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Abstract

BACKGROUND -The school board actively encourages a coordinated strategy that differs between various educational boards
to improve academic and health results among students, their parents and school staff thereby influencing the larger
community.

AIM - To assess the barriers and facilitators for implementing oral health programmes among school children of different
educational boards.

METHOD - A questionnaire with 13 closed-ended questions on barriers and facilitators for school-based oral health programs
was validated and distributed to school teachers in Gandhinagar, Gujarat, India, Total 94 responses were collected and
converted into numerical data to calculate counts and percentages. Data were analysed using SPSS version 20.0 software.
CONCLUSION - Good oral health is key to general wellbeing and schools being the most influencing in foundation years of
children, school based oral health program should be implemented on regular basis and provisions should be made to
accommodate it in regular curriculum

RESULTS - The demographic distribution showed the highest participants from the GSEB board (43.6%) and the least responses
from the CBSE board (21.3%). All participants were aware of school-based oral health programmes; however, only 70% of the
CBSE schools had implemented school based oral health programmes, compared to 100% of ICSE and GSEB schools. In the
GSEB board, the main barrier to implement school based oral health programmes in the curriculum was lack of material to
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. teach oral health problems (42.9%), whereas in the CBSE board, insufficient time available in weekly schedules was the main
limiting factor (63.6%). (P<0.005)

1. Introduction

Oral diseases are a major public health concern,
particularly among children and adolescents. Caries
affected 60-90% of schoolchildren worldwide, with
over 531 million children suffering from deciduous
tooth caries.! The quality of life can be significantly
impacted by oral disorders, which can also cause
discomfort, oral function limitations, reduced nutrition,
emotional stress, low self-esteem, and poor attendance
and performance in school.?

School Health Promotion is a global need, with
programmes being implemented across continents due
to the numerous documented benefits to not only
individuals, but also to communities and countries as a
whole.® One attempt being made to improve the oral
health of children and adolescents is the
implementation of school-based oral health promotion
activities (SBOHP), as recommended by the World
Health Organisation (WHO).*®> Furthermore, school
years cover the developmental stages of childhood and
adolescence, when individuals form enduring
sustainable health behaviours, values, and convictions.*

Understanding the enablers and challenges of
programme implementation is critical for optimising
programme benefits, ensuring sustainability.® The
success of implementing and maintaining these
activities in schools is significantly influenced by
school-related factors, including teachers' perceptions
of their roles in health education and the efficacy of
their interventions, as well as the support and resources
provided by school authorities for these activities.” In
addition to these barriers, some facilitators also exist,
including school dedication, staff support for enhancing
children's health®, peer influence® and programmes like
The Parents for Healthy School Framework by the
CDC™.

School board has a decisive role in public education
policy and school system administration as well as it
has considerable influence over educational decisions
and provides a key social and political connection to
the schooling process.’* Thus, there are differences
amongst educational boards in terms of educational
policy and academic curriculum.

However, at the national/state and dental institute
levels, efforts are being made towards oral health
education and promotion, prevention, and dental
check-up/treatment camps. The initiatives for school
oral health promotion in India like Indian Dental
Association - Colgate’s “Young India” Bright Smiles,
Bright Futures, Chacha Nehru Sehat Yojna - School
health scheme (Government of Delhi), Neev — SOHP,
etc. appear to be in their early phases.'? Therefore this
study was aimed at evaluating barriers and facilitators
encountered by various educational boards in the
implementation of school-based oral health
programmes in Gandhinagar city, Gujarat, India.

The null hypothesis proposed was that there was no
significant difference between barriers and facilitators
encountered by various educational boards in the
implementation of  school-based oral health
programmes.

2. Methodology:

Study setting and ethical clearance: This descriptive,
comparative questionnaire-based study was conducted
in Gandhinagar city, Gujarat, India. After getting
approval from the ethical committee of the institution,
a validated, self-administered, close - ended
questionnaire was formulated comprising of total 13
questions to assess the factors for implementing oral
health programmes among school children of three
different educational boards namely Indian Certificate
of Secondary Education (ICSE), Central Board of
Secondary Education (CBSE) and Gujarat Secondary
and Higher Secondary Education Board (GSEB).

Study population and sample: For each educational
board, a simple random lobby approach was used to
select three different schools. A total of 126
participants, including 42 participants from each
educational board were selected. Among them, after
two gentle reminders 33 responded from ICSE board,
20 responded from CBSE board and 41 responded from
GSEB board.

Study Instrument: The survey was divided into three
sections. Demographic information was collected in
the first part, including name, school name, and kind of
educational board. Section 2 had seven questions, the
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first three of which were general questions about how
often school-based oral health programmes were
conducted. The remaining questions were about
facilitators. The final section collected information
about barriers and possible solutions to bridge the gap.
The included questions were closed-ended with either
yes/no or multiple-choice responses, making them
distinct and simple to answer.

STATISTICAL ANALYSIS:

The responses for each item in the questionnaire were
in the form of Categorical data which were converted
into numerical data to calculate counts and percentages
for statistical analysis. Non-Parametric Chi square test
was used to do analysis of the obtained data. The entire
data was statistically analysed using Statistical Package
for Social Sciences (SPSS version 20.0, IBM
Corporation, USA) for MS Windows. The confidence
interval determined was 95% and Statistical
significance value was accepted at P < 0.05 to
determine significance of various responses.

3. Results

In this physical survey, the demographic distribution
shows that the highest responses were from the GSEB
board (43.6%), followed by the ICSE board (35.1%),
and the least responses were from the CBSE board
(21.3%). (Table-1).

Awareness, implication and frequency of SBOHP
among study participants

All participants were aware of school-based oral health
programmes; however, only 70% of respondents from
CBSE schools confirmed that they had implemented
SBOHP, compared to 100% affirmation given by
respondents of ICSE and GSEB schools. Among the
participants, all 100% from ICSE board, 45% from
CBSE board, and 26.8% from GSEB board reported
that frequency of SBOHP was once a year. (Table-2,
Graph-1)

Facilitators for school oral health programs. (Table-
3, Graph-2)

ICSE board

Participants (66.7%) confirmed that basic screening
surveys were conducted most frequently, followed by
school-based fluoride application programs and no
tooth brushing or mouth rinsing programs were

undertaken in their schools. Dental institute
cooperation (42.4%) and supplementary financing
sources (21.2%) were the two main facilitators for
successfully implementing SBOHP. Parents gave
consent as most parents (48.5%) in ICSE board
understand importance of SBOHPs. The 2™ most
important factor for parental agreement in ICSE board
schools was the strict implication of infection control
procedures during SBOHP at these schools (30.3%).

CBSE board

Respondents stated that highest-conducted SBOHP
was basic screen surveys (55.6%), followed by tooth
brushing and/or mouth rinsing programs (44.4%).
Factors that facilitated SBOHPs were supportive
funding resources by a school administration as well as
availability of infrastructure to organize an oral health
camp. In accordance with ICSE board, parental
agreement for SBOHP was greatly influenced by
parents' increased understanding of the value of
SBOHP (33.3%) and the strict implication of infection
control procedures at schools (22.2%).

GSEB board

In GSEB board, basic screen surveys were the most
frequently conducted SBOHP (59.3%) which was
similar to results in CBSE and ICSE boards, followed
by tooth brushing and/or mouth rinsing programmes
(40.7%). Similar to the ICSE board, the major
facilitating variables were dental institute cooperation,
supplemental  financing resources and active
participation of teachers. In contrast to CBSE and ICSE
board, rather than understanding the importance of
SBOHPs, the transparency on the part of school
administration (44.4%) encouraged the parents to give
consent for these programs

Barriers (Table-4, Graph-3)

As 100% respondents agreed that the SBOHPs were
conducted in ICSE board schools, no barriers were
reported in this group.

Among the CBSE and GSEB schools, the major reason
for failure was lack of fundings in these schools. When
the reason for unwillingness of dentist to conduct the
SBOHPs was asked, majority of respondents (72.7%)
in CBSE board schools stated that it was due to a
smaller number of interested students whereas majority
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participants (71.4%) from GSEB schools stated that
dentist refused due to lack of resources in their schools.

The major reason for failure of incorporation of
SBOHPs in the curriculum of the students, was lack of
time available in weekly schedule for CBSE board
(63.6%) whereas the GSEB school teachers stated that
lack of resources to teach oral education was a limiting
factor (42.9%).

seen in the responses of respondents between CBSE
and GSEB schools (p value=0.0015). In CBSE schools,
the threat to infection from COVID-19 proved to be a
major barrier (45.5%) whereas in the GSEB schools the
preference for virtual learning shown by schools as
well as the parents of the respondents acted as a major
barrier (42.9%).

Both CBSE and GSEB schools agreed to reinstate the
SBOHPs if the barriers got resolved and there were no

Regarding the barriers in restarting the SBPOHPs after statistically ~ significant  differences among the
the COVID-19 pandemic, significant differences were responses of the respondents.
TABLE:1 Demographic profile of study participants
Educational Board No. of Participants | Percentage
ICSE 33 35.1
CBSE 20 21.3
GSEB 41 43.6
TABLE: 2 Awareness and frequency of SBOHP in Gandhinagar, Gujarat.
. ICSE 0 CBSE 0 GSEB 0
Question Response (33) (%) (20) (%) (41) (%) P value
33 41
ICSE 20 GSEB
Are youb t (1)-9 (1)-16
aware avou ICSE CBSE GSEB
the school-
(2)-11 (1)-9 (2)-11
based oral | yes 100 100 100 | -
health ICSE CBSE GSEB
programs (3)-13 (2)-5 (3)-14
and its CBSE
importance (3)-6
for children
No 0 0 0
33 14 41
ICSE CBSE GSEB
Have you fé)s: 1-9 (1)-16
conducted
any school- Yes (2)- 11 100 | CcBSE 70 | GSEB 100 0.0012
based oral ICSE (2)-5 (2)-11
health (3)-13
programs in GSEB
your (3)-14
school? 6
No 0 CBSE 30 0
(3)-6
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33 9 11
ICSE CBSE GSEB
(1)-9 1)-9 (2)-11
oncea | \cse 100 45 26.8 0
How many | Y2 2)- 11
times a year
ICSE
do you have (3)- 13
school- 16
based oral ;
Twice a
health year 0 0 GSEB 39
programmes (1)-16
at your 11 14
school? Not
conducted CBSE GSEB
0 (2)-5 55 | (3)-14 34.1
on regular
basis CBSE
(3)-6
TABLE: 3 Facilitators for implementing SBOHP amongst different educational boards.
Question Response ICSE | (%) CBSE | (%) | GSEB | (%)
P value
(33) 9) @7)
Which of Basic screening surveys 22 66.7 |5 55.6 | 16 59.3
following school-
based oral health School-based fluoride 1 33.3 0 0
programs have application programs 0.0051
been conducted in d 07 '
your school? Tooth-brushing &/or 0 4 ' 1 '
mouth-rinsing programs
Supportive funding 7 21.2 3 33.3 5 22.2
resources
Support from school 5 15.2 ) 22.2 4 14.8
administration
What prompted
your school to Co-operation from dental 14 42.4 1 111 10 37
establish oral institutes 0.2563
health initiatives
infrastructure to organize | 3 2 2
oral health camp
Active participation of 121 111 185
4 1 5
teachers
What have Appreciating the 16 485 |4 444 |6 22.2 | 0.0000
encouraged significance of school-
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parents to give
their consent for
school-based oral

based oral health
preventive programmes

health
programmes?

control protocols by
school

Transparency on the part 21.2 11.1 44.4
S 7 1 12

of school administration

Strict implication of 30.3 44.4 33.3

infection prevention and 10 4 9

TABLE: 4 Barriers for implementing SBOHP amongst different educational boards.

Question Response CBSE (%) GSEB | (%)
P val
(11) (14) value
Have you ever planned | Yes 11 100 14 100
to conduct school-based
oral health programmes
but it was unsuccessful? | nq 0 0
Lack of funding 8 724 |5 35.7
Unable to get consent from 1 9.1 ’ 14.3
parents
that we_re thf reasons Unable to get support from 9.1 28.6 | 0.3051
for its failure? higher authorities at local or 1 4
district level
Unavailability of dental 1 9.1 3 21.4
resources
What were the reasons Lack:f flundlng _and r_esources 3 27.3 10 71.4
for unwillingness of by school administration 0.0661
ist? - —
dentist? Very few interested participants | 8 727 |4 28.6
Lack of material to teach oral 18.2 429
2 6
health problems
What are the barriers in
implicating oral health No time available in weekly 63.6 35.7
L . 4 5 0.3716
education in curriculum | schedules
for school children?
Ignorance of oral health 18.2 21.4
. 2 3
importance by school staff
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edicing

455 21.4
Threat of COVID-19 spread 5 3
Virtual learning preference of 4 36.4 6 42.9
What were the barriers school & parents
to restart school-based
oral health programmes | Unwillingness of staff 0 0
after COVID-19
pandemic? Unwillingness of parent 0 0 0.0015
. 18.2 28.6
Constant changes in school
policies at district, state and 2 4
national levels due to pandemic
7.1
Prohibited opening of school by 0 1
governmental policies
Would you be interested 100 100
to reorganize school- Yes 11 14
based oral health
programmes, if barriers
get resolved? No 0 0
What can be possible Support and promotion by state 9.1 28.6
solution to breach the and territorial oral health 1 4
barriers of school-based | programmes
oral health programmes?
Organization of state 9.1 21.4
government funded oral health 1 3
programmes regularly
Proper implication of infection 4 36.4 ’ 14.3 | 0.0948
control protocols at school
Spread awareness about 9.1 21.4
importance of oral health among | 1 3
population
Compulsory alliance with dental 4 36.4 9 14.3
institute or personnel

4. Discussion

This is the first survey-based study to assess facilitators
and barriers to the implementation of school-based oral
health programmes among various educational boards
of Gandhinagar city, Gujarat. Schools are excellent

places to spread the word about oral health. The
majority of a person's youth and adolescence is spent in
a classroom. This is a critical stage in a person's life
when behavioural patterns are formed that may indicate
their future health status. Furthermore, at this age,
children can learn new information quickly. The earlier
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habits are formed, the greater the impact.* The
development of a healthy school environment may be
facilitated through oral health promotion, in addition to
assisting children in developing personal skills to
choose a healthy lifestyle.™ Oral health interventions in
schools with diverse levels of influence may serve to
advance oral health equity.®

The school board plays a vital role in planning
academic and co- curricular activities that shape the
overall development of an individual. The goals and
vision differ for each education board which influences
the strategies to improve academic and health results
among school staff, students, families, and the larger
community.** As a result, this study was conducted
amongst different educational boards.

Due to their ease of application, basic screening
surveys were the most popular type of SBOHP.
Parental awareness regarding oral health is inevitable
as family environment has a significant influence on
children's oral health.'> Teachers claim that they need
adequate tools that give students easy-to-understand
information that is precise and straightforward.
Teachers in North Carolina and Tanzania reported
similar perceptions of this barrier to teaching oral
health topics.!®'7 Health education materials are
acknowledged to be crucial tools for raising the
standard of the educational process, enhancing, and
expanding the verbal information provided by teachers
and dental professionals.’® Hence, it is crucial that
written materials intended for primary school students
use language appropriate for their reading ability while
presenting the best available scientific information.
The content should be entertaining and instructive in
order to encourage the youngster to understand the
health-related concepts and attitudes.*®

The most popular source of trustworthy information on
oral health that primary school teachers utilise when
creating oral health activities with their students is
school textbooks?, yet various educational boards have
different textbooks, which results in inequality. The
GSEB board, however, has recently begun to adhere to
the NCERT syllabus, resulting in a similarity between
the two boards that is evident in both barriers and
facilitators.

The decisions made by governments and other
policymakers about what is prioritised in regard to a
young person's education and societal demands have

always had an impact on the school curricula. There
was a tendency in some instances to "produce" through
education young people who were more suited to meet
the needs of the nation's economy.?' Health promotion
initiatives like school-based oral health programmes
cannot receive the attention and time they require due
to the growing emphasis on academics and the time
invested in that. Moreover, schools have a limited set
of resources that may not be sufficient to meet all of the
requirements needed to promote health. In order to
achieve this goal, the role and contributions of
healthcare professionals, the health sector, and public
health institutions are vital.

Prior to administering the SBOHP, it was crucial to
obtain parental consent for evaluation and therapy. In
this regard, the teachers played a vital role in assisting
the dental personnel, as they were in direct contact with
parents. The deployment of SBOHP would be
disrupted if consent was not obtained. This is in line
with a study conducted in London, where the authors
reported that despite the Dental Public Health team's
best efforts, some schools had trouble getting consent
forms back.?

Financial support is another extremely important factor
in the implementation of an oral health programme.
Children with untreated early childhood caries (ECC)
are more likely to live in areas with lower healthcare
expenditure per capita than children with treated ECC.
It demonstrates that optimal financial support should be
allocated to treat dental diseases.??  Furthermore
budget restrictions made it challenging for the dentist
to provide current oral health promotional materials,
and it also lowered their enthusiasm to carry out school-
based preventative programmes.?

COVID-19 has disrupted K-12 education and limited
children's access to oral health services and
programmes. School-based oral health programmes
provide an essential portal of entry for children to
receive preventive oral health services. It has also
instilled the threat of its spread, along with a number of
other factors such as schools using remote or virtual
learning, staff and parents not being prepared, constant
policy changes at the school district level, and local
policy changes that were barriers to the restart of
SBOHPs.?*

It is highlighted that the construction of a favourable
environment for the development of initiatives to
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promote oral health is significantly influenced by the
socioeconomic and cultural context of the family,
school, and community. Hence, when organising,
implementing, and assessing the success of oral health
education in schools, it is crucial to take into account
the context in which these activities are established.®
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