
 

 

SHRI DHARMASTHALA MANJUNATHESHWARA 

UNIVERSITY, DHARWAD, KARNATAKA 

STRENGTHENING PRIMARY ORAL HEALTH CARE 

KNOWLEDGE AMONG ACCREDITED SOCIAL HEALTH 

ACTIVISTS BY ORAL HEALTH EDUCATION AT THE RURAL 

PRIMARY HEALTH CENTRE’S IN DHARWAD TALUK, 

KARNATAKA. 

By 

Dr. MARATHE ASHWINI ASHOK 

Dissertation Submitted to the 

Shri Dharmasthala Manjunatheshwara University, Dharwad, Karnataka, 

 

In partial fulfillment 

of the requirements for the degree of 

 

MASTER OF DENTAL SURGERY (M.D.S) 

 
in 

PUBLIC HEALTH DENTISTRY 

 

Under the guidance of 

Dr. SHODAN M 

ASSOCIATE PROFESSOR  

DEPARTMENT OF PUBLIC HEALTH DENTISTRY 

S.D.M COLLEGE OF DENTAL SCIENCES AND HOSPITAL, 

SATTUR, DHARWAD. 
 

2019 - 2022 
 

 



 

 

 

 

 

 



 

 

 

 

 

 

 

 



 

 



 

 

 

 

 

 

 

 

 

 

 



 



ACKNOWLEDGMENT 

 

First and foremost, I would like to thank God Almighty for giving me the strength, 

knowledge, ability and opportunity to undertake this research study and to persevere and 

complete it satisfactorily. Without his blessings, this achievement would not have been 

possible. 

 

I would like to dedicate this work to my father Ashok Marathe, my mother Poornima 

Marathe, my husband Dr. Harsh Mishrikoti and my kids Bhakti and Akarsh in who 

resides my basic source of energy. Thank you for loving, cherishing and supporting me 

through the good and the bad times. I wish to thank my in-laws and family members and my 

friend Dr Shilpa Shetty for constant support. 

 

   I express my heart felt gratitude to Dr. K V V Prasad, Professor for his precious guidance 

and encouragement throughout my post- graduate program. His disciplinary lifestyle, his 

dedication towards work and his visionary approach in the planning each and every steps in 

life has taught me some invaluable ethics and principles that i will try to imbibe to lead a 

satisfactory and accomplished life. 

 

I wish to extend my sincere gratitude to my respected guide Dr. Shodan M. for his kind 

hearted yet meticulous guidance, insightful comments at different stages of my research and 

helping me bring this dissertation to a successful completion. His patience, sense of practical 

reasoning and an enthusiasm towards work has always motivated me. 

  



 



 

LISTS OF ABBREVIATIONS USED 

 
 

 
1) ANM                 Auxiliary Nurse Mid-wife 

2) ASHA                Accredited Social Health Activist 

 

3) AWC                 Anganwadi centre 

 

4) AWWS              Anganwadi Workers 

 

5) CHC                  Community Health Centre 

 

6) CHWs               Community Health Workers 

 

7) CPHC               Community-oriented Primary Health Care 

 

8) ECC                  Early Childhood Caries 

   

9) GBD                  Global Burden of Disease 

 

10) GPHCFs         Government Primary Health Care Facilities 

 

11) ICDS               Integrated Child Development Services Scheme 

 

12) KAP                Knowledge Attitude & Practices 

13) LHV                Lady Health Visitor 

 

14) MCHC           Maternal Child Health Centre 

 

15) MOS               Medical Officers 

 

16) MPHW           Multi-Purpose Health Worker 

 

17) NCD                Non-Communicable Disease Prevention Program 

 

18) NOHP             National Oral Health Policy 

 

19) NOHCP          National Oral Health Care Programme 

 

20) NRHM            National Rural Health Mission 

 

21) OHC               Oral Health Care 

 

I 



 

22) OHCE            Oral Health Care Education Programme 

 

23) OHCW           Oral Health Care Workers 

 

25) OHI                Oral Hygiene Instructions 

 

26) OR                  Odds Ratio 

 

27) P                     Probability 

 

28) PCPs              Primary Care Providers 

 

29) PHC               Primary Health Centre 

 

30) PHFI              Public Health Foundation of India 

 

31) SD                   Standard Deviation 

 

32) SPSS               Statistical Package for the Social Sciences 

 

33) SE                   Standard Error 

 

34) WHO             World Health Organization 

 

35) UNICEF        United Nations Children Fund 

 

36) YLD               Years lived with disability 

 

 

 

        

 

 

II 



  ABSTRACT 

 

 

 

 

 

 

 

 

 

 

 

 

III 



      ABSTRACT 

INTRODUCTION: Accredited social health activists (ASHA) who play a major role in 

health promotion in rural community work at grass root level and also known as Frontline 

health activists in the community and are involved in health education and community 

mobilization towards utilizing the Health services in India. ASHA workers can be helpful in 

changing the attitude towards Oral Health as they play a pivotal role in giving primary health 

care to the community. ASHA workers get rigorous training in various health aspects, but oral 

health is given a low priority in their training curriculum. They should be trained to focus on 

integration of oral health care activities along with Antenatal and postnatal care, Infant care, 

Immunization of children and Geriatric Health care.  

AIM: To assess the effectiveness of oral health education based on "Training manual on 

Health Promotion for Health workers" introduced by NOHP Ministry of Health and Family 

Welfare, Government of India to strengthen the Primary oral health care knowledge Rural 

ASHA workers at the primary health centres in Dharrwad Taluk. 

METHODOLOGY: Four rural primary health centers at Dharwad taluk were recruited in the 

study and randomly assigned to an intervention or control group. The baseline data regarding 

ASHA worker’s Primary Oral health care knowledge was collected using pre-tested self-

administered questionnaire prepared in local language kannada. The questionnaire was 

divided into six domains as follows; Demographic details, normal oral anatomy and common 

Dental diseases, child, maternal and infant, oral cancer and geriatric primary oral health care. 

After one month oral health education was provided based on the NOHP training manual on 

oral health promotion for Health workers to intervention group. Post-test assessment was done  

IV 



one month after intervention using same questionnaire. Statistical analysis was performed 

using SPSS 21.0 version software.  

RESULTS:  A total of 124 ASHA workers participated in the study. The mean knowledge 

scores at pre-test were 23.18± 8.00 and 23.50± 5.08 and post-test after intervention were 

32.79± 4.85 and 38.58 ±5.71 in control and intervention group respectively (p<0.001). A chi-

square test was applied to compare pre and post test scores for knowledge and practice 

questions. In intervention group, each domain post-test knowledge scores increased; 

predominantly 1st permanent tooth eruption age (p=0.04), caries prevention with fluoride (p-

0.004), transport media for avulsed teeth(p<0.001), pernicious oral habits and early exfoliation 

of deciduous teeth  leading to teeth irregularities (p<0.001), safe trimester in pregnant ladies 

for dental treatment (p<0.001), signs and symptoms of oral cancer (p<0.001).The practice of 

primary oral health care in children (p<0.001), maternal and infants (p<0.001) and geriatric 

groups (p-0.005) increased compared to baseline in intervention group.  

CONCLUSION: Utilisation of “Training manual on Oral Health Promotion for Health 

workers” introduced by NOHP Ministry of Health and Family Welfare, Government of India 

in oral health education training, has a potential to increase the knowledge and practice of 

primary oral health care among the ASHA workers. There by, oral health education based on 

the manual in their local language may play a key role in oral health promotion of rural 

population. 

KEY WORDS: Oral health education, knowledge, practice, ASHA workers and oral health 

promotion. 
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INTRODUCTION 

                               Health is a state of complete physical, mental and social well-being, and 

not merely absence of disease or infirmity. The term health indicates overall “well-being” of 

an individual. Achieving and maintaining health is an on-going process. It is shaped by 

evolution of health care knowledge and practices as well as personal strategies and organized 

interventions. Health is considered as a fundamental human right. Social development of a 

nation is dependent on the health of its population. Providing and maintaining good health of 

the population is considered as a social goal of the nation.
1
  

                              As per the global burden of disease (GBD) 2015, there is epidemiological 

transition of disease trend from infectious to chronic diseases. The rise in prevalence of 

chronic diseases is continuous with the social and economic advancement of countries. Oral 

disease is also considered, one among the chronic non-communicable diseases. Oral diseases 

are increasing worldwide and considerably reducing the quality of life. Oral disease is 

contributing heavy burden on the disease pattern worldwide. Oral diseases are now ranked in 

the top 10 leading causes of years lived with disability (YLDs) globally.
2 

                                             
Oral health is equally important and inseparable from general health. Oral 

health being an integral part of general health is defined according to WHO as “A state of 

being free from chronic mouth and facial pain, oral and throat cancer, oral infection and 

sores, periodontal diseases, tooth decay, tooth loss, and other diseases and disorders that limit 

an individual’s capacity in biting, chewing, smiling, speaking and Psychosocial well-being”.
3
  

                                Oral health acts as a key indicator of overall health, well-being and 

quality of life. Oral health determines the systemic health, functional capacity and social 

welfare. There is a huge difference in oral health status between rural and urban areas in 

developing countries like India where disparities in access to quality care persists. In India 
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where 70% of population resides in rural areas the epidemic of chronic oral diseases is 

affecting the bulk of rural population. 
4 

                       The multi-centric oral health survey conducted by Ministry of Health -WHO 

India collaborative bi annum program in 2007-08 states that the prevalence of dental caries in 

12-year- olds was 23.0 % to 71.5 % , in adults aged 35-45 years was 48.1% to 86.4% and in 

elderly aged 65-74 years was  51.6 % to 95.1 %. Periodontal diseases among adults & elderly 

were in the range of 15.32 % to 77.9 % & 19.9% to 96.1% respectively. In a systematic 

review published in 2018 the prevalence of untreated dental caries in children below six years 

was found to be 49.6 % in India.
5
      

                            Insufficient oral health care is either due to low availability and accessibility 

of oral health care or because of its cost. The poor and disadvantaged population groups are 

heavily affected by a high burden of oral disease. Promotion of oral health and prevention of 

oral diseases must be delivered through primary health care and public health intervention. 

Integrated approaches are the most cost-effective and realistic way to close the gap in oral 

health between rich and poor.
6 

                             The World Health Organization has urged its member states to consider 

mechanisms to incorporate the essential oral health services into the existing primary 

healthcare system. An additional importance to disease prevention and health promotion for 

the poor and disadvantaged populations to be given by integrating multi professional 

approach and comprehensive health-promoting strategies and practices.
7 

                       In the Alma-Ata conference 1978 concept of primary health care (PHC) was 

first defined. WHO and UNICEF redefined it on 01 April 2021 as “Primary health care is a 

whole-of-society approach to health that aims at ensuring the highest possible level of health 

and well-being and their equitable distribution by focusing on people’s needs and as early as 
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possible along the continuum from health promotion and disease prevention to treatment, 

rehabilitation and palliative care, and as close as feasible to people’s everyday environment”.
8 

               Primary health care, in India is being provided through sub-centres, primary health 

centres (PHC), and community health centres (CHCs). The primary health care system in 

India has evolved since independence and there is an elaborate network of around 200,000 

Government Primary Health Care Facilities (GPHCFs), both in rural and urban areas.
9
                                

Primary Health Care Workers (HCWs) working here are the first people of health sector who 

come in contact with general population. They are the people who closely monitor the 

conditions and disease pattern among the people. Primary health care workers play a key role 

in these areas where there is a deficiency of dental surgeons in providing oral health care 

services.
10

 Community health worker activities can disseminate information and knowledge 

through health education activities and contribute to strengthening people’s ability to deal 

with health problems. Primary health care workers get rigorous training in various health 

aspects, but oral health is given a low priority in their training curriculum.
11

 

                                On April 12, 2005 National Rural Health Mission (NRHM) was launched 

to provide good health care to the rural community in India. The NRHM Program worked by 

providing every village with a trained female community health activist volunteer. This 

village level female social activist is known as accredited social health activists (ASHA). She 

plays a major role in health promotion in rural community and acts as bridge between the 

Government functionaries and Tribal and Non-tribal population who find it difficult to access 

the health services. ASHA is a first level approach for any health related demands of the rural 

community. ASHA is also known as promoter of good health practices.
12 

                                     ASHA workers are selected from the village itself preferably in the 

age group of 25–45 year. Each ASHA undergo a regular and periodic training. They work at 
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grass root level and also known as Frontline health activists. They are involved in health 

education and community mobilization towards utilizing the Health services. ASHA workers 

can promote oral health care during their routine programs like Village Health Nutrition Day 

(VHND), Integrated child development services (ICDS) and create awareness regarding Oral 

cancers during Non-Communicable Disease (NCD) identification camps.
13

                                    

                  Oral health is an essential part of general health and majority of dental diseases 

are preventable. ASHA being a promoter of good health practices educating them in the 

aspects of primary oral health care during their training period will strengthen primary oral 

health care to the community. Therefore, they should be trained to focus on integration of 

oral health care activities along with primary medical care. Standard Oral health knowledge 

of ASHA will have a major impact on oral health promotion in rural community. Oral health 

education to ASHA workers will provide a cost effective, feasible and replicable mechanism 

of providing primary preventive oral healthcare to the community. 

                         To dissipate oral health related messages, ASHA workers must have enough 

knowledge regarding the aetiology of oral diseases/disorders. However isolated studies have 

been conducted to assess primary oral health care knowledge of ASHA workers in Karnataka. 

An attempt was made by this study to know the base line primary oral health care knowledge 

and to assess effectiveness of oral health education based on “Training manual on Oral 

Health Promotion for Health workers” introduced by NOHP Ministry of Health and Family 

Welfare, Government of India to strengthen the primary oral health care knowledge among 

Rural ASHA workers in Dharwad Tal
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AIMS AND OBJECTIVES 

AIM: To assess the effectiveness of oral health education based on "Training manual on 

Health Promotion for Health workers" introduced by NOHP Ministry of Health and Family 

Welfare, Government of India to strengthen the Primary oral health care knowledge Rural 

ASHA workers at the primary health centres in Dharrwad Taluk 

OBJECTIVES:  

1. To conduct a pre-test, by a self-administered validated questionnaire among experimental 

and control group and assess the base line Primary oral health care knowledge among ASHA 

workers.  

2. To provide Oral health education to ASHA workers in experimental group at one-month 

interval of pre-test based on “NOHP training manual on Oral Health Promotion for health 

workers”. The Control group will receive only basic oral health education. 

3. To conduct post-test using the same questionnaire in both the groups at one-month interval 

of oral health education. 

4. To evaluate and compare the change in primary oral health care knowledge among ASHA 

workers before and after oral health education in both the groups
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REVIEW OF LITERATURE 

 

1. Paulo Frazao and Debora Marque conducted a pre and post intervention study 

between July 2003 and August 2004 to assess changes in oral health knowledge, self-

reported practices, and personal skills regarding self-examination, oral hygiene, 

number of people living in the same household, number of individual and collective 

toothbrushes and dental service access and utilization using structured interviews. 

Community health workers and a random sample of local resident women were all 

interviewed before and after the oral health capacity building program. A two part 

questionnaire was developed to guide individual Interviews conducted by the 

researcher. Questions to assess attitude changes were formulated to be answered 

based on Likert scale. For knowledge questions like dental hygiene, a visual analog 

scale (0 to 10) was used for more sensitive measures of changes in subjects’ 

perception levels. The study results showed oral health knowledge, mean score and 

standard error of correct answers among CHWs increased from 9.09 ±0.76 to 13.00 

±0.42 (p<0.000) while among women they increased from 7.62 ±0.56 to 10.89 ±-0.39 

(p<0.000). Significant changes were seen in perception regarding oral health, self-

efficacy, and health service access and utilization. Thus community health workers 

play major role in oral health promotion.
14

 

 

2. Suresh Sanikommu and et al in 2017 conducted a research to assess the oral health 

knowledge among ASHA’s in Guntur district of Andhra Pradesh. 275 ASHA workers 

were involved in the study. Questionnaire was prepared in local language. It was 

pretested, validated and made up of close ended questions. Questions were prepared 

using their training manual to enable investigators to evaluate ASHA’s oral health 
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knowledge. Mean age was 32±5.11 years. ASHA responses were dichotomized based 

on their education level. On analyzing the data authors concluded that overall oral 

health knowledge among ASHAs was poor and also it was observed that both the 

groups were having poor knowledge regarding dental caries, calculus, dental plaque, 

oral cancer, and change of tooth brush. As dental diseases are preventable, it is 

essential to thoroughly educate ASHA’s in the aspects of oral health and diseases 

during their training period.  They are the grass root level health activists in the 

community and will serve the ultimate purpose of improving Oral health of rural 

population.
15

 

 

3. A cross-sectional study conducted among 512 ASHAs in six districts each in Gujarat 

and Andhra Pradesh. The study participants were selected through simple random 

sampling and the responses were captured by a self-administered questionnaire. The 

study was conducted to identify perceptions and practices of ASHAs regarding 

tobacco control. This study was a subset of a baseline survey done under, project 

strengthening of Tobacco Control Efforts through innovative Partnerships and 

Strategies undertaken by Public Health Foundation of India (PHFI) to understand 

current efforts of health systems in tobacco control. The semi-structured questionnaire 

was pilot tested, valid and reliable. It was translated into local language for better 

understanding by the participants. A total of 12 closed-ended questions in four 

different sections measured knowledge of ASHAs about different tobacco-related 

diseases, information provided on tobacco-related diseases and their attitude towards 

counseling in tobacco control. The response rate of the survey was 90%. All 

respondents were female with a mean age of 30 years. Results showed one-third of 

ASHAs reported informing all patients about the harmful health effects of tobacco, 
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whereas more than half reported providing information only to patients suffering from 

specific illness those who received training in tobacco control were about two times 

more likely to give information on effects of tobacco on respiratory diseases (odds 

ratio [OR]-1.5; confidence interval [CI]: 1.1–2.4).The authors conclude that ASHAs 

reflect suboptimal engagement in providing information pertaining to specific 

tobacco-related diseases. There is an urgent need to sensitize and train ASHAs in 

appropriate tobacco control practices so that they are able to use opportunities of 

counseling in tobacco control while providing routine services.
16

 

 

4. Sneha Malhotra and et al, conducted a study in 2018 to assess factors and perception 

of various stakeholders i.e. medical officer (MO), accredited social health activists 

(ASHA), auxiliary nurse midwifery (ANM), and dental surgeon in nine Delhi 

Government dispensaries on integration of oral health into the national health 

schemes using a mixed‑method research design. The study was carried out in two 

phases. In first phase (Quantitative), a pretested and pre validated self‑designed 

close‑ended questionnaire with 42 close‑ended and four open‑ended was used to 

assess the knowledge, attitude, perception, barriers, myths, and feasibility of the 

integration of oral health in national health schemes. In second phase (Qualitative) 

focus group discussion consisting seven members representing each of the 

stakeholders along with one moderator and one recorder. The chi-square analysis for 

nominal data was conducted and for continuous data t-test was conducted. The 

responses collected from the FGD were digitally audiotaped, videotaped in Mi4i and 

mp3 formats, and analyzed. The translated transcripts were coded and analyzed using 

the Hyper- research 4.0.1 software systematically to identify the themes. A descriptive 

and exploratory qualitative design was deployed in order to gain insights into the 
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stakeholder’s perceptions and opinions. 88.3% of the ASHA workers and 85.7% of 

the ANM accepted that oral screening should be incorporated in their routine practice. 

The major barrier to the incorporation of oral health in general health was the lack of 

training and insufficient provision of monetary incentives. Job burnout, work 

situation, inadequate pay, opportunities, workload, and limited carrier development 

were the de-motivator’s, whereas respect, goodwill, and recognition from the general 

public. The authors concluded that there was a strong agreement for National Oral 

Health schemes to be given space and priority in India. The majority agreed that they 

can be used as a medium for imparting oral health education. The majority of the 

stakeholders believed that oral health should be a part of general health and they are 

open to any scheme or program which would add an oral health component were the 

inducer.
17

 

 

5. A questionnaire study to assess awareness levels pertaining to early childhood caries 

(ECC) among grassroot workers of rural India was conducted in the month of July 

2019. A total of 438 community health workers participated in the study which 

included 88 auxiliary nurse midwives (ANMs), 140 Anganwadi workers (AWWs), 

and 210 Accredited Social Health Activist (ASHA) workers in a district of Southern 

India. They were interviewed at their official monthly meetings. A 24-item pretested, 

structured, and close-ended Questionnaire was designed. All aspects of early 

childhood oral health, including oral development, nursing habits, oral hygiene habits, 

transmissibility of oral bacteria, and the importance of primary teeth were included. 

The questionnaire was translated into the local language. Descriptive statistics and 

multivariate ANOVA were used to summarize the results. Knowledge regarding early 

childhood oral health, including oral development, nursing habits, oral hygiene habits, 
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transmissibility of oral bacteria, and the importance of primary teeth among CHW, 

was found to be statically significant. (p = .001). Overall, only 59% of ANMs, 49% of 

AWWs, and 47% of ASHA workers were found to have adequate knowledge about 

ECC. The authors concluded that, study clearly highlighted the discrepancy in the 

awareness levels among grassroot health care workers. A void was found to exist in 

the knowledge of the tested health care workers regarding infant oral care and ECC 

transmissibility. CHWs are the first point of contact for many individuals residing in 

rural areas and their knowledge is directly reflected in community.
18

 

 

6. Preeti Bhagia and et al, conducted a promotive interventional study to assess 

effectiveness of different health education methods to improve oral health knowledge 

of accredited social health activists and Anganwadi workers at Muradnagar Block, 

Ghaziabad‑Delhi. The study was conducted on 301 ASHA and Anganwadi workers at 

baseline, oral health education programme (OHEP), and reinforcement using 

predesigned, close‑ended, validated, questionnaire. Four different methods were used 

in OHEP they were health talks, posters and pamphlets, PowerPoint presentations, 

and a combination of all methods. Post‑assessment was done one week after OHEP 

and reinforcement after 1 month. Final post‑assessment was carried out after 1 week. 

A pilot study was carried out on 15 ASHA workers Anganwadi workers each prior to 

the main survey. The study proforma consisted of 2 parts, first part covering consent 

and socio-demographic variables while second part consisted 40 predesigned, 

close‑ended, structured questions. 10 questions on basic oral health and hygiene, the 

oral health of pregnant and lactating women, and the oral health of children and 

common dental diseases each. The questionnaire was translated into local language 

(Hindi) the content validity was assessed using Cronbach’s alpha test. The proforma 
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had multiple‑choice questions and 3 to 4 options in which one was correct. Mean 

knowledge scores were divided into three categories: poor (0–15), fair (16–30), good 

(31–40) and were analysed at all three steps. At baseline, primary healthcare workers 

mean knowledge scores was14.67 ± 1.152 which increased to 20.96 ± 1.053 after the 

intervention and 27.6 ± 0.762 after reinforcement. The combination method was 

found to be most effective in improving oral health knowledge. The authors 

concluded that PHC’s form the first point of contact between the rural community and 

the healthcare system, thus primary healthcare workers can play a key role in areas 

where there is a deficiency of dental workforce in providing oral health education. 

This study emphasized that educating health workers specifically on oral health and to 

make it resourceful should adopt the best possible method to inculcate knowledge.
19

 

 

7. An interventional field study was carried out on 112 ASHA workers in 5 primary 

health centres at south Bangalore rural. The objectives were to assess and evaluate the 

knowledge, attitude and practice among ASHA workers using questionnaire and 

effectiveness of oral health education by pre intervention questionnaire. 5 Primary 

Health Centers (PHC) of south Bangalore rural were included in this study. A simple 

random sampling method was used to select 112 out of 5 PHC’s from 11 PHC’s in 

Bangalore south. The KAP questionnaire consisted of total 24 questions of which, 10 

questions related to participant’s knowledge about oral and general health impact, 

causes and identification of tooth decay, causes for bleeding gum and mouth cancer 

and prevention of dental problems, 5 questions related to attitude towards condition 

and maintenance of oral hygiene, importance of pregnant and infant oral health, and 9 

practice questions related to method and frequency of cleaning teeth and tongue, 

changing brush, rinsing mouth and use of any other hygiene aids were used for both 
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pre and post intervention. Oral health education module was prepared using power 

point presentation, the health education topic contains: Brief anatomy of structures in 

the mouth like teeth, gingiva and tongue. Common oral diseases like caries, gingivitis, 

oral cancer and tooth avulsion; how this disease is caused; how they manifest and 

what are the treatment modalities. Significance of oral health in pregnant ladies and 

infants. Seven golden rules for healthy tooth were taught. The data analysis was done 

using SPSS 15.0 software. The “student t” test was used to find the difference 

between means of knowledge, attitude, and practice of pre and post intervention. 

Mean knowledge score of ASHA workers was 29.74+4.57 at baseline and 34.44+3.74 

after intervention, mean attitude score was 15.62+3.74 at baseline and 17.57+2.37 

after intervention, mean practice score was 21.50+6.44 at baseline and 27.82+4.34 

after the intervention. Mean KAP score of ASHA was highly significant in post-

intervention when compared to baseline. On the whole this study shows an increase in 

knowledge, attitude and practice among ASHA workers post-intervention. The 

authors concluded that increase in KAP may be because of awareness created through 

educational intervention for ASHA workers, which was of Indian standards and 

specifically focused on rural people.
20

 

 

8. A cross-sectional study conducted during Sep-Oct 2014 to assess Oral health status, 

treatment needs and KAP of health workers of Ambala, India. A total of 148 HCWs 

available were comprised as the final sample size. A structured and validated 

performa comprised of questions with following topics oral hygiene knowledge, 

presence of any deleterious habits, self-perception of oral health needs etc., The 

“World Health Organization (WHO) oral health performa-1997” was used to record 

the clinical findings. 37.8% of the study subjects comprised of males and 62.2% were 
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females. Nearly 91.2% subjects believed that loss of tooth with increasing age is a 

normal phenomenon. 35.1% of subjects believed that extraction of teeth can lead to 

impairment of vision. The authors concluded that the attitude of the health workers 

towards oral health was poor as they had significantly had higher treatment needs. 

Almost half of the health workers had misconceptions regarding oral health like tooth 

loss with increasing age is normal, oral prophylaxis can lead to loosening of teeth 

etc... The study emphasized the need of regular dental checkup and health education 

of HCWs.
3
 

 

9. Shailee Fotedar and et al conducted a cross-sectional study to assess Oral health 

knowledge and practices among Primary healthcare workers in Shimla district in 

Nov-Dec 2018.A self-administered close ended questionnaire was given to 134 

Health personnel. The questionnaire consisted of three parts. First part questions 

relating to demographic data including age, gender, education, and place of posting. 

Second part had seven questions about oral health knowledge third part had four 

questions on practices. Subject’s total score ranged from 0% (wrong answers) to 

100% (correct answers). Less than 25% weak, 25-50% moderate, 50%-75% Good and 

more than 75% were considered to have good knowledge. The response rate was 

94.3%, there were 60 (46.2%) males and 70 (53.8%) females. Bivariate analysis 

showed education was positively correlated with mean knowledge score percent 

whereas age was negatively correlated with mean knowledge score percent. The 

results showed overall knowledge about oral health was good among health workers, 

but the understanding of etiological factors about dental caries and other aspects was 

not clear. The authors concluded that education should be given to all health workers 
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to enhance there awareness, knowledge and practice towards Oral health care, which 

can help in Oral health promotion of the Rural population.
7
 

 

10. KuluramYadav et al conducted a cross-sectional questionnaire based study among 

Primary Health care workers of Jaipur district in the year 2016. 220 primary health 

care workers of primary health center and sub centers of Jaipur district. Out of 220 

study subjects 110 were (ASHA Worker), 75 (Aganwadi worker), 26(ANM’s) and 9 

(nursing staff). The results were as follows, Anganwadi workers had the least 

knowledge followed by ASHA (Accredited social health activist) worker, Auxiliary 

nursing midwifery (ANM) and GNM (General nursing mid wifery). The study 

proforma had questions about general information, self-designed and pre-tested close 

ended 22 item questionnaire to assess Knowledge, Attitude and Practice about oral 

health. The proforma was made in regional language (Hindi). Statistical analysis was 

done with descriptive frequency and chi-square test. Majority of the primary health 

care workers had moderate oral health knowledge level. Anganwadi workers had the 

least knowledge followed by ASHA workers, Auxiliary nursing midwifery (ANM) 

and GNM. The majority of study subjects have heard about pyorrhea (84.09%) and 

tooth decay (84.09%) while nearly half of the study subjects (56.8% and 50.4%) have 

heard about irregular teeth and oral cancer respectively. The study recommended, 

Knowledge about oral should be given to all the health workers to enhance their 

awareness, knowledge and practices.
10

  

 

11. A study was conducted in 1999 in the city of Salford to evaluate an oral health 

promotion program involving health visitors and mothers of eight month old babies in 

order to address some of the risk factors associated with nursing caries. This was 
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carried out with two cross-sectional studies using postal questionnaires. A random 

sampling of 250 mothers who had not received the oral health promotion programme 

and to 50 mothers who had received the program were included. The oral health 

promotion programme significantly improved mothers recall of advice given by 

health visitors encouraging the use of a feeder cup, brushing their babies’ teeth with 

fluoride toothpaste and restricting sugary foods and drinks. Significant improvement 

were also found in recall of advice regarding the use of sugar free medicine and 

registering babies with the dentist. The program encouraged a higher proportion of the 

mothers to bring their children to clinics for a hearing check. Thus, a simple oral 

health programme facilitated by health visitors improve recall of advice and clinic 

visiting behaviour.
21

 

 

12. The study was done in 2000 in Sweden to evaluate the clinical oral health outcomes in 

residents after their caregivers had undergone one session, four hour oral health 

education program. The study consisted of an intervention with pre-and post test and 

was carried out in three municipalities in the south-western part of Sweden. A newly 

developed oral health screening protocol was carried out for 170 subjects living in 

long-term care facilities both before and 34 months after nursing personnel  had 

attended an oral health education programme. Following the intervention, as 

statistically significant improvement was recorded for changes in oral mucosal colour, 

a modified plaque index which measure oral hygiene status, and a mucosal index 

which recorded mucosal inflammation. The study indicated that a limited one session, 

four hour oral health education, offered to caregivers within long-term care  facilities, 

had a positive impact on the oral health status of residents.
22
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13. A cluster randomised controlled trial was conducted in 2001 in Bristol to assess 

whether oral health care education (OHCE) for nursing home care givers would 

achieve improvements in clients’ oral health. 22 nursing homes were randomly 

allocated to intervention or control group. Clients were examined at baseline and at 

follow-up visits 1 and 6 months after caregivers received OHCE. Main outcome 

measures where denture plaque, Denture induced stomatitis, dental plaque and 

gingivitis. Differences in group means/medians where compared with adjustment for 

cluster randomization. Clients’ baseline oral health was poor. After OHCE, the 

intervention group’s oral health scores improved significantly. Reductions in denture 

plaque  scores( 0-4 scale) Exceeded those of the control group by 1.15 (95% CI 

1/20.83, 1.47) at one month and by 1.47 (95% CI 130 .13, 1.80)at six months Denture 

induced stomatitis the valance reduced significantly over six months come wired to 

control group (P, 0.0001). Group differences in favor of the intervention group where 

0.41 at one month and 0.34 at six months for dental block (0 to 3 scale) And 0.17 at 

one month and 0.28 at six months for gingivitis (0 to 2scale) Key differences 

remained significant after adjustment for clustering effects. The provider’s cost would 

currently be approximately £6700 per year to deliver the intervention to a health 

authority with hundred homes. Although final levels of resident’s oral health were 

still short of ideal, this study clearly shows that, for a modest cost, OHCE can 

improve caregivers knowledge, attitude and oral health care performance for elderly, 

functionally dependent clients.
23

 

 

14. A study was done in 2001 in United Kingdom to assess the effect of an oral health 

care education program OHCE upon nursing home caregivers in a randomized 

controlled trial. Self- administered questionnaires assist oral health care knowledge 
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and attitudes at baseline among 369 caregivers working in 22nursing homes. Homes 

were randomly allocated to 2 groups. The intervention was the workplace OHCE. 

Caregivers assessed the value of the presentations. Questionnaires were really 

administered one month (Second time) and six months (Third time)after the OSCE 

was delivered. The knowledge and attitudes core means of the groups were compared. 

Open ended questions solicited qualitative data. Results: questionnaire responses rates 

at the three time points ranged from 76.3% to 85.4%. 2/3 of caregivers employed at 

the time of the intervention attended the presentations. OHCE was favourably 

assessed in 79% of responses. The intervention group significantly improved their 

scores over the control group at time two and three for knowledge (P, 0.003) and 

attitude (P, 0.001). Analysed across both arms at baseline, the main predictors for 

knowledge and attitudes scores where age and dental attendance pattern. Qualitative 

responses showed an acceptance of caregivers’ roles in oral health care and criticism 

of existing provision within homes. The OHCE was well received and resulted in 

improved oral healthcare knowledge and attitudes. When viewed separately reported 

trial results of clients’ oral health status knowledge and attitudes score improvements 

coincided with improved delivery of oral health care.
24

 

 

15. Study was done in 2012 in Vadodara to study the changing role of Anganwadi worker 

in present scenario. The study was a cross-sectional study it was conducted at 

Wagodia block of Vadodara district which is situated in central Gujarat. It was a 

purposive sampling and convenient selection. The Wagodia block has 124 

Anganwadis. It was decided to select 25% of Anganwadis from each PHC of 

Wagodia block, so that the sample represents all the geographic areas. Total 30(25%) 

Anganwadi were visited. The mean age of Anganwadi workers was 33.8 years (range 
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– 20 to 53 years). Almost 87% of Anganwadi workers were from the same village 

where the Anganwadi is located. All the AWWs were getting incentive for 

participation or serving in national health program apart from ICDS. Almost 80% 

AWWs participated in other national program like PPI, house to house survey, 

selection of patients for TL in family planning program etc. 67% AWW worked as 

DoT provider for tuberculosis patients. 33% a WW believed that they had a load or 

cannot give enough time to basic activity at Anganwadi due to participation in other 

national health program. The Anganwadi worker and helper, who are the basic 

function years of the ICDS, are not treated on par with other government employees, 

but are called social workers or voluntary workers. They are not paid wages but only 

an honorarium. The present study suggests that AWWs are overworked and not able 

to justify their routine work. The government health authorities and other authorities 

need to keep in mind that they have generated second similar cadre in each village 

that is ASHA (Accredited social health activist) under national rural health Mission 

(NRHM). They should be utilized properly. So that AWWs will cater the services as 

per need of the community



 

 

 

METHODOLOGY
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METHODOLOGY 

The present study was conducted in a private dental institute of Dharwad district with an aim 

to assess the effectiveness of oral health education based on "Training manual on Health 

Promotion for Health workers" introduced by NOHP Ministry of Health and Family Welfare, 

Government of India to strengthen the Primary oral health care knowledge Rural ASHA 

workers at the primary health centres in Dharrwad Taluk. 

Study Design: 

Randomized controlled trial 

Materials: 

Following materials were used for the study 

 A pre-validated, closed ended questionnaire consisting of demographic details and 31 

knowledge and 7 practice questions built on 6 domains. The domains were as follows 

demographic details, normal oral anatomy and common dental diseases, child oral 

health care, maternal and infant oral health care, oral cancer knowledge and geriatric 

oral health care. 

 Oral health education material 

o Control group: Basic oral health education power point presentation used to 

deliver oral health education at dental camps. 

o Intervention group: Oral health education based on “NOHP training manual on 

Oral Health Promotion for health workers” introduced by NOHP Ministry of 

Health and Family Welfare, Government of India.
26 

 The questionnaire, power point presentation and booklets were prepared in Kannada 

for better understanding by the participants. 
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Study subjects: ASHA workers posted at Rural Primary health centres in Dharwad Taluk. 

Inclusion Criteria:  

 ASHA workers who gave consent to participate in the study till its completion. 

 

 ASHA workers who were present at the time of baseline data collection and oral 

health education in control and intervention group. 

Exclusion Criteria:   

 ASHA workers who were not present at the time of baseline data collection and oral 

health education in control and intervention group. 

SOURCE OF THE DATA: 

Dharwad taluk has 7 primary health centers with a total of 232 ASHA workers. It was 

observed that, ASHA workers were divided unequally in these PHC’s because of variations 

in the village population under each of the PHC’s. The distribution of ASHA workers in the 

rural PHC is shown in the below table: 

Name of the rural PHC Number of ASHAs working 

Alnavar 28 

Mugad 40 

Garag 37 

Uppin Betgeri 39 

Amminbhavi 32 

Hebbali 28 

Kotur 32 
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METHODS: 

 Approval from authorities: Permission to conduct the study at primary health centres 

was obtained from District health officer, MOHFW, Dharwad. 

 Ethical clearance: The Institutional review Boards at SDM College of dental sciences 

and hospital, Dharwad approved the study.  

 Consent form: The purpose and details of the study was explained to the ASHA 

workers and consent was then obtained. 

Sample size formula: 

                                        N =    2(S)
2
[Z1-α/2  +  Z1-β

 
]
2
   

 

                                                     d
2     

 

                                       Z1-α/2 = 1.96 (Z value for α level at 5% alpha error)(95% confidence) 

                                       Z1-β      = 1.682 (Z value for β level at 5% beta error)(95% power) 

                                            S   = 0.45 (pooled standard deviation of observation of two groups) 

                                            d   = 0.35 (clinically significant difference) 

                                            S and d values obtained from previous studies 

                                                     N = 2(0.45)
2 

×
 
[1.96+1.682]

2 

                                                                                            
(0.35)

2 

                                                      = (2× 0.2025) × (13.26)
 

                                                             0.122 

                                                      =44.01 i.e. approximately 44 in each group 

             Considering drop-out, sample size was set to 50 in each group. 
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Sampling methadology: 

  

 

 

 

 

 

A total 124 ASHA workers responses was taken for analysis, present at baseline, oral health 

education and post-intervention in both the groups. 

SCHEDULING:  

The study was carried out for a period of one year from November 2020 to November 2021. 

QUESTIONNAIRE DEVELOPMENT: 

A questionnaire was developed as a part of data collection to assess the primary oral health 

care knowledge and practice among ASHA workers at rural PHCs in Dharwad Taluk. The 

questionnaire was divided into 6 domains based upon the target groups for ASHA workers 

and common dental diseases in rural community. 

Total available 

PHCs: 7 

ASHAs: 232 

PHCs: 6 

ASHAs: 174 

PHCs: 4 

ASHAs: 133 

Out of range 

PHCs: 1 

ASHAs: 28 

 

Not interested 

PHCs:2 

ASHAs: 71 

 

Control PHCs:2 

ASHAs: 65 

 

Intervention 

PHCs: 2 

ASHAs: 72 

Cluster 

randomization 
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Pretesting the questionnaire: 

Pre-testing the questionnaire was done in three stages, 

i. Content validity 

ii. Linguistic validity 

iii. Reliability 

i. Content Validity: Content validity was done to assess the extent to which questionnaire 

represents all aspects of oral health care. The questionnaire was scrutinized by Department of 

Public Health Dentistry. The numbers of questions were adequate, relevant to the content of 

questionnaire and if any irrelevant or misleading questions were scrutinized. Based on the 

expert opinion, questionnaire was modified and drafted 

 

ii. Linguistic validity: Linguistic validation was done to produce a target language version 

that is conceptually equivalent to the English version instrument. It was done as follows. 

 

Conceptual Definition: To clarify the concepts investigated by each item of the instrument 

to ensure they are reflected appropriately in the target languages. This step involved analysis 

of the instrument and defining the concepts underlying each item of the questionnaire. 

 

Forward Translation: The aim of this step was to obtain a consensus target language 

version. For quality control consensus version was discussed with experts. Based on this 

discussion, the consensus language version was further modified. 

 

Backward Translation: The aims of this step were to obtain a translation into English from 

kannada version to assess and control its quality. For this the consensus version 
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Questionnaire was sent to expert to translate into the source language. Back translated version 

was again discussed with expert committee.  

 

iii. Reliability: The reliability of the questionnaire was done during pilot study 

 

PILOT STUDY: 

A pilot study was carried out to check the feasibility and relevance of prepared knowledge 

and practice questionnaire. The questionnaire was designed in the English language and was 

further translated to local kannada language. The pilot study was carried out among 20 

ASHA workers at urban primary health centres in Dharwad taluk. Based upon their opinion 

and responses the sequencing in the questionnaire was changed. Relevant modifications were 

also done. 

 

DATA COLLECTION: 

Data was collected at four PHCs where all ASHAs gather for a monthly meeting at Taluk 

hospitals. Information about the date, time and venue about the meeting was obtained prior to 

the visit from respective medical officers. The participants were informed about the 

programme prior. The participants who were present at baseline, during intervention and 

follow up period were included in the study and analysis. 

Delivery of oral health education: 

The oral health education was given in local language (kannada) to both the groups using 

audio-visual aids (power point presentation) prepared for the specific group. Tooth brushing 

was demonstrated using models to both the groups. 

The study was conducted in 3 phases, 

i. Phase 1: 
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The baseline knowledge and practice of primary oral health care among ASHA workers of 

control and intervention groups was evaluated using the pre-tested questionnaire. 

ii. Phase 2: 

A group based oral health education programme developed was implemented to ASHA 

workers by the investigator at control and intervention group PHCs at one month interval of 

baseline data collection. 

iii. Phase 3: 

The ASHA workers recruited in the study were asked to fill the same questionnaire as post-

test at one month interval of oral health education. 

Audio-visual aids: 

 Control group: Department power point presentation used for oral health education 

during regular oral health education camps. The presentation was in kannada 

language. 

 Intervention group: A power point presentation was prepared based upon the  

“Training manual on Oral Health Promotion for Health workers” introduced by 

NOHP Ministry of Health and Family Welfare, Government of India, under the 

guidance of professor in kannada language. 

Booklets: 

As a part of health education, different booklets were prepared and delivered to subjects at 

end of the health education to control and intervention group PHCs. Information in the 

booklets was more of pictorial and in Kannada language for control group and intervention 

group. Booklets served as reminder of oral health care education delivered to the respective 

groups. Prepared booklets were assessed by the professors and necessary corrections were 

made accordingly. 
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STATISTICAL ANALYSIS: 

Statistically analysis was performed using statistical package for social sciences (SPSS) 21.0 

version software. The results of basic demographic data were expressed in percentages. A 

chi-square test was applied to assess the change in knowledge and practice questions of each 

domain at baseline and post-intervention in control and intervention group. Students paired t 

test analysis was done to assess change in oral health care knowledge and practice within 

control and intervention group at baseline and post intervention for each domain. An unpaired 

t test analysis was done to assess change in oral health care knowledge and practice at 

baseline and post intervention for each domain in between control and intervention gro
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PHOTOGRAPHS 

 PICTURE 1: ARMAMENTARIUM AND ORAL HEALTH 

EDUCATION AIDS 

CONTROL GROUP 

INTERVENTION GROUP 
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PICTURE 2: AT THE DATA COLLECTION 

CENTERS 

MUGAD PHC GARAG PHC 

AMINBHAVI PHC HEBBALLI PHC 
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PICTURE 3: DISTRIBUTION OF QUESTIONNAIRE TO ASHA WORKERS 
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PICTURE 5: DELIVERING ORAL HEALTH EDUCATION TO ASHA 

WORKERS 
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RESULTS 

 

Table 1: Distribution of ASHA workers into control and intervention group. 

PHC N 

Group 

Total Control Intervention 

GARAG Count 29 0 29 

% within group 49.2% 0.0% 23.4% 

HEBBALI 

 

Count 30 0 30 

% within group 50.8% 0.0% 24.2% 

ABHAVI 

 

Count 0 31 31 

% within group 0.0% 47.7% 25.0% 

MUGAD 

 

Count 0 34 34 

% within group 0.0% 52.3% 27.4% 

Total Count 59 65 124 

% within group 100.0% 100.0% 100.0% 

 

Table 1 shows the distribution of study subjects into control and intervention group. 29 

ASHAs belonged to Garag PHC, 30 ASHAs to Hebbali PHC, 31 ASHAs to Aminbhavi PHC 

and 34 ASHAs to Mugad PHC. Total 59 ASHA were in control group and 65 in intervention 

group. A total of 124 ASHAs were involved in the study. 
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DEMOGRAPHIC DETAILS 

 

Table 2: Mean age and standard deviation of ASHA workers in control and 

intervention group 

Group N Mean 

Std. 

Deviation 

Control group 59 37.90 7.016 

Intervention group 65 39.58 7.568 

Total 124 38.78 7.330 

 

Table 2 shows in control group mean age of ASHAs was 37.90(7.016) and in intervention 

group mean age was 39.78(7.568). A total of 124 ASHAs were involved in the study with a 

mean age of 38.78(7.330). 
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Table 3: Education level of the ASHA workers in control and intervention group 

Education level N Control group Intervention group Total 

7th Count 1 4 5 

% within group 1.7 6.2 4.0 

8th Count 1 2 3 

% within group 1.7 3.1 2.4 

9th Count 1 0 1 

% within group 1.7 0.0 0.8 

10th Count 44 44 88 

% within group 74.6 67.7 71.0 

PUC Count 12 12 24 

% within group 20.3 18.5 19.4 

BA Count 0 3 3 

% within group 0.0 4.6 2.4 

Total Count 59 65 124 

% within group 100.0% 100.0% 100.0% 

 

Table 3 shows education wise distribution of ASHAs in control and intervention group. In 

control group 1.7% had studied up to 7
th

 std, 1.7% had studied up to 8
th

 std, 1.7% had studied 

up to 9
th

. 74.6 % had studied up to 10
th

 std, 20.3 % had studied up to PUC. In intervention 

group 6.2 % had studied up to 7
th

 std, 3.1%  had studied up to 8
th

 std, 67.7%  had studied up 

to 10
th

 std, 18.5%  had studied up to PUC and 4.6%  up to BA. 
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Table 4: Dentist availability at the primary health centres involved in the study 

Dentist availability 

group 

Total Control group Intervention group 

Count Not 

available 

59 65 124 

% within 

group 

100.0% 100.0% 100.0% 

 

Table 4 shows no dentist were available at either of the PHC involved in the study. 

 

 

 

Table 5: Prior oral health education received by ASHA workers in control and 

intervention group. 

Prior oral health 

education 

N Groups Total 

Control Intervention 

No 

 

Count 15 25 40 

% within group 25.4% 38.5% 32.3% 

Yes Count 44 40 84 

% within group 74.6% 61.5% 67.7% 

Total Count 59 65 124 

% within group 100.0% 100.0% 100.0% 

 

Table 5 shows distribution of ASHAs in control and intervention group based on prior Oral 

health education received by them. In control group 25.4% haven’t whereas 74.6% had 

received prior Oral health education. In intervention group 38.5% haven’t whereas 61.5% had 

received prior Oral health education. 
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Table 6: Number of times prior oral health education attended by ASHA workers in 

control and intervention group. 

Number of times N Group Total 

Control group Intervention group 

Never Count 14 23 37 

% within group 23.7 35.4 29.8 

once Count 41 42 83 

% within group 69.5 64.6 66.9 

twice Count 2 0 2 

% within group 3.4 0 1.6 

thrice Count 2 0 2 

% within group 3.4 0 1.6 

Total Count 59 65 124 

% within group 100 100 100 

 

 

Table 6 shows distribution of ASHAs in control and intervention group based on number of 

times prior oral health education received by them. In control group and intervention group 

23.7% and 35.4% haven’t received prior oral health education respectively, 69.5% and 64.6% 

respectively only once and only 3.4% in control group have received twice or thrice prior oral 

health education.   
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Table 7: NOHP training manual for community workers awareness  and availability. 

Aware of NOHP Manual 

Group 

Total Control group Intervention 

Not aware 

 

Count 42 57 99 

% within group 71.2% 86.2% 79.0% 

Aware Count 17 8 25 

% within group 28.8% 12.3% 20.2% 

Total Count 59 65 124 

% within group 100.0% 100.0% 100.0% 

Availability of NOHP Manual at PHC 

Group  

Total Control group Intervention 

Not available Count 33 43 76 

% within group 55.9% 66.2% 61.3% 

Available Count 4 4 8 

% within group 6.8% 6.2% 6.5% 

Don’t know Count 22 18 40 

% within group 37.3% 27.7% 32.3% 

 

Total 

Count 59 65 124 

% within group 100.0% 100.0% 100.0% 

 

 

Table 7 shows the distribution of ASHAs in control and intervention group based upon their 

awareness about NOHP training manual for community workers. The table also includes the 

knowledge of ASHAs regarding NOHP training manual for community workers availability 

at their respective PHCs. In control group 71.2% were unaware about the manual. In 

intervention group 86.2% were unaware about the manual. 55.9% and 66.2% in control and 

intervention group respectively said that NOHP training manual for community workers was 

not available at their PHCs.  
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Table 8:  Assessment of knowledge regarding oral anatomy and common dental 

diseases among ASHA workers at baseline and post intervention. 
Questions  Group’s Wrong 

answer 

 

Correct 

answer 

Fisher exact test 

 p-value 

B I B I B I 

Q1. Types of teeth in 

human being? 

Control group N 35 9 24 50  
 

0.35 
0.79 

% 59.30 15.30 40.70 84.70 

Intervention 

group 

N 44 8 21 57 

% 67.70 12.30 32.30 87.70 

Q2. Deciduous and 

permanent teeth    

present in human 

being? 

Control group N 28 8 31 51  

 
 

0.59 0.78 % 47.50 13.60 52.50 86.40 

Intervention 

group 

N 35 7 30 58 

% 53.80 10.80 46.20 89.20 

Q3. 1
st
 deciduous tooth 

eruption age? 

Control group N 25 12 34 47  
 

0.13 0.06 
% 42.40 20.30 57.60 79.70 

Intervention 

group 

N 19 5 46 60 

% 29.20 7.70 70.80 92.30 

Q4. 1
st
permanent tooth 

eruption age? 

Control group N 27 17 32 42  

 

0.28 0.04* 
% 45.80 28.80 54.20 71.20 

Intervention 

group 

N 37 9 28 56 

% 56.90 13.8 43.10 86.20 

Q5. Which permanent 

tooth 1
st
 erupts in 

mouth? 

Control group N 26 8 33 51  

 
 

1.00 1.00 

% 44.10 
13.60 

55.90 
86.40 

Intervention 

group 

N 29 9 36 56 

% 44.60 13.80 55.40 86.20 

Q6. Gum diseases if not 

treated early leads to? 

Control group N 48 38 11 21  
 

 

0.14, NS 
 

0.001* 

% 81.40 
64.40 

18.60 
35.60 

Intervention 

group 

N 45 22 20 43 

% 69.20 
33.80 

30.80 
66.20 

Q7. We should change 

our toothbrush at an 

interval of? 

 

Control group N 16 4 43 55  

 

 
0.02* 

 

0.71 

% 27.10 
6.80 

72.90 
93.20 

Intervention 

group 

N 7 3 58 62 

% 10.80 
4.60 

89.20 
95.40 

Q8. How to identify 

initial decay during 

home visits? 

 

Control group N 25 12 34 47  

 

 
 

1.00 
0.32 

% 42.40 20.30 57.60 79.70 

Intervention 

group 

N 27 8 38 57 

% 41.50 12.30 58.50 87.70 

*Significant results 

Table 8 shows domain wise assessment of knowledge among ASHAs in control and 

intervention group at baseline and post intervention. The domain oral anatomy and common 

dental diseases (D2) had 8 knowledge questions. The Fisher exact test p-value showed 

change in knowledge is significant with question No.4 and No.6 post intervention 0.04 and 

0.001 respectively post intervention.   
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Table 9: Assessment of knowledge regarding child oral health care among ASHA 

workers at baseline and post intervention. 

Questions  Group’s Wrong answer 

 

Correct answer Fisher exact test 

p-value 

B I B I B I 

Q1. How does mouth rinsing 

with water after having 

sweets or any eatables help 

children? 

 

Control 

group 

N 25 9 34 50 

0.19 
 

0.06, 
 

% 42.40 15.30 57.60 84.70 

Intervention 

group 

N 
20 3 45 62 

% 

30.80 4.60 69.20 95.40 

Q2. Which is the best time 

for sweet intake which helps 

to reduce tooth decay? 

 

Control 

group 

N 38 15 21 44 

0.14 
 

0.39 
 

% 64.4 25.40 35.60 74.60 

Intervention 

group 

N 33 12 32 53 

% 
50.80 18.50 49.20 81.50 

Q3. Is decay in milk teeth 

essential to be treated? 

 

Control 

group 

N 26 13 33 46 

0.27 

 

0.14 

 

% 44.10 22.00 55.90 78.00 

Intervention 

group 

N 22 7 43 58 

% 33.80 10.80 66.20 89.20 

Q4. Does early loss of milk 

teeth leads to irregular 

permanent teeth? 

 

Control 

group 

N 23 15 36 44 

0.36 

 

0.002* 

 

% 39.00 25.40 61.00 74.60 

Intervention 

group 

N 31 3 34 62 

% 
47.70 4.60 52.30 95.40 

Q5. Does Fluoride help to 

prevent tooth decay in 

children? 

Control 

group 

N 34 17 25 42 

0.19 

 

0.004* 

 

% 
57.60 28.80 42.40 71.20 

Intervention 

group 

N 45 5 20 60 

% 
69.20 7.70 30.80 92.30 

Q6. When a tooth is knocked 

out tooth due to trauma in 

children how to carry it to 

the nearest dentist? 

Control 

group 

N 43 33 16 26 

1.00 

 

<0.001* 

 

% 
72.90 55.90 27.10 44.10 

Intervention 

group 

N 47 3 18 62 

% 
72.30 4.60 27.70 95.40 

Q7. Oral habits like thumb 

sucking and tongue thrusting 

if not discontinued in 

children leads to 

 

Control 

group 

N 22 16 37 43 

0.04* 0.007* 

% 
37.30 27.10 62.70 72.90 

Intervention 

group 

N 36 5 29 60 

% 

55.40 7.70 44.60 92.30 

*Significant results 

Table 9 shows domain wise assessment of knowledge among ASHAs in control and intervention group at 

baseline and post intervention. The domain child oral health care (D3) had 7 knowledge questions. The Fisher 

exact test p-value showed change in knowledge is significant with question No.4, No.5, No.6 and No.7 post 

intervention 0.002, 0.004, <0.001 and 0.007 respectively post intervention. 
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Table 10: Assessment of knowledge regarding maternal and infant oral health care 

among ASHA workers at baseline and post intervention. 

 
Questions  Group’s Wrong answer 

 

Correct answer Fisher exact test 

p-value 

B I B I B I 

Q1. Pre and post 

pregnant ladies 

with/without oral 

health problems 

should visit dentists? 

Control 

group 

N 3 2 56 57 

0.32 

 

0.22 

 

% 5.10 3.40 94.90 96.60 

Intervention 

group 

N 7 0 58 65 

% 
10.80 0.00% 89.20 100.00 

Q2. Do you know few 

drugs consumed 

during pregnancy lead 

to discoloured teeth? 

Control 

group 

N 44 29 15 30 

0.27 0.01* 

% 74.60 49.20 25.40 50.80 

Intervention 

group 

N 54 17 11 48 

% 83.10 26.20 16.90 73.80 

Q3. Dental treatment 

is safe in which 

trimester of 

pregnancy? 

Control 

group 

N 53 41 6 18 

0.31 

 

<0.001* 

 

% 89.80 69.50 10.20 30.50 

Intervention 

group 

N 54 14 11 51 

% 83.10 21.50 16.90 78.50 

Q4. Is self-medication 

without consulting 

dentist/doctor for tooth 

pain advisable? 

Control 

group 

N 23 11 36 48 

0.02* 

 

1.00, NS 

 

% 39.00 18.60 61.00 81.40 

Intervention 

group 

N 13 12 52 53 

% 
20.00 18.50 80.00 81.50 

Q5. Tooth brushing 

during and post 

pregnancy lead to 

loose teeth? 

Control 

group 

N 27 7 32 52 

0.09* 

 

0.67 

 

% 
45.80% 11.90 54.20% 88.10 

Intervention 

group 

N 20 10 45 55 

% 
30.80 15.40 69.20 84.60 

Q7. Is it necessary to 

clean the gum pads of 

babies before tooth 

eruption by mother? 

Control 

group 

N 28 18 31 41 

0.85 

 

0.21 

 

% 
47.50 30.50 52.50 69.50 

Intervention 

group 

N 33 13 32 52 

% 50.80 20.00 49.20 80.00 

Q8. Does bottle milk 

overnight feeding lead 

to tooth decay? 

Control 

group 

N 28 14 31 45 

0.72 
0.26 

 

% 
47.50 23.70 52.50 76.30 

Intervention 

group 

N 33 10 32 55 

% 
50.80 15.40 49.20 84.60 

*Significant results 

 

Table 10 shows domain wise assessment of knowledge among ASHAs in control and intervention 

group at baseline and post intervention. The domain maternal and infant oral health care (D4) had 7 

knowledge questions. The Fisher exact test p-value showed change in knowledge is significant with 

question No.2 and No.3 post intervention 0.01 and <0.001 respectively post intervention. 



Results 

 Page 40 
 
 

 

Table 11: Assessment of knowledge regarding oral cancer among ASHA workers at 

baseline and post intervention. 

 

Questions  Group’s Wrong 

answer 

 

Correct 

answer 

Fisher exact 

test p-value 

B I B I B I 

Q1. Does frequent and 

continuous use of tobacco 

and related products lead 

to oral cancer? 

 

Control group N 
1 0 58 59 

1.00 

 

Not 

calculated 

 

% 
1.70 0 98.30 

100.0

0 

Intervention 

group 

N 
2 0 63 65 

% 
3.10 0 96.90 

100.0

0 

Q2. Which of the 

following is first warning 

sign of oral cancer? 

 

Control group N 
36 13 23 46 

.004* 
 

0.82 
 

% 61.0

0 
22.00 39.00 78.00 

Intervention 

group 

N 
22 13 43 52 

% 33.8

0 
20.00 66.20 80.00 

Q3. Which of the 

following are signs and 

symptoms of oral cancer? 

 

Control group N 
40 32 19 27 

0.31 

 

<0.001* 

 

% 67.8
0 

54.20 32.20 45.80 

Intervention 

group 

N 
50 9 15 56 

% 76.9
0 

13.80 23.10 86.20 

Q4. Which of the 

following is correct advice 

to quit use of tobacco and 

related products? 

Control group N 
29 9 30 50 

1.00 1.00 

% 49.2

0 
15.30 50.80 84.70 

Intervention 

group 

N 
33 11 32 54 

% 50.8

0 
16.90 49.20 83.10 

*Significant results 

 

Table 11 shows domain wise assessment of knowledge among ASHAs in control and 

intervention group at baseline and post intervention. The domain oral cancer care (D5) had 4 

knowledge questions. The Fisher exact test p-value showed change in knowledge is 

significant with question No.3 post intervention i.e. <0.001 post intervention. 
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Table 12: Assessment of knowledge regarding geriatric oral health care among ASHA 

workers at base line and post intervention. 

 

Questions  Group’s Wrong answer 

 

Correct answer Fisher exact test 

p-value 

B I B I B I 

Q1. Is tooth loss is age 

related? 

 

Control 

group 

N 49 32 10 27 

0.08 

 

<0.001* 

 

% 83.10 54.20 16.90 45.80 

Intervention 

group 

N 61 13 4 52 

% 93.80 20.00 6.20 80.00 

Q2. Does halitosis mean 

there is underlying oral 

or systemic disease? 

 

Control 

group 

N 25 8 34 51 

0.46 
0.78 

 

% 42.40 13.60 57.60 86.40 

Intervention 

group 

N 23 7 42 58 

% 
35.40 10.80 64.60 89.20 

Q3. Do you know 

where the 

removable/complete 

teeth set be placed in 

the night? 

Control 

group 

N 16 3 43 56 

0.19 

 

1.00 

 

% 27.10 5.10 72.90 94.90 

Intervention 

group 

N 11 4 54 61 

% 16.90 6.20 83.10 93.80 

Q4. Right method to 

clean removable/ 

complete teeth set. 

 

Control 

group 

N 56 38 3 21 

0.32 

 

<0.001* 

 

% 94.90 64.40 5.10 35.60 

Intervention 

group 

N 58 18 7 47 

% 
89.20 27.70 10.80 72.30 

Q5. How often 

removable/ complete 

teeth set be cleaned? 

 

Control 

group 

N 44 38 15 21 

  0.38 <0.001* 

 

 

% 
74.60 64.40 25.40 35.60 

Intervention 

group 

N 
53 15 12 50 

% 
81.50 23.10 18.50 76.90 

*Significant results 

 

 

Table 12 shows domain wise assessment of knowledge among ASHAs in control and 

intervention group at baseline and post intervention. The domain oral cancer care (D6) had 5 

knowledge questions. The Fisher exact test p-value showed change in knowledge is 

significant with question No.1, No.4 and No.5 post intervention i.e. <0.001, <0.001 and 

<0.001 respectively post intervention. 
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Table 13: Assessment of practice regarding oral anatomy and common dental diseases 

education by ASHA workers at baseline and post-intervention. 

Question Groups 
never sometimes always 

Fisher exact 

test p-value 

B I B I B I B I 

Q9. In last 1 month have 

you educated your 

community people 

regarding mouth 

cleanliness and common 

oral diseases during home 

visits/ other programs? 

 

Control 

group 

N 13 2 32 27 14 30 

0.93 0.21 

%  
22.0

0 
3.40 

54.2

0 

45.8

0 

23.7

0 

50.8

0 

Intervention 

group 

N 13 1 35 21 17 43 

%  
20.0

0 
1.50 

53.8

0 

32.3

0 

26.2

0 

66.2

0 

Total 
N 26 3 67 48 31 73 

%  
21.0

0 
2.40 

54.0

0 

38.7

0 

25.0

0 

58.9

0 

 

 

Table 13 shows domain wise assessment of practice among ASHAs in control and 

intervention group at baseline and post intervention. The domain oral anatomy and common 

dental diseases (D2) had 1 practice questions. The Fisher exact test p-value showed change in 

practice was not significant with question No.9 post intervention. 

 

Table 14: Assessment of practice regarding child oral health care by ASHA workers at 

baseline and post- intervention. 

Question Groups 
never sometimes always p-value 

B I B I B I B I 

Q8. In last 1 month 

have you discussed 

about child’s oral 

health with their 

parents during 

home visits? 

 

Control 

group 

N 17 6 25 33 17 20 

0.10 <0.001* 

%  28.80 10.20 42.40 55.90 28.80 33.90 

Intervention 

group 

N 12 1 40 20 13 44 

%  18.50 1.50 61.50 30.80 20.00 67.70 

Total 

N 
29 7 

65 53 30 64 

%  
23.40 5.60 

52.40 42.70 24.20 51.60 

*Significant results 

 

Table 14 shows domain wise assessment of practice among ASHAs in control and 

intervention group at baseline and post intervention. The domain child oral health care (D3) 

had 1 practice questions. The Fisher exact test p-value showed change in practice was 

significant with question No.8 i.e.  <0.001S post intervention. 
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Table 15: Assessment of practice regarding maternal and infant oral health care by ASHA 

workers at baseline and post- intervention. 

Questions Groups 
never sometimes always p-value 

B I B I B I B I 

Q6. In last 1 month 

have you encouraged 

pregnant ladies for 

routine oral 

examination? 

Control group 
N 17 2 23 27 19 30 

0.52 0.04* 

%  28.80 3.40 39.00 45.80 32.20 50.80 

Intervention 

group 

N 25 3 22 16 18 46 

%  38.50 4.60 33.80 24.60 27.70 70.80 

Total 
N 42 5 45 43 37 76 

%  33.90 4.00 36.30 34.70 29.80 61.30 

Q9. Do you identify and 

refer infants with cleft 

lip and palate to the 

dentist/ RBSK team 

 

 

Control group 
N 20 6 16 24 23 29 

0.28 0.01* 

%  33.90 10.20 27.10 40.70 39.00 49.20 

Intervention 

group 

N 31 11 13 11 21 43 

%  47.70 16.90 20.00 16.90 32.30 66.20 

Total 
N 51 17 29 35 44 72 

%  41.10 13.70 23.40 28.20 35.50 58.10 

*Significant results 

 

Table 15 shows domain wise assessment of practice among ASHAs in control and 

intervention group at baseline and post intervention. The domain maternal and child oral 

health care (D4) had 2 practice questions. The Fisher exact test p-value showed change in 

practice was significant with question No.6 and No.9 i.e. 0.04 and 0.01 respectively post 

intervention. 
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Table 16: Assessment of practice regarding oral cancer awareness by ASHA workers at baseline 

and post- intervention. 

 Questions Groups 
never sometimes always p-value 

B I B I B I B I 

Q5. Do you refer patients 

with swelling, lump in 

mouth or neck region to 

NCD team? 

Control 

group 

N 9 1 16 9 34 49 

0.88 0.77 

%  15.30 1.70 27.10 15.30 57.60 83.10 

Intervention 

group 

N 8 2 19 12 38 51 

% 12.30 3.10 29.20 18.50 58.50 78.50 

Total 

N 17 3 35 21 72 100 

% 13.70 2.40 28.20 16.90 58.10 80.60 

Q6. In last one month have 

you encouraged people in 

your community to quit 

tobacco and related 

products usage? 

Control 

group 

N 8 1 15 10 36 48 

0.56 0.53 

% 13.60 1.70 25.40 16.90 61.00 81.40 

Intervention 

group 

N 5 0 18 13 42 52 

% 7.70 0.00 27.70 20.00 64.60 80.00 

Total 

N 13 1 33 23 78 100 

% 10.50 0.80 26.60 18.50 62.90 80.60 

 

Table 16 shows domain wise assessment of practice among ASHAs in control and 

intervention group at baseline and post intervention. The domain oral cancer care (D5) had 2 

practice questions. The Fisher exact test p-value showed change in practice was not 

significant with question No.5 and No.6. post-intervention. 
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Table 17: Assessment of practice regarding geriatric oral health care by ASHA workers at 

baseline and post- intervention. 

Questions Groups 
never sometimes always p-value 

B I B I B I B I 

Q6. In last 1 month 

have you encouraged 

old aged people to visit 

a dentist? 

Control group 

N 22 4 21 25 16 30 

0.58 0.005* 

% 37.30 6.80 35.60 42.40 27.10 50.80 

Intervention 

group 

N 20 2 22 12 23 51 

% 30.80 3.10 33.80 18.50 35.40 78.50 

Total 

N 42 6 43 37 39 81 

% 33.90 4.80 34.70 29.80 31.50 65.30 

*Significant results 

 

Table 17 shows domain wise assessment of practice among ASHAs in control and 

intervention group at baseline and post intervention. The domain geriatric oral health care 

(D6) had 1 practice questions. The Fisher exact test p-value showed change in practice was 

significant with question No.6. i.e.0.005 post intervention. 
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Table 18: Change in oral health care knowledge and practice within group at baseline 

for each domain among ASHA workers. 

Group Questions 

domain 

 

 

 

Baseline/Post-

intervention Mean N 

Paired t test 

Std. 

Deviation t-value p-value 

Control 

group 

D2 Baseline 5.29 59 2.205 -6.471 <0.001* 

Post-intervention 7.64 59 1.584 

  D3 Baseline 4.46 59 2.562 -4.702 <0.001* 

Post-intervention 6.24 59 1.546 

 D4 Baseline 5.63 59 2.212 -6.359 <0.001* 

Post-intervention 7.80 59 1.648 

D5 Baseline 5.14 59 1.717 -6.060 <0.001* 

Post-intervention 6.69 59 1.149 

D6 Baseline 2.68 59 1.580 -7.545 <0.001* 

Post-intervention 4.42 59 1.589 

Total Baseline 23.18 59 8.00 

-9.433 

 

<0.001* 

Post-intervention 32.79 59 4.85 

*Significant results 

 

Table 18: shows paired t test analysis values for change in oral health care knowledge and 

practice within group at baseline for each domain among ASHA workers. The mean 

knowledge and practice score for control group at baseline was 23.18± 8.00 and post-

intervention the score significantly increased to 32.79±4.85. The change in knowledge and 

practice score in control group post-intervention is significant. 
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Table 19: Change in oral health care knowledge and practice within group at post 

intervention for each domain among ASHA workers. 

 

 

Group 

Questions 

domain 

Baseline/Post-

intervention 

Mean N Paired t test 

Std. 

Deviation t-value p-value 

Intervention 

group 

D2 Baseline 5.34 65 1.642 -10.884 <0.001* 

Post-intervention 8.58 65 1.600 

D3 Baseline 4.42 65 1.580 -14.993 <0.001* 

Post-intervention 8.09 65 1.086 

D4 Baseline 5.43 65 1.895 -10.733 <0.001* 

Post-intervention 8.98 65 1.841 

D5 Baseline 5.45 65 1.426 -7.417 <0.001* 

Post-intervention 7.05 65 1.280 

D6 Baseline 2.88 65 1.206 -12.928 

 

<0.001* 

Post-intervention 5.88 65 1.484 

Total Baseline 23.50 65 5.08 -15.671 

 

<0.001* 

Post-intervention 38.58 65 5.71 

*Significant results 

 

Table 19 shows paired t test analysis values for change in oral health care knowledge and 

practice within group at baseline for each domain among ASHA workers. The mean 

knowledge and practice score for intervention group at baseline was 23.50± 5.08 and post-

intervention the score significantly increased to 38.58±5.71. The change in knowledge and 

practice score in intervention group post-intervention is significant. 
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Table 20: Change in oral health care knowledge and practice at baseline for each 

domain in control and intervention group among ASHA workers. 

 

 

 

 

 

 

 

 

 

Baseline 

 

 

Questions 

domain 

 

 

group 

 

 

N 

 

 

Mean 

 

 

Std. Dev 

Unpaired t test 

Mean 

Difference 

t P-value 

D2 

Control group 

59 5.29 2.205 
-.050 

-0.15 0.885 

Intervention 

group 
65 5.34 1.642 

 
  

D3 

Control group 

59 4.46 2.562 
.042 

0.11 0.911 

Intervention 

group 65 4.42 1.580 
 

  

D4 

Control group 

59 5.63 2.212 
.196 

0.53 0.596 

Intervention 

group 65 5.43 1.895 
 

  

D5 

Control group 

59 5.14 1.717 
-.311 

-1.10 0.274 

Intervention 

group 65 5.45 1.426 
 

  

D6 

Control group 

59 2.68 1.580 
-.199 

-0.79 0.430 

Intervention 

group 65 2.88 1.206 
 

  

Total 
Control group 

59 
23.18 

8.00 
-.32 

-0.26 
0.78 

 

Intervention 

group 

65 23.50 5.08 

*Significant results 

Table 20: shows unpaired t test analysis values for change in oral health care knowledge and practice at 

baseline for each domain in control and intervention group among ASHA workers. The mean knowledge and 

practice score for control group at baseline was 23.18± 8.00 and in intervention group the score was 23.50±5.08. 

There was no significant difference in knowledge and practice score in between control and intervention group 

at baseline. 



Results 

 Page 49 
 
 

 

Table 21: Change in oral health care knowledge and practice at post intervention for 

each domain in control and intervention group among ASHA workers. 

 

 

 

 

 

 

 

 

 

Post 

Intervention 

 

 

Questions 

domain 

group N Mean Std. dev 
 

Unpaired t test 

Mean 

Difference 

t P-value 

D2 Control group 59 7.64 1.584 
-.941 

-3.29 <0.001* 

Intervention 

group 

65 8.58 1.600 
 

  

D3 Control group 59 6.24 1.546 
-1.855 

-7.79 <0.001* 

Intervention 

group 

65 8.09 1.086 
 

  

D4 Control group 59 7.80 1.648 
-1.188 

-3.77 <0.001* 

Intervention 

group 

65 8.98 1.841 
 

  

D5 Control group 59 6.69 1.149 
-.351 

-1.60 0.112, NS 

Intervention 

group 

65 7.05 1.280 
 

  

D6 Control group 59 4.42 1.589 
-1.453 

-5.27 <0.001* 

Intervention 

group 

65 5.88 1.484 
  

 

 

 

 

Total Control group 59 32.79 4.85 
 

-5.78 

 

-6.04 

<0.001* 
Intervention 

group 

65 38.58 5.71 

     *Significant results 

Table 21 shows unpaired t test analysis values for change in oral health care knowledge and practice post-

intervention for each domain in control and intervention group among ASHA workers. The mean knowledge 

and practice score for control group at baseline was 32.79± 4.85 and in intervention group the score was 

38.58±5.71. There was a significant difference in knowledge and practice score in between control and 

intervention group post-intervention which indicates the effectiveness of oral health education based on 

“Training manual on Oral Health Promotion for Health workers” introduced by NOHP Ministry of Health and 

Family Welfare, Government of India among the Rural ASHA workers in Dhārwad Taluk 
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Graph 1: Assessment of knowledge regarding oral anatomy 

and common dental diseases  at baseline. 
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Graph 2:  Assessment of knowledge regarding oral 

anatomy and common dental diseases among ASHA 

workers post intervention. 

Correct answer Wrong answer
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Graph 3: Assessment of knowledge regarding child oral 
health care among ASHA workers at baseline. 
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Graph 4: Assessment of knowledge regarding child oral 
health care among ASHA workers post intervention. 
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Graph 5: Assessment of knowledge regarding maternal and 

infant oral health care among ASHA workers at baseline. 
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Graph 6: Assessment of knowledge regarding maternal and 

infant oral health care among ASHA workers post 

intervention. 
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Graph 7: Assessment of knowledge regarding oral cancer 

among ASHA workers at baseline. 
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Graph 8: Assessment of knowledge regarding oral cancer 

among ASHA workers post intervention. 
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Graph 9: Assessment of knowledge regarding geriatric oral 

health care among ASHA workers at base line. 

Correct answer Wrong answer

0%

20%

40%

60%

80%

100%

C I C I C I C I C I

Q1 Q2 Q3 Q4 Q5

Graph 10: Assessment of knowledge regarding geriatric 

oral health care among ASHA workers post intervention. 
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Graph 11: Change in oral health care knowledge and practice 
in control and intervention group at baseline and post-

intervention. 
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Graph 12: Change in oral health care knowledge and 

practice at baseline and post intervention for each domain 

in control and intervention group among ASHA workers. 
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DISCUSSION 

            Accredited social health activists are the grass root level workers and backbone of 

national rural health mission in India. They are an integral part of social life in villages. She 

plays an active role in reaching primary health care to rural areas by creating awareness on 

health through education and mobilizing the needy to the appropriate health facility. 

             Many dental diseases are preventable in nature, thus utilizing ASHA workers in 

integrating oral health care along with the existing primary health care will be a cost effective 

mode of tackling the spread of dental disease in rural India. The greater focus on prevention 

and early management of oral health problem are likely to reduce the need for complicated 

dental treatment and costs of curative care. 

              Previous studies on community health workers including ASHA workers, ANM, 

staff nurses, medical officer’s etc. have observed lack in their substantial knowledge on oral 

health. There is even deficiency of dental workforce in providing oral health education.
4, 11

 

The present study demographic data also shows similar results. There are no dental workforce 

available in either control or intervention group PHCs. In control group 69.5% and 

intervention group 64.6% agreed to receive prior oral health education only once. 

             In the present study 71.2% in control group and 86.2% in intervention group are not 

aware about “NOHP training manual on Oral Health Promotion for health workers” 

introduced by family and health welfare. Appropriate, effective and specific method of 

training is very essential to acquire and propagate the knowledge efficiently as observed in 

previous studies.
4 

            The NOHP training manual on oral health promotion for community health workers 

aims in enhancing the understanding of frontline health workers on oral health, their abilities 
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to communicate with the families and promote behaviours that are conducive to good oral 

health including target groups like pregnant women and infants, children, adults, geriatric 

individuals and special needs group. The manual also includes the immediate steps to be 

taken during management of dental emergencies during trauma to teeth. Various myths and 

misbelief related to oral health have been clarified
17

 unfortunately the manual is available 

only in English and Hindi languages. 

                 Previous studies on Health workers indicate, nationwide many training programs 

are conducted periodically to the community health workers but oral health education and 

training is given less importance.
19 

  Among the multifarious duties performed by the 

frontline health workers health education and promotion stands tall. ASHA workers form an 

important part of the community health workforce. They are widely distributed in India. They 

contribute majorly in reducing morbidity and mortality in many health aspects by health 

education in rural areas. In previous studies ASHA workers have expressed, they need more 

and efficient training on primary oral health care. The availability of the oral health manual in 

local languages at all the primary health centres in respective local languages will be a great 

boon in prevention and control of dental diseases in rural India. 

             The intension of present study was to identify the difference in knowledge and 

practice of primary oral health care by ASHA workers post intervention of oral health 

education program involving a clustered randomized controlled study design. In both control 

(54%) and intervention group(43%) only half participants were aware regarding which 

permanent teeth first erupts in oral cavity. Knowledge of which will help in taking good care 

of the permanent teeth and preventing it from caries. This knowledge changed drastically in 

intervention group (86%) compared to control group (71%) post intervention. This change 

was in accordance to Pavana sandhya et al study conducted on health workers in Andhra 

Pradesh.
19 
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                 The participants had very less knowledge and practice regarding child oral health 

care in the community.  Very few ASHA workers in both the group (control 42% and 

Intervention 30%) knew regarding fluoride and its benefits in preventing caries in children. 

Post intervention more than control group (71%) intervention group (92%) participants gave 

correct responses regarding fluoride. Even information regarding how to carry 

broken/avulsed teeth on trauma to teeth in dental emergencies was correctly answered in 

intervention group (27-90%). The practice of discussing regarding child oral health with their 

parents also increased in intervention group (20-67%). 

                 The ASHA workers contribute an important role in pre and post-delivery health 

care in pregnant ladies. In the present study many participants had given wrong responses 

regarding safe trimester in pregnant ladies for dental treatment. The correct responses 

increase effectively (16-78%) in intervention group. The practice regarding referral of 

pregnant women for oral health check-up increased among intervention group participants 

(27-70%). Even identification and referral of cleft lip and palate infants and children to 

RBSK team increased post intervention in both the group. 

            Oral cancer is the 3
rd

 common cancer in India. The participants in the present study 

were well trained in knowledge and practice regarding tobacco and oral health related 

diseases. But they had poor knowledge regarding signs of oral cancer in accordance to 

Narayan Rao et al study conducted on ASHA workers in Guntur district.
11

 Our findings show 

positive association between training and practice of ASHA in control of tobacco related 

products in the community in accordance to sneha manhotra et al study, A mixed-method 

study carried out on primary health workers in Delhi, India.
17 

           The participants in the present study felt tooth loss is age related process at baseline in 

accordance to Pavana sandhya et al study.
19

 The knowledge and practice of geriatric oral 
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health care was poor in both control and intervention group prior to oral health education. 

The intervention group participants showed improvement in correct responses post oral 

health education. Most of the participants thought brush and tooth paste is the right method to 

clean the dentures at baseline. The participants post intervention gave correct response which 

is soap and water. 

          The limitation of the study are the inability to involve the ANM who actually train the 

ASHA workers and repeated training of oral health education could have been practiced to 

identify the change in knowledge score among ASHA workers.
 4, 18  

Both the oral health 

education methods reflected an increase in oral health care knowledge and practice among 

ASHA workers in the present study. But, using NOHP manual on oral health promotion was 

proved to be more effective. 
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             CONCLUSION 

            The benefit of assessing the knowledge and practices of primary oral health care in 

ASHA workers is to increase their potential of meeting the needs of underserved 

communities. The topic of oral health is given a low priority in ASHA training curriculum. 

There is a real need to educate them on oral health care in order to reach wide rural 

population thereby helping in the oral health care delivery system. This study aims to identify 

the specific and effective method through existing primary healthcare infrastructure and 

outreach mechanisms to provide a cost effective, feasible and replicable mechanism of 

providing primary preventive oral healthcare to the community. 

               

             However, for knowledge to be translated to positive attitude and in turn to bring a 

sustained change in practices, it requires concerted efforts and long term orientation trainings, 

follow-up and evaluation. The intervention in the present study made statistically significant 

changes in knowledge and practice scores of the ASHA workers in the areas of oral health 

addressed. The need for oral health education for ASHA workers was confirmed by the 

results of this study. But, long term effects on oral health and sustenance in behaviour change 

could not be ascertained due to short duration of study. Probably by reinforcement of the 

intervention programme at regular intervals will be more effective in improving oral health 

awareness on a long-term basis. However, the training based on “NOHP Manual on oral 

health promotion for community health workers” shows effective results for the development 

of regular oral health practices. 
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            The present study showed that the knowledge and practice about primary oral health 

care was moderate in ASHA workers in both control and intervention group, and it improved 

after providing health education. Change in knowledge and practice in present study was 

more appreciable in the intervention group, and it may play a key role in oral health 

promotion of the vast majority of the rural population. ASHA workers can serve as a valuable 

tool for population-based health promotion approaches in achieving health for all.  

 

 

RECOMMENDATIONS 

1. Availability of "Training manual on Health Promotion for Health workers" introduced 

by NOHP Ministry of Health and Family Welfare in the local languages at respective 

primary and community health centres.  

2. Integration of oral healthcare in the existing primary healthcare activities, through 

training of ASHA workers to identify and promote oral health care practices. 

3. Oral health education programmes should be arranged for ASHA workers on regular 

basis. 

4. Regular continuing education and field based refresher training programs with 

reinforcement at regular intervals for ASHA workers to update their knowledge are 

required. 

5. As part of the health team, ASHA workers are required to undergo regular capacity 

building and have access to specialized information for broadening their knowledge 

on the local reality and improving interventions for promoting a better quality of life. 

6. The ASHA workers should be trained to give oral health education and 

demonstrations to patients visiting health centres. Active involvement is the key to 

effective learning and primary health centre based oral health education. 
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7. Addressing the oral health issues through the common risk factor approach would 

reduce the burden on the government by cutting costs. 

8. Realistic measurements of all costs and benefits of oral health promotion should be 

included in evaluations, including non-clinical indicators like utilization of health 

care. 
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SUMMARY 
 

 

                Oral health education is a planned package of information, learning activities, or 

experiences that are intended to promote oral health. To benefit from the many preventive 

measures that exist, the target groups need to be aware and know how to use them 

appropriately.  

                The present study was a randomized controlled trial to assess the effectiveness of 

oral health education programme based on "Training manual on Health Promotion for Health 

workers" introduced by NOHP Ministry of Health and Family Welfare, to strengthen the 

Primary oral health care knowledge among Rural ASHA workers at the primary health 

centres in Dharrwad Taluk.  

                  The ASHA workers are considered to be a promoter of good health practices, 

educating them in the aspects of primary oral health care during their training period will 

strengthen primary oral health care to the community. Four rural primary health centers at 

Dharwad taluk were recruited in the study and randomly assigned to an intervention or 

control group. A total of 124 ASHA workers from theses PHC’s were involved in the study. 

Responses from 59 participants in control group and 65 participants in intervention group 

were analysed. 

                The study was systematically scheduled to spread over a period of 12 months 

starting from the month of November 2020 till November 2021. A pre-validated, closed 

ended questionnaire consisting of demographic details and 31 knowledge and 7 practice 

questions built on 6 domains in kannada language was used. The domains were as follows 

demographic details, normal oral anatomy and common dental diseases, child oral health 

care, maternal and infant oral health care, oral cancer knowledge and geriatric oral health care 

was used in the study.   
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                      Intervention group received oral health education based on the "Training 

manual on Health Promotion for Health workers". The Manual helps ASHA’s to identify the 

oral health problems in their target groups. It also resolves many myths regarding oral health. 

The control group received only basic oral health education. Oral health education and the 

education materials were prepared in kannada language for the ease of understanding by 

ASHA workers. 

                   The Intervention in both the groups was evaluated by assessing improvements in 

primary oral health care knowledge and practices of the ASHA workers using the same 

questionnaire one month after delivering oral health education to both the groups. 

                   The comparison involved mean and percentages changes in knowledge and 

practice questions in each domain. Appropriate statistical tests were used to analyse the data. 

The mean knowledge scores at pre-test were 23.18± 8.00 and 23.50± 5.08 and post-test after 

intervention were 32.79± 4.85 and 38.58 ±5.71 in control and intervention group respectively 

(p<0.001). The intervention group showed statistically significant results for increase in 

knowledge and practice of primary oral health care by ASHA workers as compared to the 

control group.                 

             Further, more studies need to be conducted to check the effectiveness of repeated 

reinforcement of oral health education on primary oral health care using the training manual. 

Also, the training manual has to be converted into the local languages and studies be 

conducted to assess its effectiveness. In future studies, ASHA workers should be trained to 

conduct oral health education which would make it easy to integrate oral health into general 

primary health care activities and to get much more effective outcomes. 

             Oral health education is an effective tool for increasing knowledge and practices 

related to primary oral health care. Utilisation of “Training manual on Oral Health Promotion 
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for Health workers” introduced by NOHP Ministry of Health and Family Welfare, 

Government of India in oral health education training, has a potential to increase the 

knowledge and practice of primary oral health care among the ASHA workers. There by, oral 

health education based on the manual in their local language may play a key role in oral 

health promotion of rural population. Following the intervention, there was clear evidence of 

ASHA workers knowledge and practice change in primary oral health care which may result 

in significant improved oral health outcomes in patients and the rural community. 
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