
Romanian Journal of Oral Rehabilitation 

Vol. 12, No. 2, April - June 2020 

 

313 
 

ASSOCIATION BETWEEN DENTAL TREATMENT NEEDS AND 

SOCIOECONOMIC STATUS IN SCHOOLCHILDREN IN IASI, 

ROMANIA 

Livia Bobu 
1
, Catalina Iulia Saveanu 

1
*, Carina Balcos 

1
, Magda Barlean 

2
, Irina 

Bamboi 
1
, Alice Murariu 

3
 

1
“Grigore T. Popa" U.M.Ph. - Iași, Romania, Faculty of Dentistry, Department of Oral and Dental 

Prevention; 
2
“Grigore T. Popa" U.M.Ph. - Iași, Romania, Faculty of Dentistry, Department of Oral and Dental 

Diagnosis; 
3
“Grigore T. Popa" U.M.Ph. - Iași, Romania, Faculty of Dentistry, Department of Community 

Dentistry; 

*Corresponding author; e-mail: catalina.saveanu@umfiasi.ro 

 

ABSTRACT 

The aim of the present study was to determine the dental treatment needs of schoolchildren aged 12 years in 

Iasi, Romania, and to determine whether there is a socioeconomic disparity in their distribution. Material and 

methods: the study cross-sectional included 402 schoolchildren aged 12 years. The children were clinically 

examined and the dental surfaces were scored using Full ICDAS criteria. Parents’ occupation, income and 

number of members in the family were considered to determine socioeconomic status (SES) of the family. 

Results: the most frequent treatment need was single-surface filling (2,06±2.18 teeth/subject), followed by 

multi-surface filling (0.93±0.75 teeth/subject) and endodontic therapy (0.31±0.16 teeth/subject). The treatment 

needs were much higher in the low SES group than in the high SES group (p < 0.01) and strong inverse 

correlations were found between SES and dental treatment needs. Conclusion: extensive preventive programs 

are needed to reduce the level of unmet dental treatment needs of schoolchildren in Iasi. 

 

Keywords: schoolchildren, socioeconomic status, dental treatment needs. 

 

INTRODUCTION 

 In most industrialised countries, an 

improvement in oral health represented by 

the systematic decline in dental caries was 

seen in the last two decades. However, in 

many developing countries, oral diseases, 

represented primarily by dental caries and 

gingivitis, continue to be major health 

problems among schoolchildren and 

adolescents, with caries affecting 

approximately 80% of them, while gingivitis 

is present in a majority of children and 

adolescents, worldwide (1). 

 Measuring health needs allows the 

evaluation of the impact of existing 

interventions, as well as monitoring 

epidemiologic trends. Health needs vary 

among countries and even within the same 

country; many of such variations are 

determined by demographic, social, cultural, 

economic and political conditions (2). 

On a population basis, many diseases 

demonstrate a strong association with 

socioeconomic status (SES) as people with 

higher social status experience better health. 

This is such a robust finding across so many 

diseases that the Institute of Medicine in the 

United States declared social factors to be 

‘critical determinants of health’ and 

emphasized the importance of including 

them in planning interventions (3). 

Over the past decades a large number of 

research reports have shown that dental 

caries is linked to social and behavioural 

factors (4). In a complex chain of causes that 

lead to an adverse health outcome, as is the 
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case in oral diseases, aetiological factors do 

not operate alone but display inter-relations 

and interactions and are additive in nature. 

Although researchers usually focus on 

behavioural determinants of oral diseases, 

information on socio-economic and cultural 

factors that are linked to certain behavioural 

patterns or lifestyles are equally important. 

The risk factor model for evaluation of oral 

health, as proposed by the WHO, includes 

distal socio-cultural risk factors such as 

education, occupation and income, as well as 

proximal factors related to use of oral health 

services and to modifiable risk behaviors 

such as oral hygiene practices (1). 

Assessment of oral treatment needs is 

important as it can help policymakers 

understand the distribution of population 

needs, allowing them to compare current 

approaches to dental care with actual 

treatment needs. It is especially important to 

identify the subgroups that have the greatest 

amount of unmet needs, in order to 

determine priorities for the most effective 

use of public resources (5). 

The aim of the present study was to 

determine the dental treatment needs of 

children aged 12 years in Iasi, Romania, and 

to determine whether there is a 

socioeconomic disparity in their distribution. 

 

MATERIALS AND METHODS 

The study was cross-sectional, clinical 

type and it was part of a larger project 

developed by the Discipline of Oral and 

Dental Prevention, entitled "Evaluation of 

oral health status of children aged 6 and 12 

years in Iasi, Romania" and conducted 

within the University of Medicine and 

Pharmacy "Grigore T. Popa" in Iasi. 

The study sample was selected using the 

probabilistic method, by stratification and it 

included 402 children aged 12 years 

(49.12% females and 50.88% males). The 

following criteria were considered for the 

selection of the study sample: children aged 

12 years; children attending schools in 

various districts of Iasi town; schools in 

which a dental office was available.  

Ethical approval was obtained from the 

Ethics Committee of the University of 

Medicine and Pharmacy "Grigore T. Popa" 

in Iasi. Approval was also obtained from the 

appropriate school authorities, as well as 

written parental consent for children 

participation in the study. Children also had 

the opportunity to accept or refuse 

participation. 

Examinations were performed in the 

dental offices in schools. A mouth mirror 

and a blunt probe were used and artificial 

illumination (light of the dental unit). The 

teeth were air dried before examination. The 

methods and definitions proposed by the 

World Health Organization (WHO) were 

used for data determination (6).  

The dental surfaces were scored using 

Full ICDAS criteria (7). Caries experience 

was assessed as the DMFT and DMFS 

indices. To complete the evaluation of dental 

treatment needs, other indices were taken 

into consideration, too, such as Treatment 

Needs Index (TNI) and Care Index (CI) (8).  

The TNI calculates the relationship 

between untreated decayed teeth, and teeth 

treated with restorations or extractions (due 

to caries): TNI=decayed teeth / (missing 

teeth+filled teeth). The CI estimates the 

proportion of teeth that have received 

restorative care: CI=filled teeth / DMFT x 

100. 

No x-ray examinations were used. Data 

from clinical examinations was recorded on 

special recording forms.  

Parents' occupation, income and number 

of members in the family were considered to 

determine the socioeconomic status of the 

family of origin (low, medium, high). 

Questions for this assessment were included 

in a larger self-administered questionnaire 
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addressed to parents. A balanced distribution 

of the subjects belonging to the three 

socioeconomic levels within the sample was 

ensured. 

Examinations were performed by three 

examiners, previously calibrated according 

to WHO methodology. The Kappa index had 

values ranging from 0.81 to 0.87. 

SPSS 17.0 was used for the statistical 

analysis of data. The statistical significance 

cut-off point p was set at 0.05; chi-square 

test was used for data comparison and 

correlation analysis was performed using 

Spearman test. 

 

RESULTS 

Dental caries prevalence on the 

permanent teeth of the examined 

schoolchildren was 73.8%, of which 4.4% 

was represented by incipient lesions (scores 

1 and 2 ICDAS) and 69.5% was represented 

by cavity lesions (scores 3-6 ICDAS) (Table 

1).  

Caries experience indices had an average 

value of 3.89 (3.23 SD) for the DMFT and 

5.84 (5.05 SD) for the DMFS, respectively. 

Of the components of the DMF index, the 

carious component weighted most (3.15 for 

DT and 4.37 for DS, respectively), followed 

by the restorative component (0.66 for FT 

and 1.08 for FS, respectively) and the 

extractive component (0.08 for MT and 0.4 

for MS, respectively). 

TNI had a mean value of 4.25 and CI was 

17% in the study sample. 

Table 1. Caries prevalence, caries experience indices, TNI and CI by socioeconomic status in the 

study sample 

Indicator Total SES p  

(95% CI) 
Correlation 

coefficient High Medium Low 

Caries 

prevalence 

   -D 1-2 

   -D 3-6 

73.8% 

 

4.4% 

69.5% 

44.2% 

 

10.6% 

33.6% 

79.8% 

 

2.2% 

77.6% 

97.4% 

 

0.4% 

97% 

0.040 

 

0.003 

0.005 

-0.583 

DMFT 

(mean ±SD) 

   -DT 

   -MT 

   -FT 

3.89±3.23 

 

3.15±2.89 

0.08±0.06 

0.66±0.58 

1.12±1.03 

 

0.16±0.09 

0.00±0.00 

0.96±0.98 

4.33±4.45 

 

3.69±3.71 

0.09±0.06 

0.55±0.48 

6.14±6.22 

 

5.60±5.38 

0.15±0.12 

0.39±0.21 

0.003 

 

0.001 

0.005 

0.042 

-0.625 

 

DMFS 

(mean ±SD) 

   -DS 

   -MS 

   -FS 

5.84±5.05 

 

4.37±4.21 

0.4±0.25 

1.08±0.95 

1.32±1.12 

 

0.18±0.21 

0.00±0.00 

1.14±1.03 

6.03±5.82 

 

3.97±3.76 

0.45±0.31 

1.61±1.22 

10.17±9.83 

 

8.96±8.18 

0.75±0.66 

0.46±0.21 

0.002 

 

0.001 

0.004 

0.044 

-0.782 

TNI 4.25 0.17 5.76 10.37 0.003 -0.812 

CI 17% 85% 12% 6% 0.008 0.623 
SD=standard deviation 

 

Significant differences were found 

according to socioeconomic status and 

strong correlations were observed between 

dental health indicators and SES. Caries 

prevalence was 44.2% in the high SES group 

and 97.4% in the low SES group (p< 0.05; r 

= -0.583). The DMFT index was much 

higher in the low SES group (6.14±6.22) 

than in the high SES group (1.12±1.03) (p < 

0.01; r = -0.625). For children in the high 

SES group, the DT component was much 

lower (0.16±0.09) than for children in the 

low SES group (5.60±5.38) (p < 0.01), while 

the FT component was much higher 
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(0.96±0.98) than for children in the low SES 

group (0.39±0.21) (p < 0.05). The TNI was 

0.17 in the high SES group and 10.37 in the 

low SES group (p < 0.01; r = -0.812). The 

CI was 85% in the high SES group and 6% 

in the low SES group (p < 0.01; r = 0.623). 

Single-surface filling represented the 

most frequently needed dental treatment in 

the study sample, required by a mean of 

2.06±2.18 teeth per subject (Table 2), 

followed by multi-surface filling (0.93±0.75 

teeth/subject) and endodontic therapy 

(0.31±0.16 teeth/subject). Other dental 

treatment needs were represented by 

preventive treatments (remineralization or 

dental sealants), crowns or tooth extraction. 

Table 2. Dental treatment needs in the study sample by SES 

Treatment 

need 

No. of teeth/subject 
p 

(95% CI) 

Correlation 

coefficient 
Total  

(mean±SD) 

High SES Medium 

SES 

Low SES 

Single-surface 

filling 
2.06 

±2.18 

 

0.10 

 

2.28 

 

 

3.80 

 

0.005 

 

-0.782 

Multi-surface 

filling 

0.93 

±0.75 
0.06 1.26 1.47 0.006 -0.612 

Crown  
0.10 

±0.08 
0.00 0.10 0.20 0.004 -0.668 

Endodontic 

therapy 

0.31 

±0.16 
0.02 0.28 0.63 0.006 -0.607 

Tooth 

extraction 

0.06 

±0.02 
0.00 0.05 0.13 0.005 -0.711 

Preventive 

treatment 

0.19 

±0.11 
0.03 0.16 0.38 0.009 -0.586 

SD=standard deviation 

 

Strong inverse correlations were found 

between dental treatment needs and SES. 

Single-surface fillings were needed by a 

mean of 0.10 teeth/subject in the high SES 

group, 2.28 teeth/subject in the medium SES 

group and 3.80 teeth/subject in the low SES 

group (p < 0.01; r = -0.782). Multi-surface 

fillings were needed by a mean of 0.06 

teeth/subject in the high SES group, 1.26 

teeth/subject in the medium SES group and 

1.47 teeth/subject in the low SES group (p < 

0.01, r = -0.612). Crowns and tooth 

extraction were not needed in the high SES 

groups, but were required by a mean of 0.20 

and 0.13 teeth/subject, respectively, in the 

low SES group. 

 

DISCUSSION 

 From an epidemiological point of view, 

the study of health needs in general (and oral 

health in particular) across different 

population groups allows focusing of human 

and financial resources to solve health 

problems (2). 

Despite a general reduction in dental 

caries in all ages, studies show that it 

remains high during adolescence since 

approximately 60 to 90 percent of school-

age children suffer from dental caries in 

developing countries (9). The results of the 

present study were in line with this 

observation, as caries prevalence was 73.8% 

in the study sample. Mean DMFT was 

relatively high, with the untreated decay 

component being the most important factor. 

Consequently, there were substantial unmet 

treatment needs. 

However, the distribution of caries and 

treatment needs was uneven in the study 

group, and significant differences were 
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found in this respect according to 

socioeconomic status. Caries prevalence was 

more than two times higher in the low SES 

group (97.4%) than in the high SES group 

(44.2%) and caries experience index DMFS 

was 10.17 in the low SES group, compared 

to 6.03 in the medium SES group and 1.32 

in the high SES group. The situation was 

best illustrated by the distribution of TNI in 

the study sample, ranging from 10.37 in the 

low SES group to 0.17 in the high SES 

group (strong inverse correlation) and of CI, 

ranging from 85% in the high SES group to 

6% in the low SES group (strong direct 

correlation). 

Studies have obtained clear evidence that 

children with lower SES and caries 

experience are at increased risk of having 

untreated decay and higher treatment needs. 

These were the results of the present study, 

too: the number of teeth/subject needing 

single-surface filling was 38 times higher in 

the low SES group than in the high SES 

group and the number of teeth/subject 

needing multi-surface filling was 24 times 

higher in the low SES group than in the high 

SES group. Treatment needs for more 

advanced caries lesions (crowns and tooth 

extraction) were not found in the high SES 

group, but were needed by 0.20 and 0.13 

teeth/subject, respectively, in the low SES 

group. 

The results of studies developed in other 

countries are similar to our results: people 

with better socioeconomic position had 

fewer treatment needs for dental caries, 

lower experience of dental extractions, and a 

higher experience of receiving restorative 

care (10, 11). It was observed that children 

living in homes with a monthly family 

income of more than the national average 

had less chance of presenting curative dental 

needs. It is known that underprivileged 

families have less access to broader and 

better health information, fewer resources to 

buy and replace oral hygiene aids, and fewer 

favorable conditions to make healthier 

choices, including dietary choices and access 

to dental care (12, 13, 14, 15). 

Studies have shown that household 

overcrowding had an inverse relationship 

with healthy habits of nutrition and hygiene, 

oral health-related quality of life and were 

predictors of traumatic dental injuries in 

children and adolescents. Overcrowding 

may have both direct and indirect effects on 

the general and oral health of the members 

of families (16, 17, 18, 19). 

This distinction between untreated decay 

(i.e., DT) and decay regardless of treatment 

status (i.e., DMFT) is important, because 

strategies designed to reduce the disparity by 

removing barriers to receiving treatment 

may not be effective in reducing the 

disparity in caries experience. 

The SES disparity in caries experience 

may be partially accounted for by individual 

oral hygiene behaviors, such as tooth 

brushing and flossing, and preventive 

interventions, such as sealant use, fluoride 

exposure, and recency of dental utilization. 

However, findings from children and adults 

studies suggest that interventions targeting 

these oral hygiene behaviors and preventive 

interventions in adolescents will not reduce 

the disparity in caries (20). 

Social epidemiology has consistently 

studied health inequalities, that is, that 

people from better socioeconomic position 

have better levels of health, but the exact 

mechanism underlying this link is not well 

understood. It remains unclear through what 

pathways the SES disparity in caries 

experience occurs. Identifying these 

pathways is important in creating preventive 

interventions, and future research should 

address this issue (3). 
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CONCLUSION 

The results of the study show that 12-

years old schoolchildren in Iasi have an 

uneven distribution of dental treatment 

needs, according to the socioeconomic status 

of their family of origin. Children with low 

SES have little experience of restorative 

treatment and higher unmet treatment needs 

than children with high SES. This suggests 

that it is necessary to expand programs 

aiming at the prevention of dental caries and 

to put special attention on the differences 

concerning SES and access to dental care. 
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