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Abstract
Objective: To evaluate an association of dental wear among different socio economic groups

Methodology: It was a cross sectional study conducted in dental OPD of Dow University of Health Sciences. A custom design questionnaire was developed
to assess the tooth wear among different social classes by questions directly and indirectly related to dental wear. Sample size was calculated via software OPEN
API, and considering patient turnover in opd over a 10 months’ period. Sample size was 400. Study was conducted during the period of March 2016 to Jan 2017.
Socioeconomic groups were divided into Upper, Middle and Lower class. Data was analyzed through SPSS Ver 21.

Results: Results showed Poor socioeconomic group to be the most effected by tooth wear, except for chewing habits which were almost same among all social classes.
Possible reasons include lack of awareness, knowledge and education regarding predisposing factors for tooth wear

Conclusion: Current data evaluating SES with tooth wear is lacking. Many confounding variables were overlooked in present study and can be studied further in

finding association between SES and tooth wear

Introduction

Attrition, Erosion and Abrasion together constitute tooth wear.
Patient must also be able to understand the general concept of tooth
wear (Loss of tooth surface) so patient can relate his condition to
dentist and receive appropriate treatment.

Concept of socioeconomic differences in Dental health can be
defined as differences in incidence or prevalence of dental health issues
among individuals of lower and higher socioeconomic status [1].

There is well established link between socioeconomic status and
oral health. A number of previous research studies showed health of
individuals belonging to poor socioeconomic status is much worse
than those belonging to upper social class [2].

This relationship persists over a wide range of health indicators,
which also includes oral health [3].

There has been extensive work on tooth wear regarding its
prevalence and etiology [4,5]. A study in Malaysia on tooth wear with
respect to age revealed majority of studied group having tooth wear in
one form or another [6].

Increase intake of citrus drinks, refined and processed food is
observed to increase in developing countries, which has cause change
in dietary pattern among people and resultant increase incidence of
caries and tooth wear [7,8,9].

Majority of previous work had been focus on association of tooth
wear with age, gender and ethnicity [10]. Although there is lack of
evidence on association of tooth wear and Socioeconomic status [11]. A
study by Millward et al, demonstrated increased incidence of tooth wear
among higher socioeconomic status group children [12]. Majority of
studies reporting tooth wear association with socioeconomic status are
on school going children [13,14]. A study by Al-Dlagian et al showed
increase tooth wear among lower Socioeconomic group children [15].
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Considering lack of similar studies in Pakistan, aim of present
study was to evaluate association of tooth wear among different
socioeconomic groups coming in dental opd of Dow University of
Health Sciences, Karachi. We hypothesize that attrition and Erosion is
associated with lower socioeconomic groups.

Methodology

It was a cross sectional study, with random type of sampling
technique used. The study took place in Dental OPD of Dow University
of Health Sciences, Karachi during the period of March 2016 to Jan 2017.
Personal consent was taken from participants. Inclusion criteria for the
study was patients above age of 15 years (with mean age 30 years), both
males and females and are representative of middle, rich or poor social
economic class of Pakistan, having at least 12 scorable teeth present and
be able to understand English, Urdu and local languages of Pakistan.
Exclusion criteria was patients who are not nationals of Pakistan,
edentulous patients, wearing prosthesis, many dental restorations and
those patients who had any physical or mental disability which might
had interfere in interview process. Questionnaire was custom made,
with variables pertaining to frequency of self inflicted habits such as nail
biting, drinking of acidic drinks, GERD associated tooth erosion, and
perception of tooth sensitivity (Patient feeling hot and cold sensation
during food intakes) were adapted from Sun.K et al [16]. A number of
indicators were used in accessing socioeconomic status. Most common
indicators included status of occupation, salary and education level.
Each indicator usually covers a different aspect of social stratification
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thus in line with previous studies we used all three instead of one. If
on certain circumstances information related to salary, occupation and
education was not available than other proxy measures were used such
as indicators of living style, example ownership of car which directly
reflects financial support of an individual [17]. Participants were
interviewed by field investigators including Dental House Officers (also
coauthors). General examination instruments were used including
mouth mirror and probe by House officer in Diagnosis department for
accessing tooth wear.

Results
Results of study are tabulated in tables 1-5.

In line with the results we accept our null hypothesis “There is an
association between attrition and erosion with lower Socioeconomic
class”.

Discussion

Our study demonstrated lower social class complaining of teeth
sensitivity (hot and cold sensation), much more than middle and
upper social class age groups. Previous studies have reported high
prevalence of dental sensitivity and pain among low Socio economic

Table 1. Teeth sensitive

Teeth are Socioeconomic Status Total P value
becoming . X
sensitive Rich Middle Class | Lower Class
Yes 2 76 178 256 0.003
No 4 62 78 144
Total 400
Table 2. Nail biting
Habit of Socio economic Status Total P value
nail biting Rich Middle Class | Lower Class
Yes 2 18 36 56 0.374
No 4 120 220 344
Total 400
Table 3. Chewing preferences
Chewing Socioeconomic Status Total P value
Preferences Rich Middle Class  Lower Class
Unilateral 76 45 69 190 0.163
Bilateral 30 80 100 210
Total 400
Table 4. Acidic drinks
Consuming Socio Economic status Total P value
acidic drinks Rich Middle Class | Lower Class
Daily 2 20 30 52 0.02
2/3 times / 0 36 48 84
week
Multiple
times /Month 0 34 2 38
Once a month 4 48 154 206
Total 400
Table 5. GERD
Do you have Socioeconomic Status Total P value
Gerd Rich Middle Class | Lower Class
Yes 2 28 74 104 0.163
No 4 110 182 296
Total 400
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group [18,19,20]. Earlier reports have suggested, that it is only when
sensitivity interferes in oral health related quality of life, that patients
seek dental treatment [21].

Individuals having increased level of dental related anxiety are
known to have the lowest oral health related quality of life [22], as in
line with our findings. Another similar study reported individuals from
low SES, having worst oral health condition and thus high chance to
endure pain and sensitivity then those in upper SES.

Certain oral parafunctional habits such as nail biting are known to
result in occlusal tooth wear [23]. A study by Brekhna Murad et al found
parafunctional habits such as nail biting to be prevalent among high
socioeconomic class [24]. In line with present study Rabab M Fateih
reported prevalence of parafunctional habit to be higher in people of
low socioeconomic group [25]. Our findings can be attributed due
to poverty, lack of health facilities, poor health and above all lack of
awareness. Majority of people do not report the issue, until and unless
it interferes with their oral health well-being. Another reason to nail
biting is stress. Poor socioeconomic class can have episodes of stress
due to number of reasons such as financial, employment, social etc that
can predispose to this parafunctional habit and subsequent occlusal
wear.

Present study demonstrated increased consumption of acidic
drinks by low socioeconomic group. A study in UK found an association
between soft drinks and dental erosion to be more pronounced in lower
income group [26]. Possible cause can be lack of awareness regarding
harmful effect of acidic drinks on tooth by this particular social class.

An interesting observation of present study is GERD effect on low
socioeconomic class. GERD associated dental erosion was reported
more in lower income and low level of education. These results were
also reported by Menachem M et al [27]. Previous studies reported
increase GERD among individuals having low level of education
[28,29]. German study by Nokon et al also reported similar results.
Possible underlying causes for these observations is individuals
belonging to poor social economic class have lifestyle associated risk
factors like obesity and smoking. Although Nokon et al in his study
has observed even after adjustment of BMI and smoking, individuals
belonging to poor or middle social class had almost doubled the risk
for severe GERD symptoms [30].

With regards to chewing habits, Unilateral chewing is known to
be a causative factor for tooth wear [31]. Our study demonstrated
increased tooth wear as a result by unilateral chewing reported almost
equal among all social classes with slighter higher findings in upper
socioeconomic class. Unilateral chewing results in higher impact force
on the preferred side of chewing, resulting in greater occlusal contact
and subsequent tooth wear and dentin exposure [32]. In present
study, almost 47% of participants preferred Unilateral chewing, this
is in accordance with study reported by Zhang J et al who reported
46.8% unilateral chewing preference among his study group [33]. No
significant association was found with regards to socioeconomic status
and preferred chewing habits, as studies have reported it as a personal
choice not associated with status of an individual.

Conclusion

Present study has demonstrated certain triads to be associated with
socioeconomic status probably Poor social class, as this is the class
most commonly effected due to lack of awareness, knowledge and poor
oral hygiene condition.
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