication between dentists
and medical doctors to ensure an individual’s oral
and physical health is concomitantly examined to
minimize the onset of future health problems.

2. Introducing good oral health practices to young
adults early in their educational career can
promote overall health, particularly as they age. To
accomplish this, it is necessary to integrate good
oral health education into the health curriculum
developed for secondary school and university
students. Optimally it is best to begin teaching oral
health practices to children as early as preschool
age. At this young age, parents need to be actively
involved in teaching their young children about the
necessity to brush and floss their teeth regularly.
For this study, given the diverse population of
the university, it is essential to direct educational
efforts toward members of underrepresented and
economically insecure populations to ensure they
understand the importance of visiting a dentist on
an annual basis.

CONCLUSIONS

From the study conducted an overwhelming majority of
the survey respondents had good knowledge, positive
attitude and adequate practice with respect to oral
health. Nevertheless, it was observed from the attitude
section that not all of the respondents believe that



regular visit to the dentist is important. These moderate
statistics show that there is an underlying problem.
Moreover, many respondents believe that dental
treatment is expensive thereby making them depend
on other remedies like the use of herbal treatment.
Overall, the study demonstrates that good knowledge
of oral health positively stimulates appropriate practices
of oral health. As such, there is a need to improve the
knowledge about oral health practice among both staff
and students through a tailored design of community-
based awareness to increase oral health practice.
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