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Abstract 

Permanent first molars are the most vulnerable teeth to dental caries. This study aimed to assess the 
association among the eruption stage of permanent first molars, demographic, socio-economic, tooth 
brushing behaviors and fluoride used among 6 - 8 years old schoolchildren of Tessaban Primary School in 
Hat Yai Municipality. Cross-sectional data on eruption stage of permanent first molars, demographic, 
socio-economic, tooth brushing behavior and fluoride used were assembled from 346 children-caretaker 
pairs using structured-questionnaire. Caries status was clinically examined using modified criteria from 
WHO. Fixed effect random intercept logistic regression was used to estimate the magnitude independent 
association between variables and caries status based on variability within-subject. The prevalence of 
dental caries in permanent first molars was 43.6 %, while the caries experience indexed as Decayed, 
Missing, and Filling Teeth (DMFT) was 1.00±1.36. Children who brush irregularly at night, share tooth 
brush among family member and have deciduous caries significantly inclined to have higher caries in the 
permanent first molars than those who did not. These findings should be noticed to take appropriate 
treatment and preventive measures in this age group. 
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Introduction 

Dental caries is of worldwide concern because it occurs almost in every age group. Nationwide, 
about 52.3 % of 12-year-old children in Thailand were reported to be affected by dental caries in 
permanent dentition. The mean Decayed, Missing, and Filling Teeth (DMFT) index was 1.34 consisted of 
55 % decayed, 4 % missing and 72 % filled teeth [1]. A high dental caries of 12-year-old children is a 
result of cumulative dental caries incident at 6 years old. Children who present with caries in the early 
permanent molars were more likely to develop caries progression years later than those who did not [2]. 
Further, untreated dental caries in children might affect their physical development and their social, 
educational and emotional quality of life and their academic performance [3,4]. 

Several risk factors of caries in permanent molars such as plaque accumulation as well as pit and 
fissure morphology have been published [5-7]. Partially eruption stage of molars promoted higher 
accumulation of occlusal plaque and were 63.6 times more susceptible to caries progression than molars 
in fully erupted stage [8]. Schoolchildren aged 6 - 9 years old are the highest risk group for increasing 
dental caries in early permanent dentition since the permanent first molars start to erupt in this age group 
[9]. Decay and loss of permanent molars at an early age could affect the mastication system which leads 
to malnutrition and increases the need for complex and costly treatment [10]. 

Brushing alone is mechanical way to break and remove plaque formation. By adding to fluoridated 
paste, the process becomes chemical by strengthening hydroxyapatite formation [11,12]. However, the 
causes of dental caries are varying due to the complexity of environment and may involve psycho-social 
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aspects [13]. In the last decade, socio-economic and demographic characteristics have been reviewed and 
investigated both in cross-sectional and longitudinal studies as factors affecting dental caries in children 
[2,14-16]. Nevertheless, the results were varied since they came from different countries. 

The permanent first molars are the most vulnerable caries during their eruption stage, particularly 
the occlusal pit and fissure surfaces [5,17]. The permanent first molar was also reported to be frequently 
extracted in 11 - 20 years old children due to caries and endodontic condition, thus this can affect second 
and third molars development [18,19]. 

In Thailand, few studies about demographic and socio-economic variables as risk factors of dental 
caries had been published [20-23]. However, those studies were conducted in older children (12 - 15 
years old) who had fully erupted permanent first molars. Other study in southern region focused on early 
childhood or infant caries risk factors [24]. None of the studies reported about associated factors of dental 
caries in early development of permanent first molars. Therefore, this study aimed to identify the eruption 
stage of permanent first molars, demographic, socio-economic, tooth brushing behaviors and fluoride 
used associated with caries prevalence of permanent first molars in the early eruption stage. 
 
Materials and methods 

This research was a cross-sectional study. The study was conducted in a primary school in Hat Yai 
municipality, Songkhla, Southern Thailand. To cover the age that is timing of first permanent molars 
eruption, children grade 1 and 2 of primary school and their caretaker were recruited as sample after 
receiving an explanation and agreed to participate in the study by signing a consent form. The sample size 
was estimated by using the formula of one-sample situation for cross sectional study [25] with 52 % 
proportion of subject who get the disease, 95 % confidence interval and 5 % of absolute precision, it 
required 384 of sample size. To avoid ethical and equality issue, all 450 children with permitted consent 
in the grade 1 and 2 were examined. Ethical approval was obtained from the Research Ethical Committee, 
Faculty of Dentistry, Prince of Songkla University. 

The dental examination was carried out at the school hall by 2 examiners using mouth mirror and 
probe, if appropriate, under artificial light on the portable dental chair. Eruption stage was examined 
using 5 criteria from Carvalho et al. [26] which was then modified into 3 categories i.e. partially erupted, 
occlusal surfaces fully erupted, and fully erupted. Occlusal plaque was observed by coloring the surface 
using erythrosine 6 % and was measured using criteria from Addy et al. [27]. The criteria then was 
modified to be low, moderate and high status. Meanwhile, the dentition status of permanent first molars 
was obtained using modified criteria from WHO (WHO Oral Health Surveys 2013). The modification 
broadened the caries criteria as follows: 

0 (D0) = Sound. Normal enamel surface, no evidence of treated/untreated clinical caries and no 
restoration.  

1 (D1) = Initial caries/white spot. Whitish or yellowish opaque with intact enamel surfaces.  
2 (D2) = Enamel caries. Carious opacity (white spot lesion) and/or brown carious discoloration that 

wider than the natural fissure/fossa, show sign of enamel defect but no wall or fall involve dentin. 
3 (D3) = Dentin caries. Lesion show distinct dark shadow from dentin or distinct cavity with visible 

dentin. 
4 (D4) = Caries exposed pulp. Deep cavity with pulp involvement. 
Calibration between 2 examiners (inter-examiners) and within-examiner (intra-examiner) was 

performed and expressed by Kappa statistics as recommended by WHO. The unweighted kappa value of 
inter-examiner was 0.72 for caries status, 0.63 for eruption stage status, 0.73 for occlusion status and 0.61 
for occlusal plaque status. Meanwhile the intra-examiners Kappa for caries status were 0.84 and 0.90, 
respectively. Intra-examiner for occlusal plaque was not conducted due to unstable plaque status among 
children in the different time. Intra-examiner calibration of eruption stage and occlusion status were not 
conducted due to limited time in the field. 

Primary teeth or deciduous caries experience (deft) was also recorded. Distinct cavity or dark 
shadow of dentin caries was recorded as decay (dt). Filling or restoration without decay was recorded as 
filled teeth (ft), whereas extracted teeth due to caries reason was described as extracted teeth (et). 
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The caretakers of children were interviewed by telephone using structured-questionnaire. It was 
developed by the researcher based on literature review containing 21 questions related to demographic 
(age, gender, religion, relationship status with caretaker), socio-economic (educational level, family 
income), tooth brushing behavior (brushing time, brushing frequency, sharing toothbrush) and snacking 
frequency of the children, mother’s practices of children’s tooth brushing practice and mother’s 
confidence in preventing children from dental caries. The content and language used in the questionnaire 
were validated by 3 experts from Faculty of Dentistry, Prince of Songkla University with content validity 
index (CVI) score 0.88. The main outcome in this study was caries prevalence at child level (DMFT) that 
was dichotomized to be caries free (DMFT = 0) and caries affected (DMFT ≥ 1). In addition, the severity 
of caries in the children was also described into D2-4MFT and D3-4MFT. 

The data were checked for accuracy and entered in the computer using STATA. Frequency was 
calculated for categorical data, while mean and standard deviation (SD) were calculated for continuous 
data. The cumulative caries status in each molar was calculated to sum the DMFT. Children were divided 
into 2 groups based on existence of caries in the permanent first molars (carries-affected and caries-free) 
and cross-tabulated against variables. Chi-square was used to evaluate the statistical significance 
association (univariate model) between each variables and caries-affected permanent first molars. Due to 
the difference of total permanent first molars among children, fixed effect random intercept logistic 
regression was used. It is to estimate the magnitude independent association between variables and caries 
status based on variability within-subject. In the model, child was considered to be the random element 
and all of variables to have fixed effects. The dependent variable was the caries status of permanent first 
molars (DMFT = 0 and DMFT ≥ 1) while all of variables were the independent. The odds ratio (OR) and 
95 % confidence intervals were calculated to indicate the strength of association between variables and 
caries-affected permanent first molars. 
 
Results and discussion 

From 450 children who were examined in this study, 378 child-caretaker pairs were able to complete 
the interview and dental examination. Thirty-two children were excluded due to unerupted permanent 
first molars. Three hundred and forty-six children who had completed data and at least had one erupted 
permanent first molar were analyzed. There is no significant difference in sample characteristics between 
excluded and included group. 

The majority of children in this study aged 7 - 8 years old and most of children in this sample had 
deciduous caries (89.6 %). Among of them were always brushing at morning and never after lunch time, 
half of them brushing at night, and did not share their tooth brush with their siblings or family members. 
Whereas, the majority of caretakers were female aged 31 - 50 years old with family income ≥ USD 427, 
more than 60 % were the mother of children with secondary/high school education level. Most of them 
never supervised and checked their children’s tooth brushing performance, irregularly looked into 
children’s mouth and felt not confident in preventing children from dental caries (Table 1). 
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Table 1 Demographic and socio-economic characteristics of children and caretakers (n = 346). 
 
Variables of Children N (%) Variables of Caretakers N (%) 
Age (Mean±SD), years old 6.85±0.70 Age (Mean±SD), years old 38.25±8.48 

5 - 6 112 (32.7)  ≤ 30 53 (15.3)  
7 - 8 231 (66.7) 31-50 268 (77.4) 
9 - 10 3 (0.6) ≥ 51 25 (7.3) 

Gender  Gender  
Boy 182 (52.6) Male 80 (23.2) 
Girl 164 (47.4) Female 266 (76.8) 

Religion  Relationship  
Buddhism 221 (63.8) Mother 229 (66.2) 
Muslim 125 (36.2)  Father/other relation 117 (33.8) 

Deciduous caries  Education level  
deft ≥ 1 310 (89.6) Uneducated/primary 76 (22.0) 
deft = 0 36 (10.4) Secondary/high school 215 (62.1) 
  University/higher 55 (15.9) 

Brushing in the morning  Family income per month  
Never/Sometimes 56 (16.2) < USD 427 123 (35.5) 
Always 290 (83.8) ≥ USD 427 223 (64.5) 

Brushing after lunch  Supervision during brushing  
Never/Sometimes 310 (89.6) Never/Sometimes 273 (79.0) 
Always 36 (10.4) Always 73 (21.0) 

Brushing in the night  Checking after brushing  
Never/Sometimes 160 (46.3) Never/Sometimes 296 (85.6) 
Always 186 (53.7) Always 50 (14.4) 

Sharing toothbrush  Checking child’s teeth  
Yes 13 (3.7) Never/sometimes 241 (69.7) 
No 333 (96.3) Regularly 105 (30.3) 

Snacking between meals  Confidence of caretaker  
Yes 136 (39.3) Not confident 250 (72.3) 
No 210 (60.7) Confident 96 (27.7) 

Snacking before bedtime    
Yes 92 (26.6)   
No 254 (73.4)   

Eruption stage    
Fully erupted 5 (1.4)   
Occlusal surface fully erupted 185 (53.5)   
Partially erupted 156 (45.1)   

Occlusal plaque status    
Low 31 (9.0)   
Moderate 171 (49.4)   
High 144 (41.6)   

 
 
The prevalence of caries-free in this sample was 56.4 %. The level of decayed severity was 

presented in D1-4MFT, D2-4MFT and D3-4MFT, respectively. The prevalence of severe decay (D3-
4MFT) was up to 14.6 % (Table 2). In addition, when analyzed at each individual tooth, the status of the 
teeth presented in the Table 3. The results showed that severe caries experience was 5.8 % and most of 
them were in decayed status (80 - 95 %), only few of them were filled (Table 3). 
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Table 2 Dentition status of permanent first molars in 5 - 8 years old children (N of children = 346). 
 
Categories N of children (%) Mean±SD 
Caries free 195 (56.4) 2.50±1.45 
D1-4MFT 151 (43.6) 1.00±1.36 
D2-4MFT 115 (33.2) 0.69±1.16 
D3-4MFT 49 (14.6) 0.22±0.61 
 
 
Table 3 Dentition status of permanent first molars (N of teeth = 997). 
 
Categories N of teeth (%) Decayed teeth (DT, %) Filled teeth (FT, %) 
Caries free 952 (73.4) - - 
D1-4MFT 345 (26.6) 330 (95.6) 15 (4.3) 
D2-4MFT 239 (18.4) 224 (93.7) 15 (6.2) 
D3-4MFT 76 (5.8) 61 (80.3) 15 (19.3) 

 
 
In univariate model, it is found that deciduous caries (deft), brushing after lunch, age of caretaker 

and caretaker’s awareness by checking after brushing were significantly associated with caries in 
permanent first molars. Whereas, the result of fixed effects random intercepts logistic regression model of 
caries prevalence in permanent first molars is presented as shown in the Table 4. This model showed that 
regular brushing at night (OR = 0.41, 95 % CI = 0.187 - 0.895), sharing tooth brush with family members 
(OR= 6.28, 91 % CI = 1.055 - 37.326), and having deciduous caries (OR= 12.54, 95 % CI = 2.780 - 
56.584) were statistically significant associated with high caries prevalence in permanent first molars. 

 
 

Table 4 Fixed effect random intercept logistic regression of caries in permanent first molars. 
 
Variables Odds ratio P-value 95% CI 
Brushing at morning (Always) 0.74 0.551 0.271 - 2.005 
Brushing after lunch (Always) 0.28 0.065 0.071 - 1.084 
Brushing at night (Always) 0.43 0.036 0.198 - 0.946 
Sharing tooth brush (Yes) 6.72 0.035 1.142 - 39.525 
Supervision during brushing (Always) 1.74 0.138 0.807 - 4.702 
Snacking between meals (Yes) 1.03 0.935 0.476 - 2.237 
Snacking before bedtime (Yes) 0.76 0.517 0.327 - 1.755 
Deciduous caries (DMFT ≥ 1) 12.54 0.001 2.780 - 56.584 
Fully erupted occlusal surface of molars 1.24 0.466 0.697 - 2.211 
Fully erupted of molars 2.59 0.134 0.747 - 8.925 
Moderate occlusal plaque status 1.83 0.273 0.620 - 5.417 
Severe occlusal plaque status 1.31 0.649 0.007 -1.845 
 
 

Discussion 
Overall 43.6 % of the children had caries affected in permanent first molars. Regular brushing at 

night, sharing tooth brush among family members and having deciduous caries was a set of variables 
found to be associated with dental caries in permanent first molars. The number of participants in this 
study fulfilled 91.5 % of minimum sample size. The prevalence of permanent teeth caries in early 
eruption stage (6 - 8 years old) was not surveyed in the country yet, however, it is still extremely high 
when compare to 52.3 % of 12 years old children caries-affected [1]. The data from oral health services 
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records of Hatyai district hospital found that only 5 % of 6 years old children get caries in permanent 
teeth. Comparing to other similar study [28], this finding shows that the caries prevalence of permanent 
first molar of the study is high. However, different caries identified criteria used among studies should be 
concerned. 

Previous longitudinal studies revealed that caries in the primary teeth is the strongest factor of caries 
incidence in permanent teeth [14,29]. This study found association of  primary teeth caries and permanent 
first molars caries that could be their mother or caretakers were less concern in children’s oral health, take 
more cariogenic food and less strict in brushing. Proper prevention in younger age may well arrest the 
caries progression within permanent erupting development [2]. 

It was not surprising that regular brushing children in this study get less caries experience. Further, 
building good oral hygiene habit from earliest stage of eruption will protect the other permanent teeth and 
make it lasts a life time [30]. Tooth brushing at least twice a day was observed to be an important factor 
regarding dental caries. It provides a mechanical plaque control by removing accumulated plaque on the 
tooth surface and then arrests caries progression in enamel and prevents from further dental decay 
[11,12]. However, it was unexpected to see that level of occlusal plaque was not associated with the 
caries in the present study. This could be a low variation among the sample. 

In this study, the majority of children were always brushing at morning before doing daily activities. 
However, children who always brushed after lunch had a lower prevalence of caries in permanent first 
molars reflects the importance of brushing after lunch program since the children spend their day time in 
the school almost every day. Moreover, the supervised tooth brushing in school-based program in 
Thailand has proven to be an effective way of reducing caries incidence [31]. 

The other important time to brush is at night, especially before going bed. In this study, children 
who irregularly brush at night were likely to have higher caries prevalence than those who regularly did 
that. During sleeping, the flow rate is reduced and acid environment due to acid lactate of cariogenic 
bacteria metabolism occurs [32]. Brushing at night is advised in order to reduce remaining substrate and 
bacterial count in the oral cavity. Moreover, as dental caries is described as infectious and transmissible 
disease, sharing tooth brush among family members is considered to be one of the horizontal transmission 
way of cariogenic bacteria [33]. It is recommended for family members to have their own dental utilities, 
particularly tooth brush. 

It is widely known that snacking sugar-containing products is being the major factor as sugar plays 
an important role on caries initiation process. A review revealed the moderate evidence supporting a 
positive relationship between sugar consumed and caries development [34]. In contrast, snacking between 
meals and before bedtime were not significant to caries prevalence in this study. In addition, most of the 
children were observed for having tooth brushing at least twice a day. This finding may be promoted by a 
rapid clearance of oral cavity reduces the length of sugar retentiveness time which stimulates acid 
metabolism by bacteria [35]. A study with similar result explained that this condition might occur due to 
extensive use of fluoride-containing products, mainly toothpaste [36]. Another review has been 
mentioned that in the era of adequate fluoride exposure, the relationship between sugar and dental caries 
is not as strong as before [37]. Moreover, a wide range of fermentable carbohydrates and development of 
sugar substitutes to be added in food products emphasize the fact that sugar is not a single determinant of 
caries disease [34]. As long as protective factors are greater than pathological factors in oral environment, 
the balance process of demineralization and remineralization could be obtained and caries process could 
be arrested [13]. 

The demographic and socio-economic factors in this study were not found to be associated with 
dental caries. Gender, relationship to the child, education level, occupation and family income were not 
statistically significant.  On the other hand, other reviews found that children with lower socio-economics 
status were at higher risk to develop caries in permanent dentition [15,16]. High socio-economic status 
was described to give more flexibility to the household in providing oral health utilities and access to 
health provider and building a good health behavior as well. This association tend to be greater in high 
income countries than low income countries. Study in Thailand in the 12 - 15 years old were found that 
children with higher family income were at higher risk for caries [21]. A similar finding was reported 
from Brazil along with parent’s educational level and occupation [14]. Sugar consumption was speculated 
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to be higher in rich countries due to high socio-economic status that would give more availability, while 
in the developing and underdeveloped countries, it might be income dependent [15,38]. In Japan, 
mother’s oral health behavior and condition were more related to dental caries than other socio-
economics factors because most of the Japanese mothers gradually decreased their attention as the age of 
children increase [39]. Children over 10 years assumed to start taking responsibility of their behavior. As 
the literature came from different parts of the world, the political, cultural and other heterogeneity might 
be an explanation for this differences [15]. The non-uniformity of findings in this field should be noted 
carefully before generalizing and applying the result into different population. 

The examination criteria that be used in this study may be different with other studies, so it is 
probably demanding to be compared with the results from different countries. However, as the initial 
study observing the risk factor in early erupted permanent first molars, this study can be useful as the 
baseline for further research in this field. 
 
Conclusions 

In conclusion, this study confirms the caries vulnerability of permanent first molars in the early 
stage of eruption among Thai primary schoolchildren. Some related risk factors that were revealed in this 
age group are brushing at night, sharing tooth brush and having deciduous caries. These children should 
be longitudinally followed up to determine association of risk factors and caries increment. The high 
caries prevalence in this age group should be noticed by health professional to take appropriate treatment 
and preventive measures in order to prevent further progression of its disease. 
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