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Abstract 

BACKGROUND AND AIM: Providing oral examination for children is one of the primary healthcare providers (PHCPs) 

assigned tasks. Since children’s oral and dental health needs can be recognized only through a proper oral examination, 

this study was conducted to illustrate what PHCPs need to know about pediatric oral screening. 

METHODS: This qualitative content analysis study was conducted in Najafabad, Isfahan, Iran, in 2017. Data were 

gathered through in-depth semi-structured interviews with 21 PHCPs. The sampling began with a purposeful method 

and continued through the snowball method. Qualitative data were coded and analyzed using MAXQDA software. 

RESULTS: The information that PHCPs need to know about children’s oral and dental examination was categorized in 

three major themes and nine subthemes: positioning and controlling the child (positioning for each age group and 

controlling uncooperative children), performing the oral examination (evaluating child’s oral hygiene, identifying teeth 

series and classes, detecting dental caries, evaluating teeth eruption, and recognizing facial traumas), and working with 

Integrated Health System (IHS) (answering the IHS' oral health question, using the provided information in IHS, and 

recording the findings). 

CONCLUSION: PHCPs who participated in this study could not perform an acceptable oral screening for children and 

they wanted to know more about how they could carry out a correct one. By providing proper education to meet all the 

information needs of PHCPs and discarding irrelevant topics, the health system may facilitate the delivery of standard 

oral and dental health services for children. 
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he role of primary healthcare 
providers (PHCPs) in delivering 
general health services, as well as 
oral health services, is well 

established.1 PHCPs play a key role in 
promoting the health of people, especially 
children, due to their early and continuous 
interaction with children and parents and 
assessment of their needs.2,3 Oral screening is 
the first and most crucial step in evaluating 

children's oral health and providing proper 
care services.4 Since oral screening is one of 
the responsibilities of PHCPs, they can decide 
about the children's oral health needs by 
performing accurate oral examinations and 
asking detailed questions from the parents 
about their children's oral hygiene 
compliance, nutrition, and nutritional or non-
nutritional habits.5 Therefore, PHCPs must 
have the ability to perform thorough oral 
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examinations and establish effective 
communication with the parents to gather the 
necessary information.6 

In this regard, Kirk et al. attributed the 
poor quality of oral health screening by 
primary providers to the lack of basic 
knowledge, such as identification of the 
series and classes of teeth.7 Other researchers 
blame PHCPs' weaknesses in detecting dental 
caries.4,6 Golinveaux et al. emphasized that 
pediatric nurses and other personnel, who 
are responsible for oral health screening of 
children, should receive enough information 
to enable them to fulfill their responsibilities.8 
On the other hand, some shortcomings in 
oral health education programs seem to 
contribute to the low quality of oral health 
screening by PHCPs.9 

Since healthcare systems implement 
training programs for PHCPs and nurses to 
define their oral health responsibilities, the 
educational content of these programs must 
be in line with their job requirements.10 
Numerous studies have shown that the 
educational needs of PHCPs are not met in 
educational courses, and instead of them, 
many unrelated topics are discussed in oral 
health programs.11,12 Consequently, 
providing relevant information in this area 
may affect the quality and quantity of oral 
health screening by examiners.13 

According to multiple studies, one of the 
important reasons behind the discrepancy 
between the oral health educational content 
and practice is the educational planners' 
inattention to the actual needs of PHCPs 
concerning their responsibilities.14,15 To this 
end, the first step is to identify subjects and 
topics that PHCPs need to know in order to 
perform their tasks.4 Since there is inadequate 
information about the required knowledge of 
Iranian PHCPs for performing oral health 
examinations for children, and there is a 
scarcity of dental health records in the 
Integrated Health System (IHS) database of 
Iran, in this qualitative study, we aimed to fill 
the existing gaps. Our findings can guide oral 
health educators and program planners to 

focus on important issues and encourage 
PHCPs to increase their knowledge and skills 
to provide oral health screening services  
for children. 

Methods 
This qualitative study was carried out in 2017 
in the public health centers of Najafabad 
County, Isfahan, Iran. Najafabad is one of the 
four regions included in the pilot study of the 
"New Well-Child Care Package" in the 
country. By using a content analysis method, 
the authors aimed to explore and determine 
the required knowledge of PHCPs about 
children's oral and dental health screening. 
For recruiting the participants, purposeful 
sampling, followed by snowball sampling, 
was applied. For maximum diversity, PHCPs' 
differences in age, educational level, 
educational field, work experience, and 
occupational status were considered in the 
selection of the participants. The inclusion 
criteria were as follows: working as a PHCP, 
being a "Well-Child Care Package" provider, 
and willingness to participate in the survey. 

On the other hand, the unwillingness to 
stay in the study was considered as the 
exclusion criterion. Data were collected 
through in-depth, semi-structured interviews. 
At the beginning of the interviews, to start the 
conversation, some general open questions 
were asked about the PHCPs' experience of 
providing oral health screening for children. 
The next questions were asked according to 
the participants' responses. The date and time 
of the interviews were arranged with 
participants, and all interviews were 
conducted in the participants' workplace. The 
interviews were conducted in one or two 
sessions (30-45 minutes each) in a relaxed 
environment concerning the time constraints 
and tolerance of PHCPs.  

The interviews were conducted, recorded, 
transcribed, reviewed, coded, and 
immediately analyzed by the researchers. The 
content analysis method was used for data 
analysis. In the content analysis process, each 
interview was read several times carefully to 
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reach a primary and universal understanding. 
Afterward, by highlighting the important 
statements, initial codes or meaning units 
were identified in the transcribed interviews. 
Next, by abstracting and labeling similar 
meaning units, transparency of the meaning 
units was determined and themes and 
subthemes were formed.  

Data analysis was continuously and 
concurrently performed with data collection. 
After conducting ten interviews, the data 
saturation was occurred. Nevertheless, the 
data collection process was extended after 
that. Although the last 11 interviews were not 
included in the formation of new categories, 
they were conducted to consider the variety 
of participants' demographic characteristics, 
ensure data saturation, and increase the 
generalizability of our findings. Finally, the 
main themes were extracted. MAXQDA  
12 (VERBI Gmbh, Berlin, Germany) was used 
for data analysis. 

The validity and reliability of the study 
were examined based on Lincoln and Guba's 
criteria. Cooperation and interaction between 
the interviewer and the participants were 
ensured for the credibility of the study. 
External supervisors controlled reviews and 
experts' comments were integrated, as well. 
Also, to ensure the dependability of the 
collected data, consulting experts were asked 
to review the materials. For confirmability 
and auditing of the study, regardless of all 
presumptions and biases, the interviewer 
recorded and reported the steps and 
processes of the study thoroughly to facilitate 
follow-up by other researchers. Furthermore, 
the participants approved the validity of the 
results. The selection of multiple samples in 
this study contributed to the maximum 
diversity of the participants and increased the 
generalizability of our findings. 

The Ethics Committee of Isfahan University 
of Medical Sciences approved this study (No. 
173059). The study's objectives, information 
confidentiality, and the right to withdraw 
from the study at any time were explained for 
participants. Oral consent was also obtained 

from the participants for recording their voice. 

Results 
Twenty-one interviews were conducted with 
19 women and two men. The participants' 
mean age was 34.2 ± 7.2 years (range:  
24-52 years), and their mean work experience 
was 8.5 ± 0.8 years (range: 6 months to  
29 years). Table 1 summarizes the PHCPs' 
demographic characteristics. Although the 
PHCPs had different educational levels and 
fields, the majority of them had university 
degrees. Table 2 presents the participants' 
educational level and field. A total of  
870 first-level codes were extracted from the 
interviews. By merging the overlapped codes, 
the final ones were turned to 430 codes.  

 
Table 1. Demographic factors of participants  

(n = 21) 

Characteristic 
Number of 

participants 

Sex  

Male 2 

Female 19 

Age (year)  

20-30 6 

31-40 6 

41-50 7 

51-60 2 

Work experience (year)  

Under 5 6 

5-10 5 

10-20 5 

20-30 5 

Job performance assessment status  

Poor 5 

Moderate 8 

Good 8 

 
The PHCPs' necessary information about 

pediatric oral and dental health examination 
was categorized into three major themes, 
namely, "positioning and controlling the 
examinee", "performing oral examination", 
and "working with the IHS". Figure 1 
presents all of the extracted themes and 
subthemes. According to the participants, 
some knowledge gaps impaired their ability 
to perform oral examinations and affected the 
quality of provided services. 
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Table 2. Participants’ level and field of 
education (n = 21) 

Characteristic Number of participants 

Education level  

Diploma 2 

Associate 12 

BSc 6 

MSc 1 

Field  

Public health 4 

Family health 12 

Midwifery 2 

Diseases control 1 
BSc: Bachelor of Science; MSc: Master of Science 

 
Positioning and controlling the examinee: 

The PHCPs stated that they had problems 
with positioning and controlling children for 
oral health examinations. They did not have 
the necessary knowledge for positioning 
children from different age groups or 
controlling younger and non-cooperative 
children. Some of the participants stated: 

"I do not know what the right position is to 
perform a good oral and dental examination for 
children from different age groups." (p. 13) 

"I could not examine very young children. 
I had several problems with the babies' 
position and crying." (p. 7) 

Performing oral examination: The second 
theme was related to the PHCPs' needs and 
requirements to perform accurate oral and 
dental examinations. It consisted of five 
subthemes: "evaluation of oral hygiene in 

children", "identification of teeth", "detection 
of dental caries", "evaluation of tooth 
eruption", and "recognizing the signs and 
symptoms of facial traumas". 

The participants did not have accurate 
information on how to evaluate the quality of 
children's oral hygiene done by the parents. 
One of the participants asserted: 

"Sometimes, I do not know how to figure 
out if the mother brushes her child's teeth or 
how she does it." (p. 4) 

Also, PHCPs expressed that they had 
difficulties detecting and distinguishing 
between dental plaque, dental calculus, and 
dental stain. In this regard, one of the 
participants asserted: 

"When I see a discolored tooth, I do not 
know if it is because of improper tooth 
brushing, iron drop, or tooth decay." (p. 11) 

Nearly less than half of PHCPs could not 
distinguish between healthy and inflamed 
gums. One of the participants stated: 

"In oral screening, I cannot find out if 
children have healthy gums or inadequate 
oral hygiene." (p. 7) 

Almost all PHCPs wanted to have more 
knowledge about the differences between 
primary and permanent teeth. Most of them 
were unable to distinguish between posterior 
primary and permanent teeth, especially the 
first permanent molars. One of the 
participants expanded on this weakness: 

 

 
Figure 1. Extracted themes and subthemes that cover what topics which primary healthcare providers 

(PHCPs) PHCPs need to know about children’s oral examination 
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"I know that the first permanent molar 
teeth are critical, but I do not know which 
teeth are primary or permanent." (p. 6) 

Another weakness of PHCPs was their 
inability to identify permanent and primary 
teeth. In this case, one of the participants, with 
more than ten years of work experience stated: 

"I can determine the number of teeth by 
counting them from the midline to the 
posterior portion of the oral cavity, but in 
children with tooth extraction, I cannot 
identify the teeth based on their shape." (p. 3) 

Detection of dental caries was another 
problem of PHCPs. One of the interviewees 
made the following remark about the first 
signs of dental caries: 

"I think the first sign of tooth decay is 
when we can see the dark black spots." (p. 1) 

Another weakness of PHCPs in the pediatric 
oral examination was the evaluation of caries 
progression. One of the participants stated: 

"I only take a look at the teeth, but I cannot 
determine if the dental caries is progressive 
or latent, deep or shallow, or even if tooth 
discoloration is related to calculus or tooth 
decay." (p. 17) 

The final subtheme was "recognizing the 
signs and symptoms of facial traumas". The 
findings showed that PHCPs did not have 
adequate information in this area. One of the 
participants said: 

"Among the signs and symptoms of facial 
and dental traumas, I can only detect 
fractured and avulsed teeth." (p. 2) 

Another participant remarked: 
"I do not know what the signs and 

symptoms of injuries are. Are these only 
referring to bleeding gums and broken 
teeth?" (p. 9) 

Some PHCPs did not have adequate 
information about the signs and symptoms of 
tooth eruption. An interviewee stated:  

"I do not know how much gum swelling 
and redness is related to tooth eruption or 
how much of it is due to decay or trauma." 
(p. 19) 

Moreover, PHCPs were unable to 
recognize delayed tooth eruption. One of the 

participants told: 
"I cannot memorize the eruption time of 

all teeth. I have problems in this area." (p. 3) 
Working with the HIS: This theme was the 

final one addressed by PHCPs. Most of the 
participants did not understand the reasons 
behind the questions in the oral and dental 
health part of the IHS. One of the 
interviewees remarked:  

"I do not know why we should ask about 
the family history of dental caries in children 
without tooth eruption." (p. 8) 

In addition, some of the participants did 
not know how they could use information, 
such as a normal tooth eruption timetable, 
provided by the IHS. In this regard, an 
interviewee notified: 

"This table contains some numbers 
indicating the range of normal eruption time 
for each tooth, but I do not know when 
delayed eruption occurs. After the first 
number? Between the first one and the second 
one? Or after the second number only?" 

Many participants did not know how to 
register the clients' data in the IHS database. 
One of the participants stated: 

"I do not know how to work with or 
complete the oral health section of the IHS. 
For example, I do not know where I can 
record the decayed primary teeth." (p. 3). 

Discussion 
As the oral examination is the first step to 
determine every child's need for oral health 
services, the quality of this process is of 
paramount importance.4 Generally, PHCPs 
have constant interaction with children and 
their parents. Therefore, they can give them 
proper advice and suggest suitable 
preventive approaches, based on an accurate 
oral screening plan for children.13 In this 
qualitative study, we categorized PHCPs' 
oral screening shortcomings and weaknesses 
into three major themes: "positioning and 
controlling children", "performing the oral 
examination", and "working with the IHS".  

For an acceptable pediatric oral screening, 
PHCPs need further information about the 
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mentioned subjects and themes. Similar to 
our findings, Pierce et al. found that it was 
vital to improve the PHCPs' knowledge of 
accurate oral screening. They identified 
essential themes, including "identification of 
tooth series", "caries detection", and "caries 
risk assessment".16 

Although PHCPs in this study conducted 
oral examinations for both children under 
and above two years of age, they were 
unfamiliar with the right position of not only 
children but also themselves. Most of the 
participants believed that the only way to 
perform oral screening was to use a dental 
chair, without which they could not deliver 
any dental services to children.  

Moreover, Ramos-Gomez et al. emphasized 
that the children's position was important in 
oral screening and some positions, such as 
knee-to-knee position, could help care 
providers perform oral examinations for very 
young children and uncooperative ones.17 
Furthermore, Shah et al. reported that the 
child's proper position increased visibility and 
accessibility and improved the patient's 
convenience.18 Other studies have also 
suggested that all dental providers must be 
familiar with the proper position for 
examining children in every age group.6,19 

Similar to multiple studies on nurses, 
pediatric care providers, and pediatric 
residents, in the current study, PHCPs were 
unable to distinguish between healthy and 
inflamed gums, dental plaque and stain, and 
even caries. They also had some difficulties 
making decisions about the children's oral 
hygiene.5,20,21 Through accurate assessment of 
children's oral hygiene, examiners can advise 
parents on how to improve their tooth 
brushing skills.16 Therefore, PHCPs must 
gather the required information to determine 
the oral hygiene of children.6 

Additionally, tooth identification was one of 
the most important difficulties of all PHCPs. 
Because of the lack of knowledge and skills of 
PHCPs in this area, they were unable to 
differentiate primary molars from permanent 
premolars and molars. However, no study has 

yet evaluated non-dental practitioners' 
information about the differentiation of 
primary and permanent teeth. 

According to our results, PHCPs were not 
familiar with white lesions and could not 
determine the lesion progression. Since 
dental caries is preventable and treatable, it is 
vital to detect them at the earliest time 
possible.22 PHCPs are usually the first 
members of the health team to observe the 
early signs of dental decay.23 Also, PHCPs 
refer children with dental caries to dentists; 
therefore, under- or over-diagnosis can cause 
problems for both children and parents.16 To 
prevent such problems, examiners should be 
able to distinguish between dental stains and 
white lesions. In this regard, Mohebbi et al. 
showed that PHCPs had some problems 
recognizing dental caries.13 Pierce et al. also 
found that nurses and other pediatric care 
providers had some weaknesses in 
differentiating dental caries from dental 
plaques, stains, and calculus.16 

PHCPs, in this study, did not have 
adequate information about delayed tooth 
eruption. Accordingly, the normal primary 
and permanent teeth eruption timetable was 
presented to the participants. Nevertheless, 
some of the participants were unaware of the 
importance of this table or how to use it. The 
early detection of delayed tooth eruption 
necessitates the proper education of 
examiners due to the possibility of early 
intervention and prevention of subsequent 
problems.16 dela Cruz et al. found that 
examiners should be familiar with the normal 
time of tooth eruption so that they could 
identify delayed cases.24 

Another topic that PHCPs had inadequate 
information about was the differentiation of 
signs and symptoms of tooth eruption in 
children, such as irritability, pain, diarrhea, 
and vomiting. Although these signs and 
symptoms are not severe in many cases, 
PHCPs should know the actual cause.25 
According to different studies, some care 
providers reported high fever, diarrhea, and 
vomiting associated with tooth eruption.25-27 
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Detection of dental and facial trauma was 
another topic that PHCPs needed to increase 
their information about since this type of 
trauma may result in dental and skeletal 
problems.28 The IHS emphasizes asking the 
parents about the children's history of head 
and face injuries and identifying new and old 
signs and symptoms in the oral cavity. 
Similarly, in a study by Keels, nurses and 
pediatric care providers had some 
weaknesses in recognizing the late signs and 
symptoms of dental and temporomandibular 
joint (TMJ) traumas.28 

After performing oral and dental 
examinations, it is important to keep the 
children's dental health records for future 
comparisons and refer them to dentists, if 
needed, for further prevention and 
treatment.5,16 For this purpose, PHCPs need 
to be familiar with the system requirements 
and know how to record their findings in the 
IHS database.29 Based on the present results, 
the participants wanted more information 
about the discussed topics, such as 
identifying tooth series and classes, white 
lesions, dental caries, and signs and 
symptoms of dental traumas.  

In other studies, similar findings have 
been reported.24,30 Golinveaux et al. found 
that some care providers did not have 
enough information to complete children's 
oral health records.8 Furthermore, the IHS 
entails several questions about different 
aspects of children's oral and dental health, 
and PHCPs are required to answer all of 
these questions. Although all of the 
participants had answered these questions, 
they did not know the reasons for asking 
these questions. Considering the importance 
of preventive measures, PHCPs must know 

the reasons behind questions about the 
family history of dental decay and children's 
facial and dental traumas.  

In this study, PHCPs with different 
gender, age, educational field and level, work 
experience, and job performance assessment 
status had similar concerns and difficulties in 
providing oral screening for children. As the 
majority of them had a university degree, it 
seems that educational courses in university 
did not cover necessary information about 
oral health, especially oral screening. On the 
other hand, the training provided by the 
health system was not able to meet the real 
needs of PHCPs in this subject. 

Conclusion 
PHCPs participating in this study could not 
perform acceptable oral screening for 
children and needed more information on 
how to conduct oral and dental examinations. 
By providing proper education to meet all the 
needs of PHCPs and discarding irrelevant 
topics, the health system may facilitate the 
delivery of standard oral and dental health 
services to children. 
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