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Abstract 

Objectives: We describe the prevalence, and individual and familial risk indicators for dental caries and gingivitis 
among 10–19‑year‑old adolescents in Ile‑Ife, South‑West Nigeria.

Methods: This cross‑sectional study collected data through household surveys conducted between December 2018 
and January 2019. Adolescents were recruited through multistage sampling. Oral health outcomes were caries, meas‑
ured by the ‘Decayed, Missing due to caries, and Filled Teeth’ (DMFT) index, and gingivitis, measured by the Loe and 
Silness gingival index. Explanatory variables were individual (sex, age, oral health perception) and familial (socioeco‑
nomic status, birth rank, family size and parental living status) factors. Oral health behaviors (daily tooth‑brushing, use 
of fluoridated toothpaste, consuming refined carbohydrates in‑between meals, use of dental floss, dental service uti‑
lization in past 12 months, and smoking habits) were treated as confounders. Poisson regression models with robust 
estimation were constructed to determine associations between explanatory factors and oral health outcomes.

Results: A total of 1472 adolescents were surveyed. Caries prevalence was 3.4%, with mean (standard deviation) 
DMFT of 0.06 (0.36) and plaque index of 0.84 (0.56). Only 128 (8.7%) adolescents brushed their teeth twice daily, 192 
(16.1%) used dental floss daily, 14 (1.1%) utilized dental services in the last 12 months, and 508 (36.1%) consumed 
refined carbohydrates in‑between meals less than once daily. The proportion of respondents who currently smoked 
cigarettes was 1.6%, and 91.7% of respondents used fluoridated toothpaste daily. The adjusted prevalence ratio of 
having caries increased by 18% for every additional age‑year (APR: 1.18; 95% CI 1.004, 1.34). Additionally, participants 
with high socioeconomic status had significantly lower prevalence of caries compared to those with lower status 
(APR: 0.40; 95% CI 0.17, 0.91). Moderate/severe gingivitis was significantly associated with higher frequency of con‑
suming refined carbohydrates in‑between meals (APR: 2.33; 95% CI 1.36, 3.99) and higher plaque index scores (APR: 
16.24; 95% CI 9.83, 26.82).

Conclusion: Caries prevalence increased with increasing age and was higher among Nigerian adolescents with 
low socioeconomic status, while moderate/severe gingivitis was associated with frequent consumption of refined 
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Background
Caries in the permanent teeth is the most prevalent 
oral health problem globally [1], and the prevalence of 
untreated caries in the permanent dentition peaks in 
adolescence [2]. Untreated caries has negative impact on 
quality of life [3] increasing the risk of tooth loss, with 
associated negative psychological [5, 6], social [6], nutri-
tional [7], and physical [5] consequences. In addition, it 
is an adverse event often occurring at the physiologically 
and socially vulnerable life-period of adolescence, with 
potentially long-term health impact [4].

Adolescents from resource-limited settings are more 
likely to be significantly affected by chronic untreated 
caries. It can cause debilitating pain and infections, 
resulting in reduced quality of life and lost productivity 
from school and work [8]. Limited health infrastructure, 
low socioeconomic status and lack of health insurance in 
these settings increase the risk and impact of untreated 
caries, and poorer quality of life [9]. In sub-Saharan 
Africa, increasing urbanization and a concomitant rise 
in the consumption of refined carbohydrates has contrib-
uted to an increase in the prevalence of oral diseases [9].

Gingivitis is a form of periodontal disease that also 
affects quality of life [10], regardless of whether it is self-
reported or clinically observed [11]. Severe periodon-
tal disease was the 11th most prevalent condition in the 
world affecting about 11.2% of the world’s population. 
The prevalence ranges from 20 to 50% [12, 13]. Though 
adolescents had the highest prevalence of no periodon-
tal disease when compared with adults and older popu-
lation, adolescents have higher prevalence of periodontal 
bleeding on probing and calculus when compared with 
adults and older population [14]. Caries is a risk fac-
tor for gingivitis, as it serves as a plaque retention factor 
through multiple pathways [15]. As such, the presence of 
these conditions is debilitating for affected patients, and 
in adolescence, could be regarded as opportunities for 
critical and timely health interventions.

Vulnerability to oral disease is high during adoles-
cence, as it is a developmental period in which risk-
taking behaviors often spike, contributing to poor oral 
health, among other things [16]. The transition period 
from childhood to adulthood is one in which personal 
values and self-sufficiency are typically established [17]. 
In this period, socialization is largely through peers and 
the media, and less so through parents [18]. Adoles-
cents’ growing independence also means less parental/

adult supervision for oral health and nutrition, and an 
increase in intake of highly sugar-containing products 
[19]; all factors associated with caries and periodontal 
diseases [15].

The available evidence on caries in Nigeria indicates 
that the prevalence in adolescents 10–16 years old var-
ies by settlement type. Caries prevalence ranges from 
5.9% in sub-urban Nigeria [20], to 12.2% in a rural pop-
ulation [21] and from 11.2% to 15.5% in urban popu-
lations [21–23]. Gingivitis however appears far more 
prevalent, with 95% of 11–16-year-old students in an 
urban secondary school showing evidence of periodon-
titis [24].

Known risk factors for caries are poor oral health 
perception [25] and poor oral health behaviors such as 
low frequency of tooth-brushing [26], non-use of fluor-
idated toothpaste [27], poor dental service utilization 
[25], high frequency of consumption of refined car-
bohydrates [28], and cigarette smoking [29, 30]. Soci-
odemographic variables such as sex (females are more 
at risk for caries than males) [31, 32] and age (the risk 
for caries increases with age) [33]; and familial factors 
such as low socioeconomic status [34], birth rank (last 
primogenitors) [35], large family size [35] and parental 
living status (absence of one or both parents) [36] can 
also be risk factors for caries. These factors may also 
increase the risk for periodontal diseases, which affect 
more than 10% of the global population [37].

It is important to obtain robust data for oral health 
interventions towards adolescent health and wellbeing 
as health planning can be challenging, especially in low-
resource settings, because of poor availability of data to 
drive strategies and policy [38]. Nigeria is a low-resource 
country with a high burden of untreated dental caries 
[39]. For adolescents in particular, oral health services 
are inadequate in both availability and quality, as it is for 
adolescent health care in general [40]. Although there 
is some oral health data in Nigeria that may include the 
10–19-year adolescent demographic, these data are often 
generated to reflect children under 10 or under 15 years 
of age. Some data are available on the epidemiology of 
caries in the 10–16-year age group [20–23, 41–43]; how-
ever, there is no data on caries and periodontal diseases 
in older adolescents 17–19-year-old, and limited data on 
periodontal diseases among 10–16-year-olds [24].

The aim of this study was to determine the prevalence 
of dental caries and gingivitis among 10–19-year-old 

carbohydrates and higher plaque index score. While behavioral interventions may reduce the risk of gingivitis, struc‑
tural interventions may be needed to reduce the risk for caries in this population.
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adolescents resident in southwestern Nigeria, and to 
identify risk factors for these oral diseases in the study 
population.

Methods
Study setting, study population and study design
This was a cross-sectional study, where data were col-
lected through a household survey conducted between 
December 2018 and January 2019. The study was 
conducted in Ife Central Local Government Area, a 
semi-urban community in Osun State, Southwestern 
Nigeria. Adolescents were eligible for the study if they 
were between 10 and 19 years old and living in the study 
setting. Adolescents who were critically ill and/or unable 
to respond independently to the survey were excluded 
from participation. Written individual informed consent, 
and parental informed consent with or without assent 
were obtained as prescribed by national guidelines (See 
Ethical Considerations). Recruitment of participants con-
tinued until study sample size was reached.

Sample size and sampling technique
The minimum sample size was calculated with 
the formula proposed by Araoye. The formula is 
N =  t2 × p(1 − p)/m2, where N is the required sample size, 
t is the confidence level at 95% precision, p is the preva-
lence of caries for adolescents in the populace and m is 
margin of error at 5% [44]. With a caries prevalence of 
13.9% among 12-year-olds in the study setting [17], a 
margin of error of 5%, and a confidence level of 95%, the 
minimum sample size determined was 1323 adolescents. 
This was increased to accommodate expected 10% loss 
due to non-response and/or refusal to participate with 
final sample size needed being 1455.

Adolescents were recruited with a multi-stage sam-
pling technique. First, 70 of the 700 enumeration areas in 
Ife Central Local Government Area were sampled with 
the simple random technique. Next, in each selected enu-
meration area, every second household was enlisted for 
study participants’ recruitment. Finally, in each house-
hold, one adolescent who met the inclusion criteria was 
recruited for study participation. Where there was more 
than one eligible adolescent, a ballot was used to select 
the study participant who would be recruited for the 
study. The other adolescent(s) was/were also screened 
but their data were not collected for the study. When-
ever a household declined to participate, the next eligible 
household was used as a substitute.

Conceptual framework
The selection of explanatory variables was partly based 
on the conceptual model by Fisher-Owens et  al. [45]. 
According to this model, the oral health of children may 

be affected by factors related to the child, family, and 
community. In the present study, we focused only on fac-
tors related to the child (individual factors) and family 
(familial factors).

Demographic profile
Information on the age, sex, family composition/size, 
birth rank and socioeconomic status of the study par-
ticipant was collected. Age was established as the ado-
lescents’ age at their last birthday. Sex was determined 
as male or female. The birth rank of the study participant 
was determined as the birth position among his or her 
biological siblings. This was categorized into first/only 
child, and others [46]. The living arrangement of the ado-
lescent’s household was also recorded as follows: child 
living with both parents, with mother only, with father 
only, with mother/father and step-parent or with a car-
egiver. For the regression analysis, living arrangement 
was dichotomized to “living with both parents” and “not 
living with both parents”.

Socioeconomic status
Socioeconomic status was determined with an adapted 
version of the index developed by Olusanya et  al. [47], 
which had been used for a previous study in the same set-
ting [48]. This multiple-item index combines the mother’s 
level of education with the father’s educational level and 
occupation. The social class of the adolescent was deter-
mined by adding the score of the mother’s level of edu-
cation to that of the father’s occupation. Each adolescent 
was allocated into social classes I–V (class I, upper class; 
class II, upper middle class; class III, middle class; class 
IV, lower middle class; class V, lower class). Where an 
adolescent had lost a parent, socioeconomic status was 
determined using the status of the living parent. Where 
an adolescent had lost both parents, socioeconomic sta-
tus was determined using the status of the caregiver/
guardian.

Oral health perception
The process of assessing oral health perception for this 
study population has been described in detail in a prior 
publication [49]. Briefly, respondents were asked to 
react to eight statements about aspects of caries diag-
nosis and prevention on a five-point Likert scale rang-
ing from “strongly agree” to “agree”, “neutral”, “disagree”, 
and “strongly disagree”. The statements ranged from ‘Use 
of fluoride-containing toothpaste is an effective, safe, and 
efficient way to prevent holes from forming on the teeth’ 
to ‘It is important to visit the dental clinic regularly as a 
measure for preventing holes from forming on the teeth’. 
The responses were then scored from one to five, with 
“strongly agree” scoring 5 and “strongly disagree” scoring 
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1. Therefore, the total minimum and maximum scores 
attainable were 8 and 40, respectively. [49].

Tooth‑brushing
Respondents were also asked to indicate the frequency of 
tooth-brushing using the following response options—
‘irregularly or never’, ‘once a week’, ‘a few (2–3) times a 
week’, ‘once a day’, and ‘more than once a day’. Respond-
ents who chose the options ‘irregularly or never, once a 
week, a few (2–3) times a week’; or ‘once a day’ were clas-
sified as not having undertaken preventive dental care 
[50].

Use of fluoridated toothpaste
Respondents were asked to indicate the frequency of 
their use of fluoridated toothpaste when tooth brushing 
using the following options—‘Always’, ‘quite often’, ‘sel-
dom’, ‘not at all’. Respondents who answered ‘quite often’, 
‘seldom’, or ‘not at all’ were classified as not having under-
taken preventive dental care [50].

Consumption of refined carbohydrates in‑between meals
Respondents were asked to indicate the frequency of con-
suming refined carbohydrates in the form of snacks or 
drinks in-between meals, using the following options—
‘About 3 times a day or more, about twice a day, about 
once a day, occasionally; not every day, rarely or never 
eat between meals’. Those who chose the options ‘About 
3 times a day or more’, ‘about twice a day’, or ‘about once a 
day’, were classified as not having undertaken preventive 
dental care [50].

Use of dental floss
Respondents were asked to indicate how often they used 
dental floss by choosing from the following options—
‘Not at all, occasionally, a few (2–3) times a week, once 
in a day, more than one time in a day’. Respondents who 
selected ‘Not at all’, ‘occasionally’, or ‘a few (2–3) times a 
week’ were classified as not having undertaken preventive 
dental care [50].

Dental service utilization
Respondents were to indicate the time of their last den-
tal check-up as follows—‘within the last 6 months, more 
than 6 months to one year ago, more than 1–2 years ago, 
more than 2–5 years ago, more than 5 years, never, do not 
remember’. Attending a dental check-up within the last 
one year was defined as preventive care use. Respondents 
who chose the options ‘more than 1–2  years ago’, ‘more 
than 2–5 years ago’, ‘more than 5 years ago’, ‘never’, or ‘do 
not remember’ were classified as not having undertaken 
preventive dental care [50].

Smoking habits
The questionnaire separately requested information 
on respondents’ cigarette smoking habits. There were 
response options—‘No, never, No—I used to, but I quit, 
Yes, once a month or less, Yes—a few times (2–3) a month, 
Yes—a few times (2–3) a week, Yes-once a day or more’. 
Responses were categorized into current smokers, former 
smoking habits, and non-smoking. All those who chose 
options ‘Yes—once a month or less’, ‘Yes—a few times 
(2–3) a month’, ‘Yes-a few times (2–3) a week’, or ‘Yes-once 
a day or more’ were classified as current smokers [50].

Oral hygiene
Each participant was examined sitting, under natural 
light, and with sterile dental mirrors by trained dentists. 
The teeth were examined wet. Plaque index [51] was used 
to determine oral hygiene status. The plaque index score 
was based on six numerical determinations representing 
the amount of debris found on the surfaces of index per-
manent teeth 12, 16, 24, 32, 36, and 44. The mesial, distal, 
buccal, and lingual gingival areas of the index teeth are 
scored from 0 (no plaques) to 3 (abundance of soft matter 
within the gingival pocket and/or on the tooth and gingi-
val margin). The mean score for each tooth was obtained 
and the mean score for the individual was determined 
by adding the indices for each tooth and dividing by the 
number of teeth examined.

Gingival health
The presence and severity of gingivitis was evaluated with 
the gingival index [51]. Changes in the gingiva in relation 
to the appropriate six index teeth (16, 12, 24, 36, 32 and 
44) in the permanent dentition were assessed. Four areas 
of each index tooth were scored, and the scores were 
summed and divided by four to give the gingival index 
for each tooth. The gingival index of each participant was 
obtained by adding the values of all index teeth and divid-
ing by six. Gingivitis was classified as none (healthy gin-
giva), or mild, moderate, or severe gingivitis, with values 
of 0, 0.1–1.0, 1.1–2.0, and 2.1–3.0, respectively. Gingivitis 
was dichotomized into ‘healthy gingiva/mild gingivitis’ 
versus ‘moderate/severe gingivitis’ for the logistic regres-
sion analysis [52].

Caries
Each adolescent was examined sitting, under natural 
light, and with sterile dental mirrors by trained den-
tists. The teeth were cleaned of debris and dried using 
a sterile gauze. Caries examination was conducted after 
completing examinations for oral hygiene and gingi-
val health status. The caries status of each permanent 
tooth was assessed with the decayed (D), missing (M), 
and filled (F) teeth (DMFT) index, following World 
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Health Organization criteria [53]. The DMFT index was 
obtained by adding the D, M and F scores respectively. 
Caries status was further categorized into caries present 
(DMFT > 0) or absent (DMFT = 0).

Standardization of examiners
Clinical investigators were three qualified dentists under-
going postgraduate residency training as pedodontists, 
who were calibrated on the study protocol and the clini-
cal examination procedures. Training was conducted by 
a consultant pedodontist with over 20  years of practice 
experience. This was followed by practice on 10 ado-
lescent patients: each of the three clinicians examined 
and scored the adolescents for oral hygiene and caries 
status as prescribed in the study protocol. Results were 
subjected to a Cohen’s weighted kappa score analysis 
to determine inter-examiner reliability. Each clinician’s 
score was compared with that of the consultant pedodon-
tist. The inter-examiner Cohen’s weighted kappa scores 
for the three dentists were all greater than 0.95.

Data analysis
Descriptive analyses were conducted to determine the 
proportion of adolescents with each individual factor: 
sociodemographic variables (age, sex), ‘perception of oral 
health’ score, oral health behaviors (tooth-brushing, use 
of fluoridated toothpaste, frequency of consumption of 
refined carbohydrates in-between meals, flossing, utili-
zation of dental services and smoking) plaque accumu-
lation, and familial factors (socioeconomic status, birth 
rank, family size and parental living status). Bivariate 
analyses using t test and chi square tests were conducted 
to determine associations between the explanatory and 
outcome variables (the presence of caries in permanent 
teeth and the presence of moderate/severe gingivitis).

Poisson regression models were constructed to deter-
mine the association between risk indicators and the two 
oral health clinical outcome variables (caries and gingivi-
tis). For each outcome variable, three models were con-
structed: Model 1 including individual factors, Model 2 
including familial factors, and Model 3 including indi-
vidual and familial factors. The estimated coefficients 
(expressed as adjusted prevalence ratios (APR) and their 
95% confidence intervals) were calculated, as well as log 
likelihood as measure of model fit. Statistical analysis was 
conducted using SPSS for Windows version 23.0 (IBM 
Corp., Armonk, NY, USA). Statistical significance was 
inferred at p ≤ 0.05.

Ethical considerations
Ethical approval was obtained from the Ethics and 
Research Committee of the Institute of Public Health, 
Obafemi Awolowo University, Ile-Ife, Nigeria. Approval 

for study implementation was obtained from the Local 
Government Authority prior to commencement. Writ-
ten parental consent was obtained for participants aged 
10–11  years. Written parental consent and written par-
ticipant assent were obtained for those aged 12–13-years. 
Written consent was obtained from study participants 
aged 14–19  years in line with guidance from the Fed-
eral Ministry of Health [54]. Efforts were made to ensure 
confidentiality by ensuring anonymized data collection 
was done privately using an electronic data platform. 
Study participants’ discomfort with the personal nature 
of questions was limited by ensuring field workers were 
trained on how to ask sensitive questions and on clarify-
ing non-verbal cues observed during the interviews. No 
compensation was paid to adolescents for study partici-
pation. Each participant received a gift of toothpaste of a 
value less than $1.00.

Results
A total of 1472 adolescents (11.3% above minimum 
sample size) were enrolled from an identical number of 
households for the survey. A flowchart (Fig. 1) was devel-
oped using the STROBE flow chart as a guide [55].

Table 1 shows the profile of the study participants. The 
prevalence of caries was 3.4%, and the prevalence of mild, 
moderate and severe gingivitis was 57.2%. 7.8% and 0.7% 
respectively. The mean (standard deviation) DMFT was 
0.06 (0.36) and plaque index was 0.84 (0.56). The propor-
tion of adolescents that undertook caries and gingivitis 
prevention practices was low. Only 8.7% of adolescents 
brushed their teeth twice daily, 16.1% used dental floss 
daily, 1.1% utilized dental services in the last 12 months, 
and 36.1% consumed refined carbohydrates in-between-
meals less than once a day. The prevalence of current 
smokers were however, very low—1.6%—and the use of 
fluoridated toothpaste was very high at91.7%.

Table 2 highlights individual and familial factors asso-
ciated with the presence of caries in the permanent 
dentition using a bivariate analysis. The only factor sig-
nificantly associated with the presence of caries in per-
manent teeth was age (p = 0.001).

In the multivariable regression analysis highlighted 
in Table  3, age was the only individual factor associ-
ated with the presence of caries in permanent dentition 
(Model 1). In Model 2, there were no significant associa-
tions between the presence of caries in permanent teeth 
and any of the familial factors. In the full model (Model 
3), the only significant associations were with age and 
socioeconomic status. Every one year increase in age was 
significantly associated with higher prevalence of caries 
when compared with younger adolescent (APR: 1.18; 95% 
CI 1.04, 1.34). Also, participants from higher socioeco-
nomic status had significantly lower prevalence of caries 
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than those with low status (APR: 0.40; 95% CI 0.17, 0.91). 
Model 3 had the best fit (lowest LL among the 3 mod-
els = 339.29). However, the familial factors in Model 2 
significantly explained the presence of caries in the per-
manent dentition (p = 0.03).

Table 4 highlights the factors associated with gingivitis. 
The presence of moderate/severe gingivitis was signifi-
cantly associated with frequent consumption of refined 
carbohydrates in-between meals (p = 0.002), and plaque 
index (p < 0.0001). Tooth-brushing frequency was not 
associated with gingivitis.

In the multivariable regression analyses highlighted in 
Table 5, Model 1 showed that the frequent consumption 
of refined carbohydrates in-between meals and plaque 
index were significantly associated with the presence of 
moderate/severe gingivitis. None of the familial factors 
in Model 2 were significantly associated with the pres-
ence of moderate/severe gingivitis. In Model 3, which 
was fully adjusted for individual and familial factors, the 
presence of moderate/severe gingivitis was significantly 
associated with frequent consumption of refined carbo-
hydrates in-between meals (APR; 2.33; 95% CI:1.36, 3.99) 
and higher plaque index scores (APR: 16.24; 95% CI 9.83, 
26.82). Compared to participants who had low frequency 
of consumption of refined carbohydrates in-between 
meals, those who did so more frequently had more than 

two-fold higher prevalence of moderate/severe gingivi-
tis. Also, those with one score higher plaque index had 
16 times higher prevalence of moderate/severe gingivi-
tis. Model 3 had the best fit, indicated by the lowest LL 
among the three models (452.67).

Discussion
Our study presents data on the prevalence of caries and 
gingivitis among adolescents in semi-urban, South-
Western Nigeria. It showed that although the proportion 
of adolescents that practiced caries prevention behav-
iors were low, the prevalence and severity of caries was 
unexpectedly low. The risk factors significant for caries 
were age and socio-economic status, with the risk of car-
ies being higher in older adolescents and among those 
with low socioeconomic status. Most adolescents had 
mild gingivitis. Risk factors for moderate/severe gingivi-
tis differed from that of caries: the severity of gingivitis 
was higher among adolescents who frequently consumed 
refined carbohydrates in-between meals and for those 
with higher plaque index scores.

One of the strengths of this study was the collection 
of data using a household survey and the sample size, 
which enabled adequate power for the determination 
of the prevalence of caries and gingivitis for the target 
study population. Also, the study was able to determine 

LGA: local government area; SW: South-West
* Data on number of households and/or adolescents declining to participate not available

Fig. 1 Study Flow Chart. LGA local government area, SW South‑West. *Data on number of households and/or adolescents declining to participate 
not available
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the proportion of the population who had preventive 
oral health behaviors. This data is therefore able to sup-
port the generation of country-level prevalence data on 
risk factors for poor oral health among 10–19-year-olds 
in Nigeria. However, the cross-sectional nature of the 
study makes it difficult to determine a causal relation-
ship between the outcomes and explanatory variables, 
or the direction of the relationships between the vari-
ables. The prevalence of caries would have been under-
estimated since caries experience was only determined 
clinically and not radiographically; and the clinical 
evaluation of caries was based on presence of cavitated 
and not demineralized caries. In addition, participants 
may have exaggerated reporting of tooth-brushing 
and dental service utilization due to social desirability 
and recall bias, respectively. The extremely low self-
reported frequency of dental service utilization reduces 
the risk of social desirability bias in the reporting of 
this variable. Despite these limitations, the study find-
ings provide useful data on adolescent oral health that 
may inform the design of oral health programs for the 
target population.

Our findings indicate that the prevalence of caries 
is low among adolescents in this Nigerian cohort. The 
prevalence of caries in the permanent dentition reported 
in this study is lower than the 5.9% reported from a 
school-based population of 6–16-year-old pupils in 
the same study setting [29], and in high contrast to the 
prevalence of 58% reported among 12–19-year-olds in 
the United States of America in 2011–2012 [56], 66.0% 
for 11–19-year-old Ugandans [57], and 95.5% among 
10–19-year-old Romanians [58]. There are currently no 
studies identifying protective factors for caries in the 
environment, although it is possible that the use of fluori-
dated toothpaste by a large percentage of the population 
may be a plausible protective factor. A prior study indi-
cated that the caries experience was higher for those who 
use non-fluoridated toothpaste in Nigeria than those who 
used fluoridated toothpaste [59]. It is also possible that 
the consumption of starchy staple foods and fresh fruits 
which are found and eaten in abundance in the study 
environment, may be associated with the low level of 
dental caries observed [60] though no studies have been 
conducted to explore and possible association. These 
postulations need to be investigated further.

The observed higher caries prevalence with older age in 
this study has been reported in prior studies [59, 61], and 
this had been ascribed to longer exposure of the teeth to 
cariogenic insults in the oral environment [62]. Recent 
evidence suggests that exposure to environmental insults 
such as air pollutants like nitrous oxide, may also be a 
risk factor for caries [63].

Table 1 Individual and familial factors, and oral health status of 
study participants (n = 1472)

DMFT decay, missing, filled teeth, SD standard deviation

Variables Total

N (%)

Individual factors

Male 846 (57.5)

Female 626 (42.5)

Perception of oral health: mean (SD) 19.04 (8.58)

Individual factors: oral health behaviors

Tooth‑brushing

 Once a day or less 1338 (91.3)

 2 times a day or more 128 (8.7)

Use of fluoridated toothpaste

 Always 1343 (91.7)

 Not always 121 (8.3)

Consumption of refined carbohydrates in‑between‑meals

 Frequent 900 (63.9)

 Non‑frequent 508 (36.1)

Use of dental floss

 Daily 192 (16.1)

 Not daily 1002 (83.9)

Utilized dental services in the last 12 months

 Yes 14 (1.1)

 No 1266 (98.9)

Cigarette smoker

 Current 22 (1.6)

 Former 8 (0.6)

 Non‑smoker 1365 (97.8)

Familial factors

Birth rank

 First/only child 570 (38.7)

 Second or more child 902 (61.3)

Family size

 6 or less 1184 (80.4)

 More than 6 288 (19.6)

Living arrangement

 Living with both parents 1199 (81.5)

 Not living with both parents 273 (18.5)

Socio‑economic status

 High 490 (33.3)

 Middle 509 (34.6)

 Low 473 (32.1)

Oral health status

Prevalence of caries in permanent teeth 50 (3.4)

Mean DMFT (SD) 0.06 (0.36)

Mean plaque index (SD) 0.84 (0.56)

Normal gingival condition 505 (34.3)

Mild gingival inflammation 841 (57.2)

Moderate gingival inflammation 115 (7.8)

Severe gingival inflammation 10 (0.7)
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In this study, we found that high frequency of con-
sumption of refined carbohydrates in-between meals 
was a significant risk indicator for gingivitis. Available 
evidence suggests that high sugar consumption is not 

only a risk factor for caries but also for periodontal dis-
ease [64]. Sugar may lead to increased inflammation 
and oxidative stress that in turn trigger a hyper-inflam-
matory state [65, 66], resulting in increased bleeding 

Table 2 Association between the presence of caries in permanent dentition and individual and familial factors in bivariate analysis

a Statistically significant at p < 0.05

Variables Caries absent Caries present P value

N (%) N (%)

Sex

Male 815 (57.3) 31 (62.0) 0.51

Female 607 (42.7) 19 (38.0)

Age

Mean (SD) 14.51 (2.59) 15.72 (2.65) 0.001a

Perception of oral health 19.04 (9.13) 19.04 (8.56) 0.99

Tooth-brushing

1 time a day or less 1292 (91.2) 46 (92.0) 1.00

Equal to or greater than 2 times a day or more 124 (8.8) 4 (8.0)

Use of fluoridated toothpaste

Always 1297 (91.7) 46 (92.0) 1.00

Not always 117 (8.3) 4 (8.0)

Consumption of refined carbohydrates in-between-meals

Frequent sugar consumption 868 (63.9) 32 (64.0) 0.99

Non‑frequent sugar consumption 490 (36.1) 18 (36.0)

Daily use of dental floss

Yes 184 (16.0) 8 (19.5) 0.54

No 969 (84.0) 33 (80.5)

Dental service utilization in the last 12 months

Yes 14 (1.1) 0 (0) 1.00

No 1220 (98.9) 46 (100)

Cigarette smoking

Current smoker 20 (1.5) 2 (4.0) 0.33

Former smoker 8 (0.6) 0 (0)

Non‑smoker 1317 (97.9) 48 (96.0)

Plaque index

Mean (SD) 0.81 (0.52) 0.84 (0.56) 0.74

Gingival index

Mean (SD) 0.53 (0.48) 0.54 (0.53) 0.93

Birth position

First/only child 553 (38.9) 17 (34.0) 0.49

Second or more child 869 (61.1) 33 (66.0)

Family size

6 or less 1143 (80.4) 41 (82.0) 0.78

More than 6 279 (19.6) 9 (18.0)

Living arrangement

Living with both parents 1157 (81.4) 42 (84.0) 0.64

Not living with both parents 265 (18.6) 8 (16.0)

Socioeconomic status

High 476 (33.5) 14 (28.0) 0.61

Middle 492 (34.6) 17 (34.0)

Low 454 (31.9) 19 (38.0)
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at the dental probing, probing depth, and attachment 
level [67–69].

The results of this study are very important: first, the 
frequency of consumption of refined carbohydrates in-
between meals is a risk indicator for gingivitis for this 
adolescent population, and not for caries, as reported by 
prior studies conducted in the study setting and in other 
countries [29, 70]. Second, the frequency of tooth-brush-
ing was not associated with gingivitis in this study, which 
contradicts findings from prior reports in other settings 
[71]. It is important to determine modifiers of the rela-
tionship between caries, gingivitis and long-established 
risk indicators in other populations that may not so act in 
this study population.

The high prevalence of having moderate/severe gingivi-
tis being associated with higher plaque index score is not 
surprising [72]. Gingivitis resulting from plaque accumu-
lation is a consequence of poor oral hygiene [73] and is 
associated with poor quality of tooth-brushing, rather 
than the low frequency of daily tooth-brushing [74]. This 
study did not assess the quality of tooth-brushing and is 
therefore unable to provide evidence to support this pos-
tulation. Further research will be needed to understand 
the impact of both the quality and frequency of tooth 
brushing f on the risk for gingivitis among adolescents. 
Studies aiming determine how to reduce the risk for gin-
givitis are important to pursue, because potentially cheap 

and effective gingivitis risk-reducing interventions can 
ultimately reduce long-term risks for developing cardio-
vascular and endocrine disorders in the future [75].

Although the prevalence of cigarette smoking was low 
in the study population, prevention efforts need to be 
instituted, strengthened and/or sustained to promote 
practices that have kept this prevalence low. Studies also 
need to be conducted to minimize the use of alterna-
tive oral tobacco products, which are also risk factors for 
periodontal diseases but were not assessed in the present 
study.

The study findings provide data on the prevalence 
of caries and gingivitis for adolescents howbeit for a 
sub-urban population in Nigeria. It however starts the 
process of supporting the goal of addressing the oral 
health of adolescents in Nigeria as indicated in the 2020 
National oral health policy where it noted a limitation 
in developing contextual evidence-informed policy for 
oral health in adolescents due to the limited accessibil-
ity to relevant adolescent oral health data [76]. The data 
generated through this study may also help in developing 
estimates for use in modelling studies for other countries 
in West Africa or Africa where data on the epidemiologi-
cal profile of adolescents’ oral health is sparse. Our study 
also sheds light on factors associated with two oral dis-
eases of low prevalence in this group of adolescents thus 
providing evidence that may apply to similar groups with 

Table 3 Association between the presence of caries in permanent dentition and individual and familial factors in regression analysis

APR adjusted prevalence ratio, CI confidence interval
a Statistically significant at p < 0.05

Model 1 includes individual factors

Model 2 includes familial factors

Model 3 includes individual and familial factors

Adding the presence of moderate/severe gingivitis to Model 3, APR = 1.16, 95% CI 0.31, 4.33

Factors APR (95% CI)

Model 1 Model 2 Model 3

Male versus female 1.01 (0.53, 1.92) 1.15 (0.64, 2.06) 1.01 (0.53, 1.91)

Age 1.14 (1.01, 1.29)a 1.23 (1.10, 1.39)a 1.18 (1.04, 1.34)a

Perception of oral health 1.01 (0.97, 1.05) – 1.00 (0.96, 1.04)

Twice or more daily tooth brushing a day versus tooth‑brushing less than twice daily 0.93 (0.32, 2.70) – 0.84 (0.29, 2.45)

Always using fluoridated toothpaste versus not always using fluoridated toothpaste 0.91 (0.27, 3.09) – 0.87 (0.25, 3.00)

Frequent versus non‑frequent consumption of refined carbohydrates in‑between‑meals 1.20 (0.60, 2.40) – 1.25 (0.62, 2.53)

Daily use of dental floss versus non‑daily use of dental floss 0.72 (0.32, 1.62) – 0.71 (0.31, 1.63)

Plaque index 0.91 (0.51, 1.61) – 0.92 (0.52, 1.65)

First/only child versus second or more birth rank – 1.30 (0.71, 2.40) 1.23 (0.63, 2.41)

Less than 6 versus 6 or more family size – 1.26 (0.60, 2.67) 1.48 (0.59, 3.69)

Living with both parents versus not living with both parents – 0.70 (0.32, 1.53) 0.42 (0.14, 1.24)

High versus low socioeconomic status – 0.49 (0.24, 1.02) 0.40 (0.17, 0.91)a

Middle versus low socioeconomic status – 0.74 (0.38, 1.45) 0.57 (0.27, 1.23)

LL 347.47 420.88 339.29
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low disease prevalence. Thisstudy contrast with most 
previous studies conducted among populations with 
higher disease levels.

Conclusion
The study indicates that the prevalence of caries 
increases with age and may be higher among adoles-
cents with low socioeconomic status. Furthermore, the 

Table 4 Association between the presence of moderate/severe gingivitis and individual and familial factors in bivariate analysis 
(N = 1472)

a Statistically significant at p < 0.05

Variables Normal and mild gingivitis Moderate and severe P value

N (%) N (%)

Sex

Male 769 (57.1) 77 (61.6) 0.33

Female 577 (42.9) 48 (38.4)

Age

Mean (SD) 14.53 (2.61) 14.74 (2.57) 0.41

Perception of oral health

Mean (SD) 19.07 (8.63) 18.70 (8.00) 0.65

Tooth brushing

Once a day or less 1227 (91.6) 110 (88.0) 0.18

Twice a day or more 113 (8.4) 15 (12.0)

Use of fluoridated toothpaste

Always 1223 (91.3) 119 (96.0) 0.07

Not always 116 (8.7) 5 (4.0)

Consumption of refined carbohydrates in-between-meals

Frequent sugar consumption 840 (652) 60 (50.8) 0.002a

Non‑frequent sugar consumption 449 (34.8) 58 (49.2)

Daily use of dental floss

Yes 922 (84.2) 79 (80.6) 0.35

No 173 (15.8) 19 (19.4)

Dental service utilization in the last 12 months

Yes 11 (0.9) 3 (2.6) 0.10

No 1153 (99.1) 112 (97.4)

Cigarette smoking

Current 20 (1.6) 2 (1.9) 0.70

Former 8 (0.6) 0 (0.0)

Non‑smoker 1259 (97.8) 105 (98.1)

Plaque index

Mean (SD) 1.57 (0.54) 0.77 (0.51)  < 0.0001a

Birth position

First/only child 515 (38.3) 54 (43.2) 0.28

Second or more child 831 (61.7) 71 (56.8)

Family size

Less than 6 258 (19.2) 30 (24.0) 0.19

6 or more 1088 (80.8) 95 (76.0)

Living arrangement

Living with both parents 1103 (81.9) 96 (76.8) 0.16

Not living with both parents 243 (18.1) 29 (23.2)

Socioeconomic status

High 448 (33.3) 42 (33.6) 0.65

Middle 470 (34.9) 39 (31.2)

Low 428 (31.8) 44 (35.2)
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prevalence of moderate/severe gingivitis may be higher 
for adolescents who frequently consume refined carbo-
hydrates in-between meals, and among those with high 
plaque index scores. While behavioral interventions 
may reduce the risk of gingivitis, macro-level struc-
tural interventions that reduce the possibility for socio-
economic status to be a determinant of health, such as 
poverty alleviation, may be needed to reduce the risk 
for caries among adolescents in South-Western Nigeria. 
Future studies are needed to assess whether the study 
findings are consistent for adolescents in other parts of 
Nigeria and in other African countries, and if our find-
ings are comparable to those for adolescents from other 
countries with similar and different socioeconomic and 
demographic profiles.

Acknowledgements
We would like to appreciate all the adolescent participants who provided data 
and contributed their time to make this study possible.

Authors’ contributions
MOF conceptualized the study. NMC, MA, OO, BM, OA and NAS‑A developed 
the study protocol. MA and MOF collected the data. MET conducted the initial 
analyses. MOF and MET drafted the initial manuscript. MOF, MET, NMC, MA, 
OO, BM, OA and NAS‑A reviewed and revised the manuscript for important 
intellectual content. All authors read and approved the final manuscript.

Funding
No external funding was available for study implementation or analysis. This 
study was self‑funded by the investigators.

Availability of data and materials
All data generated for this study are presented in the manuscript. Patient‑level 
data can however be accessible on reasonable request from the correspond‑
ing author, Morenike Oluwatoyin Folayan.

Declarations

Ethics approval and consent to participate
Ethical approval for the study was obtained from the Institute of Public 
Health, Obafemi Awolowo University, Ile‑Ife Health Research Ethics Commit‑
tee (IPHOAU/12/669). Informed consent was obtained from a parent/adult 
guardian of each study participant aged 10–11‑years‑old prior to enrollment. 
Parental informed consent and participant assent were obtained for those 
12–13‑years‑old. Written informed consent was obtained from study partici‑
pants aged 14 to 19 years in line with guidance from the Federal Ministry of 
Health [54].

Consent for publication
Not applicable.

Competing interests
Morenike Oluwatoyin Folayan is a Sectional Editor of BMC Oral Health. Maha El 
Tantawi is an Associate Editor with BMC Oral Health. Nneka Maureen Chukwu‑
mah, Michael Alade, Olakunle Oginni, Boladale Mapayi, Olaniyi Arowolo and 
Nadia A Sam‑Agudu do not have competing interests.

Author details
1 Faculty of Dentistry, Obafemi Awolowo University, Ile‑Ife, Osun State, Nigeria. 
2 Faculty of Dentistry, Alexandria University, Alexandria, Egypt. 3 School 
of Dentistry, University of Benin, Benin, Edo State, Nigeria. 4 Obafemi Awolowo 
University Teaching Hospitals Complex, Ile‑Ife, Nigeria. 5 Department of Mental 
Health, Obafemi Awolowo University, Ile‑Ife, Osun State, Nigeria. 6 International 
Research Center of Excellence, Institute of Human Virology Nigeria, Abuja, Fed‑
eral Capital Territory, Nigeria. 7 Institute of Human Virology and Department 
of Pediatrics, University of Maryland School of Medicine, Baltimore, USA. 

Received: 6 December 2020   Accepted: 22 March 2021

References
 1. Marcenes W, Kassebaum NJ, Bernabe E, Flaxman A, Naghavi M, Lopez A, 

et al. Global burden of oral conditions in 1990–2010: a systematic analy‑
sis. J Dent Res. 2013;2013(92):592–7.

Table 5 Association between the presence of moderate/severe gingivitis and personal and familial factors in regression analysis

APR adjusted prevalence ratio, CI confidence interval
a Statistically significant at p < 0.05

Model 1 includes individual factors, Model 2 includes familial factors, Model 3 includes individual and familial factors

Factors APR (95% CI)

Model 1 Model 2 Model 3

Male versus female 1.21 (0.73, 2.02) 1.19 (0.82, 1.74) 1.21 (0.72, 2.03)

Age 0.99 (0.90, 1.10) 1.03 (0.95, 1.10) 1.00 (0.90, 1.11)

Oral health perception 1.01 (0.98, 1.05) – 1.01 (0.98, 1.05)

Twice or more daily tooth‑ brushing versus less than twice a day 0.92 (0.42, 2.01) – 0.95 (0.43, 2.10)

Always using fluoridated toothpaste versus not always using fluoridated toothpaste 0.47 (0.15, 1.43) – 0.44 (0.14, 1.38)

Frequent versus non‑frequent consumption of refined carbohydrates in‑between meals 2.29 (1.35, 3.88)a – 2.33 (1.36, 3.99)a

Daily use of dental floss versus non‑daily use of dental floss 0.97 (0.50, 1.90) – 0.99 (0.50, 1.96)

Plaque index 16.55 (10.13, 27.04)a – 16.24 (9.83, 26.82)a

First/only child versus second or more birth rank – 0.74 (0.51, 1.09) 0.81 (0.48, 1.39)

Less than 6 versus 6 or more family size – 0.70 (0.45, 1.10) 0.68 (0.36, 1.27)

Living with both parents versus not living with both parents – 1.36 (0.87, 2.12) 0.77 (0.40, 1.48)

High versus low socioeconomic status – 0.92 (0.58, 1.46) 0.92 (0.47, 1.77)

Middle versus low socioeconomic status – 0.80 (0.51, 1.26) 0.92 (0.50, 1.70)

LL 455.45 847.49 452.67



Page 12 of 13Folayan et al. BMC Oral Health          (2021) 21:166 

 2. The Lancet Child Adolescent Health. Oral health: oft overlooked. Lancet 
Child Adolesc Health. 2019;3(10):663.

 3. Eid SA, Ali‑Khattab NM, Elheeny AAH. Untreated dental caries prevalence 
and impact on the quality of life among 11–14‑year‑old Egyptian school‑
children: a cross‑sectional study. BMC Oral Health. 2020;20:83.

 4. Crall JJ, Forrest CB. A life course health development perspective on oral 
health. 2017 May 19. In: Halfon N, Forrest CB, Lerner RM, Faustman EM, 
editors. Handbook of life course health development (Internet). Cham 
(CH): Springer; 2018.

 5. Mota‑Veloso I, Soares ME, Alencar BM, Marques LS, Ramos‑Jorge ML, 
Ramos‑Jorge J. Impact of untreated dental caries and its clinical conse‑
quences on the oral health‑related quality of life of schoolchildren aged 
8–10 years. Qual Life Res. 2016;25(1):193–9.

 6. Souza JGS, Souza SE, Noronha MDS, Ferreira EFE, Martins AMEBL. Impact 
of untreated dental caries on the daily activities of children. J Public 
Health Dent. 2018;78(3):197–202.

 7. Benzian H, Monse B, Heinrich‑Weltzien R, Hobdell M, Mulder J, van Palen‑
stein HW. Untreated severe dental decay: a neglected determinant of 
low body mass index in 12‑year‑old Filipino children. BMC Public Health. 
2011;11:558.

 8. Piovesan C, Antunes JLF, Mendes F, Guedes RS, Ardenghi TM. Influence 
of children’s oral health related quality of life on school performance and 
school absenteeism. J Public Health Dent. 2012;72(2):156–63.

 9. World Health Organization. Promoting oral health in Africa. 2016. https:// 
apps. who. int/ iris/ rest/ bitst reams/ 913767/ retri eve. Accessed 5 December 
2020.

 10. de Barbosa TS, Gavião MBD, Mialhe FL. Gingivitis and oral health‑related 
quality of life: a systematic literature review. Braz Dent Sci. 2015;18:1.

 11. Needleman I, McGrath C, Floyd P, Biddle A. Impact of oral health 
on the life quality of periodontal patien: 7–16 ts. J Clin Periodontol. 
2004;31(6):454–7.

 12. GBD 2017 Disease and Injury Incidence and Prevalence Collaborators, 
“Global, regional, and national incidence, prevalence, and years lived with 
disability for 328 diseases and injuries for 195 countries, 1990–2016: a 
systematic analysis for the Global Burden of Disease Study 2016. Lancet. 
2017; 390 (10100): 1211–1259.

 13. Sanz M. European workshop in periodontal health and cardiovascular 
disease. Eur Heart J Suppl. 2010;12(B):B2.

 14. Nazir M, Al‑Ansari A, Al‑Khalifa K, Alhareky M, Gaffar B, Almas K. Global 
prevalence of periodontal disease and lack of its surveillance. Sci World J. 
2020;28:2146160.

 15. Jepsen S, Blanco J, Buchalla W, Carvalho JC, Dietrich T, Dörfer C, et al. 
Prevention and control of dental caries and periodontal diseases at 
individual and population level: consensus report of group 3 of joint EFP/
ORCA workshop on the boundaries between caries and periodontal 
diseases. J Clin Periodontol. 2017;44(Suppl 18):S85–93.

 16. Steinberg L. A social neuroscience perspective on adolescent risk taking. 
Dev Rev. 2008;28(1):76–106.

 17. Adekoya‑Sofowora CA, Nasir WO, Oginni AO, Taiwo M. Dental car‑
ies in 12‑year‑old suburban Nigerian school children. Afr Health Sci. 
2006;6(3):145–50.

 18. Csikszentmihalyi M. Adolescence. Britannica. 2020. Available at: https:// 
www. brita nnica. com/ scien ce/ adole scence. Accessed: 27 November 
2020.

 19. Tudoroniu C, Popa M, Lacob SM, Pop AL, Nasui BA. Correlation of caries 
prevalence, oral health behavior and sweets nutritional habits among 
10–19‑year‑old Cluj‑Napoca Romanian adolescents. Int J Environ Res 
Public Health. 2020;17:6923.

 20. Folayan MO, Oginni O, Arowolo O, El Tantawi M. Association between 
adverse childhood experiences, bullying, self‑esteem, resilience, social 
support, caries and oral hygiene in children and adolescents in sub‑urban 
Nigeria. BMC Oral Health. 2020;20(1):202.

 21. Akinyamoju CA, Dairo DM, Adeoye IA, Akinyamoju AO. Dental caries 
and oral hygiene status: survey of schoolchildren in rural communities, 
Southwest Nigeria. Niger Postgrad Med J. 2018;25(4):239–45.

 22. Chukwumah NM, Folayan MO, Oziegbe EO, Umweni AA. Impact of dental 
caries and its treatment on the quality of life of 12‑ to 15‑year‑old adoles‑
cents in Benin. Nigeria Int J Paediatr Dent. 2016;26(1):66–76.

 23. Braimoh OB, Umanah AU, Ilochonwu NA. Caries distribution, prevalence, 
and treatment needs among 12–15‑year‑old secondary school students 

in port Harcourt, Rivers State, Nigeria. J Dent Surg. 2014. https:// doi. org/ 
10. 1155/ 2014/ 483760.

 24. Popoola BO, Dosunmu EB, Ifesanya JU. Periodontal status and treatment 
need among adolescents in Ibadan, Southwestern Nigeria. Braz J Oral Sci. 
2015;14:2.

 25. Silveira MF, Freire RS, Brito MFSF, Martins AMEBL, Marcopito LF. Periodon‑
tal conditions of adolescents and associated factors. Rev Gauch Odontol. 
2019;2019:67.

 26. Bokhari AM, Quadri MFA. What factors contribute to the self‑reported 
oral health status of Arab adolescents? An assessment using a validated 
Arabic‑WHO tool for child oral health (A‑OHAT). BMC Oral Health. 
2020;20:21.

 27. Anand R. The effect of the supervised use of fluoridated toothpaste on 
the gingival health of children. J Clin Diagn Res. 2011;5(2):388–9.

 28. Amin TT, Al‑Abad BM. Oral hygiene practices, dental knowledge, dietary 
habits and their relation to caries among male primary school children in 
Al Hassa, Saudi Arabia. Int J Dent Hyg. 2008;6(4):361.

 29. Kubota M, Tanno‑Nakanishi M, Yamada S, Okuda K. Effect of smoking on 
subgingival microflora of patients with periodontitis in Japan. BMC Oral 
Health. 2011;11(1):1.

 30. Wang Q, Cai C, Duan Y, Wang X. Nicotinic acetylcholine receptor but not 
acetylcholinesterase plays an important role in nicotine‑related peri‑
odontitis. Med Hypoth. 2010;74(5):954–5.

 31. Lukacs J. Sex differences in dental caries experience: clinical evidence, 
complex etiology. Clin Oral Invest. 2010;15(5):649–56.

 32. Lukacs JR, Largaespada LL. Explaining sex differences in dental caries 
prevalence: saliva, hormones, and “life‑history” etiologies. Am J Hum Biol. 
2006;18(4):540–55.

 33. Tawse‑Smith A. Age and oral health: current considerations. Braz Oral Res. 
2007. https:// doi. org/ 10. 1590/ S1806‑ 83242 00700 05000 06.

 34. Costa SM, Martins CC, Bonfim Mde L, Zina LG, Paiva SM, Pordeus IA, Abreu 
MH. A systematic review of socioeconomic indicators and dental caries in 
adults. Int J Environ Res Public Health. 2012;9(10):3540–74.

 35. Wellappuli N, Amarasena N. Influence of family structure on den‑
tal caries experience of preschool children in Sri Lanka. Caries Res. 
2012;46(3):208–12.

 36. Primosch RE. Effect of family structure on the dental caries experience of 
children. J Public Health Dent. 1982;42(2):155–68.

 37. Frencken JE, Sharma P, Stenhouse L, Green D, Laverty D, Dietrich T. Global 
epidemiology of dental caries and severe periodontitis—a comprehen‑
sive review. J Clin Periodontol. 2017;44(Suppl 18):S94–105.

 38. Adeniyi AA, Sofola OO, Kalliecharan RV. An appraisal of the oral health 
care system in Nigeria. Int Dent J. 2012;2012(62):292–300.

 39. Folayan MO, Chukwumah NM, Onyejaka NO, Adeniyi AA, Olatosi OO. 
Appraisal of the national response to the caries epidemic in children in 
Nigeria. BMC Oral Health. 2014;14:76.

 40. National Research Council (US) and Institute of Medicine (US) Committee 
on Adolescent Health Care Services and Models of Care for Treatment, 
Prevention, and Healthy Development. Adolescent Health Services: 
Missing Opportunities. Lawrence RS, Appleton Gootman J, Sim LJ, editors. 
Washington (DC): National Academies Press (US). 2009.

 41. Okeigbemen SA. The prevalence of dental caries among 12 to 15‑year‑
old school children in Nigeria: report of a local survey and campaign. Oral 
Health Prev Dent. 2004;2(1):27–31.

 42. Denloye O, Ajayi D, Bankole O. A Study of dental caries prevalence 
in 12–14‑year‑old school children in Ibadan, Nigeria. Pediat Dent J. 
2005;15(2):147–51.

 43. Folayan MO, Owotade FJ, Ozeigbe E, Fadeyibi R. Effect of birth rank on the 
caries experience of children from a suburban population in Nigeria. J 
Dent Oral Hygiene. 2010;2(3):27–30.

 44. Araoye MO. Research methodology with statistics for health and social 
sciences. Ilorin: Nathadex Publisher 2003; 115(9):25–120.

 45. Fisher‑Owens SA, Gansky SA, Platt LJ, Weintraub JA, Soobader MJ, Bram‑
lett MD, Newacheck PW. Influences on children’s oral health: a conceptual 
model. Pediatrics. 2007;120(3):e510–20.

 46. Ola D, Gambôa AB, Folayan MO, Marcenes W. Family structure, socioeco‑
nomic position and utilization of oral health services among Nigerian 
senior secondary school pupils. J Public Health Dent. 2013;73(2):158–65.

 47. Olusanya O. The importance of social class in voluntary fertility control in 
a developing country. West Afr J Med. 1985;4:205–12.

https://apps.who.int/iris/rest/bitstreams/913767/retrieve
https://apps.who.int/iris/rest/bitstreams/913767/retrieve
https://www.britannica.com/science/adolescence
https://www.britannica.com/science/adolescence
https://doi.org/10.1155/2014/483760
https://doi.org/10.1155/2014/483760
https://doi.org/10.1590/S1806-83242007000500006


Page 13 of 13Folayan et al. BMC Oral Health          (2021) 21:166  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 48. Folayan MO, Idehen EE, Ufomata D. The effect of sociodemographic fac‑
tors on dental anxiety in children seen in a suburban Nigerian hospital. 
Int J Paediatr Dent. 2003;13:20–6.

 49. Folayan MO, Kolawole KA, Oyedele T, Chukumah NM, Onyejaka N, Agbaje 
H, Oziegbe EO, Oshomoji OV. Association between preventive oral health 
habits of parents and caries experience in children resident in a sub‑
urban Nigeria population. PLoS ONE. 2014;14:156.

 50. Folayan MO, Khami MR, Onyejaka N, Popoola BO, Adeyemo YI. Preventive 
oral health practices of school pupils in Southern Nigeria. BMC Oral 
Health. 2014;14:83.

 51. Löe H. The gingival index, the plaque index and the retention index 
systems. J Periodontol. 1967;38(6):610–6.

 52. Silness J, Loe H. Periodontal disease in pregnancy II. Correlation 
between oral hygiene and periodontal condition. Acta Odontol Scand. 
1964;22:121–35.

 53. World Health Organisation. World Health Organisation Oral Health sur‑
veys: Basic Methods. 5th Edition. Geneva. 2003.

 54. Federal Ministry of Health. Guidelines for Young Persons’ Participation in 
Research and Access to Sexual and Reproductive Health Services. 2014.

 55. Vandenbroucke JP, von Elm E, Altman DG, Gøtzsche PC, Mulrow CD, et al. 
Strengthening the reporting of observational studies in epidemiology 
(STROBE): explanation and elaboration. PLoS Med. 2007;4(10):e297.

 56. Dye BA, Thornton‑Evans G, Li X, Iafolla TJ. Dental caries and sealant preva‑
lence in children and adolescents in the United States, 2011–2012. NCHS 
Data Brief. 2015;191:1–8.

 57. Ndagire B, Kutesa A, Ssenyonga R, Kiiza HM, Nakanjako D, Rwenyonyi CM. 
Prevalence, severity and factors associated with dental caries among 
school adolescents in Uganda: a cross‑sectional study. Braz Dent J. 
2020;31(2):171–8.

 58. Tudoroniu C, Popa M, Iacob SM, Pop AL, Năsui BA. Correlation of caries 
prevalence, oral health behavior and sweets nutritional habits among 
10 to 19‑year‑old Cluj‑Napoca Romanian Adolescents. Int J Environ Res 
Public Health. 2020;17(18):6923.

 59. Olatosi OO, Oyapero A, Onyejaka NK. Disparities in caries experience and 
socio‑behavioural risk indicators among private school children in Lagos, 
Nigeria. Pesquisa Brasileira em Odontopediatria e Clínica Integrada. 
2020;20:e0023.

 60. Moynihan P, Petersen PE. Diet, nutrition and the prevention of dental 
diseases. Public Health Nutr. 2004;7(1A):201–26.

 61. Obregón‑Rodríguez N, Fernández‑Riveiro P, Piñeiro‑Lamas M, Smyth‑
Chamosa E, Montes‑Martínez A, Suárez‑Cunqueiro MM. Prevalence and 
caries‑related risk factors in schoolchildren of 12‑ and 15‑year‑old: a 
cross‑sectional study. BMC Oral Health. 2019;19(1):120.

 62. Bernabé E, Sheiham A. Age, period and cohort trends in caries of 
permanent teeth in four developed countries. Am J Public Health. 
2014;104(7):e115‑121.

 63. Folayan MO, Tantawi ME, Gaffar B, Schroth RJ, Catillo JL, Al‑Batayneh OB, 
et al. An ecological study of the association between environmental 
indicators and early childhood caries. BMC Res Notes. 2020;13(1):474.

 64. Lula EC, Ribeiro CC, Hugo FN, Alves CM, Silva AA. Added sugars and peri‑
odontal disease in young adults: an analysis of NHANES III data. Am J Clin 
Nutr. 2014;100(4):1182–7.

 65. Rippe JM, Angelopoulos TJ. Sucrose, high‑fructose corn syrup, and 
fructose, their metabolism and potential health effects: what do we really 
know? Adv Nutr. 2013;4:236–45.

 66. D’Aiuto F, Nibali L, Parkar M, Patel K, Suvan J, Donos N. Oxidative 
stress, systemic inflammation, and severe periodontitis. J Dent Res. 
2010;89:1241–6.

 67. Yoshihara A, Watanabe R, Hanada N, Miyazaki H. A Longitudinal study of 
the relationship between diet intake and dental caries and periodontal 
disease in elderly Japanese subjects. Gerodontology. 2009;26:130–6.

 68. Sidi AD, Ashley FP. Influence of frequent sugar intakes on experimental 
gingivitis. J Periodontol. 1984;55:419–23.

 69. Cheraskin E, Ringsdorf WM Jr, Setyaadmadja AT. Periodontal pathosis in 
man. 13. Effect of sucrose drinks upon sulcus depth. J Oral Ther Pharma‑
col. 1965; 2: 195–202.

 70. Arcella D, Ottolenghi L, Polimeni A, Leclercq C. The relationship between 
frequency of carbohydrates intake and dental caries: a cross sectional 
study in Italian teenagers. Public Health Nutr. 2001;5(4):553–60.

 71. Zimmermann H, Zimmermann N, Hagenfeld D, Veile A, Kim TS, Becher 
H. Is frequency of tooth brushing a risk factor for periodontitis? A 
systematic review and meta‑analysis. Community Dent Oral Epidemiol. 
2015;43(2):116–27.

 72. Rathee M, Jain P. Gingivitis. In: StatPearls [Internet]. Treasure Island (FL): 
StatPearls Publishing; 2020.

 73. Akhionbare O, Ojehanon PI. A study of the effect of frequency of tooth 
brushing on the prevalence of inflammatory periodontal diseases. Port 
Harcourt Med J. 2016;10:119–23.

 74. Davies RM, Davies GM, Ellwood RP. Prevention. Part 4: Toothbrushing: 
what advice should be given to patients? Br Dent J. 2003;195(3):135–41.

 75. Liccardo D, Cannavo A, Spagnuolo G, Ferrara N, Cittadini A, Rengo C, et al. 
Periodontal disease: a risk factor for diabetes and cardiovascular disease. 
Int J Mol Sci. 2019;20(6):1414.

 76. Federal Ministry of Health. National Oral Health Policy. Federal Ministry of 
Health Abuja. 2020.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.


	Individual and familial factors associated with caries and gingivitis among adolescents resident in a semi-urban community in South-Western Nigeria
	Abstract 
	Objectives: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Methods
	Study setting, study population and study design
	Sample size and sampling technique
	Conceptual framework
	Demographic profile
	Socioeconomic status
	Oral health perception
	Tooth-brushing
	Use of fluoridated toothpaste
	Consumption of refined carbohydrates in-between meals
	Use of dental floss
	Dental service utilization
	Smoking habits
	Oral hygiene
	Gingival health
	Caries
	Standardization of examiners
	Data analysis
	Ethical considerations

	Results
	Discussion
	Conclusion
	Acknowledgements
	References


