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1. Introduction 

Anxiety may be defined as a state or feeling of uncertainty associated with the unknown or known previous negative 
expenses or influences [i]. Fear and anxiety are highly interchangeable terms. Fear has been defined as a physiological, 
behavioural and emotional response to a feared dental stimulus. Anxiety is a feeling of dread or worries focused on, yet 
temporarily before, exposure to the feared stimulus. The main difference between severe dental fear and dental phobia is 
related to the impact it has on healthy functioning [ii]. Anxiety experience is a universal human phenomenon. Studies have 
shown a worldwide prevalence of dental anxiety to varying between of 3-43% [iii]. An Australian study showed that the 
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Abstract: 
Objective: To determine the relationship between parental anxieties associated with past dental experiences and children’s 
caries experience in 3-5-year-olds. 
Design: A descriptive cross-sectional study. 
Setting: The study was conducted within the urban Nairobi city in Kenya at the School of Dental Sciences-University of 
Nairobi Dental Hospital, Kenyatta National Hospital (K.N.H) -Dental Clinic, and the Lady Northey Children’s Clinic 
Subjects: The study population was purposively sampled and involved 330 children aged 3-5 years and the accompanying 
parents/guardians. Parental anxiety was measured using the Modified Dental Anxiety Scale, and dental caries was measured 
using the dmft index. 
Results: Prevalence of high anxiety was 3.9%;  among those with high anxiety 12 (92.3%) were mothers,  1(7.7%) were 
fathers, however, none of the guardians had any high anxiety. High dental anxiety was found among those in the <30 year-
age group 6 (5%). Also, parents in formal employment 5(7.2%) and with tertiary education 5 (10.2%) also had high dental 
anxiety. There was no relationship between parental concern and previous clinical experience (p=0.40). Similarly, no 
association between parental/guardian anxiety and history of previously visiting a dentist or not was obtained (p=0.09). 
However, parents/guardians were accurately able to rate their anxiety correctly (p=0.00).  
Prevalence of dental caries was 93.6% while the caries experience as mean dmft was 8.14. The untreated component of decay 
was high with a decay component of  7.27, the mean missing component was 0.80, and the mean filled part of 0.06. The 
decrease in caries experience was found to increase with age, and this was statistically significant (p=0.01). The association 
between parental anxiety and the children's caries experience was not significant  (p=0.42). The caregiver’s past negative or 
positive experiences did not influence the severity and prevalence of the children in all the age groups. 
Conclusion: There was a low prevalence of high anxiety 3.9% associated with past dental experiences. However, high anxiety 
was observed in mothers, the younger parents, those with higher education as well as those in the formal employment. There 
was a high dmft score of the children of 8.14 with the decay (d) component contributing a higher proportion of 7.27, and the 
decay was highest in the younger age group of three years. However, there was no relationship between dental caries 
experience and the parental dental anxiety. Nor was there any relationship between the past positive or negative experiences 
of the caregivers and children’s dental caries experience. 
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prevalence of dental fear was 16.1%, with the same research reporting higher levels of dental anxiety among females than in 
males [iv].  In Saudi Arabia, levels of dental anxiety have been reported in 5% of all dental clinic attendees [v] while in Toronto, 
the prevalence in the population was 16.4% [vi] and in Turkey, 21% of adults had dental anxiety [vii].  It has also been that 
reported there is a variation in prevalence of between 6-15% [viii]. The reported age of onset of anxiety was as follows:  

childhood onset was 50.9%  while 22.0% onset was observed in adolescence, and 27.1% in adulthood [vi].   
Since dental anxiety is involved with a multifactorial aetiology, studies that examine the reasons for the development 

of dental anxiety face numerous problems. Subjects from varied socio-economic and cultural backgrounds are exposed to 
different dental experiences during childhood and early adolescence. Thus, it is almost impossible to define the primary cause 
in the development of dental anxiety [ix]. 

Other reasons of fear of a dentist are fear of the unknown, embarrassment about the current condition of teeth, fear of 
the dentist’s drill, dental injection [x], and horrific stories from friends about traumatic experiences, the cost of treatment and 
risk of cross-infection, especially to HIV infection. [xi]. 

Anxiety has been attributed to occur as a result of frightening comments or information made by other children and 
adults. In fact, such information constitutes essential reasons found to keep some adults from visiting a dentist [xi].  To bolster 
this assertion, dental patients who are fearful have been seen to come from families who have had unpleasant experiences, 
especially where these fears are typically expressed. A Dental Phobia Study among the Saudis reported that patients with 
dental fear had a more significant family history of dental phobia [xii].  Research carried out, similarly revealed that a family 
history of dental anxiety was predictive of dental fear in children [xiii].    

Maternal dental fear has been reported to be an essential aetiological factor in the development of dental fear in 
children [xiv]. By body language, a mother may unknowingly transmit her anxiety to the child [xv]. Mothers who tend to have a 
negative attitude may have had past negative experiences in life or a dental office. A negative attitude may be due to a lack of 
knowledge and information about the specific dental procedure as was found in a study in Nigeria that reported 63.7% of 
mothers had never attended a dental clinic [xvi].  Among the 6-year-olds, father's education positively modified the effect of a 
child's caries experience and child dental fear [xvii].  Individual who are dental phobic are also widely affected by dental 
anxiety  

Dental anxiety may manifest in five different ways: physiological disturbance; behavioural changes. Also,  as cognitive 
changes, alterations in health and of social roles. The nature of the impact of dental anxiety varies at different times. The effect 
is most significant immediately before and on the day of the dental appointment [xviii].  Physiological effects include signs and 
symptoms of the fright response and feelings of exhaustion after a dental office visit.The impact on cognitive change may be 
negative thoughts, beliefs, and fears.  Behavioural effects may also include avoidance. It may also affect behaviours related to 
eating, oral hygiene, self-medication, crying, and aggression. The main impact of dental anxiety on general health was as a 
consequence of sleep disturbance [xviii].   

Studies have shown that those experiencing high levels of dental anxiety were among those with the poorest oral 
health [xix]. This anxiety causes patients not to present for check-ups or worse present only when the condition has 
deteriorated, and pain is the only reason that they visit the dentist. Similarly, parents may take their children late to the clinic 
as a result of their fear [xx, xxi]. Anxiety has been related to avoidance of or flight from dental treatment, even when treatment 
is essential, thus affecting the oral health of the individual [xxii]. However, pediatric patients sometimes have no choice or say 
in the matter and are taken by their parents. Few studies are available in the literature on parental dental anxiety and caries 
prevalence in their children. However, it has been demonstrated that there is a high positive association between maternal 
dental anxiety and children’s dental caries experience [xxiii] also, parents with dental anxiety have children who are caries 
active [xxiv]. Anxious children have been shown to more likely have anxious parents, these same children with anxious 
parents were sporadic, irregular attendees, who regularly presented with the symptomatic presentation of pain and had 
undergone dental extraction in the past [xx, xxi].  

If this fear is not addressed, it tends to persist into adulthood thus leading to an increase in the frequency of missed or 
canceled appointments and patients making only emergency dental visits [xxv].   

The reasonably high prevalence of dental fear in the population and the associated impact of dental fear, there are 
clear clinical implications for oral health professionals regarding both fear identification and treatment. Also, studies on 
parental anxiety and dental caries have not been carried out in Kenya. It is essential that dentists and allied staff anticipate and 
are trained to identify anxious parents and patients. After identification, a fearful patient may require extra or extraordinary 
measures to ensure successful completion of a course of care. Such means may involve providing additional control about the 
dental procedures, providing more information, taking breaks during the methods and use of distraction techniques. 
 
2. Materials and Methods 
 
2.1. Study Area 

The study was a descriptive cross-sectional study. A purposive sampling was used, and three public dental clinics 
were selected. The study was conducted within the urban Nairobi city in Kenya at the School of Dental Sciences-University of 
Nairobi Dental Hospital, Kenyatta National Hospital (K.N.H) -Dental Clinic, and the Lady Northey Children’s Clinic. The study 
population involved children aged 3-5 years and the accompanying parents/guardians. There has been reported a prevalence 
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of bad behaviour of 60% in children whose mothers had had previous unpleasant experiences [xxvi]. Using this prevalence of 
60%, at a confidence interval of 95%, or 5% degree of accuracy and using the formulae below the calculated sample size for a 
sample of >10,000 was 319.The minimum sample size calculated was 319. However, 330 children and their accompanying 
parents/guardians were involved the added numbers were to cater for attrition if any. All children and parents/guardians who 
met the inclusion criteria during the duration period of two months for data collection were included in the study. 
 
2.2. Instruments for Data Collection 

The caregiver respondents who met the inclusion criteria had a self-administered semi-structured questionnaire for 
data collection on socio-demographic information, previous clinical experience. In the case where the questionnaire for 
assessing parental anxiety was not explicit, the first author explained, clarified or translated aspects of the questionnaire to the 
parents who did not understand particular issues of the questions. Parental anxiety was measured using the “Modified Dental 
Anxiety Scale.” The modified dental anxiety scale divided the respondents into two categories of low and high anxiety. The 
questionnaire was administered to the parent before the child was treated by qualified dentists who were working in the three 
public dental clinics. The investigator did not participate in any form of treatment rendered to the child. The investigator 
observed the behaviour of the children using the Frankel Scale during different types of treatment.  A Clinical examination 
form was used to record the child’s caries experience using the dmft index. Clinical examination was carried out using sterile 
dental mirror and probe. Oral examination was carried out using the light from the dental chair, however, where this was 
unavailable natural light was used. Pre-coded clinical forms were used to collect data on behaviour and dental caries for both 
the caregivers and the children  
 
2.3. Validity and Variability 

Data validation for Intra and Inter-examiner variability and reliability was obtained by the calibration of the principal 
investigator. The calculate inter-examiner reliability and the Cohen’s Kappa score of 0.95 was obtained for child behaviour. For 
dental caries, Cohen’s Kappa score was 0.89 which was considered as accurate. The intra-examiner variability was obtained 
through the pre-testing of the study instruments, tools and corrections done. The first ten cases were examined, and after that, 
a repeat examination was done on every tenth subject and data from the repeated instances had the Cohen’s Kappa score of 
0.91 was obtained for dental caries which showed right consistency.    
 
2.4. Data Analysis 

The data were analysed using statistical package for social sciences [SPSS] 17.0[SPSS Inc., Chicago, Illinois, USA]. Data 
was cleaned by checking frequencies and re-entering missing data. The information obtained from the data analysis was 
presented as descriptive statistics in the form of frequency tables and charts. Computations were done to calculate mean dmft, 
parental anxiety and child behaviour. Relationships found were tested using appropriate inferential statistics, Mann Whitney 
Rank, Kruskal Wallis one-way ANOVA, and Pearson Chi-square tests, all tests at a p-value ≤0.05. 

Ethical approval was obtained from the Ethics and Research Committee of the University of Nairobi and Kenyatta 
National Hospital, Kenya. Authority to carry out the study was derived from all the government administrative bodies. 
Informed consent was obtained from the parents/caregivers, and children’s assent obtained. Confidentiality was maintained 
and information received was only used for the study and the benefit of the community. 
 
Results: Out of the 330 parents/guardians interviewed, 317 (96.1%) had low anxiety while 13 (3.9%) had high anxiety (Fig. 
1). 
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Figure 1: Level of parental anxiety 

 
The highest number of parents/guardians with low anxiety included those who were ≥40 years among whom 32 

(100%) had low anxiety and none with high anxiety. By comparison, those in the ≤30 year-age group 6 (5%), had higher levels 
of anxiety than those in the 30-40 year-age group 7(4%). (Fig. 2.)  That mothers had more anxiety than fathers with 12 (4.8%) 
of mothers have had high anxiety as opposed to 1(1.8%) of fathers. None of the guardians had high anxiety. Anxiety varied 
with the educational level of parents/guardians. As educational level increased so did the proportion of those with high 
anxiety. Those with no education or primary education did not have high anxiety, while those with secondary level of 
education had 8 (4.8%) with high anxiety and those with tertiary education had 5 (10.2%) with high anxiety. About 
occupational status caregivers with formal occupation had more anxiety than those with non-formal or those unemployed. The 
caregivers who had high anxiety were one (0.9%) who was unemployed, 7(4.6%) who had non-formal employment and 
5(7.2%) had formal employment, Figure. 
 

 
Figure 2: The Parental anxiety about the social demographic variables of the parent 

 

317 (96.1%)

13 (3.9%)

Level of Parental Anxiety

High Anxiety

Low Anxiety
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Of the parents/guardians who had visited a dentist before, the majority of 224 (94.9%) had low anxiety while only 12 
(5.1%) had high anxiety. Among those who had never visited a dentist before the majority of 93 (98.9%) with low anxiety and 
only 1 (1.1%) had high anxiety. The finding was not statistically significant (χ2 = 2.87, d.f 1 and p=0.09) as is depicted in Table 
1. About previous dental visit experience, those who had had a negative dental experience had more parents 5(6.8%) with 
high anxiety as opposed to 7(4.3%) who had high anxiety and a positive dental experience. This was not statistically 
significant (χ2 = 0.70, d.f 1, p=0.40). (Table 1.). 
 

Variable Number of respondents Low Anxiety (%) High Anxiety (%) Pearson Chi 
(χ2)   Test 

Previous visit to a dentist Yes   (n=236) 94.9% 5.1% χ2=2.87 
p=0.09 No  (n=94) 98.9% 1.1% 

Past Dental 
Experience 

Positive   (n=163) 95.7% 4.3% χ2=0.70 
p=0.40 Negative  (n=73) 93.2% 6.8% 

Table 1: The pattern of parental/guardian anxiety according to previous clinical experience 
 

The parents who rated themselves as having low anxiety 141(100%) had low anxiety on the investigation. On the 
other hand, those who rated themselves to have high anxiety only 28(84.8%) had low anxiety, and 5(15.2%) had high anxiety 
on the investigation. This was statistically significant since χ2 = 17.33, d.f 2 and p=0.00. (Table 2)    
 

Variable Number of respondents Low Anxiety 
( %) High Anxiety (%) Pearson Chi 

(χ2)  Test 

Self-Rating of parental 
anxiety 

Low (n=141) 100.0% 0.0% χ2=17.33 
p=0.00 

 
Medium (n=156) 94.9% 5.1% 

High (n=33) 84.8% 15.2% 
Table 2: Parental anxiety when self-rating of own anxiety 

 
There was a total of 330 children, and an equal number of parents/guardians were involved in the study, and only 21 

(6.4%) were caries free. Hence the overall caries prevalence was (94%). When the caries prevalence was considered by age 
group, the prevalence of caries among the 3-year-olds was (95.5%), while among 4-year-olds caries prevalence was (97.5%) 
and the 5-year-olds had a prevalence of (90.5%).  

The mean decayed component was highest amongst the 3-year-olds at 8.55 and lowest among the 5-year-olds at 6.47. 
The five-year-olds had the most missing mean component of 0.80 as opposed to the 3-year-olds that had the least of 0.55. 
Whereas regarding the mean filled part the 3 and 4-year-olds had the highest mean of 0.09 and the five-year-olds the least 
mean of 0.03. The differences in the mean dmft by age group were was statistically significant with a Kruskal Wallis, Chi-
square =5.94, d.f 2; p=0.01 at 95% CL. (Table 3.) 
 

Variable (N) Decayed 
Mean 

Missing 
Mean 

Filled 
Mean Dmft Mean Kruskal Wallis 

Test 

Age 
3 yrs 
4 yrs 
5 yrs 
Total 

 
44 

118 
168 
330 

 
8.55 
7.94 
6.47 
7.27 

 
0.55 
0.81 
0.86 
0.80 

 
0.09 
0.09 
0.03 
0.06 

 
9.16 
8.84 
7.38 
8.14 

 
 

χ2=5.94 
p=0.01 

 
 

Table 3: Mean dmft according to age 
 

The Boys had a lower prevalence of (93.1%) compared to girls who had a caries prevalence 94.2%. The mean dmft of 
the children examined was 8.14 ±5.34. There was a decrease of mean dmft with an increase in age among 3, 4 and 5-year-olds 
which was 9.16 ± 5.59,  8.84 ± 5.59 and 7.38 ± 5.02 respectively. In this study, the boys had a higher dmft mean of 8.32 ± 5.56 
than girls whose dmft mean was 7.94±5.12, Figure 2. The mean decayed component in boys was 7.48, and a lower mean of 
7.04 was in girls. The missing mean component was similar to the boys and the girls at 0.80. However, the girls had a higher 
mean filled portion of 0.77 in comparison to that of boys which were 0.46 and this difference was not significant Mann 
Whitney  U, Z=13170  df 1, p=0.64(p≤0.05). (Fig.3) 
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Figure  3: The mean dmft by gender of the children 

 
There was an increase in child dmft when the parent/guardian anxiety became more severe. Parents/guardians with 

low anxiety their children had the lowest dmft of 8.10±5.36 while those parents with high anxiety their children had highest 
dmft of 9.08± 5.30. The mean decayed component was lower at 7.25 in children whose parents had low anxiety as opposed to 
those with high anxiety with a mean of 7.77. The mean missing portion was below  0.77 in children whose parents had high 
anxiety and 0.80 in parents with low anxiety. The mean filled component was also small at 0.04 in children whose parents had 
low anxiety as compared to 0.54 in parents with high anxiety. However, there was no statistically significant difference with a 
Mann Whitney U,   Z =1788, d.f 2,   p=0.42 (p≤0.05). (Table 4.) 
 

Variable (N) decayed 
mean 

missing 
mean filled mean mean dmft Mann Whitney U Test 

 

Parental Anxiety 
Low 
High 

 
 

317 
13 

 
 

7.25 
7.77 

 
 

0.80 
0.77 

 
 

0.04 
0.54 

 
 

8.10 
9.08 

 
 

U=1788 
p=0.42 

 
Table 4: Caries Experience and parental anxiety 

 
There were more parents with previous negative experiences, and their children had higher mean dmft 8.68 ±5.42 as 

compared to those with a past positive experience whose children had a dmft mean of 7.83 (± 5.10 Figure 4.  It was noted that 
parents who had past negative dental experiences had children with a higher mean decayed component of 7.86, a high mean 
missing part of 0.74 and also a high mean filled component of 0.08. However, children of parents with a positive previous 
dental experience had a slightly lower decayed portion of 7.02, missing 0.73 and filled with 0.07. The aggregate mean dmft was 
7.83. The difference in the dmft of children for parents with either a positive or negative past dental experience was not 
significant with a Mann Whitney U, Z=5468 d.f 1, p=0.29). (Table 5). 
 

Variable (N) decayed 
mean 

missing 
mean 

filled 
mean mean dmft Mann Whitney U Test 

 

Past Dental 
Experience 

Positive 
Negative 

 
 

73 
164 

 
 

7.02 
7.86 

 
 

0.73 
0.74 

 
 

0.07 
0.08 

 
 

7.83 
8.68 

 

 
 

U=5468 
p=0.29 

 
Table 5: Parental previous dental visit experience about the caries experience of the children 

 

7.7

7.8

7.9

8

8.1

8.2

8.3

8.4

Male Female 

Disribution of dmft by gender for boys and girls  aged 3-5 years 
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3. Discussion 
The total prevalence of high anxiety for the parents in this study population was 3.9%. Locker et al. 1999 [xxvii] 

reported a prevalence of 4.4% while Eli et al. 1992 [ix], published a prevalence of between 6-15% amongst adults. These 
results were similar to those of this study which reflect that anxiety is a Universal phenomenon but of low prevalence. 
However, the lower prevalence could also have been as a result of the fact that the parental population was assessed in the 
clinic which signifies that they ideally have less anxiety since they presented themselves and their children to the clinic 
without succumbing to their anxiety. 

In this study the mean anxiety score of 9.58 for mothers while the fathers had an anxiety mean rating of 7.85. Folayan 
et al. 2002 [xxviii] in Nigeria reported a mean anxiety score of 9.40 for mothers and a mean score of 8.38 for fathers. The 
finding was similar to the present study and can be attributed to a similar cultural background between the two African 
populations. Mothers have been found to have more anxiety, and this has been seen to correspond with the fact that women 
are significantly more anxious than the males. 

Within the mothers interviewed 12 (4.8%) had high anxiety, of the fathers, questioned only 1(1.8%) had high anxiety 
and none of the guardians had any high anxiety. In Nigeria, Folayan et al. 2002 [xxviii] reported 7.5% of mothers and 1.2% of 
fathers having high anxiety. Doerr et al. 199945 in U.S.A [xxix] found a prevalence of 13.8% of females to have high anxiety and 
5.6% for male patients. The disparity in distribution in this study from the Nigerian research can be explained by the fact that 
Folayan et al. 200244 had a smaller sample size of 53 mothers and 35 fathers. Hence, may not have been a representative 
sample size. Also, the tool of assessment was different since the Dental Anxiety Scale was used as compared to the Modified 
Dental Anxiety scale in this study. Higher prevalence of U.S.A can be attributed to a higher dental experience exposure in the 
U.S.A as opposed to our current setup.  

The highest proportion of parents with high anxiety 7( 4.0%) was from the 30-40-year-old group which was different 
to a study by Doerr et al. 199945 in U.S.A [xxix] who found that those with high anxiety fell in the <30 year age group. Local and 
regional studies could not be found. However, international studies show that the younger groups have the highest dental 
anxiety. It is the experiences that we obtain at an early stage that becomes an internal representation that affects behaviour as 
was argued by Bowden in the Attachment Theory [ix].  Locally, the treatment-seeking behaviour is usually at an older age 
hence the younger population may not be all that exposed to the clinic as the older generation.  

The anxiety of the parents/guardians varied among educational level in this study. As educational level increased so 
did the proportion of those with high anxiety. The relationship between the increase of education and anxiety was different 
from a U.S.A study [xxix] whereby fewer years of education reflected a higher anxiety prevalence. In our setup, the less 
educated do not know can be implied to have a lack of adequate dental knowledge and lack of dental practice exposure. The 
difference inadequate dental knowledge this study is in contrast to U.S.A where the uneducated do have some form of 
education and may not be necessarily ignorant. Therefore, in our setup more education reduces ignorance hence the anxiety 
increases, unlike in U.S.A where more knowledge alleviates anxiety as opposed to dental ignorance. Berggren et al. 1984 [xxx] 
argued that low education creates a social embarrassment to the patient since they are anxious about how to communicate to 
a highly educated dentist.  

Concerning employment status levels anxiety, those who were employed had higher levels of anxiety than those 
unemployed, with those in the formal employment having had the most anxiety. A similar distribution was also observed with 
regards to education levels, and it has been found that education was directly related to employment. Studies internationally 
have not compared anxiety to employment, but have compared it to income earning. Doerr et al. 1999 [29] showed that there 
was a significant inverse relationship between income and dental anxiety. In our setup employment and education are closely 
related hence the same argument as that of education applies. 

There was a lack of relationship between parental/guardian anxiety with whether they had visited a dentist 
previously or not. Similarly, there was no relationship between their anxiety and whether they had had a previous negative or 
positive experience. Similar findings were reported by Heaton et al. 2007 [xxxi] among a female population, whereby they 
demonstrated that previous experience or expectations did not influence anxiety. The lack of association between previous 
experience and dental anxiety may be attributed to the fact the dental anxiety is inherent and not dependent on past 
experiences. 

A significant relationship was established between how parents rated their anxiety and to how they actual scored on 
the anxiety scale. A similar finding was reported by Heaton et al. 2007 [xxxi] where there was a significant association between 
self-reported and observed measures of dental anxiety, despite an overall low level of anxiety. 

The overall prevalence of dental caries in the study population was 93.6% and mean dmft of 8.17. The prevalence of 
93.6 is two times higher than the Kenya national prevalence of 46.3% [xxxii] while the dmft in this study was 8.14 in 
comparison to the national survey reported mean dmft of 1.87 for five-year-olds. Thus in the current research, the caries 
experience is 4.4 times higher. The difference between the present study and the oral health national survey may be attributed 
to differences in methods of sampling and the sample size. The present study used convenient sampling including all children 
whose parents were seeking dental treatment, and this created a bias of high caries prevalence being reported. The national 
survey they sampled children from urban peri-urban and rural communities. Also, there is a difference in the sample size for 
five-year-olds were 717 (32.2%) children out of 2279 children aged between 5-15 years who participated in the  national 
survey [xxviii]  
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However, a recent by Ogada et al. [xxxiii] has reported slightly higher prevalences of 62.7% in a study group 276 
children aged  36-59-month-old children with a mean dmft of 3.19 (SD 3.96) which is 2.6 times lower than what we have 
found in this study. His study was based on a rural setup which explains the difference in prevalence.In Uganda, a prevalence 
of 64% and a dmft of 1.7 while a prevalence of 94.4% was reported in Saudi Arabia [xxxiv, xxxv, xxxvi, xxxvii].  

Prevalence of dental caries among girls at 94.2% was higher than in boys at 93.1% which is similar to findings 
reported locally and regionally. [xxxviii, xxxix] This could be explained by the fact that girls are more prone to cariogenic foods 
than boys as a result of their snacking patterns. Also, Kenya girls of African descent have an early eruption of the dentition 
compared to the boys by up to10months [xl]. Th early erupting of the teeth may also be a contributory factor since the teeth 
are exposed for a longer time in the mouth to risk factors.  

Notably important was the fact that a significant component of dmft was contributed by a considerable proportion of 
the decayed portion. There are several reasons which may account for this, ranging from poor public dental awareness, the 
high cost of dental treatment. A lack of accessible and adequate dental facilities for treatment, and negative attitude towards 
dental treatment. 

Boys had a higher dmft than girls with a mean of 8.32 and 7.95 respectively. The high prevalence observed in the boys 
contradicts the national oral survey where the dmft for the girls was 1.7 times higher than the boys who had a dmft/DMFTof 
0.82[xxxiii]. The missing component was similar for both boys and girls. However, the girls had a higher mean filled part than 
the boys. The difference in caries experience between girls and boys may be as a result of socio-cultural factors, whereby girls 
and their parents may be more meticulous in their hygiene and thus better oral care. Girls also mature earlier than boys and 
usually attain a higher level of responsibility.  

As, the children, grew older the caries experience differed among the age groups, with a general decrease in the dmft 
mean. The 5-year-olds had the lowest mean in the filled component and the highest mean missing part than the 3 and 4-year-
olds. In the current study, this was statistically significant. The difference between the filled and missing portions was, 
however, different from previous studies where the trend is to have an increase in dmft as the age increases[xxxviii]. The rise 
in dmft could also be as a result of the disproportionate distribution of children among the age groups. There were more 
children in the 5-year old age group as compared to the minority in the 3-year-old age group. Thus, this distribution would 
give bias to the fewer 3-year-olds making them seem to have a higher dmft score. 

In the current study parents that had low anxiety had children with the least dmft score. The decayed was higher in 
children whose parents had high anxiety and also had a higher filled component than those of parents with low anxiety.   Lahti 
et al.  found that a higher level of parental dental anxiety was found among caries-active children [xxiv]. The higher level of 
parental anxiety has been associated with active caries in their children, and this finding was not observed in this study. The 
reason it may not have been significant that in this study sample population had very few parents who were representative of 
high parental anxiety.   

Similarly, parents who had had experiences negative dental experiences had children with highest dmft scores, mean 
decayed component, mean missing part and mean filled the part. It is this same parent with previous negative experiences that 
significantly higher dental anxiety. This situation is similar to that of Lahti et al. since those with past negative anxiety were 
those with high parental anxiety[xxiv].  

Parents with low anxiety would be more likely to bring their children for a regular dental checkup compared to the 
parent with high anxiety. The children who are brought in for dental checks will be more likely to develop positive behaviour 
towards dental procedures and also have preventive procedures done as well as have the early treatment done. Parents with 
high anxiety can transmit this to their children. In turn, they will have negative behavour are challenging to treat, and thus the 
caries experience will be to a more significant extent. Such children when not carefully handled so that they can deal with their 
fears and develop low anxiety, they may end up as parents with high anxiety in future, and this becomes a vicious circle. 
 
4. Conclusion 

The percentage of parents/guardians affected by high dental anxiety was 3.9% it was also observed that they were 
able to predict their anxiety accurately.  

There was a high dmft score of the children of 8.14 with the decay (d) component contributing a higher proportion of 
7.27. The missing part was 0.80, and there was a low filled component of 0.06 which showed unmet treatment needs. Child 
caries significantly reduced with age of the children. However, there was no association between parental/guardian anxiety 
and dental caries experience of the child. 
 
5. Limitations 

The study was conducted in a hospital setting may have made the anxiety of the parents to be altered.  No radiographs 
were taken, and visual examination has been documented to report 35% decay only. Hence this may have led to a report in 
low caries prevalence and experience when the caries experience was high. 

The parents though anxious may not have exhibited anxious behaviour due to cultural expectations where caregivers 
are expected to be brave in the presence of a healthcare provider. By the parents/ guardians trying to be brave when they are 
anxious could have resulted in low false reporting of on caregiver levels of anxiety. 
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