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 SHORT COMMUNICATION 

Periodontal disease and oral health literacy among primary 
care patients 

Cassidy Diehl 

Individuals with poor OHL skills have been demonstrated to 
have poor oral health, with a higher number of decaying, 
missing, and filled teeth, but few studies have looked into the 
relationship between OHL and the incidence of periodontal 
disease conditions. 

Given the evidence that periodontal health is a significant 
component of an individual's quality of life and wellbeing, it is critical 
for researchers, doctors, and health management to gain a better 
understanding of all the components linked to the illness, including 
OHL. However, few studies have explored these relationships to date, 
and many of them were conducted in university settings or in wealthy 
countries, limiting the applicability of the findings to other situations. 
The goal of this study was to determine the relationship between 
OHL and periodontal problems in Brazilian primary health care 
patients. 

INTRODUCTION

Diehl C. Periodontal disease and oral health literacy among primary 
care patients. J Nurs Res Pract. 2022;6(5):101-103. 

ABSTRACT 
Oral Wellbeing Education (OHL) is a critical calculates for decreasing 

imbalances oral wellbeing and advancing better wellbeing results, 

including those connected with periodontal wellbeing. This study 

meant to assess relationship among OHL and periodontal illness 

among clients of essential medical care administrations. This cross-

sectional review was completed with an example of 250 grown-up 

clients of essential medical care administrations in Brazil. OHL was 

estimated utilizing the Oral Health Literacy Instrument-Brazilian 

(OHLA-B). Members additionally addressed an organized survey 

tending to sociodemographic and conduct information. Clinical oral 

assessment was performed utilizing the Community Periodontal Index. 

Examinations of the unrefined affiliations were performed by basic 

calculated relapse models, and gauges were accounted for as chances 

proportions (ORs) and relating 95% certainty spans (CIs). Factors 

related with an importance level<0.20 in bivariate examinations were 

remembered for progressive numerous strategic relapse models. Among 

members, 62% were female with a typical time of 37.2 years. Grown-

ups matured 37 years or more seasoned (OR, 5.48; 95% CI, 2.68-

11.21), with less long stretches of study (OR, 3.34; 95% CI, 1.66-6.71), 

with low OHL levels (OR, 5.91; 95% CI, 1.71-20.49), and who smoked 

(OR, 3.29; 95% CI, 1.34-8.09) were bound to have periodontal pockets 

contrasted with their partners. Essential medical care clients with low 

OHL levels gave more extreme periodontal illnesses. 

Key Words: Oral health; Health literacy; Primary health care; Health 

education; Periodontal diseases 

he National Institute of Dental and Craniofacial Research defines 
Oral Health Literacy (OHL) as "the capacity of individuals to acce-

-ess, process, and understand fundamental health information and
services needed to make good oral health decisions." OHL has been 
recognised as a key contributor in lowering oral health disparities and 
boosting oral health, including periodontal health, in recent decades. 
This construct is one of several aspects that influence a person's 
capacity to make decisions and judgments about their oral health.

Low levels of OHL have been linked to poor dental practices like as 
missing more dental checkups, having more urgent dental visits, 
smoking, and not brushing their teeth as often. Furthermore, those 
with poor OHL have less knowledge about their oral health care, have a 
worse self-report of oral health, and have a lower need for health 
information. 

T
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METHODS 

In compliance with the Declaration of Helsinki, the Research Ethics 
Committee of the University of Campinas, Piracicaba Dental School, 
approved this investigation under protocol 140/2014. All 
participants gave their written informed consent. The STROBE 
statement is used to report the paper. A convenience sample of 250 
persons aged 18 and older, randomly selected, residing in the vicinity 
of two Family Health Units in Piracicaba, Sao Paulo, Brazil, 
participated in this cross-sectional study. A sample size calculation 
was used to calculate the smallest sample size required to detect an 
odds ratio (OR) of at least 2.6 with a statistical power of 95% 
(b=0.05) and a significance threshold of 5% (a=0.05). For the study, a 
sample size of 250 people was necessary. Previous OHL research has 
shown that a minimum sample size of 102 individuals is required for 
a 5% significant level. 

To be viewed as qualified for the review, people ought to adjust to the 
accompanying standards: self-announced capacity to peruse and speak 
Brazilian Portuguese; shortfall of a conclusion of dementia, visual or 
hearing disability; and not having utilized liquor or medications at 
the hour of the meeting. Information were gathered at the members' 
homes by a scientist with skill in epidemiologic overviews joined by a 
neighborhood local area wellbeing specialist. Information on the 
autonomous factors were acquired through an organized survey 
containing data about sex (male/female), age (dichotomised by the 
middle), ethnic gathering (White/Asian or Black/blended), month to 
month family pay in light of Brazilian least wages (BMW ≤ 3 BMW 
and>3 BMW), and instructive level (not exactly secondary school/
secondary everyday schedule). Self-evaluated oral wellbeing was 
estimated through a solitary thing worldwide rating: "How would you 
think about your oral wellbeing?" Response choices were recorded 
utilizing a 5-point Likert scale going from "poor" to "magnificent." 
Oral health-related ways of behaving, for example, tooth-brushing 
recurrence ( ≤ 1 time a day or>1 times each day), smoking status (yes/
no), and justification for the last dental arrangement (caries/torment 
or other) were additionally estimated. Likewise, the OHL levels were 
estimated utilizing the Oral Health Literacy Assessment-Brazilian 
(OHLA-B) instrument, an adjusted and approved psychometric poll 
for the Brazilian populace. OHLA-B is an instrument for estimating 
OHL that involves a word acknowledgment area and an 
understanding segment. It comprises of 15 words in the dental jargon 
with a rising degree of trouble. In the articulation test, the member 
was shown a card containing a dental jargon word that he/she 
needed to peruse out loud. Around then, the scientist checked 
whether the articulation was right. In this way, the analyst applied the 
word understanding test, in which the member needed to pick 
between two different words, one that was genuinely connected with 
the OHLA-B word at first articulated. For the assessment of the 
individual OHL score, the elocution and comprehension of the 
words were thought of, adding a point for every thing when the 
articulation and the affiliation were both right. Assuming one of the 
tests was inaccurate, the score of the relating thing would be zero. 
The absolute score went from 0 places to 15 places, with higher scores 
showing better OHL. The variable OHL was sorted as low (0-5), 
moderate (6-10), and high (11-15). The result variable was the level of 
periodontal illnesses estimated by the Community Periodontal Index 
(CPI). A sextant was possibly analyzed when it had at least two teeth 
present. Each file tooth was tested with a World Health Organization 
periodontal test and surveyed by the accompanying models: solid 
(score 0), draining in the wake of examining (score 1), math (score 2), 
shallow periodontal pocket of 4 mm to 5 mm (score 3), profound

periodontal pocket of 6 mm or more (score 4), sextant avoided (score 
5). Members with no less than one sextant introducing codes 3 and 4 
were considered as having periodontal pockets. Oral assessments were 
directed by a solitary analyst recently prepared. Great intra-analyst 
reproducibility was acquired (kappa>0.82). 

Statistical evaluation 

At first, the dispersion of the variable periodontal pocket, 
dichotomised as "no periodontal pocket" (codes 0, 1, 2) and 
"periodontal pocket" (codes 3 and 4), was defined by the free factors. 
Investigation of the rough relationship between periodontal status 
and OHL was performed by basic strategic relapse models and 
announced as unrefined chances proportions (ORs) with 95% 
certainty spans (CIs). Factors related with results with an importance 
level<20 were remembered for the progressive numerous calculated 
relapse models. ORs changed with 95% CIs were assessed from the 
numerous models in light of Andersen's conduct model. In the 
different calculated relapse investigation, first level−individual 
inclining factors (age, sex, and skin tone); second level−enabling 
individual factors (pay, instructive level, OHL); third level−individual 
need factors (self-evaluated of oral wellbeing); and fourth level−health 
ways of behaving factors (brushing recurrence, smoking status, and 
justification for the last visit to dental specialist) were thought of. The 
factors were remembered for the models from the principal level to 
the fourth level, with change for the factors of similar level and the 
past levels. The changes of the models were dissected by the factual 
meaning of the evaluations and by the−2 log likelihood insights. 
Factors with an importance level ≤ .05 stayed in the last model. All
investigations were performed utilizing R measurable programming. 

RESULTS 
The majority of the participants were female (64%), self-identified as 
White/Asian (70.4%), had a family monthly income equal to or 
higher than 3 BMW (62%), had a formal education equal to or 
higher than high school (65.6%), and had an average age of 37.2 13 
years, according to descriptive analyses. Concerning related factors, 
roughly 33% (30.4%) of the members thought about their oral 
wellbeing poor or normal, 94.6% clean their teeth at least a few times 
every day, 84.9% are not current smokers, and 38.2% last visited a 
dental specialist because of torment or caries. As to sickness, 9.2% of 
members had a CPI code of 0; 28.0% a CPI code of 1; 36% a CPI 
code of 2; 1.2% a CPI code of 3, and 26.8% a CPI code of 4. The 
mean OLHA-B score was 8.1 § 2.7. Around 19% of the members 
introduced high OHL, 66% introduced moderate OHL, though 14% 
had low OHL. In the bivariate investigation, members with 
periodontal pockets were fundamentally bound to be more 
established than 36 years (OR, 8.17; 95% CI, 4.30-15.51), be from 
families with lower month to month pay (OR, 1.77; 95% CI, 
1.01-3.09), have lower instructive achievement (OR, 7.92; 95% CI, 
4.38-14.32), report a poor/customary self-appraised oral wellbeing 
(OR, 2.53; 95% CI, 1.16-5.51), clean their teeth one time each day or 
less (OR, 4.27; 95% CI, 1.41-12.92), be smokers (OR, 4.00; 95% CI, 
1.69-7.66), and have low OHL level (OR, 11.36; 95% CI, 4.02-32.11). 
After change by other significant elements in the last model, the 
strength of the relationship between periodontal condition and low 
OHL level was lessened (OR, 5.91; 95% CI, 1.71-20.49). Moreover, 
grown-ups more seasoned than 63 years (OR, 5.48; 95% CI, 
2.68-11.21), those with less long stretches of study (OR, 3.34; 95% 
CI, 1.66-6.71), and smokers (OR, 3.29; 95% CI, 1.34-8.09) were 
bound to introduce no less than one sextant with periodontal pockets 
contrasted with their partners. 
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DISCUSSION 
In the bivariate analysis, participants with periodontal pockets were 
significantly more likely to be older than 36 years (OR, 8.17; 95% CI, 
4.30-15.51), be from families with lower monthly income (OR, 1.77; 
95% CI, 1.01-3.09), have lower educational attainment (OR, 7.92; 
95% CI, 4.38-14.32), report a poor/regular self-rated oral health (OR, 
2.53; 95% CI, 1.16-5.51), brush their teeth once a day or less (OR, 
4.27; 95% CI, 1.41-12.92), be smokers (OR, 4.00; 95% CI, 
1.69-7.66), and have low OHL level (OR, 11.36; 95% CI, 4.02-32.11). 
After adjustment by other relevant factors in the final model, the 
strength of the association between periodontal condition and low 
OHL level was attenuated (OR, 5.91; 95% CI, 1.71-20.49). 
Furthermore, adults older than 63 years (OR, 5.48; 95% CI, 
2.68-11.21), those with fewer years of study (OR, 3.34; 95% CI, 
1.66-6.71), and smokers (OR, 3.29; 95% CI, 1.34-8.09) were more 
likely to present at least one sextant with periodontal pockets 
compared to their counterparts. 
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