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Abstract: Background/Objectives: Oral health has a significant impact on our overall well-
being. The DMFT index assesses dental caries prevalence, whilst the body mass index (BMI)
estimates body fat, with obesity defined as BMI ≥ 30 kg/m2. Obesity adversely affects
women’s health, including increased risks of chronic diseases. In Saudi Arabia, with a rising
obesity rate, especially amongst women, highlights the need to investigate the relationship
between BMI and oral health. Our aim is to evaluate the association of high BMI (body
mass index), dental history, diet, physical activity, and oral hygiene practices with DMFT
(decayed, missing, and filled teeth) of female students at Taif University, Saudi Arabia.
Methods: This cross-sectional observational study included female students at a sports
facility in Taif University, Saudi Arabia, with a high BMI. A convenience sampling technique
was used. Participants were categorized into three groups based on their BMI. Data was
then collected through structured interviews and oral examinations. The prevalence and
types of chief complaints, sociodemographic status, and DMFT index in female students
with a high BMI, as well as the possible mechanisms linking BMI, were analyzed. Results:
The study included 138 female students, 86 of whom were obese female students, aged
18–27. Compared to the control group, participants with higher BMI were more likely
to visit the dentist due to pain and had a higher number of missing teeth. Systemic
diseases, such as asthma and type 2 diabetes, were significantly more prevalent among
obese participants. No significant correlation was found between BMI and dental hygiene
practices or dietary habits. Higher BMI was significantly associated with an increase in
missing teeth (β = 0.09, 95% CI: 0.00 to 0.18, p = 0.045). However, it was not found with
the overall DMFT index. Conclusions: higher BMI among female university students was
associated with an increased prevalence of missing teeth and systemic diseases

Keywords: body mass index (BMI); female; habits; obesity; oral health; sociodemographic

1. Introduction
The decayed, missing, and filled teeth (DMFT) index is a widely recognized epidemio-

logical tool used to assess dental caries prevalence and oral health status in populations [1–3].
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Body Mass Index (BMI) is used to estimate body fat based on an individual’s height
and weight, with obesity defined as a BMI of 30 kg/m2 or higher [4]. BMI is widely
recognized as a measure of overall health and risk of chronic diseases [5,6]. Obesity
affects women’s health adversely [7], including general and reproductive health, such as
an increased risk of diabetes, coronary artery disease, musculoskeletal issues, obstetrical
conditions, and neonatal mortality and malformations, in addition to psychological aspects,
such as depression, weight stigma, suicidal thoughts, and emotional dysregulation [8].

In Saudi Arabia, the prevalence of obesity has been rising, particularly amongst
women, with the country ranking 29th globally, and third amongst the Arab nations, in
terms of obesity prevalence [9]. Furthermore, approximately 36% of university students
in Saudi Arabia have high BMI [10]. This high prevalence emphasizes the importance of
studying obesity-related health issues in this population. Previous studies focused mainly
on the general population or specific clinical samples and used different measures to assess
oral health [1,2,9].

Chief complaints (CC) in dental settings often reflect underlying oral health issues
and can serve as indicators of broader health problems [11]. Common dental histories such
as toothache, sensitivity, and gum bleeding are frequently associated with higher DMFT
scores [1,2]. No study has examined dental history in conjunction with sociodemographic
data, DMFT, and BMI, amongst Saudi female students with high BMI. This investigation
could provide us with a deeper understanding of the factors influencing oral health and
identify potential areas for intervention.

The prevalence of dental caries, as measured by the DMFT index, is influenced by a
variety of factors, including sociodemographic characteristics, such as age and education
level [1,9]. Previous research demonstrated that sociodemographic factors significantly
impact oral health outcomes [1,2,12,13]. For instance, individuals from lower socioeconomic
backgrounds often exhibit higher DMFT scores, due to limited access to dental care, and
lower health literacy [12,13]. Additionally, a high BMI has been associated with an increased
risk of dental caries, potentially due to dietary habits and metabolic factors [13].

The relationship between BMI and oral health is complex and multifaceted. High
BMI is often linked to poor dietary habits, including high sugar intake, which is a known
risk factor for dental caries [1,2,14–16]. Moreover, metabolic changes associated with
obesity can affect saliva composition and flow, further increasing the risk of caries [17].
The relationship between oral health and obesity amongst the Saudi population has been
scarcely explored within the existing literature. One study observed no significant variation
in BMI between adult patients with high and low dental caries at Taif University [18].
Conversely, another study identified a notable correlation between untreated dental caries
and elevated BMI in children from Jazan [19]. Furthermore, it was reported that there
was an inverse relationship between dental caries and BMI, noting that obese children
exhibited better oral health [14]. Recently, in addition to the mean DMFT, scores were
higher in obese children. This study suggests that salivary biomarker levels could be used
as a non-invasive indicator to assess the obesity status of children [2]. Obesity is associated
with metabolic changes, dietary patterns, and systemic inflammation, all of which may
influence oral health [20]. Given the rising rates of obesity in Saudi Arabia, investigating
the potential relationship between BMI and oral health outcomes is important. Previous
studies have shown inconsistent findings regarding this association [1,2,9].

There is little available evidence on the assessment of high BMI patients’ oral health in
the Saudi population, particularly among university female students. The sports center
at Taif University provides a unique setting for this study, as it attracts a diverse group
of female participants who engage in various physical activities. Understanding the
relationship between their dental history, sociodemographic status, and DMFT index



J. Clin. Med. 2025, 14, 3464 3 of 14

can provide valuable insights into the specific oral health challenges faced by this group.
Therefore, to evaluate the association of high BMI (body mass index), dental history, diet,
physical activity, and oral hygiene practices with DMFT (decayed, missing, and filled teeth)
of female students at Taif University, Saudi Arabia.

2. Materials and Methods
2.1. Study Design, Location, and Time

A cross-sectional observational study was conducted from January to June 2023 at
Taif University, Saudi Arabia. The study adhered to the Strengthening the Reporting of
Observational Studies in Epidemiology (STROBE) guidelines.

2.2. Study Participants

The target population for this study comprised female students enrolled at Taif Uni-
versity during the 2022–2023 academic year. Participants were divided into two groups
based on their BMI:

(1) Control group (BMI between 18.5 and 24.9 kg/m2) and
(2) Obese group (BMI ≥ 30 kg/m2), according to the World Health Organization (WHO)

classification [21].

Among obese participants, further subgroups were created: Group I (BMI 30–39.9 kg/m2),
Group II (BMI 40–44.9 kg/m2), and Group III (BMI ≥ 45 kg/m2). The inclusion criteria
were female students aged 18–27 years, enrolled at the Taif University sports centre or
attending the general university campus, who agreed to participate.

The exclusion criteria were pregnancy, systemic conditions known to affect oral health
(except type 2 diabetes and asthma, which were analyzed separately), recent antibiotic use
(within three months), or BMI outside the specified ranges.

2.3. Sampling Methodology

A convenience sampling method was used to recruit participants for this study. Re-
cruitment was conducted via posters, flyers, and social media announcements targeting
female students with BMIs both within the normal range (control group) and with obesity
(obese group). Participants were screened for eligibility based on self-reported height and
weight, which were subsequently confirmed through direct measurements.

A previous power analysis concluded that a minimum of 84 participants was necessary
to detect a weak correlation (r = 0.3) between BMI and continuous variables at a 95%
confidence level with an α error of 0.05%. Ultimately, 138 participants were included
(86 obese, 52 controls).

2.4. Ethical Considerations

Ethical approval was obtained from the Institutional Review Board of Taif University
(ethical clearance number: 44-131) and followed the principles of the Declaration of Helsinki.
Written informed consent was obtained from all participants.

2.5. Data Collection

The data collection process consisted of two parts: an interview, followed by a clinical
oral examination. The interview was conducted by examiners. The interview questions
were divided into three sections. The first section collected sociodemographic information.
The second section comprised ten closed-ended questions to gather information about
current diet and physical activity. The third section included nine closed-ended ques-
tions to assess the participants’ oral hygiene practices and dental history. The interview
comprehensively covered oral health impacts, medical history, oral symptoms, behavioral
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factors, and dietary habits. It detailed participants’ sociodemographic characteristics, such
as age and parental education, and addressed oral hygiene practices, including brushing
frequency and the use of fluoride toothpaste. Additionally, it examined the frequency
of sugary food and beverage consumption and reviewed medical history, including the
presence of systemic diseases and smoking status. It is important to note that dietary habits
and oral hygiene practices were self-reported by participants based on memory and thus
may be subject to recall bias.

Upon completion of the interview, each participant’s height (cm) and weight (kg) were
measured, and BMI was calculated using the National Heart, Lung, and Blood Institute’s
online BMI calculator (www.nhlbi.nih.gov). All participants wore gym suits and were
instructed to remove accessories and shoes. The predetermined weight of the gym suit was
subtracted from the measured weight. The interview was adapted from the Oral Health
Impact Profile, a validated instrument that measures the impact of oral health on quality of
life [22].

Clinical oral examinations were performed by a trained and calibrated dentist at
the dental clinic of the sports facility. Each participant underwent a thorough clinical
examination of the oral cavity. Primary teeth, early white spot lesions, fissure sealants,
and third molars were excluded. Teeth missing for reasons other than carious extraction,
such as orthodontic reasons or trauma, were considered healthy, in accordance with WHO
criteria. Participants were seated comfortably on a removable dental chair. All teeth were
air-dried using an air–water syringe, and cotton rolls were placed in the lingual and buccal
sulcus for isolation. Basic examination instruments were used for the visual examination of
the DMFT status.

2.6. Data Calculation

Descriptive and inferential data analyses were performed in this study. Descriptive
statistics were used to describe participants’ characteristics, their responses to the question-
naire, and clinical examination. Descriptive statistics included frequencies and percentages
for categorical variables, in addition to means and standard deviations, or medians and
interquartile ranges, for continuous variables, depending on the data distribution. In-
ferential statistics were used to test the hypotheses and answer the research questions.
Inferential statistics included contingency table arrays and the χ2 statistic for examining the
association between categorical variables. Kolmogorov–Smirnov’s test was used to check
that BMI was normally distributed. Independent t-tests and one-way ANOVA were used
to compare BMI according to factors of 2 or more than 2 levels. Pearson or Spearman’s
correlation coefficients were used to estimate the linear or non-linear correlation of BMI
with other quantitative or ordinal variables. Mann–Whitney’s test was used to compare
the distributions of ordinal variables between the groups. Fisher’s exact test was used to
assess the association between categorical variables and groups. Linear regression analyses
were conducted to identify potential predictors of dental caries and other oral health issues,
adjusted for potential confounders. The associations between predictors and outcomes
were presented as beta and 95% confidence intervals (CIs). All significance testing was
two-tailed with an α p value of 0.05, and data were then analyzed using Stata Statistical
Software Version 15.1 (release 15; StatCorp LLC, College Station, TX, USA).

3. Results
3.1. Sample Characteristics

A total of 138 female students participated in the study, with a mean age of 21 ± 2.4 years,
86 of whom were obese female students. Table 1 analyzed a sample of individuals catego-
rized into a control group and an obese group. The BMI categories, shown in Table 2, were

www.nhlbi.nih.gov
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distributed as follows: 27.91% of participants had a BMI of 30–34.9 kg/m2, 40.70% had a
BMI of 35–39.9 kg/m2, and 31.40% had a BMI of ≥40 kg/m2.

Table 1. Details of the study sample.

Variables
Control Group Obese Group

Mean ± S.D. Mean ± S.D.

Age 20.3 (±1.2) 21 (±2.4)

Height 1.59 (±0.05) 1.54 (±0.07)

Weight 52.2 (±5.8) 102 (±11.9)

Body Mass Index (BMI) 20.7 (±2.1) 42.8 (±4.3)

Number of Teeth 27.6 (±0.9) 26.6 (±1.5)

Decayed Teeth (D) 4.37 (±3.4) 5.5 (±3.9)

Missing Teeth (M) 0.62 (±1.2) 1.6 (±1.6)

Filled Teeth (F) 1.8 (±2.7) 0.7 (±1.3)

DMFT score 7.4 (±4.2) 7.8 (±4.2)

Table 2. Distribution of body mass index (BMI) categories among control and obese groups.

Total Control Obese

N % N % N %

Total 138 100.0 52 100.0 86 100.0

≤40 kg/m2 76 55.1 52 100.0 24 27.9

40–45 35 25.4 0 0 35 40.7

>45 kg/m2 27 19.6 0 0 27 31.4

3.2. BMI in Relation to Dental History

When analyzing data in Table 3, the reasons for visiting the dentist across different
BMI groups yielded significant findings. Out of a total sample of 86 participants, the chief
complaints were then analysed for 21 individuals. Participants with a BMI of 40–45 kg/m2

and those with a BMI greater than 45 kg/m2 were more likely to visit the dentist for
examinations and pain compared to those with a BMI of less than or equal to 40 kg/m2.
Specifically, 22.2% of participants in the 40–45 kg/m2 group, and 11.1% in the greater
than 45 kg/m2 group visited for examinations, whereas none in the less than or equal to
40 kg/m2 group did (p < 0.05). Pain was the predominant reason for dental visits across
all BMI groups, with 100% of participants in the less than or equal to 40 kg/m2 group,
77.8% in the 40–45 kg/m2 group, and 77.8% in the greater than 45 kg/m2 group, reporting
pain as their main reason behind the dental visit (p < 0.05). Additionally, swelling and
pain were reported by 11.1% of participants in the greater than 45 kg/m2 group, whilst no
participants within the other BMI groups reported this reason (p < 0.05). These findings
underscore the varying reasons for dental visits among different BMI groups, with pain
being a common factor across all groups. Follow-up visits were exclusive to the control
group (48.8%), suggesting a lack of post-treatment continuity among obese individuals.
Swelling and pain were reported only in the ≥ 45 kg/m2 group (11.1%).
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Table 3. BMI in relation to dental history.

BMI Range

Control 30–39.9 kg/m2 40–44.9 kg/m2 >45 kg/m2 Total

N % N % N % N % N %

Total 41 100.0 3 100.0 9 100.0 9 100.0 62 100.0

Examination 4 9.8 0 0.0 2 22.2 1 11.1 7 11.3

Pain 17 41.5 3 100.0 7 77.8 7 77.8 34 54.8

Swelling and pain 0 0.0 0 0.0 0 0.0 1 11.1 1 1.6

Follow-up 20 48.8 0 0.0 0 0.0 0 0.0 20 32.3

3.3. BMI in Relation to Medical, Behavioural and Social Characteristics

The results demonstrated (Table 4) that the incidence of systemic diseases was signif-
icant, with 11.6% of obese participants diagnosed with asthma, and an additional 11.6%
diagnosed with type 2 diabetes. Additionally, it was observed that the prevalence of type 2
diabetes increased significantly within the highest BMI level group, reaching 33.3%.

Table 4. BMI in relation to systemic diseases.

BMI Range

Control 30–39.9 kg/m2 40–44.9 kg/m2 >45 kg/m2 Total

N % N % N % N % N %

Total 52 100.0 24 100.0 35 100.0 27 100.0 138 100.0

Healthy 48 92.3 19 79.2 30 85.7 17 63.0 114 82.6

Asthma 2 3.8 4 16.7 5 14.3 1 3.7 12 8.7

Diabetes type 2 1 1.9 1 4.2 0 0.0 9 33.3 11 8.0

These results also revealed that the smoking prevalence within the obese sample was
7.0% compared with 1.9% in the control group. As shown in Table 5, parental educational
attainment was also recorded, indicating that 34.1% of fathers and 39.9% of mothers had
completed university-level education. With our population being Saudi university students,
this research is primarily exploratory. Other studies assessing BMI patients have provided
similar sample sizes [23,24]. Furthermore, the vast majority of obese participants, 75.6%,
originated from rural areas (Table 6).

Table 7 summarizes the relationship between BMI and various brushing behaviors
amongst the participants. The majority of participants across all BMI categories used a
toothbrush, with no significant difference observed between the groups (p = 0.606). Miswak
usage was relatively consistent, and a small percentage of participants used both methods.
Regarding brushing frequency, most participants brushed their teeth once daily, regardless
of their BMI. The frequency of brushing twice daily was similar across all of the BMI
categories, showing no significant correlation (rS = 0.02; p = 0.880). Fluoride toothpaste was
predominantly used across all BMI groups, with no significant variation noted (p = 0.690).
A high percentage of participants reported never visiting a dentist, with no significant
difference observed between BMI groups (p = 0.366). Lastly, the daily frequency of healthy
and processed food consumption showed no significant correlation with BMI (rS = −0.01;
p = 0.958 for healthy food and rS = −0.08; p = 0.460 for processed food).
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Table 5. Relationship between parents’ education and BMI of the participants.

BMI Range

p Value
Results of the Spearman’s

Rank Correlation
Coefficient and F-Test

ANOVA

Control 30–39.9
kg/m2

40–44.9
kg/m2 >45 kg/m2 Total

N % N % N % N % N %

Father
Education

Total 52 100.0 24 100.0 35 100.0 27 86 138 100.0 rS = −0.09; p = 0.413

None 0 0 1 4.2 3 8.6 4 8 8 5.8

Elementary 5 9.6 7 29.2 6 17.1 6 19 24 17.4

Primary 4 7.7 3 12.5 5 14.3 6 14 18 13.0

High school 18 34.6 7 29.2 11 31.4 5 23 41 29.7

University 25 48.1 6 25.0 10 28.6 6 22 47 34.1

Mother
Education

Total 52 100.0 24 100.0 35 100.0 27 86 138 100.0 rS = 0.00; p = 0.981

None 1 1.9 0 0.0 6 17.1 2 8 9 6.5

Elementary 6 11.5 4 16.7 7 20.0 7 18 24 17.4

Primary 6 11.5 6 25.0 4 11.4 6 16 22 15.9

High school 10 19.2 10 41.7 5 14.3 3 18 28 20.3

University 29 55.8 4 16.7 13 37.1 9 26 55 39.9

Parents
Relationship

Total 52 100.0 24 100.0 35 100.0 27 86 138 100.0 0.751 (F)

Married 41 78.8 17 70.8 22 62.9 15 54 95 68.8

Separated 3 5.8 4 16.7 6 17.1 7 17 20 14.5

F/M died 8 15.4 3 12.5 7 20.0 5 15 23 16.7

p < 0.05, BMI, body mass index, as a quantitative variable, was used in the analysis. BMI ranges were shown for
descriptive purposes.

Table 6. The residency of the participants.

Total Control Obese

N % N % N %

Total 138 100.0 52 100.0 86 100.0

Rural 72 52.2 7 13.5 65 75.6

Village 22 15.9 1 1.9 21 24.4

City 44 31.9 44 84.6 0 0.0
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Table 7. Association between body mass index (BMI) categories and brushing behavior based on
two-sample t-test and Spearman’s rank correlation analysis.

BMI Range p Value
Results of the 2-Sample
t-Test and Spearman’s

Rank Correlation
Coefficient

Control 30–39.9
kg/m2

40–44.9
kg/m2

>45
kg/m2 Total

N % N % N % N % N %

Brushing type

Total 52 100.0 19 100.0 31 100.0 22 100.0 124 100.0

0.606 (t)
Brush 50 96.2 13 68.4 26 83.9 16 72.7 105 84.7

Miswak 2 3.8 5 26.3 5 16.1 6 27.3 18 14.5

Both 0 0.0 1 5.3 0 0.0 0 0.0 1 0.8

Brushing
frequency

Total 52 100.0 24 100.0 35 100.0 27 100.0 138 100.0

rS = 0.02; p = 0.880
Never 1 1.9 6 25.0 4 11.4 6 22.2 17 12.3

Once 9 17.3 14 58.3 21 60.0 17 63.0 61 44.2

Twice 33 63.5 4 16.7 10 28.6 4 14.8 51 37.0

Toothpaste
Usage

Total 52 100.0 19 100.0 31 100.0 22 100.0 124 100.0

0.690 (t)Not using 2 3.8 7 36.8 9 29.0 8 36.4 26 21.0

Fluoride 46 88.5 12 63.2 22 71.0 14 63.6 94 75.8

Frequency of
dental visits

Total 52 100.0 24 100.0 35 100.0 27 100.0 138 100.0

0.366 (t)
Never 8 15.4 21 87.5 26 74.3 18 66.7 73 52.9

Less than
3 times 28 53.8 3 12.5 4 11.4 7 25.9 42 30.4

I don’t know 3 5.8 0 0.0 5 14.3 2 7.4 10 7.2

Daily
frequency of
healthy food

Total 24 100.0 35 100.0 27 100.0 86 100.0

rS = −0.01; p = 0.958

Never 9 37.5 4 11.4 9 33.3 22 25.6

Once 8 33.3 19 54.3 12 44.4 39 45.3

Twice 4 16.7 6 17.1 3 11.1 13 15.1

Three times 3 12.5 6 17.1 3 11.1 12 14.0

Daily
frequency of

processed
food

Total 24 100.0 35 100.0 27 100.0 86 100.0

rS = −0.08; p = 0.460
Once 3 12.5 5 14.3 4 14.8 12 14.0

Twice 5 20.8 5 14.3 10 37.0 20 23.3

Three times 12 50.0 16 45.7 9 33.3 37 43.0

p < 0.05, BMI, body mass index, as a quantitative variable, was used in the analysis. BMI ranges were shown for
descriptive purposes.

3.4. BMI in Relation to DMFT Index

The relationship between the DMFT (Decayed, Missing, and Filled Teeth) Index and
BMI amongst the participants is summarized in Table 8. The mean number of decayed
teeth was at its highest in participants with a BMI of ≤40 kg/m2 (5.79), and lowest in those
with a BMI of 40–45 kg/m2 (5.31). However, the correlation between BMI and decayed
teeth was not statistically significant (r = −0.03; p = 0.781).

For missing teeth, participants with a BMI > 45 kg/m2 had the highest mean number
(1.85), while those with a BMI ≤ 40 kg/m2 had the lowest (1.25). Despite this variation, the
correlation was not statistically significant (r = 0.20; p = 0.065).

The mean number of filled teeth was highest in participants with a BMI of 40–45 kg/m2

(0.94), and lowest in those with a BMI > 45 kg/m2 (0.44). This correlation was also not
significant (r = −0.06; p = 0.593).
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Overall, the DMFT index showed no significant correlation with increasing BMI
(r = 0.03; p = 0.782), with mean values ranging from 7.50 to 8.06 across different BMI
categories (Table 8).

Table 8. Relationship between DMFT (decayed, missing, and filled teeth) index and BMI of the
participants.

BMI Range p Value
Results of Pearson’s r

Correlation CoefficientControl 30–39.9
kg/m2

40–44.9
kg/m2

>45
kg/m2 Total

Decayed
Teeth (D)

Mean 4.37 5.79 5.31 5.44 5.07
r = −0.03; p = 0.781

Standard Deviation 3.45 3.76 3.44 4.64 3.76

Missing
Teeth (M)

Mean 0.62 1.25 1.80 1.85 1.27
r = 0.20; p = 0.065

Standard Deviation 1.24 1.03 1.83 1.77 1.57

Filled Teeth
(F)

Mean 1.81 0.46 0.94 0.44 1.09
r = −0.06; p = 0.593

Standard Deviation 2.69 1.02 1.70 1.09 2.04

DMFT
Mean 6.79 7.50 8.06 7.74 7.42

r = 0.03; p = 0.782
Standard Deviation 4.25 4.04 4.13 4.66 4.26

p < 0.05, BMI, body mass index, as a quantitative variable, was used in the analysis. BMI ranges were shown for
descriptive purposes.

3.5. Association Between DMFT and BMI Adjusted for Age and Diabetes Mellitus Type 2

The multiple linear regression analysis revealed no significant association between
the DMFT index and BMI (β = 0.06, 95% CI: −0.18 to 0.30, p = 0.616), age (β = 0.06, 95%
CI: −0.34 to 0.46, p = 0.759), or diabetes mellitus type 2 (β = −1.47, 95% CI: −4.55 to 1.61,
p = 0.346) (Table 9). However, a significant positive association was found between missing
teeth (MT) and BMI (β = 0.09, 95% CI: 0.00 to 0.18, p = 0.045), indicating that a higher BMI
is associated with an increase in the number of missing teeth. The association between
missing teeth, and age suggested a significance (β = −0.14, 95% CI: −0.29 to 0.01, p = 0.056),
while no significant association was observed with diabetes mellitus type 2 (β = 0.26, 95%
CI: −0.88 to 1.40, p = 0.649) (Table 9) (Figure 1). A multiple linear regression analysis
adjusting for age showed that BMI remained significantly associated with missing teeth
(β = 0.09, 95% CI: 0.00–0.18, p = 0.045), while age demonstrated a borderline association
(p = 0.056).
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Table 9. Association between DMFT (decayed, missing, and filled teeth) index, missing teeth (MT),
and BMI adjusted for age and diabetes mellitus type 2: findings from multiple linear regression.

Beta 95% CI p-Value (* p < 0.05)

DMFT

BMI 0.06 −0.18 0.30 0.616

Age 0.06 −0.34 0.46 0.759

Diabetes Mellitus Type 2

No 0

Yes −1.47 −4.55 1.61 0.346

Missing Teeth (MT)

BMI 0.09 0.00 0.18 0.045 *

Age −0.14 −0.29 0.01 0.056

Diabetes Mellitus Type 2

No 0

Yes 0.26 −0.88 1.40 0.649
* p < 0.05, BMI, body mass index, as a quantitative variable, was used in the analysis. BMI ranges were shown for
descriptive purposes.

4. Discussion
The main aim of this study was to investigate the relationship between patients’ dental

history, sociodemographic data, and DMFT index, amongst the female students at Taif
University sports center with high BMI. The findings provide valuable insights into the
complex interplay between obesity and oral health in this specific population. An important
strength of this study is the inclusion of a control group of students with normal BMI,
allowing direct comparison with obese participants. The comparative analysis revealed
that obesity was associated with a higher prevalence of systemic diseases, more frequent
pain-related dental visits, and an increased number of missing teeth.

4.1. Dental History and BMI

Our data analysis demonstrated significant differences in the reasons for dental vis-
its across the different BMI groups. Participants with a higher BMI (40–45 kg/m2 and
>45 kg/m2) were more likely to visit the dentist for examinations and pain, compared to
those with a lower BMI of ≤40 kg/m2. These results align well with previous research,
which indicates that individuals with a higher BMI are more prone to dental-related issues,
possibly due to dietary habits and metabolic factors associated with obesity [25]. Pain was
the predominant reason for dental visits across all BMI groups, highlighting the need for
targeted interventions to address pain management in patients with defined obesity.

4.2. Medical, Behavioral, and Social Characteristics

This study also showed a significant incidence of systemic diseases amongst the partic-
ipants, such as asthma and type 2 diabetes. The prevalence of type 2 diabetes was notably
higher in the highest BMI group, consistent with the existing literature, which links obesity
with an increased risk of chronic diseases [26,27]. Smoking prevalence was relatively low,
and parental educational attainment varied, with a substantial proportion of participants
originating from rural areas. These sociodemographic factors are crucial in understanding
the broader context of health behaviors and access to healthcare services [1,9,14].

To our surprise, the study found no significant correlation between BMI and dental
hygiene practices or dietary habits. A total of 60.5% of our participants brushed their teeth
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once daily with a fluoride toothpaste, regardless of their BMI. The aforementioned results
are similar to those previously reported by Alghamdi et al. [2]. At the same time, 21% of
our participants brushed their teeth twice a day. This is also similar to previous reported
literature, which showed that 27.5% of participants brushed their teeth twice daily [9]. This
contrasts with a study [28], which found that 62% of Kuwaiti adults brushed their teeth
twice daily. Our results suggest that whilst BMI may influence the frequency and reasons
for dental visits, it does not necessarily impact daily oral hygiene practices. The lack of
significant correlation between BMI and dietary habits also indicates that other factors,
such as metabolic changes and systemic health conditions, may play a more critical role in
the relationship between obesity and oral health.

4.3. DMFT Index and BMI

The relationship between the DMFT index and BMI was not statistically significant,
although participants with a BMI ≤ 40 kg/m2 had the highest mean number of decayed
teeth. Our results correlate with previous findings, which reported that the BMI of adult
patients at Taif University, with high or low incidence of dental caries, was not significantly
different [18]. In contrast, two Saudi studies conducted in Jeddah and Jazan reported a
positive correlation between oral health and BMI [1,19]. The significant positive association
between missing teeth and higher BMI suggests that obesity may contribute to caries-related
tooth loss or other oral health complications [29]. Participants with higher BMI were more
likely to have elevated DMFT scores, even after accounting for other factors such as low
education, edematous gingiva, smoking, and medical conditions [1]. Obesity is associated
with systemic inflammation and metabolic changes that can affect oral health [30,31]. For
instance, higher levels of body fat can lead to increased levels of inflammatory markers,
which may contribute to oral health issues such as caries and periodontal disease [32]. In a
study conducted at another Saudi university, Jouhar et al. (2021) [33] identified a significant
correlation between the DMFT index and obesity among students. The prevalence of dental
caries was highest among overweight (DT = 2.80 ± 2.39) and obese (DT = 4.50 ± 0.985)
participants [33]. Additionally, the study found that the associations between BMI and
decayed teeth, filled teeth, and the overall DMFT index remained highly significant after
adjusting for confounders in the linear regression model [33]. Researchers [34] reported
that 6-year-old children who were overweight or obese exhibited a 1.92-fold and 3.6-fold
increased risk of developing dental caries, respectively. Additionally, the study found that
13-year-old children in the same cohort who were overweight or obese had a 1.68-fold
and 1.8-fold higher risk of dental caries compared to their normal-weight peers. Younger
individuals are more prone to developing dental decay due to their higher consumption of
sweets and lower intake of natural dairy products.

The lack of significant association between the DMFT index and BMI after considera-
tion of age and diabetes mellitus type further underscores the multifaceted nature of this
relationship. Even after adjusting for age, higher BMI remained a significant predictor of
missing teeth. This finding is consistent with some studies conducted among university
populations, although other research has suggested that age might attenuate this associa-
tion [29]. Type 2 diabetes is associated with higher blood glucose levels, which can lead
to an increased risk of dental caries due to the presence of glucose in saliva, providing
a substrate for cariogenic bacteria [35,36]. The discrepancy in the findings may be due
to differences in oral health indicators, BMI categories, sample size, and confounding
factors controlled for in the analyses. Further studies are required to clarify the relationship
between oral health and BMI in various settings and age groups.
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4.4. Implications for Public Health and Future Research

The findings of this study highlight the importance of considering BMI as a factor
in oral health assessments and interventions. Given the rising prevalence of obesity in
Saudi Arabia, particularly amongst women, targeted public health strategies are required
to address the unique oral health challenges faced by this population [9,10]. Future re-
search should focus on longitudinal studies to better understand the causal relationships
between obesity and oral health outcomes. Additionally, exploring the role of dietary
habits, metabolic factors, and access to dental care in this context could provide more
comprehensive insights.

4.5. Study Limitations

Several limitations should be considered when interpreting the results of this study.
Firstly, this study was limited to female participants due to the strict gender segregation
and cultural sensitivities in the Kingdom of Saudi Arabia. As a result, the findings are
not applicable to the male population. The cross-sectional study design and convenience
sampling methods employed in this research position it at the lower end of the evidence
hierarchy, thus preventing the establishment of causal relationships between the identified
variables. Dental caries were diagnosed solely through visual examination, without the
use of radiographic confirmation. Additionally, the self-reported nature of dietary and oral
hygiene data introduces potential recall bias, which may affect the accuracy of the findings.
Moreover, the single-center nature of the study introduces potential bias related to local
demographics, healthcare practices, and institutional factors. As a cross-sectional study,
it is challenging to establish causal relationships, and the observed associations may be
influenced by other unexamined factors. Recall bias related to genetic and environmental
causes cannot be excluded. Furthermore, as this was a pilot study, the sample size was
relatively small, which may limit the statistical power to detect significant findings and
could result in overestimated odds ratios (ORs). To enhance the current understanding,
further research with a larger and more inclusive sample size of other high-risk populations
is recommended.

5. Conclusions
In conclusion, this study highlights the complex relationship between obesity and oral

health amongst female students at Taif University. By comparing obese participants to a
normal BMI control group, we found that a higher BMI was associated with more frequent
dental visits, mainly driven by pain, and a higher prevalence of systemic diseases such as
asthma and type 2 diabetes. While no significant correlation was observed between BMI
and daily oral hygiene practices or dietary habits, a positive association between higher
BMI and missing teeth suggests that obesity may contribute to caries-related tooth loss.
These findings underscore the importance of integrating BMI considerations into dental
health assessments and public health strategies, particularly in regions with rising obesity
rates. Future research should utilize larger, more diverse populations and explore potential
metabolic and behavioral mechanisms linking obesity and oral health outcomes.
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24. Černelič-Bizjak, M.; Guiné, R.P.F. Predictors of Binge Eating: Relevance of BMI, Emotional Eating and Sensivity to Environmental
Food Cues. Nutr. Food Sci. 2022, 52, 171–180. [CrossRef]

25. Abogazalah, N.; Yiannoutsos, C.; Soto-Rojas, A.E.; Bindayeld, N.; Yepes, J.F.; Martinez Mier, E.A. Distal and Proximal Influences
on Self-Reported Oral Pain and Self-Rated Oral Health Status in Saudi Arabia: Retrospective Study Using a 2017 Nationwide
Database. JMIR Public Health Surveill. 2024, 10, e53585. [CrossRef]

26. Alwadeai, K.S.; Alhammad, S.A. Prevalence of Type 2 Diabetes Mellitus and Related Factors among the General Adult Population
in Saudi Arabia between 2016–2022: A Systematic Review and Meta-Analysis of the Cross-Sectional Studies. Medicine 2023, 102,
e34021. [CrossRef]

27. AlShahrani, M.S. Prevalence of Obesity and Overweight among Type 2 Diabetic Patients in Bisha, Saudi Arabia. J. Fam. Med.
Prim. Care 2021, 10, 143–148. [CrossRef]

28. Nazar, H.; Shyama, M.; Ariga, J.; Almutawa, S.; Mahomed, O. Assessment of Oral Health Knowledge and Practices and Its
Association With Sociodemographic Factors Among Government Employes and Their Clients in Kuwait: A Cross-Sectional
Study. Int. J. Dent. 2025, 2025, 8880948. [CrossRef]

29. Hwang, S.; Oh, H.; Rhee, M.; Kang, S.; Kim, H. Association of Periodontitis, Missing Teeth, and Oral Hygiene Behaviors with
the Incidence of Hypertension in Middle-aged and Older Adults in Korea: A 10-year Follow-up Study. J. Periodontol. 2022, 93,
1283–1293. [CrossRef]

30. Iwashita, M.; Hayashi, M.; Nishimura, Y.; Yamashita, A. The Link between Periodontal Inflammation and Obesity. Curr. Oral
Health Rep. 2021, 8, 76–83. [CrossRef]

31. Jepsen, S.; Suvan, J.; Deschner, J. The Association of Periodontal Diseases with Metabolic Syndrome and Obesity. Periodontology
2020, 83, 125–153. [CrossRef]

32. Martínez-García, M.; Hernández-Lemus, E. Periodontal inflammation and systemic diseases: An overview. Front. Physiol. 2021,
12, 709438. [CrossRef] [PubMed]

33. Jouhar, R.; Ahmed, M.A.; Khurshid, Z.; Bokhari, S.A. Association of BMI, Diet, Physical Activity, and Oral Hygiene Practices with
DMFT Index of Male Dental Students at King Faisal University, Al-Ahsa. Nutrients 2021, 13, 224. [CrossRef] [PubMed]

34. Agrawal, S.; Deep, S.; Aggarwal, P.; Chauhan, B.; Khan, F.; Sagir, A.H. Association between Dental Caries and Body Mass Index
(Bmi) among Children of 6-12 Years in Ghaziabad, UP: A Original Research. Baba Farid Univ. Dent. J. 2023, 13, 11–15.

35. Almusawi, M.A.; Gosadi, I.; Abidia, R.; Almasawi, M.; Alrashood, S.T.; Ekhzaimy, A.; Alhomida, A.S.; Khan, H.A. Association
between Salivary Factors and Cariogenic Bacteria in Type-2 Diabetes Patients. J. King Saud Univ. 2020, 32, 2617–2621. [CrossRef]

36. Zhou, G.; Shu, X.; Long, Y.; Cao, Y.; Wang, J.; Liao, G.; Zou, L. Dental Caries and Salivary Alterations in Patients with Type 2
Diabetes: A Systematic Review and Meta-Analysis. J. Dent. 2024, 150, 105321. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.jtumed.2021.06.008
https://www.ncbi.nlm.nih.gov/pubmed/34690643
https://doi.org/10.3389/fpubh.2021.645091
https://doi.org/10.1186/s12903-022-02578-4
https://doi.org/10.3390/diagnostics13050902
https://doi.org/10.1186/s12903-024-05117-5
https://doi.org/10.1111/cob.70002
https://doi.org/10.1016/j.jebdp.2021.101619
https://www.ncbi.nlm.nih.gov/pubmed/35219460
https://doi.org/10.3290/j.ohpd.b5656148
https://www.ncbi.nlm.nih.gov/pubmed/39105314
https://doi.org/10.1108/NFS-02-2021-0062
https://doi.org/10.2196/53585
https://doi.org/10.1097/MD.0000000000034021
https://doi.org/10.4103/jfmpc.jfmpc_1349_20
https://doi.org/10.1155/ijod/8880948
https://doi.org/10.1002/JPER.21-0706
https://doi.org/10.1007/s40496-021-00296-4
https://doi.org/10.1111/prd.12326
https://doi.org/10.3389/fphys.2021.709438
https://www.ncbi.nlm.nih.gov/pubmed/34776994
https://doi.org/10.3390/nu13010224
https://www.ncbi.nlm.nih.gov/pubmed/33466721
https://doi.org/10.1016/j.jksus.2020.05.002
https://doi.org/10.1016/j.jdent.2024.105321

	Introduction 
	Materials and Methods 
	Study Design, Location, and Time 
	Study Participants 
	Sampling Methodology 
	Ethical Considerations 
	Data Collection 
	Data Calculation 

	Results 
	Sample Characteristics 
	BMI in Relation to Dental History 
	BMI in Relation to Medical, Behavioural and Social Characteristics 
	BMI in Relation to DMFT Index 
	Association Between DMFT and BMI Adjusted for Age and Diabetes Mellitus Type 2 

	Discussion 
	Dental History and BMI 
	Medical, Behavioral, and Social Characteristics 
	DMFT Index and BMI 
	Implications for Public Health and Future Research 
	Study Limitations 

	Conclusions 
	References

