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Background. There is a lack of health care facilities and poor oral health awareness among the rural adult population of Jharkhand
which may significantly influence oral health status and lifestyle scores. Aim. To assess the oral hygiene status, lifestyle factors, and
various risk factors associated with poor lifestyle scores in the rural adult population of Jharkhand. Materials and Methods. This
cross-sectional study included 400 rural adults (35–44 years) populations. Face-to-face interviews were used to collect socio-
demographic data and data on oral hygiene practices. Lifestyle factors were assessed using Health Practice Index (HPI). Oral health status
was assessed using the oral health assessment proforma provided by the World Health Organization (WHO). Results. A significantly
higher (p value< 0.0001) prevalence of tobacco consumption was reported by males (94.0%) compared to females (4.0%). The males
(54.0%) reported significantly higher (p value< 0.0001) poor lifestyle scores compared to females (38.0%). A significantly higher
(p value< 0.0001) number of oromucosal lesions (13.0%) was found in males compared to females (1.0%). There was a significant
difference (p value< 0.0001) in the oral hygiene status between males and females with majority of males (60.0%) having poor oral
hygiene. A bivariate analysis was performed, and unadjusted odds ratio was computed. The factors that became significant were then
entered into logistic regression model (enter method). The results of logistic regression analysis showed that education (OR= 0.3,
p value= 0.003), systemic diseases/long-term medication (OR= 2.9, p value= 0.004), tobacco consumption (OR= 2.9, p value=
0.006), oral hygiene status (OR= 2.4, p value= 0.007), and dental caries (OR= 2.9, p value= 0.004) were significant predictors of
poor lifestyle scores. Conclusion. The rural adult population in Jharkhand has poor oral hygiene status and poor lifestyle scores. It is
important to raise awareness regarding good oral hygiene and the negative effects of tobacco consumption. The dental visit should be
encouraged, and the concept of preventive care needs to be instilled.

1. Introduction

An individual’s “oral health is a significant indicator of their
overall health.” A clinical examination of “dental caries, peri-
odontal disease, tooth loss, and unmet dental treatment needs is
the most common method for measuring oral health in epide-
miological research” [1]. Among themany problems associated
with poor oral hygiene are periodontitis, tooth decay, pain and
discomfort, infection, and tooth loss [2].

Several factors influence oral health. Lifestyle factors are
one of them. Living style is a general pattern of behavior deter-
mined by social, cultural, and individual characteristics as well
as living conditions [3]. There are disparities between rural and
urban populations in the status of their oral health [4].

The people residing in rural areas of Jharkhand may have
different lifestyle factors and oral hygiene status. The rural
populations in Jharkhand have been deprived of oral health
care services. They still adhere to traditional oral practices [5].
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There are a lack of access to oral health care centers, financial
issues, and lack of awareness due to which there is a heavy
burden of oral diseases in rural areas. It is unclear how the
changes in lifestyle factors have affected the oral health status
of the rural population. Although previous studies assessing
oral health status in rural population or lifestyle factors in
rural population have been done, their association has never
been explored, which prompted the authors to undertake this
study. The assessment of lifestyle factors is done using the
Health Practice Index (HPI) which is a valid instrument for
assessing lifestyle factors of an individual and used worldwide
[6, 7]. This Index includes eight health practices recom-
mended by Morimoto, namely, exercise, alcohol consump-
tion, smoking, sleeping hours, nutritional balance, eating
breakfast, working hours, and subjective stress [6]. For evalu-
ating the oral hygiene, the oral hygiene index simplified was
used, which has been used worldwide in a number of studies
[8, 9]. The lifestyle factors and oral hygiene status and their
association have never been studied in the rural adult pop-
ulation of Jharkhand. Hence, this study aimed to assess the
oral health status, which includes evaluation of dental caries,
periodontal diseases, malocclusion and oromucosal lesions,
and lifestyle factors as assessed by HPI in the rural adult
population of Jharkhand. The study also explored for vari-
ous factors associated with poor lifestyle scores in the rural
adult population of Jharkhand. The potential limitation of
this study was that it was carried out on adults only, and
hence, the results cannot be generalized. Also, it included only
rural population, and therefore, a comparison with urban
population could not be carried out. The strength of the study
was that it included a comprehensive examination of the oral
cavity, and common oral diseases like dental caries, periodon-
tal diseases, malocclusion, and oromucosal lesions were
assessed. Lifestyle factors were evaluated using validated
Health Practice Index. Also, the rural population contribute
to nearly 70% of the population residing in Jharkhand, and
hence, assessing their lifestyle scores and oral health status
provides a clear idea of residents in Jharkhand and broadly
contributes to oral health data bank of India. This will also
enable policy makers to draft effective policies for improve-
ment in the lifestyle factors of rural adult population, plan
health awareness campaigns, and oral health camps in these
unreached locations. The dental institutions can adopt these
villages and work for oral health promotion of these deprived
people. Tobacco awareness campaigns can be planned, and
audio–visual aids for creating oral health awareness and improv-
ing the oral hygiene practices of these people can be scheduled.

2. Materials and Methods

We conducted a cross-sectional study on adults (aged 35–
44 years) residing in the Bero Block which is a rural area
of Jharkhand. It took 4 months to complete this study
(Jan 2023–April 2023). The study received ethical approval
to be conducted from the institutional ethics committee of
Rajendra Institute of Medical Sciences, Ranchi, with IEC
clearance number 282.

In total, 400 adults participated in this study. “Based
upon the findings of the pilot study and using the formula
recommended by World Health Organization (WHO) for
sample size calculation” [10], it was found that a minimum
number of 374 would be sufficient. This was rounded off to
400. There was an equal representation of males and females.

The individuals fulfilling the required adult age criteria
(35–44 years age), residing in Bero block for atleast 10 years,
willing to participate, and signed the informed consent were
included in this study. The study’s objectives were explained
to the participant, and those not willing to participate or were
medically compromised were excluded. Also, those indivi-
duals who were not fulfilling the required age criteria or were
not permanent residents of Bero block were excluded.

An informed consent was sought from the participants
in their local language prior to the conduct of the study.
The consent form was drafted as per the guidelines recom-
mended by the institutional ethics committee of RIMS,
Ranchi. The consent form clearly mentioned that the study
objectives have been explained to the participants and that
they are voluntarily giving their consent to participate in the
study and that they can withdraw from the study at any point
of time without giving any reason and without penalty or loss
of routine care benefits.

We developed a questionnaire to collect information
about participants’ sociodemographic characteristics and oral
hygiene practices. We assessed lifestyle factors using the
Health Practice Index (HPI) which has been used universally
and is a reliable and valid tool for assessing the lifestyle factors
as reported by a number of studies [6, 7]. This Index com-
prises eight questions which evaluates an individual exercise
patterns, alcohol habits, smoking behavior, sleeping patterns,
nutritional uptake, breakfast habits, working duration, and
subjective stress. The results are evaluated on a 2-point scale
where “good health practices are coded as 1 and poor health
practices are coded as 0.” Thus, the minimum and maximum
scores belong to the range of 0–8. Based upon Morimoto’s
criteria, lifestyle was further divided into poor (0–3), moder-
ate (4–5), and good (6–8) [11].

The assessment of oral health status was carried out using
the WHO oral health assessment proforma [10]. This oral
health assessment proforma comprises different sections to
assess oral health. This proforma was recommended for use
by the World Health Organization in 1997 and is a reliable
and valid tool for assessing oral diseases and has been used in
a number of previous researches conducted worldwide
[12, 13]. The common oral diseases like dental caries, oromu-
cosal lesions, periodontal diseases, malocclusion, and others
can be evaluated using this proforma.

The assessment of oral hygiene status was done as per
the guidelines of the OHI-S Index given by Greene and Ver-
milion [14]. A total of six surfaces of six different teeth are
examined separately for debris and calculus score using
recommended instruments like mouth mirror, light source,
and Number 23 explorer. The debris and calculus scores
obtained are then added to obtain the oral hygiene index
simplified score. The oral hygiene index is used universally
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to assess the oral hygiene status of the population and is a
reliable and valid index for evaluating oral hygiene [8, 9]. All
instruments were sterilized before use, and strict infection
control protocols were followed throughout the study.

The participants were selected using a stratified random
sampling technique. For the selection of the study participants,
the Bero block was divided into four zones. From each zone,
two places were randomly selected using lottery method.
From each of the identified places in every zone, the partici-
pants were randomly selected. A total of hundred participants
were selected from each zones taking care to include equal
number of males and females in the study. A total of 10–15
adults were examined every day by a trained investigator
(dentist) along with the help of a trained assistant. Face-to-
face interviews were conducted to collect sociodemographic
information, oral hygiene practices, and other information.
All doubts were clarified there. The incomplete forms were
removed.

All statistical analysis was done using SPSS V 20. Fre-
quency distribution analysis and χ2 test were performed. The
comparison of sociodemographic data, oral hygiene practices
lifestyle factors, and other oral health parameters between
males and females were done using χ2 test and p values
were computed. To identify factors associated with poor life-
style scores, bivariate analysis was followed by logistic regres-
sion analysis (enter method) was selected. In the bivariate
analysis, the poor lifestyle scores were kept as dependent
variable, whereas the various sociodemographic correlates,
oral hygiene practices, dental visits, and other oral health
parameters were considered as independent variable. The

unadjusted odds ratio and p value were first determined.
The factors that became significant were then entered into
the regression model using enter method and adjusted for
confounding factors. In the regression analysis, adjusted
odds ratio and p values were computed after adjusting for
confounders. In the present study, the factors that remained
significant after adjusting for confounders were considered
as actual predictors for poor lifestyle scores. Statistical signif-
icance was determined by p value< 0.05.

3. Results

The sociodemographic data, oral hygiene practices, and
other associated factors as evident from Table 1 were col-
lected to have an overview of study participants taking part
in the research study. This collected information was later
used to predict factors associated with poor lifestyle scores,
which was one of the aims of this study. There was no sig-
nificant difference observed in education (p value= 0.920),
occupation (p value= 0.840), use of oral hygiene aid (p value
= 0.839), material for oral hygiene maintenance (p value=
0.839), frequency of toothbrushing (p value= 0.055), use of
mouthwash (p value= 0.239), suffering from systemic dis-
eases or use of long-term medication (p value= 0.841), and
previous dental visits (p value= 0.635), between males and
females of Bero block. However, there was a significant dif-
ference (p value< 0.0001) observed in the habit of tobacco
consumption with males (94.0%) reporting a higher preva-
lence of tobacco consumption compared to females (4.0%)
(Table 1).

TABLE 1: Comparison of sociodemographic characteristics, oral hygiene practices, and other associated factors between males and females.

Factor Categories Males number (%) Females number (%) p value

Education
Literate 102 (51.0%) 103 (51.5%)

0.920
Illiterate 98 (49.0%) 97 (48.5%)

Occupation
Working 111 (55.5%) 113 (56.5%)

0.840
Not working 89 (44.5%) 87 (43.5%)

Oral hygiene aid used
Toothbrush 120 (60.0%) 123 (61.5%)

0.839Finger 25 (12.5%) 27 (13.5%)
Other 55 (27.5%) 50 (25.0%)

Material used
Toothpaste 120 (60.0%) 123 (61.5%)

0.839Toothpowder 25 (12.5%) 27 (13.5%)
Others 55 (27.5%) 50 (25.0%)

Frequency of toothbrushing
≤Once daily 170 (85.0%) 155 (77.5%)

0.055
Twice or more daily 30 (15.0%) 45 (22.5%)

Mouthwash
Yes 12 (6.0%) 7 (3.5%)

0.239
No 188 (94.0%) 193 (96.5%)

Systemic diseases/long-term medication
Yes 96 (48.0%) 94 (47.0%)

0.841
No 104 (52.0%) 106 (53.0%)

Previous dental visit
Yes 44 (22.0%) 48 (24.0%)

0.635
No 156 (78.0%) 152 (76.0%)

Tobacco consumption
Yes 188 (94.0%) 8(4.0%)

0:0001∗
No 12 (6.0%) 192 (96.0%)

∗p value< 0.05: statistically significant.
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The assessment of the lifestyle score among the rural adult
population of Jharkhand was one of the main aims of the
study. The Health Practice Index was used to compute the
lifestyle scores. It was categorized into good, fair, and poor. It
was found that 6.0% males showed good, 40.0% showed fair,
and 54.0% showed poor lifestyle scores. On the contrary,
32.0% females showed good, 30.0% showed fair, and 38.0%
showed poor lifestyle scores. A significant difference (p value
< 0.0001) was found in the lifestyle scores between males and
females with males (54.0%) reporting a significantly higher
poor lifestyle score compared to females (38.0%) (Table 2).

The aim of the study was also to evaluate oral health status
for whichWHO oral health proforma was used. The common
oral diseases like dental caries, periodontal diseases, malocclu-
sion, and oromucosal lesions were assessed. The oral hygiene
was assessed using OHI-S Index. The oral health findings were
later entered into the regression model to identify predictors
for poor lifestyle scores. There was a significant difference
(p value< 0.0001) observed in the oral hygiene status between
males and females. It was observed that 12.0% of the males
reported good, 28.0% fair, and 60.0% poor oral hygiene status.
On the contrary, 38.0% females reported good, 32.0% reported
fair, and 30.0% reported poor oral hygiene status. Also, there
was a significant difference (p value< 0.0001) observed in the
oromucosal lesions between males and females. It was found
that 13.0% of the males have developed the lesion, whereas
only 1.0% of the females had developed the lesion. No signifi-
cant differences were found in development of caries (p value=
0.417), malocclusion (p value= 0.813), and periodontal diseases
(p value= 0.088) between males and females (Table 3).

Besides the evaluation of oral health status and lifestyle
factors, the study also explored for various factors associated

with poor lifestyle scores in the rural adult population of
Jharkhand. To identify the predictors of poor lifestyle scores,
a bivariate analysis and a logistic regression analysis using
enter method were conducted. It was found that, out of the
various variables tested, five variables, namely, education,
systemic diseases/long-term medication, tobacco consump-
tion, oral hygiene status, and dental caries became signifi-
cant. The individuals who were illiterate (OR= 3.3, p value=
0.003), suffering from systemic diseases or under long-term
medication (OR= 2.9, p value= 0.004), and having habit of
tobacco consumption (OR= 2.9, p value= 0.006) were more
likely to have poor lifestyle scores. Also, individuals who had
poor oral hygiene status (OR= 2.4, p value= 0.007) and were
suffering from dental caries (OR= 2.9, p value= 0.004) were
more likely to have poor lifestyle scores (Table 4).

4. Discussion

The present study assessed oral health status, lifestyle scores,
and factors contributing to poor lifestyle scores in the rural
adult population of Jharkhand. The assessment of lifestyle
scores was done as per Morimoto’s criteria [11] with males
having a significantly higher poor lifestyle score compared to
females. Similar findings have been reported in the study
done by Fiala and Brazdova [15]. The authors found that
the prevalence of adverse habits, poor dietary habits, and
less attention to physical activity were significant contribu-
tors to poor lifestyle scores in men. Hence, this implies that
these lifestyle determinants need to be uplifted targeting the
male population in rural areas.

An interesting finding in the study was that more than
two-third of the study population had never visited a dentist

TABLE 2: Comparison of lifestyle scores based upon Morimoto’s criteria between males and females.

Factor Categories Male number (%) Female number (%) p value

Lifestyle scores
Good 12 (6.0%) 64 (32.0%)

<0:0001∗Fair 80 (40.0%) 60 (30.0%)
Poor 108 (54.0%) 76 (38.0%)

∗p value< 0.05: statistically significant.

TABLE 3: Comparison of oral health parameters between males and females.

Factors Categories Male number (%) Female number (%) p value

Oral hygiene status (OHI-S)
Good 24 (12.0%) 76 (38.0%)

<0:0001∗Fair 56 (28.0%) 64 (32.0%)
Poor 120 (60.0%) 60 (30.0%)

Dental caries
Present 120 (60.0%) 112 (56.0%)

0.417
Absent 80 (40.0%) 88 (44.0%)

Malocclusion
Present 46 (23.0%) 48 (24.0%)

0.813
Absent 154 (77.0%) 152 (76.0%)

Oromucosal lesions
Present 26 (13.0%) 2 (1.0%)

<0:0001∗
Absent 174 (87.0%) 198 (99.0%)

Periodontal disease
Present 186 (93.0%) 176 (88.0%)

0.088
Absent 14 (7.0%) 24 (12.0%)

∗p value< 0.05: statistically significant.
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before. Several studies conducted in different parts of India
have shown that the Indian populations rarely visit a dental
surgeon for preventive oral health checkups [16, 17]. Also,
the study revealed that the use of mouthwashes was not
very popular among the rural adult population in Jharkhand.
It has been found that chemical plaque control in adjunct
to mechanical aids is superior in plaque control and oral
hygiene maintenance [18].

Males reported a significantly higher poor oral hygiene
status compared to females in rural areas, which are similar
to the findings reported by Deolia et al., [19]. This implies
that males have poor oral hygiene practices and poor oral
health awareness compared to females. Educational inter-
ventions are needed for oral health upliftment in males resid-
ing in rural areas. Also, more than two-third of the males
reported not visiting the dentist regularly which may be a
plausible reason for poor oral hygiene found in males. The
visit to the dentist needs to be encouraged not only for cura-
tive reasons but also for preventive purposes. In a study done

by Karuveettil et al., [20] gender proved to be a risk factor for
oral diseases in India, with comparable metadata of other
countries. By identifying gender-based risk groups for oral
diseases, interventions or effective strategies can be devel-
oped to control and prevent these diseases [20].

Tobacco contains a potentially harmful substance called
nicotine and various other carcinogenic compounds, and
many Indian studies have reported that “consumption of
tobacco leads to the development of oral mucosal lesions
and oral carcinoma” [21]. The males reported a prevalence
of 13% oromucosal lesions compared to females in which
only 1% oro mucosal lesions were found. A higher preva-
lence of oromucosal lesions have been reported in males in
studies done by Bhatnagar et al. [22] and Mathew et al. [23].
It is believed that the tobacco-associated habits being more
prevalent in males lead to higher predominance of develop-
ment of oromucosal lesions in males. It thus implies that
habituated patients must be motivated to quit smoking and
other adverse habits. It is recommended to perform scaling

TABLE 4: Logistic regression analysis (enter method) to identify factors associated with poor lifestyle scores.

Factor Categories Unadjusted odds ratio p value Adjusted odds ratio p value

Education
Illiterate 3.3

0:003∗
3.3

0:003∗
Literate 1.0 1.0

Occupation
Working 0.8

0.468
0.7

0.422
Not working 1.0 1.0

Oral hygiene aid used
Toothbrush 0.8

0.384
0.8

0.382Finger 0.9 0.9
Other 1.0 1.0

Material used
Toothpaste 0.8

0.365
0.8

0.372Toothpowder 0.9 0.9
Others 1.0 1.0

Frequency of toothbrushing
≤Once daily 0.7

0.333
0.8

0.423
Twice or more daily 1.0 1.0

Mouthwash
Yes 0.8

0.356
0.8

0.366
No 1.0 1.0

Systemic diseases/long-term medication
Yes 2.8

0:005∗
2.9

0:004∗
No 1.0 1.0

Previous dental visit
Yes 0.8

0.322
0.6

0.377
No 1.0 1.0

Tobacco consumption
Yes 2.9

0:007∗
2.9

0:006∗
No 1.0 1.0

Oral hygiene status (OHI-S)
Poor 2.3

0:008∗
2.4

0:007∗Fair 2.1 2.1
Good 1.0 1

Dental caries
Present 2.8

0:005∗
2.9

0:004∗
Absent 1.0 1.0

Malocclusion
Present 1.5

0.234
1.4

0.254
Absent 1.0 1.0

Oromucosal lesions
Present 1.4

0.289
1.3

0.292
Absent 1.0 1.0

Periodontal disease
Present 1.6

0.111
1.8

0.344
Absent 1.0 1.0

∗p value< 0.05: statistical significant difference.
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as a motivation tool to quit tobacco in such patients. The
tobacco intervention programs need to be started in rural
areas targeting the male population. Also, awareness needs
to be created related to harmful consumption of tobacco and
adopt better oral hygiene practices.

Logistic regression analysis revealed that illiterate indivi-
duals were more likely to have poor lifestyle scores than
literate individuals. Similar findings have been reported in
the study done by Foster et al. [24] and Zhang et al. [25]. Oral
diseases are caused by a range of modifiable risk factors
common to many noncommunicable diseases (NCDs), includ-
ing sugar consumption, tobacco use, alcohol use and poor
hygiene, and their underlying social and commercial deter-
minants. Various studies have found that there is an asso-
ciation of different components of Health Practice Index
individually with the oral health outcomes [21, 26]. How-
ever, this study is different from other studies because this
study generated a composite score of various factors that are
known to affect the oral health outcomes, thereby providing
a comprehensive picture by taking into consideration every
determinant of lifestyle factors which have been reported in
literature to affect oral health outcomes. The authors believe
that, if an individual is educated, then he has more aware-
ness toward practicing a healthy lifestyle and adopting
healthier lifestyle practices has a positive impact on oral
health status. An improvement in the individual determi-
nants of lifestyle factors will significantly have a positive
influence in the oral health outcomes.

As compared to healthy individuals, people with systemic
diseases had a poorer lifestyle score. Several studies have
found a direct association between various systemic illnesses
with poor lifestyle scores [27, 28]. The authors think that
individuals suffering from systemic diseases are more likely
to have an altered dietary pattern and less physical activity
which is likely to reduce their lifestyle scores.

The individuals who were having poor oral hygiene status
were having poor lifestyle scores. It is believed by the authors
that poor oral hygiene leads to a “poor quality of life-related
to oral health” [29]. In addition to this, the authors believe
that poor oral hygiene status as reported in this studymay be a
sequel to adverse oral habits like tobacco consumption and
poor oral hygiene practices.

The individuals who were having dental caries were hav-
ing poor lifestyle scores. Dental caries is often associated with
“foul smell, pain and impairs oral health-related quality of
life” [30]. This directly affects sleep, exercise, and other day-
to-day activities which lead to lower lifestyle scores.

Tobacco consumption was found to be more prevalent
among males compared to females. The individuals who were
having the habit of tobacco consumption were more likely to
have a poor lifestyle score. Tobacco consumption significantly
impairs sleep, eating habits, and quality of life and has numer-
ous systemic adverse effects which impair lifestyle scores [31].

The study findings suggest that oral health status and
lifestyle factors of the rural population need to be improved.
A number of intervention programs like educational inter-
ventions, balanced diet uptake, regular exercising programs,
stress minimizing programs, tobacco counseling programs,

and others can be prepared by drafting a comprehensive
policy by the policy planners targeting the rural residents.

The study finding warrants the research to be conducted
on a larger scale to evaluate the oral health and lifestyle factors
of the rural adult population in India. The study findings
enforce on the need for tobacco cessation interventions and
interventions to improve oral hygiene practices of rural popu-
lation. There are various tobacco intervention programs like
complete banning the sale of tobacco products, creation of
smoke free workplace, restrictions on tobacco advertising,
and development of preventive programs at school level, which
need to be initiated and their effectiveness to be evaluated over
a period of time. There are various oral health promotion
programs which can be implemented at school levels in order
to improve the awareness toward oral hygiene. The concept of
prevention and preventive dentistry needs to be instilled at
earlier ages. This opens up avenues for a number of research
that can be conducted targeting the rural population.

However, some of the limitations of the study include its
“cross-sectional study design.” Although cross sectional
studies are inexpensive, easy to be carried out, and provide
a preliminary data for carrying further advanced studies,
they do not help to establish the temporal relationship
between the exposure and outcome. They only measure
data at a single point of time and are thus unsuitable for
studying behavior over a period of time. We used a stratified
random sampling technique for selection of participants who
were adults and in the age group of 35–44 years from a single
rural area of Jharkhand. Hence, the generalizability of the
results can be questioned. The study should have included
all age groups, and more number of rural areas before the
results could be generalized. Also, it should have included
urban areas also so that comparison with rural and urban
areas could have been done for better assessment of lifestyle
differences and oral health disparities. Lifestyle scores were
assessed using a standardized Health Practice Index which
has eight different components which are added together to
generate the composite lifestyle score. The role of individual
components of lifestyle factors on oral health has not been
considered in this study. Besides these, lifestyle scores may be
influenced by other factors which might not have been exam-
ined in this study. For a better understanding of how lifestyle
scores are influenced by various factors, longitudinal studies
need to be conducted with a larger sample size, larger geo-
graphical coverage, and inclusion of more wider age catego-
ries. This will help to study the influence of lifestyle factors
on oral health over a period of time.

5. Conclusion

The oral health status in the rural residents was found to be
poor. Males reported a significantly poor oral hygiene status
and more number of oromucosal lesions compared to
females. No significant differences were found in the preva-
lence of dental caries and malocclusion between males and
females. The evaluation of the lifestyle score showed that
males had significantly higher poor lifestyle scores compared
to females. Females had a better oral hygiene status compared
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to males, whereas males had a higher number of oromucosal
lesions compared to females. Tobacco consumption was
more prevalent among males. More than two-thirds of the
study population had never visited a dentist before. Besides
the primary objectives, the study also explored for possible
risk factors for poor lifestyle scores for which regression
analysis was performed. Logistic regression showed that
five variables, namely, education, systemic diseases/long-
term medication, tobacco consumption, oral hygiene status,
and dental caries were the main factors responsible for poor
lifestyle scores.

The rural populations contribute nearly two-third of the
local population of Jharkhand. Thus, the study findings are
an indirect reflection of the findings of the majority popula-
tion of Jharkhand. In order to improve the health equity and
focus on oral health, there is an urgent need for assessment of
community needs, to bring oral care to schools, and to use
technology to address the gaps in oral health between rural
and urban population so that health care disparities are
addressed. This will improve the overall health and overall
well-being of the rural residents. The strength of the study
was that it focused on the rural population only with equal
representation of both the genders. Some of the bias that
might affect the results of the study are information bias
andmemory bias. These biases were eliminated by not includ-
ing such individuals who had memory disorders and double
checking the responses filled by the participants. Thus, the
results obtained in the present study are not affected by these
biases. Thus, it is concluded that the rural population of
Jharkhand has poor oral hygiene status and poor lifestyle
scores. These findings indirectly demonstrate that the oral
health of residents in rural areas is poor and needs urgent
interventions. The policymakers should focus on oral health
promotion of the rural residents. There are a number of bar-
riers in access to oral health care, which needs to be identified
and eliminated. This study has identified some of the oral
hygiene practices which need to be improved by creating
oral health awareness. Also, more of oral health interventions
like mobile dental clinics, teledentistry, dental camps, and
educational initiatives need to be planned for development
of healthy oral health behaviors.
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