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ABSTRACT

Background: The aim of this study was to study the knowledge and attitude of the pediatricians 
and family physicians on the dental counterpart, i.e. pediatric dentistry and the objective of this 
study were to determine what can improve the knowledge and attitude on pediatric dentistry 
and suggest certain methodologies to more participation of physicians in improving oral health.
Materials and Methods: A systematic random survey of 400 pediatricians and 400 family 
physicians received a questionnaire pertaining to individual details, approach towards pediatric 
dentistry, knowledge level and the training on oral health received.
Results: Most of pediatricians and family physicians acknowledged the importance of pediatric 
dentistry. Less of pediatricians and more of family physicians predicted the parents may pose 
a barrier for referral. More number of pediatricians were aware of the oral benefi ts of breast 
feeding when compared to the family physician. Most of the practitioners in both groups were less 
aware of the fi rst dental visit including ECC. Acknowledgement of the role in cleft lip and palate 
was more or less same in both groups of practitioners were as the effect of systemic disease on 
oral health was recognized by more number of pediatricians. Only a small percentage in both the 
groups acknowledged the cariogenicity of medicated syrups, which was substantiated by the fact 
that only a small number of physicians underwent dental training and most of them were accepting 
to undergo training.
Conclusion: When basic medical training is provided in dental school, medical schools can also 
provide dental training. Dental lectures can also be incorporated into CME programs and recognition 
of pediatric dentistry by providing referral to needy patients have been suggested.
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INTRODUCTION

Despite the pronounced improvement of oral and 
dental status, dental caries is still a common dental 
disease. The factor which almost affects the preventive 
dentistry performance is the knowledge and function 
of the medical group concerning this issue. An 

important aspect of the child’s general care should 
involve the fi rst dental visit. The quality of preventive 
health care and the future oral health is determined 
by the fi rst dental visit. Recommendations for early 
dental visits for children suggest its completion by 
12 months of age.[1-4]

The medical offi ce is considered an opportune site to 
reach large numbers of children who make a medical 
visit but not a dental visit. Physicians and their 
auxiliaries can assess risks for dental problems and 
counsel parents and their children about the prevention 
of these problems. They also can provide screening 
services for early detection of dental disease, provide 
advice about the need to seek dental care, and refer 
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those in need. A key element of comprehensive care 
for children thus involves the coordination of services 
between medical and dental providers so that the 
appropriate health care professionals can provide 
appropriate services at the appropriate ages.[5] Saliva 
is the most non-invasive and the most available body 
fl uid containing inorganic and organic compounds that 
forms a mirror of the body’s health offering a distinct 
advantage over serum in being cost effective. [6] Saliva 
has been reliably used to detect HIV 1 and 2, and viral 
hepatitis A, B and C. It can also be used to monitor 
a variety of drugs including marijuana, cocaine and 
alcohol.[7]

Basic questions about the dental referral process 
and its outcomes remain unanswered. This study 
conducted in the city of Chennai and its suburbs is 
designed keeping in mind to gather the data on the 
level of knowledge of pediatric dentistry, importance 
of the fi rst dental visit and referrals to a specialist for 
dental care. Even though similar studies have been 
recorded but this study is more comprehensive and 
recorded in an Indian urban region.

MATERIALS AND METHODS

This study uses information from baseline 
questionnaires, totaling 800, which are completed 
by various health care professionals. The list of 
pediatricians and family physicians were obtained 
from various private hospitals and associations in 
the year 2011 and the questionnaires were sent to 
them by mail as we felt that direct recording may 
affect the response. A comprehensive questionnaire 
were prepared based on studies done by Yahya and 
Solmaz,[8] Giuseppe et al.,[9] Georgia Cruz et al.[5] and 
Prakash et al.[10] The data was collected using a mailed 
self-administered questionnaire. The participants 
received a short questionnaire, a covering letter and 
an addressed, stamped return envelope. The items 
were evaluated through choosing one of the options 
completely, yes or no. The questionnaire was divided 
into the following four sections;

1. Individual details including: Name, age, sex, 
medical background

2. The approach of the practitioner towards pediatric 
dentistry and factors affecting it.

3. The knowledge level of the practice of pediatric 
dentistry in relation to age at which care should 
be started, maternal considerations, preventive 
methods and various common treatment methods. 

Importance regarding early childhood caries (ECC) 
has been included in this part of the questionnaire 
along with the cariogenic potential of medicated 
syrups.

4. Training on oral health received by the practitioner 
were recorded and willingness to receive training.

RESULTS

A total of 800 questionnaires (400 - pediatricians, 
400 - family physicians) were mailed and a total of 
696 of questionnaires were returned duly completed 
out of which 371 were from pediatricians and 325 
from general physicians and the results were tabulated 
in four sections and discussed.

DISCUSSION

This survey was done with the need to emphasize 
on the fact that there is a need to improve the 
pediatrician / family physician and the pedodontist’s 
relationship, as well as to study on the lacunae on 
the areas where the physicians need to improve 
the knowledge of oral health and to recognize the 
importance of pediatric dentistry. The approach of 
the practitioners [Table 1] showed that more than 
80% of pediatricians and around 60% of general 
practitioners knew the existence of the specialty 
and the importance of the primary dentition and 
examining them. The results correlate with similar 
studies showing more number of pediatricians than 
general practitioners, knowing about the specialty 
and importance of the primary dentition.[10] Studies 
on oral examination by family physicians were not 
available but an American study showed that only 
54% of pediatricians examined the oral cavity of 
more than half of the 0-3 year olds.[11] Certain cranio-
facial abnormalities can be diagnosed soon after birth, 
like Pierre Robin syndrome with the characteristics 
of glossoptosis and cleft lip and/or palate, lesions 
such as ‘Bohn’s nodules’ and ‘Esptein’s pearls’ being 
embryonic remnants and neonatal teeth that can make 
nursing diffi cult along with a risk of aspiration[12] 
making examination of the oral cavity soon after birth 
a necessity.

It was noted that around 60% of the pediatricians 
and around 90% of the general practitioners felt 
that the parents will pose a barrier in the referral 
and importance of primary dentition. Studies on 
the relationship between parental attitude and its 
infl uence on the referral of patients were not available 
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but age of the patient as an infl uencing factor for 
referral by pediatricians showed that practice that had 
infants or toddlers in the practice had lesser referral 
percentage.[5]

The knowledge and understanding of the health care 
providers [Table 2] showed that nearly 70% of the 
pediatricians and only 26% of the family physicians 
could relate the importance of breast feeding and 
oral health. During breast feeding the infants’ oral 
muscles are exercised strenuously in suckling, an 
important infl uence on the thrust and growth of 
the mandible, in addition to imparting maternal 
immunological components. Appropriate, health-
promoting practices, such as breastfeeding, should 
be encouraged by healthcare professionals.[13] A 
study on children participating in the promotion of 
breastfeeding intervention trial, a cluster-randomized 
trial of a breast-feeding promotion intervention 
based on the WHO/UNICEF baby-friendly hospital 
initiative showed no evidence of benefi cial or harmful 
effects of breast feeding at an early school age.[14] 
What the pedodontist needs to emphasize is the oral 
hygiene, duration of breast feeding in association with 
a pediatrician and preventive methods to decrease the 
possibility of dental caries.

There was decrease in the percentage for both 

groups with respect to the knowledge of the age of 
fi rst dental visit, preventive care and knowledge of 
early childhood caries (ECC) with less than 50% of 
family physicians being aware of the same. Similar 
Indian studies in showed that more than 90% of 
the pediatricians having knowledge of the same[15] 
but information from family physicians were not 
recorded. Analysis of Indian studies on the amount 
of oral health education received in the form of 
continuing medical education programs were not 
available yet most respondents received 2 h or 
less of preventive dental education during medical 
and specialty training. Pediatricians were better 
informed than family physicians in the areas of 
general dental knowledge and prevention counseling 
related to oral health.[16] This could be the reason 
why this study revealed a low percentage of family 
physicians having knowledge of ECC. The site of 
implementation of oral health education seems to 
be an important factor where the most effective 
site was that of the physician’s offi ce itself.[17] 
Children with ECC are three times more likely to 
develop dental caries in the permanent dentition. [18] 
A study in United States has suggested the one year 
dental visit should be performed for all children 
in the lower socioeconomic status and can be 
elective for the middle and higher socioeconomic 

Table 1: Evaluation of the knowledge of the specialty of pediatric dentistry, importance of the primary 
dentition and referral attitudes among pediatricians and family physicians
Question Pediatrician Family Physicians

Yes % No % Yes % No %
Existence of an exclusive specialty 298 80.32345 73 19.67655 198 60.92308 127 39.07692
Importance of primary teeth 360 97.03504 11 2.96496 205 63.07692 120 36.92308
Examining primary teeth 352 94.87871 19 5.121294 197 60.61538 128 39.38462
Importance of referral 254 68.46361 117 31.53639 201 61.84615 124 38.15385
Parent not preferring referral 247 66.57682 124 33.42318 302 92.92308 23 7.076923
Parent may feel primary teeth are not important 253 68.19407 118 31.80593 298 91.69231 27 8.307692

Table 2: Evaluation of knowledge of preventive practices and pediatric dentist’s role in early intervention 
and special health care needs among pediatricians and family physicians
Question Pediatrician Family physicians

Yes % No % Yes % No %
Relation between breast feeding and oral health 269 72.50674 102 27.49326 85 26.15385 240 73.84615
Age of fi rst dental visit 96 25.87601 275 74.12399 43 13.23077 282 86.76923
Preventive care with regard to dental caries 76 20.48518 295 79.51482 48 14.76923 277 85.23077
Knowledge of Early Childhood Caries 73 19.67655 298 80.32345 53 16.30769 272 83.69231
Early intervention to orthodontics 204 54.98652 167 45.01348 164 50.46154 161 49.53846
Management of Cleft lip and palate 243 65.49865 128 34.50135 175 53.84615 150 46.15385
Systemic Disease on oral health 198 53.36927 173 46.63073 98 30.15385 227 69.84615
Pediatric Dentists are trained for handicapped children 175 47.16981 196 52.83019 97 29.84615 228 70.15385
Cariogenicity of medicated syrups 103 27.7628 268 72.2372 57 17.53846 268 82.46154
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group, however when the risk factors are high 
the 1 year dental visit can be implemented.[2] 
Pediatric dentistry as a specialty that provided early 
solutions to predictable orthodontic problems and 
its early role in cleft lip and palate as recognized 
by 50-60% of the pediatricians and around 50% of 
the family physicians. There are specifi c needs with 
regards to the child’s oral development that can be 
identifi ed in different stages of development. The 
dentist forms an important role in addressing the 
parent’s concern of the aesthetics, early management 
involving preparing for surgery, management of 
pain, sepsis and when necessary dental extraction.[19]

The knowledge of effect of systemic disease 
on oral health had a higher response by around 
53% of pediatricians and only 30% of the family 
physicians. Oral changes such as involvement of 
the temporomandibular joint and asymmetry of the 
mandible are seen in patients diagnosed with juvenile 
idiopathic diabetes[20] and Type I diabetes mellitus in 
children showed delayed dental development after 
the age of 10 with increase in periodontal disease 
and higher incidence of caries in those with poor 
metabolic control.[21] Defects if the tooth structure 
such as enamel hypoplasia is seen in patients 
with renal disease and tetracycline used to treat 
infection cause intrinsic staining in hemodialysis 
patient. Extrinsic staining can be prevented by 
using medication in the form of capsules rather than 
syrups. [22] Studies on oral health status of children 
admitted in a pediatric intensive care unit showed 
an signifi cant increase in plaque accumulation and 
gingival infl ammation between admissions citing 
the necessity for a better treatment regimen.[23] Poor 
oral health on the other hand as seen in patients 
with chronic kidney disease may contribute to 
protein energy wasting, infl ammation, infections and 
atherosclerotic complications, justifying a necessity 
for increased dental care.[24]

Pediatric dentists as trained professionals in handling 
handicapped children were acknowledged only by 
47% of the pediatricians and only 29% of the family 
physicians. The importance of early referral to a 

pediatric dentist is necessary as the specialty involves 
patient control, caries preventive and management 
under general anesthesia, special gingival care 
involving children, especially under anti-convulsion 
therapy, dental trauma protection and treatment were 
the approach is quiet different than that of normal 
children as the patient cooperation does not allow 
fi xed replacement and fi nally early intervention 
orthodontics such as a well timed extraction program 
to achieve a fairly acceptable occlusion.[25]

Only 27% of pediatricians and 17% of family 
physicians acknowledged the importance of the 
cariogenicity of syrups prescribed in dental practice. 
It has been noted that though antibiotics can have 
an effect on bacteria, their role is minor in caries 
prevention when compared to fl uoride.[26] A Brazilian 
study revealed that around 56% of the medicated 
syrups had a high sugar concentration, with pH 
values below the critical value and high acidity 
values, all of them increase the cariogenic and 
erosive potential.[27]

The third part of the questionnaire [Table 3] dealt 
with the knowledge level of the practitioners that 
only 27% of pediatricians and only 10% of general 
practitioners had received training in oral health and 
more than 90% of the practitioners were willing to 
undergo training in oral health. The most common 
barrier to participation in oral health-related activities 
in their practices was lack of training, which was 
cited by 41%. Less than 25% of pediatricians had 
received oral health education in medical school, 
residency, or continuing education.[11] Studies have 
shown than the rates of preventive oral care in 
medical offi ces were not infl uenced by the CME 
courses. Increased practice volume in pediatric offi ces 
showed a greater rate of preventive dental services 
offered when compared to family physicians showing 
a lesser volume of pediatric patients. An important 
aspect noted physicians was fi nancial reimbursement 
that seemed be a signifi cant incentive. Intensive 
CDE programs would be infl uential in later-trained 
practitioners.[28] There seem to be certain barriers 
in adopting dental services, such as integrating the 

Table 3: Evaluation of the training received by the physicians and willingness to receive training among 
pediatricians and family physicians
Question Pediatrician Family physicians

Yes % No % Yes % No %
Training on oral health care 89 23.98922 282 76.01078 35 10.76923 290 89.23077
Willingness to receive oral health care training 354 95.41779 17 4.58221 301 92.61538 24 7.384615
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preventive dental services into the practice routines 
in the form of insuffi cient time to plan for change or 
provide services, practice procedures, and practice 
turmoil, which could be easily overcome by changes 
in practice timing along with training. Resistance by 
staff and colleagues was another obstacle and the 
incentive system seems to come over this. Applying 
fl uoride varnish was the third obstacle as the physician 
does not have a working position as in a dental chair. 
This can be overcome by knee to knee position and 
provision of training materials and in-offi ce training 
with a child patient for demonstration is suggested.[29]

CONCLUSIONS

Since the day of Hippocrates, Father of Medicine, 
the Physician and Surgeon have made remarkable 
progress but there seems to be some missing in 
the relationship in the form of oral care, which 
should have been augmented by the dentist. The 
dental surgeon has undergone basic medical training 
including a thorough knowledge of head and neck 
anatomy; similarly the medical fraternity can be 
trained in the implementation of oral health. With the 
results obtained the following can be suggested.
1. Collaboration between pediatric dentists and 

physicians for implementation of oral health 
education programs.

2. Promote oral examination of neonates by a 
pedodontist soon after birth.

3. Promotion of healthy referral practice maintaining 
ethics, even though the literature review shows a 
favor towards monetary benefi ts.

4. Enhancing out-patient and in-patient based 
continuous review of long term admissions and 
implementation of preventive procedures.

5. Promote the need for increased specialty dental 
care for special children.

6. Advise pharmaceutical companies to promote and 
convert to syrups with sugar substitutes.

7. Counseling sessions for to be parents.

The need for an increased awareness of oral 
hygiene habits and insuffi cient awareness among the 
physicians apparently warrants the common effort of 
both dentists and physicians for a better outcome.
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