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Perceptions of Oral Health and Quality of Life among 

Parents in Kuwait 

Huda Nazara / Maddi Shyamab / Jitendra Arigac  

Purpose: To determine the self-perceived oral health and general health as well as the oral health-related quality of life 
(OHRQoL) among parents in Kuwait.

Materials and Methods: This cross-sectional study was conducted among parents visiting the School Oral Health Pro-
gramme (SOHP) clinics in all the governorates in Kuwait. Being a parent and able to read and understand the Arabic lan-
guage was the inclusion criterion. A convenience sample of parents (n = 2357) were enrolled in this study, which was 
conducted using a self-administered questionnaire in Arabic. The questionnaire included previously validated questions 
and also questions designed for this study. The parents completed and returned the questionnaire while waiting for their 
children in the waiting area of the SOHP clinic.

Results: The mean age of the parents was 38.3 ± 7.3 years. The majority (75.2%) of the participants perceived their oral 
health ‘excellent’, ‘very good’ or ‘good’ and 76.4% also rated their general health as ‘excellent’, ‘very good’ or ‘good’. Over-
all, higher levels of perceived oral health were reported more frequently by younger participants, females, Kuwaitis, and 
those who had higher levels of education (p < 0.001). Most of the participants (72.3%) were satisfied with their oral health, 
(91.0%) enjoyed eating their food and (79.0%) liked their smile. Perceived difficulty in chewing food was stated by only 
21.0%, and very few (5.0%) had speech difficulties. Almost half (45.0%) mentioned that they had never had any dental 
and/or gum problems that affected their daily activities during the past 6 months, nor did such problems influence their 
social activities. Nearly two-thirds (61.0%) stated that they never had any difficulty in conversation, and half (49.0%) did 
not report any disturbance in their sleep. Cronbach’s alpha (0.89) showed a high degree of internal consistency between 
different OHRQoL responses. 

Conclusion: Most of the parents were satisfied with their oral health, which had an impact on their quality of life. 
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Oral health is an integral element of general health and well-
being, contributing to the overall health-related quality of 

life for adults.28,53 Clinical indicators alone are no longer 
deemed adequate for determining the health status of indi-

viduals, since clinical measures alone do not consider subjec-
tive experience.24 Conceptualising and evaluating oral health 
in several dimensions confirm it as an important measure of 
general health.25 

The self-perceived health of individuals is a crucial measure 
of health status, including both physical and psychological di-
mensions, and has been recognised as an essential predictor of 
health care.18 Self-rated oral health is an important indicator of 
overall oral health status, which has an influence on the com-
fort and quality of life of adults.32,57 Furthermore, the self-as-
sessment of oral health has an important role in defining indi-
viduals’ habits concerning their oral health practices.31 

Subjective indicators of oral health status are measures of 
the functional, social and psychological impact of oral disorders 
according to an individual’s experience, practice and behaviour 
with regard to disease.35 Measuring the subjective perceptions 
and perceived needs for oral health care in adults is important 
and can deliver essential evidence in formulating policies.7 
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Oral health-related quality of life (OHRQoL) is regarded as 
an essential section of the WHO’s Global Oral Health Pro-
gramme, and is an important factor in the quality of life, influ-
encing the condition, functional and emotional well-being of 
adults.46,52 The OHRQoL is an important subjective measure 
linked to oral health,26 and results from the interaction be-
tween oral health conditions, general health, and social as well 
as environmental factors.37 OHRQoL is a multidimensional 
construct that reflects individuals’ satisfaction with their oral 

health52 and includes the functional, social and psychological 
impacts of oral disease.25 

Only a small number of OHRQoL studies have been con-
ducted in the Middle-East countries, e.g. Saudi Arabia,6,14,33,38,50 
Jordan,21 Syria and Egypt.38 Very limited information is avail-
able on oral health perceptions and OHRQoL among adults in 
Kuwait. In an earlier study in Kuwait, a majority of adults re-
ported multiple oral health problems, and less than 10.0% re-
ported no perceived oral health problems.8

In a previous study, the long-term effects of exposure to the 
School Oral Health Programme (SOHP) on OHRQoL of Kuwait 
University students was evaluated.9 The SOHP visits had a posi-
tive impact on the participants’ OHRQoL regarding their daily 
activities.9 In another study, the relationship between oral health 
knowledge, attitude and practices of primary school teachers 
and their OHRQoL was measured.10 Weak but statistically signifi-
cant correlations were found between OHRQoL and knowledge, 
attitude and practice components. Self-esteem was the most 
commonly affected OHRQoL domain among the teachers.10 In 
another study, the OHRQoL among the parents and teachers of 
special-needs schoolchildren in Kuwait was assessed, in which 
oral health had a weak impact on the quality of life.51

Parents have an immeasurable impact on the psychological, 
emotional and intellectual well-being of their children.34 Ade-
quate knowledge and attitude about oral health among par-
ents initiates good oral habits in children.54 Habits and behav-
iours learned from the parents impacts oral health-related 
habits and thus the quality of life of children.3,29 

The SOHP of Kuwait, established in 1983, is a comprehen-
sive oral health programme which provides oral health educa-
tion, preventive care and treatment for schoolchildren be-
tween the ages of 5 and 15 years in all the governorates of 
Kuwait.13 Parents and caregivers usually accompany their chil-
dren to SOHP clinics to receive oral health care, i.e. preventive 
and restorative treatment. 

As the perception of quality of life has a subjective compo-
nent and can differ from one culture to another,25 obtaining 
information from Kuwait is very important. Data is lacking on 
the perceptions of oral health and OHRQoL among parents and 
caregivers in Kuwait. Hence, obtaining primary information 
could provide important evidence for policy makers in the 
planning and evaluation of oral health-care services. The ob-
jective of this study was to determine the perceptions of oral 
health and general health as well as OHRQoL among the par-
ents visiting the SOHP in Kuwait.

MATERIALS AND METHODS

This cross-sectional study was conducted among the parents 
visiting the SOHP clinics of Kuwait. The study protocol was ap-
proved by the Research Ethics Committee of SOHP, Kuwait-
Forsyth. This study was conducted in accordance with the laws 
of the State of Kuwait, rules and regulations of the Ministry of 
Health, and was in full accordance with the World Medical As-
sociation Declaration in Helsinki. The study was conducted in 
all the governorates in Kuwait. Altogether, there were 2357 par-
ticipants among the six governorates (Hawally, Farwaniya, Ah-

Table 1  Sociodemographic characteristics of the  
participants (n = 2357)

Variables n (%)

Age group (years)

   20–29 257 (10.9)

   30–39 1081 (45.9)

   40–49 849 (36.0)

   50–59 170 (7.2)

Gender

   Male 1226 (52.0)

   Female 1131 (48.0)

Nationality

   Kuwaiti 1980 (84.0)

   Non–Kuwaiti 377 (16.0)

Marital status

   Married 2154 (91.4)

   Divorced/widowed 203 (8.6)

Place of residence

  Hawally 424 (18.0)

  Farwaniya 582 (24.7)

  Ahmadi 474 (20.1)

  Al–Asima 429 (18.2)

  Jahra 304 (12.9)

  Mubarak Al–Kabir 144 (6.1)

Educational level

   No education 30 (1.3)

   Intermediate school or less 261 (11.1)

   High school 478 (20.3)

   Diploma 516 (21.9)

   University 925 (39.2)

   University and above 147 (6.2)

Medical history

   Healthy 1942 (82.4)

   Has medical condition 415 (17.6)

Medical insurance

   No insurance 1784 (75.7)

   Has insurance 573 (24.3)
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madi, Al-Asima, Jahra, and Mubarak-Al-Kabir) (Table 1). The 
participants were the parents who accompanied their children 
to the SOHP center-based clinics to receive oral health care. 

This study was conducted using a self-administered ques-
tionnaire in Arabic. The questionnaire was translated from Eng-
lish to Arabic and then back-translated into Arabic. The ques-
tionnaire was pretested in a pilot study with a comparable 
group of parents. The questionnaire included both previously 
validated questions4,9,10,36,56 and questions designed for this 
study. The questions were closed-ended. Informed consent 
was obtained from all participants. Being a parent and able to 
read and understand Arabic was the inclusion criterion. The 
study excluded older siblings accompanying their younger sib-
lings. The questionnaires were distributed to the parents dur-
ing morning and afternoon hours in the SOHP waiting area by 
well-trained dental hygienists and assistants. While waiting for 
their children in the waiting area, the parents completed the 
questionnaire. The questionnaires were assessed on site for 
completeness by the team, and the participants were asked to 
add any missing or incomplete information. A convenience 
sample of parents (n = 2357) participated in this study.

Independent variables included sociodemographics such as 
age, gender, nationality, area of residence, employment loca-

tion (private or government), educational level, and marital 
status. The medical history was taken along with whether or 
not the parents had medical insurance. Age was categorised 
into four groups: 20–29 years, 30–39 years, 40–49 years, and 
50–59 years.

The self-perceived oral health of the parents was evaluated 
by the Global Oral Health Indicator. The parents completed the 
global single question on perceived oral health (POH) (‘How 
would you rate the health of your teeth and mouth?’), with re-
sponses being excellent, very good, good, fair and poor.4,36,56 
The perceived general health (PGH) (‘How would you rate your 
general health status?’) included a question about how the par-
ticipant assesses general health, with responses being excel-
lent, very good, good, fair, and poor.3

The section on subjective oral health status indicators in-
cluded three questions on perceived oral health satisfaction. It 
was determined using the following questions: ‘Are you satis-
fied with your teeth/mouth?’, ‘Are you satisfied with your 
smile?’, and ‘Are you satisfied while eating food?’. All responses 
were recorded as ‘yes’ or ‘no’. The section on perceived difficul-
ties comprised 2 questions: ‘Do you perceive difficulty in chew-
ing food’ and ‘Do you perceive difficulty with speech?’. The re-
sponses were also recorded as ‘yes’ or ‘no’.  

Table 2  Distribution of perceived oral health of the participants according to different variables

Variables

Perceived oral health

p-valueExcellent Very good Good Fair Poor

Age group (years)

20–29 36 (14.0) 102 (39.7) 65 (25.3) 43 (16.7) 11 (4.3)

30–39 82 (7.6) 372 (34.4) 377 (34.9) 208 (19.2) 42 (3.9)

40–49 67 (7.9) 245 (28.9) 306 (36.0) 186 (21.9) 45 (5.3)

50–59 20 (11.8) 38 (22.4) 63 (37.1) 41 (24.1) 8 (4.7) < 0.001

Gender

Male 107 (8.7) 346 (28.2) 451 (36.8) 260 (21.2) 62 (5.1)

Female 98 (8.7) 411 (36.3) 360 (31.8) 218 (19.3) 44 (3.9) < 0.001

Nationality

Kuwaiti 185 (9.3) 668 (33.7) 650 (32.8) 381 (19.2) 96 (4.9)

Non–Kuwaiti 20 (5.3) 89 (23.6) 161 (42.7) 97 (25.7) 10 (2.7) < 0.001

Educational level

No education 2 (6.7) 7 (23.3) 12 (40.0) 7 (23.3) 2 (6.7)

Intermediate school or less 33 (12.6) 55 (21.1) 83 (31.8) 69 (26.4) 21 (8.0)

High school 28 (5.9) 143 (29.9) 167 (34.9) 115 (24.1) 25 (5.2)

Diploma 44 (8.5) 186 (36.0) 171 (33.1) 98 (19.0) 17 (3.3)

University 86 (9.3) 309 (33.4) 335 (36.2) 164 (17.7) 31 (3.4)

Postgraduate 12 (8.2) 57 (38.8) 43 (29.3) 25 (17.0) 10 (6.8) < 0.001

Medical history

Healthy 171 (8.8) 632 (32.5) 660 (34.0) 393 (20.2) 86 (4.4)

Has medical condition 34 (8.2) 125 (30.1) 151 (36.4) 85 (20.5) 20 (4.8) 0.832

Statistical significance set at p < 0.05.
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ticipants. The internal consistency was measured by Cron-
bach’s alpha. Statistical significance was set at p < 0.05.

RESULTS

Of 2590 questionnaires distributed to the participants, 2357 
were complete, resulting in a 91.0% response rate. Overall, the 
survey sample comprised of 2357 adults (parents, guardians 
and caregivers). The mean age (±SD) of the participants was 
38.3 ± 7.3 years. Around 46.0% of the participants were between 
30 and 39 years old, and more than one-third (36.0%) were be-
tween 40 and 49 years of age. The gender distribution  was 
52.0% males and 48.0% females. Most of the participants were 
Kuwaitis (84.0%). More than one-third (39.2%) had either a col-
lege or a university qualification. A quarter (25.0%) resided in 
Farwaniya governorate. The majority of the participants 
(82.4%) were healthy and had no medical condition. Almost a 
quarter (24.2%) had medical insurance. Table 1 summarises the 
sociodemographic characteristics of the participants.

With regard to self-reported oral health, three-quarters 
(75.2%) of the participants perceived their oral health as ‘excel-
lent’, ‘very good’ or ‘good’, 20.3% as ‘fair’ and only 4.5% indi-

The OHRQoL questions consisted of three domains of physi-
cal, social and psychological (self-esteem) impairments, and 
one domain on sleep deprivation. The responses were scored on 
a scale from 1 to 4 for each item, with 1 meaning ‘all of the time 
– always’ and 4 meaning ‘none of the time – never’. For each of 
the questions, the participants were asked how frequently they 
had experienced the impact in the preceding six months.9,10

Parents also answered questions on their dental visits. Parents 
were further asked if they had had oral pain/ toothache within the 
preceding 6 months, with the response recorded as ‘yes’ or ‘no’.

Statistical Analysis
The data were entered and analysed using Epi-Info 3.5.3 and 
SPSS for Windows version 24.0 (IBM; Armonk, NY, USA). Fre-
quency distributions for all the variables were generated. The 
Χ2 test was used to assess the differences in percentage re-
sponses of the parents. Perceived oral and general health sta-
tus, subjective oral health status and OHRQoL questions were 
compared by age, gender, nationality, place of residence, edu-
cation level, marital status and medical history. Differences in 
the mean OHRQoL scores were evaluated using the t-test and 
ANOVA. Pearson’s correlation coefficient (r) was used to mea-
sure the inter-item and item-scale correlations among the par-

Table 3  Distribution of perceived general health of the participants according to different variables

Variables

Perceived general health

p-valueExcellent Very good Good Fair Poor

Age group (years)

20–29 20 (7.8) 107 (41.6) 83 (32.3) 23 (8.9) 24 (9.3)

30–39 52 (4.8) 371 (34.3) 373 (34.5) 176 (16.3) 109 (10.1)

40–49 36 (4.2) 268 (31.6) 354 (41.7) 118 (13.9) 73 (8.6)

50–59 5 (2.9) 52 (30.6) 73 (42.9) 27 (15.9) 13 (7.6) < 0.001

Gender

Male 60 (4.9) 381 (31.1) 468 (38.2) 199 (16.2) 118 (9.6)

Female 53 (4.7) 417 (36.9) 415 (36.7) 145 (12.8) 101 (8.9) 0.024

Nationality

Kuwaiti 98 (4.9) 698 (35.3) 709 (35.8) 274 (13.8) 201 (10.2)

Non–Kuwaiti 14 (4.0) 100 (26.5) 174 (46.2) 70 (18.6) 18 (4.8) < 0.001

Educational level

No education 2 (6.7) 9 (30.0) 11 (36.7) 4 (13.3) 4 (13.3)

Intermediate school or less 6 (2.3) 84 (32.2) 93 (35.6) 39 (14.9) 39 (14.9)

High school 25 (5.2) 137 (28.7) 187 (39.1) 84 (17.6) 45 (9.4)

Diploma 31 (6.0) 185 (35.9) 183 (35.5) 77 (14.9) 40 (7.8)

University 41 (4.4) 325 (35.1) 367 (39.7) 121 (13.1) 71 (7.7)

Postgraduate 8 (5.4) 58 (39.5) 42 (28.6) 19 (12.9) 20 (13.6) 0.007

Medical history

Healthy 99 (5.1) 709 (36.5) 660 (34.0) 278 (14.3) 196 (10.1)

Has medical condition 14 (3.4) 89 (21.4) 223 (53.7) 66 (15.9) 23 (5.5) < 0.001

Statistical significance set at p < 0.05.
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cated their oral health as ‘poor’. In addition, the majority 
(76.4%) of the participants reported their perceived general 
health as ‘excellent’, ‘very good’ or ‘good’, 14.6% stated it as 
‘fair’, and less than 10.0% as ‘poor’.

Overall, higher levels of perceived oral health (excellent, very 
good and good) were reported more frequently by young par-
ticipants, females, Kuwaitis and those who had higher levels of 
education (p < 0.001). The associations of these responses with 
the medical condition of the participants was not statistically 
significant (p = 0.832) (Table 2). Responses of the participants to 
the perceived general health question were very similar to their 
responses to the perceived oral health questions. Overall, higher 
levels of perceived general health (‘excellent’ and ‘very good’) 
were reported more frequently by young participants (p < 0.001), 
females (p = 0.024), Kuwaitis (p < 0.001), those who had higher 
levels of education (p = 0.007) and those who were healthy (did 
not have any medical condition) (p < 0.001) (Table 3). 

The higher levels of perceived oral health (‘excellent’, ‘very 
good’ and ‘good’) were statistically significantly associated 
with higher levels of perceived general health (p < 0.001). The 
lowest level of perceived oral health (‘poor’) reported by the 
participants was associated with lowest level of perceived gen-
eral health. Pearson’s correlation coefficient was statistically 
significant (r = 0.460; p < 0.001) (Table 4).

Satisfaction with their oral health (mouth and teeth) was 
stated by 72.3% of the participants. The majority (91.0%) spec-
ified their satisfaction and enjoyed eating their food. More than 
three-quarters of the participants indicated that they liked 
their smile (79.0%). Perceived difficulty in chewing food was 
stated by only 21.0%. Very few, only 5.0%, felt that they had 
speech difficulties (Table 5). Perceived difficulty in chewing 
food among the participants was statistically significantly as-
sociated with speech difficulties. Participants who had difficul-
ties in chewing their food were more likely to have experienced 
pronunciation or speech difficulties (OR=5.4; 95% CI=3.7-7.9). 
About 13.5% of the participants who perceived difficulty in 
chewing their food had speech difficulties, compared to only 
3.0% of participants reporting speech difficulty without diffi-
culty in chewing their food (p < 0.001).

The participants’ OHRQoL responses are shown in Table 6. 
Almost half of the participants (45.0%), mentioned that they 
never had any teeth and/or gum problems that affected their 
daily activities during the past 6 months. Moreover, around half 
of the participants (45.0%) were not affected by such problems 
in their social life/activities or self-esteem. Nearly two-thirds 
(61.0%) mentioned that they never had any difficulty in conver-
sation. Half of the participants (49.0%) did not experience any 
disturbance in their sleep.

The mean OHRQoL score was 12.5 ± 3.7. OHRQoL scores 
were statistically significantly higher (13.2 ± 3.6) in the youngest 
age group (20–29 years) compared to participants over 30 years 
of age (12.5 ± 3.6; p < 0.001). Females had slightly higher 
OHRQoL (12.5 ± 3.6) than did males (12.4 ± 3.7; p = 0.041). There 
were also differences in OHRQoL among the governorates. Par-
ticipants residing in Al-Asima governorate had a statistically 
significantly higher OHRQoL score 14.3 ± 2.0 than did those re-
siding in Farwaniya governorate (7.9 ± 3.6; p < 0.001). OHRQoL 
was statistically significantly greater among participants with a 
university education (12.9 ± 3.7) vs those with no education 
(11.2 ± 4.0; p < 0.001). Participants who were married and had 
no medical condition had a lower OHRQoL (Table 7).

All the inter-item correlations were positive. The strongest 
inter-item correlations were observed between ‘disturbed sleep’ 
and ‘caused avoidance of conversation’ (r = 0.77). Further, strong 
inter-item correlations were seen between ‘caused avoidance of 
conversation’ and ‘affected daily activities’ (r = 0.69); ‘disturbed 
sleep’ and ‘affected daily activities’ (r = 0.68); ‘affected social ac-
tivities’ and ‘affected daily activities’ (r = 0.67) (Table 8). Cron-
bach’s alpha (0.89) showed a high degree of internal consistency 
between different OHRQoL responses. 

Almost one-third of adults (31.0%) reported that they had 
visited a dentist more than a year ago while, 26.0% had dental 
visits in the past 12 months and about 41.5% less than six 
months ago. Regarding the frequency of dental visits among 
the age groups, nearly half (47.5%) of the participants in the 
20- to 29-year age group had visited a dentist less than six 
months ago, while more than one-third (37.0%) of 50- to 59-
year age group had done so (p = 0.019). Nearly half of females 

Table 4  Correlations between responses to perceived oral health and general health (POH and PGH) questions among the 
participants 

PGH
p-value  

( 2)
Pearson  

correlationExcellent Very good Good Fair Poor

POH

Excellent 24 (11.7) 123 (60.0) 45 (22.0) 9 (4.4) 4 (2.0)

Very good 55 (7.3) 403 (53.2) 234 (30.9) 50 (6.6) 15 (2.0)

Good 23 (2.8) 182 (22.4) 398 (49.1) 155 (19.1) 53 (6.5)

Fair 9 (1.9) 79 (16.5) 189 (39.5) 106 (22.2) 95 (19.9)

Poor 2 (1.9) 11 (10.4) 17 (16.0) 24 (22.6) 52 (49.1) < 0.001 0.464, p < 0.001

Statistical significance set at p < 0.05.
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(48.6%) had visited a dentist less than six months ago, where-
ase about one-third of the males did (35.0%; p < 0.001). More 
Kuwaitis (43.0%) reported dental care visits in the last six 
months than did non-Kuwaitis (36.0%; p = 0.001). 

Nearly one-third (32.0%) of the participants had experi-
enced or perceived oral pain within the past six months. Oral 
pain was more prevalent among the participants residing in 
Jahra governorate (42.1%)than among those in Al-Asima 

Table 6  OHRQoL responses of the participants during the past six months

Variables n %

How often have problems with your teeth or gums during the past six months affected your daily activities?

All of the time 269 11.4

Most of the time 368 15.6

Some of the time 660 28.0

Never 1060 45.0

How often have problems with your teeth or gums during the past six months affected your social activities?

All of the time 330 14.0

Most of the time 365 15.5

Some of the time 601 25.5

Never 1061 45.0

How often have problems with your teeth or gums during the past six months caused you to avoid conversations?

All of the time 340 14.4

Most of the time 217 9.2

Some of the time 364 15.4

Never 1436 60.9

How often have problems with your teeth or gums during the past six months disturbed your sleep? 

All of the time 283 12.0

Most of the time 255 10.8

Some of the time 669 28.4

Never 1150 48.8

Table 5  Perceived subjective measures of oral health among the participants

Variable n %

Perceived satisfaction with mouth and teeth

Yes 1705 72.3

No 652 27.7

Perceived satisfaction while eating food

Yes 2138 90.7

No 219 9.3

Perceived satisfaction with smile

Yes 1861 79.0

No 496 21.0

Perceived difficulty in chewing food

No 1869 79.3

Yes 488 20.7

Perceived difficulty with speech

No 2239 95.0

Yes 118 5.0
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Table 7  Mean (±SD) OHRQoL of participants according to sociodemographic variables

Variables n % OHRQoL p-value

Age group (years)

20–29 257 10.9 13.2 ± 3.6

30–39 1081 45.9 12.1 ± 3.8

40–49 849 36.0 12.6 ± 3.5

50–59 170 7.2 12.8 ± 3.4 < 0.001

Gender

Male 1226 52.0 12.4 ± 3.7

Female 1131 48.0 12.5 ± 3.6 0.041

Nationality

Kuwaiti 1980 84.0 12.4 ± 3.7

Non-Kuwaiti 377 16.0 12.5 ± 3.6 0.361

Marital status

Married 2154 91.4 12.4 ± 3.7

Divorced/widowed 203 8.6 12.9 ± 3.5 0.016

Place of residence

Hawally 424 18.0 14.1 ± 2.2

Farwaniya 582 24.7 7.9 ± 3.6

Ahmadi 474 20.1 13.9 ± 2.2

Al-Asima 429 18.2 14.3 ± 2.0

Jahra 304 12.9 13.3 ± 2.3

Mubarak Al–Kabir 144 6.1 13.9 ± 2.2 < 0.001

Educational level 

No education 30 1.3 11.2 ± 4.0

Intermediate school or less 261 11.1 12.1 ± 3.6

High school 478 20.3 11.7 ± 3.7

Diploma 516 21.9 12.6 ± 3.5

University 925 39.2 12.9 ± 3.7

University and above 147 6.2 12.4 ± 4.3 < 0.001

Medical history

Healthy 1942 82.4 12.4 ± 3.8

Has medical condition 415 17.6 12.7 ± 3.4 0.001

Statistical significance set at p < 0.05.

Table 8  Correlations (r) of OHRQoL responses among the participants

Variables
Affected daily  

activities
Affected social  

activities
Caused avoidance of 

conversations Disturbed sleep

Affected daily activities 1.00

Affected social activities 0.67* 1.00

Caused avoidance of conversations 0.69* 0.65* 1.00

Caused disturbance in sleep 0.68* 0.60* 0.77* 1.00

*Correlation is significant at the 0.01 level
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(27.3%; p < 0.001). Oral pain was more prevalent among those 
who had a medical condition (40.0%) than among those who 
were healthy (30.0%; p < 0.001). Oral pain was associated with 
perceived difficulty in chewing food among the participants. 
Participants who experienced difficulties in chewing their food 
were more likely to have experienced oral pain/toothache 
(OR=3.1; 95% CI=2.5-3.8). More than half (52.3%) of the partici-
pants with poor chewing ability had oral pain, vs 26.3% of par-
ticipants who had no difficulty in chewing their food (p < 0.001). 

DISCUSSION

This study was conducted to determine the self-rated oral and 
general health (perceptions of oral and general health), subjec-
tive oral health status, OHRQoL, dental visits, and occurrence 
of oral pain among parents visiting the SOHP clinics in all gov-
ernorates of Kuwait. A high response rate in this study (91.0%) 
showed a high degree of interest among the participants re-
garding their oral health. 

This is the first study on the association between POH and 
PGH conducted in Kuwait among parents, including the rela-
tionship of POH and PGH with some sociodemographic vari-
ables. In the present study, a large proportion of the study par-
ticipants (75.2%) viewed their POH positively, rating their POH 
as ‘excellent’, ‘very good’ or ‘good’. This high proportion might 
be attributed to factors such as good knowledge and practice 
of oral health among parents. This overall proportion of POH is 
higher than that reported for other populations. Only up to half 
of Yemeni adults (51%) rated their POH as ‘good’, ‘very good’ or 
‘excellent’,4 and 58.3% of adult Nigerians rated their oral health 
status as ‘very good’ or ‘good’.41

In this study, the proportion of self-rated oral health is simi-
lar to and in agreement with other studies conducted in vari-
ous populations, e.g. Saudia Arabia (75.1%),33 South Africa 
(76.3%)42 and Brazil (74.4%),12 but lower than that reported in 
Australia (83.0%).39 Overall, only a quarter (25.0%) of the par-
ticipants rated their oral health status as ‘fair’ or ‘poor’. Com-
pared to this study, higher proportions of adults in Yemen 
(49.0%),4 and Nigeria (36.4%)41 viewed their oral health status 
as ‘fair’ or ‘poor’. Few participants (4.5%) in this study reported 
having poor self-rated oral health, which is lower than reported 
in a study among Canadian adults.30

In this study, parents had very good knowledge of oral 
health. However, in a previous study in Kuwait, the level of 
dental knowledge was higher among teachers than mothers.45 
Hence, group presentations and one-to-one communications 
at school were recommended to improve the positive attitudes 
and dental health behaviour among mothers.45 Also, the oral 
health knowledge among mothers in Saudi Arabia was uncer-
tain, while their attitudes towards prevention were positive.11

In a recent study, the establishment of school-based oral 
health programmes with active involvement of parents and 
teachers was considered important to promote healthy life-
styles and improve the oral health among schoolchildren in 
Palestine.2 Similarly, a study in Jordan indicated the need for 
the establishment of school-based oral health programmes to 
influence the oral health behaviour of children and parents.48 

The SOHP of Kuwait is a comprehensive school-based oral 
health programme which follows the WHO’s Health Promoting 
School concept.13 

In this study, higher levels of perceived oral and general 
health were reported more frequently by younger participants. 
In agreement with an earlier study among Yemeni adults,4 
younger Kuwaiti participants in this study rated their oral and 
general health more positively than did the older age groups, 
and indicated better self-reported health than did participants 
in previous studies in Greece and Brazil.23,55 Older individuals 
may be unable to maintain good oral hygiene, and in compari-
son to young adults, could experience age-related health prob-
lems that decrease the ability to resist diseases. Also, age may 
be a relevant factor, as several diseases are more prevalent 
among older individuals, and self-evaluation of health fre-
quently deteriorates with age.4,55

Educational level was an important determinant of self-
rated oral and general health. Participants with higher educa-
tional levels perceived their oral and general health as being 
better than did participants with lower educational levels. This 
was similar in previous studies among adults in Yemen,4 South 
Africa,42 Greece23 and Brazil.55 Conversely, among adults in 
Saudi Arabia, there was no association between education and 
their perceived self-rated oral health status.33 Individuals who 
are well educated experience better self-reported health, while 
less education is related to self-reported poor health.47 Educa-
tion may result in increased understanding of the importance 
of preventive oral health care, as better-educated individuals 
have more knowledge and awareness of their oral health.4

In the current study, gender played a role in terms of per-
ceived health: more females than males reported better oral 
and general health. Females usually take more interest in their 
oral and general health and appearance, which may be re-
flected in their better preventive oral health-care practices and 
self-rated response.27,30 In contrast, in previous studies, fe-
males reported worse self-rated health.4,23,55 However, self-
rated health was not associated with gender in Irish adults.22 
Overall, in the present study, there was a statistically significant 
association and correlation between the POH and PGH among 
the participants, concurring with other studies which showed a 
statistically significant relationship between the POH and 
PGH.4,30,49 The oral cavity may be one of the first sites at which 
several systemic diseases, many infections, inflammatory dis-
eases and nutritional deficiencies become apparent.15,20,49

The majority of the participants (72.3%) in this study ex-
pressed satisfaction with their oral health. Similarly, in an dif-
ferent study among students at Kuwait University, most of 
them (60.0%) were satisfied with their oral health and the ap-
pearance of their teeth.5 Conversely, more than half (59.0%) of 
adults in Brazil reported being dissatisfied with their mouth 
and teeth.19 Overall, discomfort when chewing food was ex-
pressed by less than 25% of the participants, which was in 
agreement with a recent study, in which feeling uncomfortable 
eating food was stated by 22.0% of indigenous adults in Can-
ada.30 This frequency was lower than that reported in a previ-
ous study, in which, one-third (33.5%) of Brazilian adults stated 
that eating was the most frequently impacted daily perfor-
mance and had difficulty while eating.19 However, in other 
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studies, only 16.0% of Thai adults and Canadian adults ex-
pressed discomfort when chewing.30,58

In this study, the majority were satisfied with their smile. 
Only a small number of participants expressed difficulty in 
speech. Conversely, in previous studies, smiling/speaking were 
the most commonly affected items in the domain of impact on 
daily performance (27.3%) among Brazilian adults.1,19 The per-
ceived difficulty in chewing was associated with speech difficul-
ties. Participants who had limitations in their chewing or biting 
capacity also experienced speech difficulties. In an different 
study among Brazilian adults, nearly half (49.4%) reported their 
chewing ability to be ‘fair’, ‘poor’, or ‘very poor’, and more than 
one-third (37.4%) gave these ratings to speech ability.44

Almost half of the participants reported that their oral 
health (dental or gum problems) had never interrupted their 
daily activities, social activities or sleep, while less than 40.0% 
had difficulty conversing. Also, less than 15% reported ‘always’ 
having difficult conversing. The OHRQoL of the participants in 
this study resemble that of the previous study in Kuwait among 
university students, where only half of them stated that their 
activities and speech were affected by oral health problems.9

The OHRQoL among the participants in this study was sta-
tistically significantly better among the youngest age group, 
females, those residing in Al-Asima governorate, and those 
who had a higher education qualification. Similar to this study, 
in a previous study in Kuwait among school teachers, OHRQoL 
was better among females and those who had higher qualifica-
tions.10 Conversely, teachers residing in Al-Asima and Hawally 
governorates in Kuwait had the lowest of OHRQoL.10 Compa-
rable to this study, in an earlier study in Kuwait, OHRQoL was 
higher among university-educated parents compared to those 
with primary education.51 

In agreement with the present study, a higher educational 
level had a statistically significant positive impact on the qual-
ity of life of adults in Greece.43 However, in contrast to this 
study, a higher educational level was associated with poor 
OHRQoL among Brazilain adults.16 As opposed to the present 
study, females had a poorer OHRQoL when compared to males 
in Saudi Arabia.6 This study showed an excellent internal con-
sistency between the different OHRQoL responses (0.89). This 
was comparable to the earlier study in Kuwait among parents 
and teachers, where Cronbach’s alpha for reliability and valid-
ity of OHRQoL was 0.83.51 

In this study, 25.6% of the participants reported that they 
had visited a dentist during the last 12 months and about 
41.5% less than six months ago. Compared to the present 
study, in an earlier study in Kuwait, a higher percentage of par-
ticipants (39.0%) had visited a dentist during the previous 
12 months.17 In a recent study among adult employees in Ku-
wait by Nazar et al,40 55.0% of the adults reported that they 
had visited a dentist during the previous 12 months. In the 
present study, nearly one-third (31.7%) of the participants had 
experienced oral pain within the past six months. Similarly, in 
a recent study, 33.0% of adults had perceived oral pain at the 
time of their examination.40 In previous studies in Kuwait, 
more than two-thirds (69.0%) of adults17 and 70.0% of Kuwait 
University students5 stated that toothache was the main rea-
son for their dental visits. 

One limitation of the present study is that it was conducted 
on a convenience sample of adults, among the parents visiting 
SOHP in Kuwait, and thus may not be representative of adults in 
Kuwait. Furthermore, this study was based on a cross-sectional 
survey in only a selected group of adults. Hence, it is difficult to 
determine how various factors may influence the perceptions 
of oral and general health as well as OHRQoL. 

CONCLUSION

Most of the parents were satisfied with their oral health, which 
had an impact on their quality of life. Further studies should be 
planned to assess the various factors that may influence 
OHRQoL among a wider and more representative range of the 
population in Kuwait. 
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