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Introduction
Periodontal diseases can be prevented

through adequate oral hygiene practices and
a periodontal maintenance program (1).
Excellent long-term personal oral hygiene
can modify the quantity and quality of
subgingival plaque (2,3). Many failures in
the treatment of periodontal diseases can be
due to inadequate oral hygiene (4).
Procedures for supra gingival plaque control
are as old as recorded history. Hippocrates
(460-377 BC) included in his writings
commentaries on the importance of
removing deposits from the tooth surfaces
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Abstract
Plaque control is the most important way in prevention of periodontal disease and

caries. On the other hand, tooth brushing is the best and important mechanical way for
plaque control. Poor compliance of patients in response to oral hygiene instruction is a
common problem. The aim of this study was to evaluate the reasons of poor compliance
with brushing in Azadshahr region of YAZD (Iran). 90 Non compliant and 90 compliant
men (15-39 years) were recruited and interviewed during home visit. Their knowledge,
attitude toward oral heath and their compliance with tooth brushing were evaluated.
The results showed that factors in non compliance with brushing were as follows:
inadequate knowledge about oral heath. The number of family members, economic status,
lack of knowledge about the effect of oral disease on cardio-vascular problems, logistic
analysis showed that increase in knowledge about oral heath almost doubled compliance
with brushing. Some reasons had been mentioned by the non compliant people for their
non compliance with brushing was as follows in descending order:  being tired because
of daily work  being busy.The most important factors in compliance with brushing were
as follows in descending order: Prevention of dental caries Having good breath
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(5). Currently the use of a tooth brush and
fluoridated tooth pastes are almost universal.
The use of interdental cleaning devices,
mouth rinses and other oral hygiene aids are
less well documented, but available
evidences tend to suggest that only a small
percentage of the population use such
additional measures on a regular basis (6).

The usefulness of a social cognitive
approach to compliance with brushing and
flossing behavior recommendations was
tested with 39 patients recruited from the
state university of New York at Buffalo
periodontal disease clinical research center
by Tedesco et al. In 1991.Results indicated
that positive attitudes, believes, and norms
for brushing and flossing and positive
intentions to brush but less intention to floss
(7).

Azadshahr is one of the Yazd regions
(center of the state of Yazd, Iran) with a
population of about 38500; and 9137
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Mann Whitney U test P value=0.0001

 Table 2. The comparison of distribution frequency of the responses to the
following question: Does oral/dental problems affect heart and other organs?

Chi-square=17.239 P value=0.0001

Table 1: The comparison of the mean score of knowledge in two groups

families, All of them are nearly of the same
social class. Our previous study in this region
showed that 34.5% of men did not brush
regularly. The aim of this study was to
evaluate the reasons of non compliance with
brushing.

Materials and Methods
In this descriptive analytic study, 180

males (15-39 years) at Azadshahr region of
Yazd, Iran were recruited. 90 men who had
not brush their teeth were selected as test
group and 90 men who had brushed
regularly and didn’t show clear dental
plaque according to Sillness and Loe plaque
index (8) were recruited as control.

The subjects were selected by cluster
sampling method and after filling a written
inform consent, filled up a relevant

questionnaire at the time of examination. The
validity of the questionnaire was determined
by specialists and the reliability was verified
during test retest method.

The two groups then were compared to
determine the reasons for non compliance
with brushing.

The knowledge was scored in the
following manner: 0-9: poor

      10-14: fair 15-20:  good
Mean scores of knowledge in two groups

were compared using Mann-Whitney U test.
The chi-square test was used to evaluate the
relationship between brushing and other
factors.

Results
The mean score of knowledge in control

and test groups were 13.96 and 10.832,
respectively. Man Whitney U test showed
significant difference between two groups.
(Table 1)

59.5% of subjects, mentioned that non
compliance with brushing affected other

organs such as heart, brushed their tooth
while 40.5% did not brush.

88.9% of the subjects who mentioned that
periodontal disease had no effect on heart
and other organs did not brash while the
rest (11.1%) brushed. (Table 2)

The chi square test showed significant
relationship between believing in the effect
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Table 3. The comparison of distribution frequency of brushing according to the size
of families in the given society.

 Chi-square=13.6 P value=0.0308

Table 4. Relationship between literacy and compliance with brushing

X2=14.02 D.f=1P value=0.000

Table 5. Reasons for brushing in patients who brushed regularly

of oral diseases on heart/other organs and
brushing (P=0.0001).

Table 3 indicates that 65% of those who
were from small families (<2members)
brushed regularly while 35% did not brush.

57.7% of subjects from large families (with
7-10 members) did not brush while 42.3%
of them brushed. Chi-square test showed
that significant relationship between the
number of people in each family and
brushing in society (R=0.0308).

31.1% of men who brushed regularly were
under high school diploma while this stood
58.9% for those who did not brush. Chi
square test showed a significant relationship
between education and brushing (Table 4).

51.6% of those who had no income
brushed while 48.4% of them didn’t.

75% of those who had an income higher
than 200 $ brushed but remaining 25%
didn’t.
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Table 6. Reasons for no brushing in patients who did not brush

Table 7. The Results of Regression and Logistic Analysis: the Effectiveness of
Knowledge, Age, Literacy, Family Size and Income Factors on Brushing

Chi square test indicated a significant
relationship between income and
compliance with brushing (P=0.045). The
most important reasons for compliance with
brushing were: prevention of tooth caries
(178 points), prevention of halitosis (104
points), aesthetic aspects (54 points) (Table
5).

On the other hand the most important
reasons for non compliance with brushing
were: Impatience (133 points), lack of time
(78 points) and tiredness (69 points) (Table
6).

Table 7 shows that among the effective
variables in compliance with brushing;
knowledge, age, education, income, and
number of family members had more effect
on compliance with oral hygiene.

More knowledge about oral health
improves compliance with brushing up to
2.33 times.

Discussion
The results of the study indicated that the

mean score of general knowledge about oral
heath in compliant group was 1.3 times
higher than non compliant group. The
difference between two groups was
statistically significant.

Different studies have considered the
subject’s knowledge is sometimes effective
or some times ineffective. It has to be
pertinent and specific to lead to satisfying
result. Knowledge gives people decision-
making power thus the foundation for
informing a society has to be provided
through lectures, practical expositions,
group discussion programs and pamphlets
(9, 10).

According to Green (11); Knowledge,
inclinations, beliefs and values invoke people
to choose a certain behavior.
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The results of this study showed that
59.5% of the subjects in compliant group
believed that oral heath affects heart heath
while for non compliant group this was
40.5%.

Barker (12) asserted that appreciated
sensitivity to problem significantly increased
using the equipments that control oral
diseases.

This study showed that the major reasons
mentioned for compliance with brushing
were the prevention of tooth caries and
halitosis as well as aesthetic consideration,
whereas the principle reasons for non
compliance with brushing were impatience
and lack of time in this group. This not only
represents the lack of knowledge in non
compliant group but also indicates that by
taking psychological measures, values such
as aesthetic aspect of the teeth and the
importance of brushing in controlling
halitosis have to be underlined in society.
Carelessness and in difference are factors for
non compliance with health
recommendations and normally the only
thing that eliminates this unfavorable
manner is motivating people.

According to Davidson et al. (13) higher
academic education would increase the
knowledge about oral health.

Our results showed significant relationship
between education and compliance with
brushing. People have to be encouraged to
increase their tooth brushing duration
because it has a profound impact on
brushing effectiveness and longer brushing
is highly correlated to more effective plaque
removal (14, 15).

Regarding the effectiveness of the oral
health knowledge on compliance with
brushing it is suggested those who do not
brush divide in to two groups: 1) those that
are illiterate, 2) the literate group, and both
groups orient to appropriate health
education programs. Also in order to
increase the appreciated sensitivity toward
oral health training of reference groups have
to be considered first.

Conclusion
The results showed that people in

Azadshahr region of Yazd need organized
oral hygiene instruction to improve oral
health.
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