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ABSTRACT

Objectives: This study was conducted to find scaling patients’ oral health belief and satisfaction by applying Comprehensive
Dental Hygiene Care (CDHC) process. Methods: From July 1 to September 20, 2020, the data about 182 patients who had scaling
in dental clinics and hospitals had been collected and analyzed. For data analysis, SPSS Statistics 22.0 was applied to conduct
frequency analysis, chi-square, t-test, One way ANOVA and Pearson’s correlation analysis. Results: Regarding oral health behavior,
in the CDHC group 92.4% used oral care products (p<0.001), and 67.4% regularly visited dental clinics for oral care (p<0.001).
Regarding the oral health belief according to general characteristics, in the CDHC group, persons aged ‘50-65" scored 2.4 (the
highest), and were significantly different from those aged 20-29’ as the result of post-hoc analysis (p<0.001). Regarding the oral
health belief of the CDHC group according to oral health behavior, the scaling cycle ‘3 months’ scored the highest (p<0.05). The
patients’ satisfaction had high correlations with benefit (p<0.01) and Importance (p<0.05) as the sub factors of the oral health
belief of the CDHC group. Conclusions: CDHC positively influenced scaling patients’ oral health belief and satisfaction. Therefore,
it is necessary to expand CDHC, as the medium to improve oral health belief and satisfaction, to clinical settings.
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Introduction

Periodontal disease first starts as an inflammation. The lack of proper management leads to symptoms such as gingival bleeding
and recession, periodontal pocket formation, and destruction of alveolar bone, which subsequently cause tooth loss. This chronic
disease is observed in adults and progresses in earnest after the age of 20 [1]. Approximately 85% of adults in Korea contracted
periodontal disease, and the prevalence of peritonitis increases with age [2]. According to the Health Insurance Review and
Assessment Service (HIRA) in 2019, ‘gingivitis and periodontal disease’ was ranked as the most common disease [3]. Periodontal
disease is a bacterial infection of the periodontal tissue. Mature oral biofilms are calcified to plaques on the tooth surface and form
on natural teeth or prosthesis. These plaques act as a local source of periodontal disease by causing mechanical stimulation to the
gingiva and subsequent inflammation [4]. Therefore, scaling to remove oral biofilms and plaques is an essential procedure that
determines the prevention and treatment of periodontal disease [5]. Local factors such as dental plaques and deposits that cause
dental caries and periodontal disease may be removed [6] to improve the oral health.

Comprehensive dental hygiene care (CDHC) [assessment-dental hygiene diagnosis-planning-implementation-evaluation (re-
evaluation after 4 weeks) + documentation] applied to scaling for more systematic and efficient management of periodontal disease
is an evidence-based process to improve the oral health through oral disease prevention and treatment [7]. CDHC is an individually
tailored professional dental hygiene process that reviews the oral health, finds potential problems, plans and executes customized

Received January 24,2022 Revised January 27,2022 Accepted January 28, 2022

Copyright © 2022 by Journal of Korean Society of Dental Hygiene. This is an Open Access article distributed under the terms of the Creative Commons
Attribution Non-Commercial License(http://creativecommons.org/licenses/by-nc/4.0)

*This article is a condensed form of the first author's master's thesis from Kwangju Women's University.



2+ J Korean Soc Dent Hyg 2022;22(1):1-9

prevention and treatment, and effectively manage the treatment through the evaluation of healing and results based on dental
hygiene assessment [8]. As defined in social psychology, believe and behaviors are directly related to one another, and knowledge
about an individual’s belief and attitude can accurately measure a given behavior [9]. The health belief model is the most influential
and universally used model for explaining health-related behaviors [10]. The model has been previously used to describe the behaviors
of people who believe oneself is healthy for the prevention and detection of disease in asymptomatic stage and its related factors [11].
For a quality life, it is necessary to increase not only health belief, but also oral health belief that can improve awareness and behavior
of oral health. Therefore, the purpose of this study was to assess oral health belief and satisfaction after scaling experience with CDHC
at dental hospitals and clinics and provide basic data on the necessity and clinical application of CDHC.

Methods

1. Participants and methods

This study was conducted from July 1, 2020 to September 20, 2020 with the approval of the 00 University Institutional Review Board
(IRB) (IRB approval number:1041485-202005-HR-001-09). Those between the age of 20 and 65 who voluntarily agreed to this study and
had experiences of scaling were conveniently extracted. Then, only those who understood the purpose of this study and provided a
written consent form were asked to complete a self-administered questionnaire.

The minimum number of participants required for this study were calculated using G*power 3.1.9.4 program with an effect size of
0.15, significance of 0.05, and power of 0.85. A minimum number of 87 participants was required per group with a total of 174
participants. As a result, 190 participants were recruited, in consideration of 10% dropout rate. Among the retrieved questionnaires,
six questionnaires were excluded for incomplete responses, and 184 questionnaires were included in the final analysis. A total of 92
participants were included in each of the two groups: scaling with CDHC (CDHC group) and scaling without CDHC (non-CDHC

group).

2. Study tools

Oral health belief was evaluated using a tool developed by Kim [10], which was modified and supplemented for use in this study.
The tool consisted of 25 items in total with 5 items for each of sensitivity, severity, benefit, importance, and disability. Each item was
evaluated on a five-point scale from ‘strongly disagree’ for one point to ‘strongly agree’ for five points. For analysis, ‘strongly disagree’
and ‘disagree’ was converted into ‘disagree’, and ‘strongly agree’ and ‘agree’ were converted into ‘agree’. ‘Disagree’, ‘neutral’, and
‘agree’ were given a score of one, two, and three points, respectively for analysis. A higher score indicated a greater belief about
sensitivity, severity, benefit, and importance, and a lower score indicated less disability.

Oral health behavior was evaluated using a tool used by Lee [11], which was modified and supplemented for use in this study. The
tool consisted of seven items, including three items on the frequency, timing, and duration of brushing, two items on the use and
type of oral hygiene supplements, one item on regular oral health checkups, and one item on regular scaling interval. Satisfaction
was evaluated using a tool used by Hong et al. [12] and Han [13]. The tool was modified and consisted of eight items. Awareness of
CDHC procedure was evaluated using a tool used by Moon et al. [14]. The tool was modified to reflect the dental clinical settings in
Korea, and items on periodontal examination during CDHC process were re-written in simpler terms to enhance the understanding
of the participants. The tool consisted of 10 items in total. Cronbach’s a excluding general characteristics, was 0.749 for oral health
belief and 0.890 for satisfaction.
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3. Statistical analysis

Data were analyzed using SPSS for Window version 22.0 (IBM Co, Armonk, NY, USA), and all statistical significance (a) was set to
0.05. Chi-square test was conducted to compare oral health behaviors between the groups who underwent scaling with or without
CDHC. Independent sample t-test and one-way ANOVA were conducted to compare oral health belief and satisfaction according to
general characteristics and oral health behaviors. Scheffé test was conducted for post-hoc analysis. Independent sample t-test was
conducted to compare oral health belief and satisfaction according to the awareness of CDHC. Lastly, Pearson’s correlation analysis
was performed on the relationship between satisfaction and sub-factors of oral health belief in the CDHC group.

Results

1. Oral health behavior of CDHC and non-CDHC groups

Approximately 92.4% of CDHC group and 70.7% of non-CDHC group used oral care products other than toothbrush and toothpaste
(p<0.001). In the CDHC group, 67.4% visited the dental hygienist on a regular basis for oral care. On the other hand, only 33.7% of the
non-CDHC group regularly visited the dental hygienist for oral care (p<0.001). In the CDHC group, 38.0%, 34.8%, 16.3%, and 10.9%
underwent scaling every 12 months, six months, three months, and other, respectively. In the non-CDHC group, 60.9%, 12.0%, 3.3%,
and 23.9% received scaling every 12 months, six months, three months, and other, respectively (p<0.001) <Table 1>.

Table 1. Oral health behavior of CDHC and non-CDHC groups Unit : N(%)
Characteristics Division CDHC group  non - CDHC group v ()
Average number of toothbrushing a day <2 31(33.7) 34 (37.0) 4.549 (0.103)
3 39 (42.4) 47 (51.1)
4< 22 (23.9) 11 (12.0)
Average toothbrushing time a day’ Before breakfast 42 (22.8) 36 (19.6)
After breakfast 58 (31.5) 57 (31.0)
After lunch 59 (32.1) 56 (30.4)
After dinner 44 (23.9) 46 (25.0)
Before sleep 61 (33.2) 53 (28.8)
After snack 8(4.3) 5(2.7)
Average daily toothbrushing time <2 28 (30.4) 34 (37.0) 0.878 (0.645)
(1 toothbrushing time: minute) 2-3> 45 (48.9) 41 (44.6)
3< 19 (20.7) 17 (18.5)
Use oral care products other than toothbrush and = Yes 85 (92.4) 65 (70.7) 14.431 (< 0.001)
toothpaste No 7(7.6) 27 (29.3)
Types of oral care products used " Floss 42 (29.8) 28 (29.5)
Interdental brush 46 (32.6) 25 (26.3)
Mouthwash 29 (20.6) 25 (26.3)
Flectric toothbrush 7(5.0) 9(9.5)
Waterpik 17 (12.1) 8(8.4)
Visit dental clinics on a regular basis for oral care  Yes 62 (67.4) 31(33.7) 20.894 (< 0.001)
No 30 (32.6) 61 (66.3)
Scaling cycle (months) 3 15 (16.3) 3(33) 27.602 (< 0.001)
6 32 (34.8) 11 (12.0)
12 35(38.0) 56 (60.9)
Other 10 (10.9) 22 (23.9)

"by chi-square test
"multiple responses
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2. Oral health belief and satisfaction according to general characteristics of CDHC
and non-CDHC groups

In the CDHC group, those between the age of 50-65 had the highest score for oral health belief at 2.41 points. Post-hoc analysis
showed that those between the age of 50-65 had a significantly greater score for oral health belief than those between the age of 20-29
(p<0.001). Oral health belief was high at 2.43 points as subjective oral health awareness was ‘bad’. Post-hoc analysis showed that the
oral health belief of those with ‘bad’ subjective oral health awareness were significantly higher than that of those with ‘normal’ and

‘good’ subjective oral health awareness (p<0.001). In the non-CDHC group, oral heath belief was high at 2.41 points as subjective oral
health awareness was ‘bad’. The oral health belief of those with ‘bad’ subjective oral health awareness were significantly higher than
that of those with ‘normal’ and ‘good’ subjective oral health awareness (p<0.001) <Table 2>.

Table 2. Oral health belief and satisfaction according to general characteristics of CDHC and non-CDHC groups

Unit : Mean=®=SD

CDHC group non-CDHCgroup CDHC group non - CDHC group

Characteristics Division Oral health belief Satisfaction
Gender Male 2.33 +0.26 2.16 +0.28 2.93 +0.19 2.55 + 0.50
Female 2.31 +=0.25 2.13 +0.22 2.93 +0.16 2.59 +0.36
t/F Q)) 0.398 (0.691) 0.605 (-0.423) -0.053 (0.958) 0.547 (0.674)
Age (yrs) 20-29 213 +0.26° 213 +0.23 291 + 021 2.69 + 0.39
30-49 2.38 £+ 0.21% 2.15+0.31 2.96 + 0.12 2.48 + 0.54
50-65 2.41 +0.20° 2.16 = 0.22 2.93 +0.18 2.54 +0.37
t/F QJ) 14.176 (< 0.001) 0.133 (0.876) 0.588 (0.557) 1.807 (0.170)
Marriage Unmarried 2.29 +0.24 2.05+0.40 2.95 + 0.11 241 + 0.64
Married 2.33 +0.26 2.17 +0.21 2.93 +0.19 2.60 + 0.38
t/F (p) -0.679 (0.499) -1.864 (0.066) 0.524 (0.602) -1.630 (0.107)
Education level < High school graduation ~ 2.33 + 0.25 215£0.25 294 £0.14 2.57 £0.39
= College graduation 2.30 = 0.26 2.14 = 0.25 293 +0.20 2.57 £0.52
t/F (p) 0.434 (0.334) 0.164 (0.870) 0.665 (0.739) -0.026 (0.979)
Job Employee 2.29 +0.26 2.18 = 0.24 2.94 +0.18 2.60 = 0.37
Self - employment 2.28 +0.26 2.07 = 0.27 2.98 + 0.05 2.45 + 0.59
Homemaker 2.40 +0.23 2.40 +0.23 2.89 + 0.24 2.22 +0.26
Student and other 2.37 = 0.26 2.37 £0.26 2.89 £ 0.16 2.14 £ 0.25
t/F (p) 1.056 (0.372) 1.230 (0.304) 0.905 (0.442) 1.187 (0.319)
Monthly income of <199 2.32 = 0.23 2.03 = 0.24 2.94 +0.15 2.48 +0.41
a family 200 - 299 2.29 +0.25 2.17 = 0.28 2.97 +0.10 2.65 +0.36
300 - 399 2.35 +0.15 2.26 + 0.26 2.92 +0.14 2.51 +0.36
400 < 2.32 +0.29 2.14 +0.22 292 +0.21 2.55 + 0.52
t/F Q)) 0.173 (0.441) 0.1807 (0.152) 0.914 (0.725) 0.558 (0.644)
— Bad 243 + 014 2.41 £ 0.20° 294 +0.14 2.73 £ 0.26
iﬁv};ﬁ?evsioml health — Normal 213 025"  2124021° 2024020 254+ 047
Good 1.97 £ 0.19° 1.98 + 0.30° 2.99 + 0.04 2.51 = 0.41
t/F QJ) 19.331 (< 0.001) 15.896 (< 0.001) 0.855 (0.429) 1.328 (0.270)
"by t-test or one-way ANOVA

*The same characters are not significant by Scheffé test.
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3. Oral health belief and satisfaction according to oral health behaviors in CDHC and
non-CDHC groups
In the CDHC group, the oral health belief was highest in those who underwent scaling ‘every three months’ at 2.33 points. The oral

heal belief of those undergoing scaling ‘every three months’ was significantly higher than that of those undergoing scaling ‘other’
(p<0.05).

In the non-CDHC group, the oral health belief was highest in those who brushed their teeth for ‘more than three minutes’ on
average per time at 2.85 points. The oral health belief of those who brushed teeth for ‘more than three minutes’ was significantly
higher than that of those brushing for ‘less than two minutes’ and ‘two to three minutes’ (p<0.05) <Table 3>.

Table 3. Oral health belief and satisfaction according to oral health behaviors in CDHC and non-CDHC groups  Unit : MeanSD

. . ... CDHC grou non - CDHC grou CDHC grou non - CDHC grou
Characteristics Rl en gSrall;)heal’th belief S - Sgtisfacﬁon S
Average number of <2 2.21 £ 0.26 2.22 £0.25 291 £0.19 2.57 £0.39
toothbrushing a day 3 2.15 + 0.28 2.12 4+ 0.24 2,95+ 0.18 2.60 + 0.37

4< 2.16 £+ 0.25 2.05 + 0.28 294 +0.12 243 +0.75
t/F () 0.543 (0.583) 2.560 (0.083) 0.481 (0.620) 0.643 (0.528)
Average daily toothbrushing time < 2 220 £ 0.28 213 +0.22 291 +0.21 2.49 + 0.40°
(1 toothbrushing time: minute) ~ 2-3 > 217 +£0.26 2.14 +0.28 293 +0.17 2.51 =+ 0.48"
3< 2.15 +0.25 222 +0.25 2.96 + 0.08 2.85 + 0.27°
t/F (p) 0.196 (0.822) 0.748 (0.476) 0.470 (0.627) 4.879 (0.010)
Use oral care products other than ~ Yes 2.18 +0.27 2.17 £ 0.25 293 +0.18 2.56 = 0.45
toothbrush and toothpaste No 210 + 0.22 211+ 0.25 2.95 + 0.14 2.59 4 0.41
t/F (p) 0.723 (0.472) 0.993 (0.323) -0.228 (0.820) -0.301 (0.764)
Visit dental clinics on a regular Yes 2.20 £ 0.25 2.19 £0.28 295+ 0.14 2.56 £ 0.52
basis for oral care No 2.12 +0.28 213 £ 0.24 2.89 4 0.22 2.57 +0.39
t/F (p) 1.432 (0.156) 0.974 (0.333) 1.745 (0.084) -0.032 (0.974)
Scaling cycle (Months) 3 2.33 £ 0.28° 227 £0.26 3.00 = 0.00 2.58 = 0.26
6 2.16 £ 0.26° 222 +0.42 2.96 £ 0.09 2.34 £ 0.74
12 2.16 £ 0.25° 2.13 £ 0.24 2.90 + 0.24 2,62 £ 0.37
Other 2.02 £ 0.19° 2.16 £ 0.17 2.86 + 0.17 2.54 + 0.42
t/F (p) 2.983 (0.036) 0.667 (0.574) 2.204 (0.093) 1.306 (0.278)

"by t-test or one-way ANOVA

*The same characters are not significant by Scheffé test.

4, Oral health belief and satisfaction according to the awareness of CDHC process in
CDHC and non-CDHC groups

Oral health belief according to the awareness of CDHC process was analyzed. The request for revisit after plaque removal to assess
healing was high in both CDHC (2.19, p<0.05) and non-CDHC (2.2, p<0.05) groups. In the non-CDHC group, satisfaction increased
with explanation of test results (2.64, p<0.05), scaling experience using both ultrasound and manual instruments(2.68, p<0.05),
proficient experience of the dental hygienist with skilled techniques for calculus removal (2.69, p<0.05), effort and solicitude to make
patients feel comfortable during calculus removal (2.66, p<0.05), and experiences of receiving explanations on adequate oral care
methods according to oral conditions (2.67, p<0.01) <Table 4>.

5. Correlation between sub-factors of oral health belief and satisfaction in CDHC group

Correlation between sub-factors of oral health belief and satisfaction was evaluated in CDHC group. Satisfaction was positively
correlated with benefit (r=0.291, p<0.01) and importance (r=0.224, p<0.05) <Table 5>.

https://doi.org/10.13065/jksdh.20220001



6+ J Korean Soc Dent Hyg 2022;22(1):1-9

Table 4. Oral health belief and satisfaction according to the awareness of CDHC process in CDHC and non-CDHC groups
Unit : Mean=£SD

CDHC group  non - CDHC group CDHC group  non - CDHC group

Characteristics Division

Oral health belief Satisfaction
Assessment - dental hygiene diagnosis-planning
Oral radiography experience Yes 2.16 £0.27 215+0.21 293 £0.18 2.62 £0.37
No 2.26 +0.22 2.15+0.29 2.98 +0.05 2.51 +0.50
t (p) -0.948 (0.346) 0.132 (0.895) -0.799 (0.427) 1.224(0.224)
Gum (alveolar bone) examination Yes 217 +£0.27 218 £0.21 293 +0.18 2.64 = 0.35
experience No 219 £ 0.21 2.14 £ 0.27 292 +0.14 2.54 +0.47
t(p) -0.340 (0.735) 0.865 (0.390) 0.292 (0.771) 0.218 (0.299)
Test experience using instruments Yes 218 £0.26 217 £0.24 294+ 0.16 2.6510.39
to check for tartar in the gums N 2.06 +0.33 214+ 026 2.78 +0.26 2.52 +0.46
t (p) 0.945 (0.347) 0.486 (0.628) 1.433(0.222) 1.318 (0.191)
Explanation of test results Yes 218 £0.26 2.15£0.23 2931017 2.64 £0.36
No 1.68 £ 0.00 2.151+0.29 2.88 = 0.00 243 +0.53
t (p) 1.907 (0.060) -0.104 (0.917) 0.331 (0.741) 2.331(0.023)
Implementation
Scaling experience using Yes 217 £0.27 214 +£0.25 294 £0.15 2.68 = 0.34
both ultrasound and manual N 2.14 + 0.09 2.16 +0.26 2.73 % 0.40 2.48 + 0.49
mstruments t(p) 0.760 (0.467) -0.491 (0.625) 1.222 (0.289) 2.282 (0.025)
Experience of calculus removal ~ Yes - 2.1610.25 - 2.69 = 0.32
by a dental hygienist with skilled ~ N - 2.13+0.25 - 2.30 £ 0.53
techniques t(p) . 0.441 (0.660) . 3733 (0.001)
Effort and solicitude to make Yes 217 +£0.26 217 +£0.24 293 +0.17 2.66 = 0.33
patients feel comfortable during N 2.00 + 0.00 2.09 +0.29 2.88 + 0.00 2.32 +0.58
calculus removal t(p) 0.656 (0.514) 1.340 (0.184) 0.331 (0.741) 2.742 (0.010)
Explanations on adequate oral ~ Yes - 2.16 £0.25 - 2.67 = 0.34
care methods according to oral N B, 213 + 0.26 - 231 + 0.54
conditions .
t) - 0.422 (0.674) - 3.146 (0.003)
Evaluation
Request for revisit after plaque ~ Yes 219 £0.26 222 £0.25 295 £ 0.11 2.67 £0.34
removal to assess healing No 1.99 +0.22 211+0.25 2.70 + 041 2.50 +0.48
t Q)) 2.086 (0.040) 2.044 (0.044) 1.740 (0.125) 1.763 (0.081)
Personalized scaling period setting Yes 2.18 +0.27 217 £0.26 295+ 0.15 2.64 = 0.35
No 213+ 0.24 212 +0.24 2.73+£0.35 2.46 1+ 0.52
t(p) 0.436 (0.664) 0.926 (0.357) 0.436 (0.664) 1.799 (0.077)
‘by t-test

Table 5. Correlation between sub-factors of oral health belief and satisfaction in CDHC group

Sensitivity Severity Benefit Importance Disability Satisfaction
Sensitivity 1.000
Severity 0.626" 1.000
Benefit 0215 0.312" 1.000
Importance 0.249 0.322" 0.426™ 1.000
Disability 0.121 -0.003 0.259° -0.170 1.000
Satisfaction 0.034 0.052 0.291" 0.224 -0.075 1.000

'p<0.05, "p<0.01, " p<0.001, by the pearson’s correlation analysis
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Discussion

This study was conducted to assess differences in oral health belief and satisfaction according to scaling experiences with CDHC and
provide basic on the application of CDHC. In the CDHC group, 33.7%, 42.4%, and 23.9% brushed teeth less than two times, ‘three
times’, and ‘more than four times’ a day, respectively. In the non-CDHC group, 37.0%, 51.1%, and 12.0% brushed teeth ‘less than two
times’, ‘three times’, and ‘more than four times’ a day, respectively. In both groups, the highest proportion of participants brushed teeth
‘three times a day’. In a previous study by Kim [15] using the 2015 Korea National Health and Nutrition Examination Survey (KNHANES),
48.3%, 35.8%, and 15.8% brushed teeth ‘less than two times’, ‘three times’, and ‘more than four times’ a day. Compared to these findings,
the participants in our study showed improved behavior of brushing. Additionally, in a study of patients with gingivitis and periodontitis
who visited dental hospitals or clinics, Moon et al. [16] observed that the greatest proportion of both patient groups with gingivitis and
periodontitis brushed teeth ‘three times’ a day. This finding is in agreement with that of our study. Herein, we observed that 92.4% of
the CDHC group and 70.7% of the non-CDHC group used oral care products other than toothbrush and toothpaste. The most common
types of oral care products included ‘interdental brush’ (50.0%), ‘floss’ (45.7%), and ‘mouthwash’ (31.5%) in the CDHC group and ‘floss’
(30.4%), ‘interdental brush’ (27.2%), and ‘mouthwash’ (27.2%) in the non-CDHC group. Kim [15] reported that 23.3%, 22.7%, and 19.9%
of patients used ‘floss’, ‘mouthwash’, and ‘interdental brush’, respectively. The rate of oral care product use was higher in our study than
that in the study by Kim. This may be attributed to the motivation and education for self-management by dental hygienists as the
participants of our study received scaling in dental clinics or hospitals.

In the CDHC group, the proportion of those who visited dental clinics on a regular basis was approximately two times higher than
that in the non-CDHC group. It is thought at the oral health education or customized scaling interval during CDHC process by dental
hygienists may have had effects. The most common scaling interval was ‘12 months’ (38.0%) and ‘six months’ (34.8%) in the CDHC
group and ‘12 months’ (60.9%) and ‘other’ (23.9%) in the non-CDHC group. In the non-CDHC group, majority of the participants
received scaling every 12 months, and this may be due to the coverage of scaling by the national health insurance system. Thus, to
improve the oral health of a patient, a dental hygienist needs to set up a customized scaling cycle through re-evaluation after scaling.

Oral health belief was significantly high in CDHC group participants between the age of 50 and 65. Consistent with our finding, Park
[17] previously reported that oral health belief, oral health practice, and oral health-related quality of life were significantly higher in
those between the age of 40 and 60. Middle-aged and elderly people suffer from functional loss of teeth and are aware of health risk
factors such as poor oral care, stress, drinking, and smoking [18]. This may have contributed to the high oral health belief in those
between the age of 50 and 60 in our study. In the CDHC group, the participants respond ‘yes’ (100.0%) to the item on ‘experience of
calculus removal by a dental hygienist with skilled techniques’ and ‘explanations on adequate oral care methods according to oral
conditions’. Additionally, our results showed that the satisfaction was higher in all items in the CDHC group than in the non-CDHC
group. This suggested that the awareness of CDHC process in the participants may have affected satisfaction with scaling experiences.

Herein, we observed that in the CDHC group, benefit and importance, which are sub-factors of oral health belief, were positively
correlated with satisfaction. This finding is in agreement with the results of a study of adults who visited dental clinics by Choi and Park
[19]. In that study, sensitivity was positively correlated with severity and importance. Severity was positively correlated with benefit and
importance. Additionally, benefit was significantly correlated with importance. Based on our findings that higher belief on the benefit
and importance of oral health is associated with higher satisfaction of scaling experiences, educational competency of dental hygienists
must be improved. This study demonstrated that CDHC during scaling and non-surgical periodontal treatment may have positive
effects of increasing oral health belief and satisfaction of patients and that scaling with CDHC by dental hygienists may contribute to
the management of oral health. Therefore, CHDC should be more actively used in clinical practice to improve the expertise of dental
hygienists and increase the belief and satisfaction of patients in oral health. However, several limitations must be considered in the
interpretation of this study’s findings. Patients who underwent scaling at dental hospitals and clinics were extracted through a
convenience sample method. Moreover, some of the processes in the CDHC and non-CDHC groups were identical, limiting complete
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distinguishment of the two groups. Follow-up studies would need to develop a research tool that can analyze in detail the satisfaction
of patients with scaling experiences and conduct an in-depth analysis of the effects of CDHC.

Conclusions

In this study, oral health belief and satisfaction in the CDHC and non-CDHC groups were analyzed using the oral health belief
model, and basic data for the clinical use of CDHC were obtained. Data were collected from 184 participants, and the following
conclusions were obtained.

1. Oral health behavior in the CDHC group was as follows: 92.4% used oral care products other than toothbrush and toothpaste
(p<0.001), and 67.4% visited dental clinics on a regular basis for oral care (p<0.001).

2. In the CDHC group, oral health belief was the highest with 2.41 points in those between the age of 50-65. Oral health belief of
those between the age of 50-65 was significantly different from that of those between the age of 20-29 (p<0.001).

3. In the CDHC group, oral health belief according to oral health behaviors was the highest in those who underwent scaling every
‘three months’ (p<0.05).

4.In the CDHC group, benefit (p<0.01) and importance (p<0.05), which are sub-factors of oral health belief, were positively correlated
with satisfaction.

These results showed that CDHC had positive effects on increasing the oral health belief and satisfaction of scaling experience.
Thus, CDHC must be used more actively in clinical practice to increase oral health belief and satisfaction of patients undergoing
scaling.
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FzAZNGI BET

=2 = T EE/(Comprehensive Dental Hygiene Care; CDHC) 2t HE0| M2 AH LR AY CHAXIS
FLUAZAED QEE E 2ol nXt HSHIC HPMH 2020 7 1LE2EH 2020 9 20UNK| k|2 H-of oM AHUAE
ghe AR 182 Q| RAtRE £Est0] EMIQICt. XAtZE= SPSS Statistics 22.02 0|&3%t0] BI=EM | chi-square, t-test, One way
ANOVA, Pearson's correlation analysisS MAISIRCE AR AR} 2L AZEE = CDHC ME OS0|M A&, X[ o 2LHZEE AL
92.4%(p<0.001), FZH2IZ At M7|FQl K|t HE20| 67.4%AUCHP<0.001). LEtE EMoj| w2 ?WJZJML;.'O CDHC M2 120
A ‘50-65M1'7t 2.412 7HE E/UD, AZHE Hat 20-29M2F F2|B k0|7t AUUCHp<0.001). CDHC ME 1
M FZHZAUE2 AAHLE F7| 30| 7HE EJACHp<0.05). CDHC HE Q&9 AU 619 40 A4 (p<0.01)2t

|

I'-‘il
M

I-_Jo

E24(p<0.05)0]| EE+5 UEEe £2 AUHAS ERCH A2 CDHC ME0| AAH|YY ZY HAXIES ZALAED HEL o
S IS FE AS & £ AUCKL CDHC MY HE2 7L MUEHN UEES F0|= U7HZM A40]| TS 2H45to{of 2 Zi0|Tt.
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