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Abstract

Objective: To evaluate the relationship of children’s obesity and dental decay.
Methods: We measured parameters related to obesity and dental decay in 8,275 4th and 5th grade Kuwaiti children
(average age = 11.36 years) in a cross-sectional study. First to determine body weight, height, age for computation of
BMI . Second, to determine numbers of teeth, numbers of fillings and numbers of untreated decayed teeth to
determine extent and severity of dental disease. From these measurements, we computed measures of dental decay
in children from four body weight categories; obese, overweight, normal healthy weight and underweight children.
Results: The percentage of children with decayed or filled teeth varied inversely with the body weight category. The
percentage of decayed or filled teeth decreased from 15.61% (n=193) in underweight children, to 13.03% (n=4,094)
in normal healthy weight children, to 9.73% (n=1,786) in overweight children to 7.87% (n=2,202) in obese children.
Differences between all groups were statistically significant. Male children in this population had more dental decay
than female children but the reduction of tooth decay as a function of BMI was greater in male children.
Conclusions: The finding of an inverse obesity-dental decay relationship contradicts the obesity-sugar and the
obesity-dental decay relationship hypotheses. Sugar is well recognized as necessary and sufficient for dental decay.
Sugar is also hypothesized to be a leading co-factor in obesity. If the later hypothesis is true, one would expect dental
decay to increase with obesity. This was not found. The reasons for this inverse relationship are not currently clear.
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Introduction

The findings of two systematic reviews with meta-analysis
associate obesity with sugar intake [1] with dental decay[2].
Increased dental caries has long been associated with
increased sugar consumption [3,4]. Dental caries does not
develop in the absence of sugar [5]. Thus, dental caries has
become a surrogate marker for sugar intake.

The current controversy relating obesity to sugar
consumption has migrated to the level of affecting public policy
despite the weakness of supporting data. A recent systematic
review[1] concluded that unrestricted intake sugar
experimentally increased body weight by only 0.8 kg. It was
also concluded that studies involving isocaloric substitution of

other carbohydrates for sugar had no effect on body weight.
These data can hardly be considered evidence that obesity is
caused by sugar consumption.

With this conundrum in mind, we have chosen to focus on
the dental decay patterns of obese children. Dental caries
clearly has a multifactorial etiology. There are food
characteristics (tooth adherence), individual factors ( plaque
microbial composition, saliva characteristics and tooth structure
differences) behavioral factors (frequency of sugar intake, oral
hygiene, dental care) and socioeconomic factors (parental
education, parental income). Despite this complexity, however,
dental caries, has been particularly associated with sugar from
the time of our earliest archeological findings[3] to our latest
scientific research [4]. Although the advent of water fluoridation

PLOS ONE | www.plosone.org 1 October 2013 | Volume 8 | Issue 10 | e74461



may have reduced the disease severity in some populations,
the association between fermentable carbohydrate
consumption and dental decay is generally acknowledged[6].
The extent to which this association exists was recognized by
the United States’ National Research council in observing that
‘dental caries does not develop in the absence of fermentable
carbohydrates [5].

The current report derives from a larger longitudinal study
evaluating the development, causes, and prevention of obesity
in Kuwaiti children. The size was selected to provide
approximately 500 children with metabolic syndrome
(estimated 5%). In this population obesity is prevalent [7-9],
drinking water naturally contains 0.5-1.5 ppm fluoride [10] and
is not artificially fluoridated.

The aim of this work was to challenge the belief that obesity
is commonly caused by increased sugar consumption.
Although difficult to prove disassociation, the indelible mark of
dental decay does not support association of sugar
consumption with obesity in children.

Materials and Methods

Between October 2, 2011 and May 15 of 2012 data was
collected from 8,319 children during 182 visits to 39 Kuwaiti
schools with approximately equal distribution to all
governorates of Kuwait. These schools serve all social levels of
native Kuwaiti children but not expatriate children. In total,
there were 52,687 children in 250 primary schools from which
to select. Schools were chosen by the Director of the School
Oral Health Program in Kuwait (J,A.) based on an expressed
willingness of the school administration to allow their children to
participate in our clinical trial. 8,275 children had complete oral
and body weight measurements suitable for evaluation in this
analysis. Children in the study were in either the 4 th or 5th

grades with written parental informed consent and verbal child
assent obtained prior to participation. All volunteers were
accepted but the selection was not randomized across the
population. Written consent forms were collected and filed for
future reference. The study was reviewed and approved by the
Forsyth Institutional Review Board and the Dasman Institute
Human Ethical Review committees (RA/065/2011 and RA/
005/2011).

Clinical Examination
Children of this age have a mixed primary and permanent

dentition. Oral examinations were conducted by licensed
dentists assisted by trained nurses using portable dental
chairs, halogen lights and intraoral mirrors. Examiners received
training in diagnosis of visible decay and gingival health prior to
conducting examinations by a calibrated examiner. No
radiographic images were taken and no dental explorers were
used. Numbers of primary (deciduous) and permanent teeth
present were recorded as well as the number of teeth with
fillings and visible unfilled decay and entered with age and
identification into tablet computers (iPad, Apple Corporation,
Cupertino CA) for later downloading to a database. Height was
measured by using a stadiometer in centimeters and weight
was measured using a digital scale in kilograms. .

Data Analysis
Body weight categories were defined using WHO growth

reference data for 5-19years [11]. By WHO recommended cut-
off values, obese was defined as a Z-score greater than 2 SD,
overweight was defined as greater than 1 SD, normal healthy
weight was defined as between1 and -2 SD. Underweight was
defined as <-2 SD.. .

Since no radiographs were taken, missing teeth could not be
evaluated. For this reason, the percent of decayed or filled
teeth were used as a measure of dental caries severity. To
provide this measure in children with mixed dentition (having
both primary and permanent teeth) the outcome variable,
percent of decayed or filled teeth, was computed as follows:

Decayed or filled teeth(%)=100 x [(number of primary teeth
with fillings)+(number of permanent teeth with fillings) +
(number of decayed primary teeth)+(number decayed
permanent teeth)]/[(number of primary teeth)+(number of
permanent teeth)].

These data were clearly not normally distributed so that
conventional parametric analysis could introduce bias. Two
distributions designed to fit fractionalized data were tested
( zero –inflated beta regression[12] and quasi-likelihood with
logit link[13]) and found inadequate descriptors of these data.
To account for the non-normality of fraction outcome, a
multivariate rank-based Wilcoxon regression method [14] was
applied to fit the proportion of decayed or filled teeth. In
essence, for a modelyi=β0+Xiβ+ϵi, the Wilcoxon estimate of βis
defined to minimize the dispersion

D β =∑i=1
n R εi −

n+1
2 εi

where R(ϵi)is the rank of errors. Age (years) and gender
(1=male, 0=female) were adjusted when evaluating the
relationship between the proportion of decayed or filled teeth
and body weight categories or body mass index (BMI,
mass(kg)/height(m)2).

Enumerated data such as the number of children with
untreated decay were tested for significant differences by
Pearson chi-square analysis. Mean values are listed with ±
standard deviation unless otherwise noted.

Results

In this group of 8,275 children, the average age was 11.36 ±
0.1 years, with a mixed dentition of primary (n=6.6 ± 4.0 teeth/
child) and permanent teeth (n= 16.7 ± 4.8 teeth/child). The total
number of teeth in each child (primary + permanent) was
relatively constant (n=23.3 ± 2.0 teeth/child). The population
was 38.3% male.

Prevalence of dental decay
The percent of children with dental decay in permanent teeth

varied from 20.5% in obese children to 32.6% in underweight
children (Figure 1). The percent of children with dental decay in
primary teeth varied from 55.7% in obese children to 79.8% in
underweight children. The trend toward reduced prevalence of
dental decay in obese children was highly significant
considering either permanent or primary teeth.
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Severity of Decay
The severity of dental decay measured as the average

number of decayed or filled teeth also decreased with
increasing body weight category (Figure 2). The rate of dental
caries reduction with increasing body weight was less in
permanent teeth than in primary teeth, but both changes were
highly significant.

Percent of teeth decayed or filled
When dental decay of primary and permanent teeth were

combined as an extent of decay measure (Table 1), male

children had more dental decay than female in all body weight
categories, but both exhibited reduced dental decay with an
increase in body weight category. Dental decay is seen to
decrease as body weight increases (Table 1, Figure 3). From
these data, obese children had approximately half the number
of decayed or filled teeth seen in underweight or normal
healthy weight children.

Analysis of these data by Wilcoxin rank regression (Table 2)
reveals that age, gender, body weight category and age all
significantly contributed to tooth decay. By this method, after
adjusting for age and gender, overweight children would on

Figure 1.  Prevalence of dental decay.  The percent of children in each body weight category with at least 1 decayed or filled tooth
(computed separately for permanent and primary teeth)..
doi: 10.1371/journal.pone.0074461.g001

Figure 2.  Severity of dental decay measured as mean number of decayed or filled teeth in both permanent and primary
dentition of children (mean ± S.E.M.) of different body weight categories.  
doi: 10.1371/journal.pone.0074461.g002
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average have 3.51% fewer decayed or filled teeth than those
who are normal healthy weight. Obese children would average
4.64% fewer than normal weight children and underweight
children, would average 2.23% more decayed or filled teeth
than normal weight children. All differences tested were highly
significant.

Analysis of the percent of teeth decayed or filled related to
BMI appear in table 3. After adjusting for age and gender, the
number of teeth decayed or filled decreased by approximately
by 0.95% for each BMI interval. Significance in the BMI2 term
indicates that the association of BMI and the percent of teeth
decayed or filled were nonlinear. Significance in the
BMIxGender interaction term indicates that the effect of BMI
was different between genders (Figure 4). All differences tested
were highly significant. The interaction between gender and

BMI indicated that boys had less dental decay than in girls,
particularly when BMI exceeded 30

Discussion

The population in Kuwait is 80% Arab. The children of this
study all attended public schools which enrolls only native
Kuwaiti children. The socio-economic level of these children is
close to the highest in the world since per capita income in
Kuwait is high. The diet of Kuwaiti children is in many ways
similar to that of the United States and is greatly affected by the
same ubiquitous fast food establishments.

In this population, a reduction in dental decay with increasing
obesity was observed both in measures of prevalence and
severity. This suggests that fermentable carbohydrate

Table 1. Percent of teeth decayed or filled by body weight category and age for all children and for male and female children
separately.

 All Children Male Female
Body weight category Decayed or filled teeth [% ± SEM] Age [Years ± SEM] N Decayed or filled teeth [% ± SEM (N)] Decayed or filled teeth [% ± SEM (N)]
Underweight 15.61 ± 0.85 11.53 ± 0.04 193 19.91 ± 1.55 (64) 13.48 ± 0.96 (129)
Normal 13.03 ± 0.17 11.38 ± 0.02 4094 14.34 ± 0.29 (1489) 12.29 ± 0.21 (2605)
Overweight 9.73 ± 0.23 11.36 ± 0.01 1786 10.66 ± 0.41 (615) 9.24 ± 0.28 (1171)
Obese 7.87 ± 0.19 11.29 ± 0.01 2202 8.12 ± 0.28 (1002) 7.67 ± 0.26 (1200)
All categories 11.01 ± 0.11 11.36 ± 0.01 8275 11.76 ± 0.19 (3170) 10.53 ± 0.14 (5105)

doi: 10.1371/journal.pone.0074461.t001

Figure 3.  Extent of dental decay (including both primary and permanent teeth) by body weight category (male and female
children combined).  Plotted values are means and whiskers are SEM.
doi: 10.1371/journal.pone.0074461.g003
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consumption may not be a primary cause of obesity in Kuwaiti
children. This may also be true of other populations. A recent
systematic review of studies relating obesity and dental caries
identified 14 publications between 1980 and 2010 that
contribute to the question [2]. Adding our work to this list results
in the data of table 4.

As this table indicates, studies representing the conclusion
that dental caries increases with obesity are much smaller and
in the minority relative to those supporting the converse
hypothesis. Based on the data of this study and majority of
participants in recent credible published studies, it seems that
dental caries may not increase and possibly decreases with
obesity.

These observations raise questions that are difficult to
answer. If obesity is specifically related to sugar consumption,
why don’t obese children have more dental decay? How can
dental decay be reduced in obese children if eating sugar
causes their obesity? The diet of Kuwaiti children is high in fast
food which is also associated with increased fat from fried
foods and large portion size, either of which could account for
their obesity. Clearly, considering the complexity of human
research, we cannot account for all possible sources of
interaction between the three variables sugar consumption,
dental caries and obesity. That having been said, logic
demands that we question the validity of the least well
substantiated causal relationship, i.e. that sugar consumption is
responsible for obesity.

We should also pause to consider the comparative validity of
short-term controlled sugar feeding studies and 24-hour dietary
recall with experiments of nature. Dental decay and sugar

consumption are widely acknowledged as being effect and its
cause. Many consider dental decay as a modulus of sugar
consumption, particularly in unfluoridated communities such as
Kuwait. Unquestionably, sugar consumption has pathogenic
complications, not the least of which is dental decay. But
evidence that sugar consumption is specifically related to
obesity is much less compelling.

The results of this study raise yet another question. An
assumption that sugar consumption causes or is primary to
development of obesity would have been supported if dental
decay increased with obesity. One might suggest a reason if no
difference between dental decay and obesity was seen. So by
what mechanism does dental decay decrease with increasing
obesity? Studies that have reported decreasing dental decay
with increasing obesity[15-18] have all concluded that “The
relationship between overweight and dental caries in children is
far more complex than can be explained by carbohydrate
consumption alone.” The largest study[18] based on United
States children concluded that “NHANES III and NHANES
1999-2002 provide no evidence to suggest that overweight
children are at increased risk for dental caries”. This subject will
clearly require more investigation.

In the Kuwait study, only children in public schools were
evaluated. This excludes all expatriate children and includes
only native Kuwaiti. All native Kuwaiti children have free
education, free medical care and free dental care. Dental care
is dispensed from numerous clinics and is often available in the
school clinic. Although there are income differences, all native
Kuwaiti would be considered as having a relatively high
socioeconomic status. Hence, there is no reason to assume

Table 2. Analysis by Wilcoxin rank regression to evaluate the hypothesis that numbers of teeth decayed or filled corrected
for age and gender were significantly related to body weight category.

  SE t p
Intercept 15.09 0.81 18.71 <0.001
Age -0.37 0.06 -6.33 <0.001
Gender 0.95 0.12 7.68 <0.001
Overweight -3.51 0.15 -22.77 <0.001
Obese -4.64 0.14 -32.17 <0.001
Underweight 2.23 0.44 5.05 <0.001

β values were computed relative to normal healthy weight children.
doi: 10.1371/journal.pone.0074461.t002

Table 3. Analysis by Wilcoxin rank regression to evaluate the hypothesis that numbers of teeth decayed or filled corrected
for age and gender was significantly related to BMI.

  SE t p
Intercept 25.98 1.47 17.63 <0.001
Age -0.29 0.10 -3.01 0.003
Gender 4.11 0.82 5.03 <0.001
BMI -0.95 0.08 -11.98 <0.001
BMI2 0.01 0.00 8.02 <0.001
BMIxGender -0.14 0.04 -3.65 <0.001

doi: 10.1371/journal.pone.0074461.t003
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that obese children had better dental care or that foreign
populations biased the results of this study.

Dramatic changes have occurred in Kuwait over the last 50
years which undoubtedly affected both obesity and dental
caries. Introduction of American fast food industry that followed
the Gulf War (1990-1991), has likely affected eating habits.
Introduction of a national preventative dental program for
children [19] in 1982 has likely affected children’s oral
health[20]. We acknowledge that these events could affect
conclusions made from these data.

Conclusions

Measurement of restored and decayed teeth in 8,275 eleven
year-old children grouped by the body weight categories of
underweight, normal healthy weight, overweight and obese
revealed that dental decay decreased with increasing obesity.
If one assumes that dental decay increases with sugar

consumption, this observation suggests that increased sugar
consumption may not be a primary cause of obesity.

Acknowledgements

The authors wish to acknowledge the following for helping to
conduct the study: Dr Sarah Ahmed, Dr Sumaiah, Dr Yasmeen,
Rabab Al Khajah, Massouma Saket, Laila Khaja, Laila Diab,
Mariyam Sayer, Nadia, Mahmoud Bader, Amna Ahmed, Eman
Adnan, Shymaa Al Fadly.
The participation of the dentists Rithna Shajahan, Safura
Mohammed, Hemalatha Vasudevaraj Enas Mahmoud Ismail
and Noha Syed Musthafa , the nurses Wisam Hassan, Neda
Saleh Hamad, Amal Kamel Ebrahim, Abeer Abdul Hameed,
Amani Ata’Allah, Flavia D. Ferrao, July K. Kunjumon, Reji
Thomas, Wedad Al Shamary, Hanady Salem, Asma AlSaid
AbdulHameed Said, Bashaer Eid Al Enezin, Jenny Mol Kurian,
Laila Hamed Habib, Kholoud Kazem Jaber, Rawan Salem,
Halima Malek Hussein, Marwa Ibraheem, Priya, Deslin, Suad

Figure 4.  Relationship between BMI and gender for boys and girls indicating that with obesity (BMI>30), dental decay was
reduced to a greater extent in boys than in girls.  Values were computed from the regression model described in table 3.
doi: 10.1371/journal.pone.0074461.g004

Obesity and Dental Decay

PLOS ONE | www.plosone.org 6 October 2013 | Volume 8 | Issue 10 | e74461



Ahmed Al Deyab, Zakiya Abdul Mohsen, Rasha Mohammed,
Kawthar Sa'Ad Jaber, Afaf Eid Tharesh, Nawal Abdullah,
Shaima Syed Mohammed, the field coordinators Eman Sayed
Khadmi and Fatma Al Fadhli, the secretarial work of Raseena
Valamvayal the Drivers A.K. Jamaluddeen, V.M. Kunhammed,
Basheer K. K., and Shaishad O. T and the setup helpers P.
Soopy and Shameer Porayil are gratefully acknowledged.For
their participation in collecting data from Kuwait in 2011 and
2012.
The authors also acknowledge helpful manuscript criticism
provided by Dr. Eino Honkala at the Faculty of Dentistry,
Kuwait University.

Author Contributions

Conceived and designed the experiments: JMG MT MC HH RB
OA SA JA JB KB. Performed the experiments: JA HH MC RB
MT PS. Analyzed the data: JMG XW. Contributed reagents/
materials/analysis tools: JMG KB JB JA PS. Wrote the
manuscript: JMG MT XW RN MC HH RB OA SA JA JB KB PS.

References

1. Te Morenga L, Mallard S, Mann J (2013) Dietary sugars and body
weight: systematic review and meta-analysis of randomised controlled
trials and cohort studies. Br Med J (Clin Res Ed).

2. Hayden C, Bowler JO, Chambers S, Freeman R, Humphris G et al.
(2012) Obesity and dental caries in children: a systematic review and
meta-analysis. Community Dent Oral Epidemiol, 41: 289–308. PubMed:
23157709.

3. Moore WJ, Corbett E (1973) The distribution of dental caries in ancient
British populations. II. Iron Age, Romano-British and Mediaeval periods.
Caries Res 7: 139-153. doi:10.1159/000259838. PubMed: 4518079.

4. Hujoel P (2009) Dietary carbohydrates and dental-systemic diseases. J
Dent Res 88: 490-502. doi:10.1177/0022034509337700. PubMed:
19587153.

5. NRC (1989) Diet and health: implications for reducing chronic disease
risk. Washington D.C.: National Academy Press.

6. Burt BA, Pai S (2001) Sugar consumption and caries risk: a systematic
review. J Dent Educ 65: 1017-1023. PubMed: 11699972.

7. Al-Isa AN, Campbell J, Desapriya E (2010) Factors Associated with
Overweight and Obesity among Kuwaiti Elementary Male School
Children Aged 6-10 Years. Int J Pediatr 2010. PubMed: 20886010

8. Jackson RT, Al Hamad N, Prakash P, Al Somaie M (2011) Waist
circumference percentiles for Kuwaiti children and adolescents. Public
Health Nutr 14: 70-76. doi:10.1017/S1368980010002600. PubMed:
20920388.

9. Bayoumi A, Moussa MA (1985) Kuwait nutritional survey: comparison
of the nutritional status of Kuwaiti children aged 6-9 years with the
NCHS/CDC reference population. Int J Epidemiol 14: 415-419. doi:
10.1093/ije/14.3.415. PubMed: 3877007.

10. AbuZeid K, Elhatow L (2007) Impact of Fluoride Content in Drinking
Water,. Arab Water Healthy Conference Egypt: Cairo.

11. de Onis M, Onyango AW, Borghi E, Siyam A, Nishida C et al. (2007)
Development of a WHO growth reference for school-aged children and
adolescents. Bull World Health Organ 85: 660-667. doi:10.2471/BLT.
07.043497. PubMed: 18026621.

12. Ferrari SLP, Cribari-Neto F (2004) Beta regression for modelling rates
and proportions. J Appl Statist 31: 799-815. doi:
10.1080/0266476042000214501.

13. Papke LE, Wooldrige JM (1996) Econometric Methods for Fractional
Response Variables with an Application to 401(k) Plan Participation
Rates. J Appl Econ 11: 619-632. doi:10.1002/
(SICI)1099-1255(199611)11:6.

14. Hettmansperger TP, McKean JW (2012) Robust Nonparametric
Statistical Methods second Edition F BuneaV IshamN KeidingT
LouisRL Smith; Press CRC Kindle Edition. 520 p.

15. Macek MD, Mitola DJ (2006) Exploring the association between
overweight and dental caries among US children. Pediatr Dent 28:
375-380. PubMed: 16903449.

16. Oliveira LB, Sheiham A, Bönecker M (2008) Exploring the association
of dental caries with social factors and nutritional status in Brazilian

Table 4. Published studies that relate dental caries and obesity[2]*.

           
 Author Country Age (yr) N Conclusion Pop. Sums Ave size  Quality Ref
 Alm et al. Sweden 13.5-16.4 402 1 5,655 1,131  8 33
 Sharma & Heyde India 8-12 500 1    6 36
 Vazquez-Nava et al. Mexico 4-5 1160 1    9 16
 Willershausen et al. Germany 6-11 1290 1    5 37
 Gerdin et al. Sweden 4-10 2303 1    11 35
 Sheller et al. USA 2-5 293 0 9,919 1,984  7 57
 Tramini et al. France 12 835 0    8 58
 Sadeghi & Alzdeh Iran 6-11 1007 0    4 45
 Granville-Garcia et al. Brazil 1-5 2651 0    4 39
 Chen et al. Korea 3 5133 0    6 38
 Narksawat et al. Thailand 12-14 862 -1 25,340 5,068  5 44
 Oliveira et al. Brazil 1-5 1018 -1    10 59
 Kopycka-Kedzierawski et al. USA 2-18 7568 -1    10 42
 Macek and Mitola USA 2-17 7617 -1    10 43
 Goodson et al. Kuwait 11 8275 -1      

*Reports are separated by conclusion (1 dental decay increases with obesity, 0 = there is no association between dental decay and obesity, - 1 = dental decay decreases
with obesity). N=number of children, pop. Sums = the total number children studied with each conclusion, Ave. Size = the average size of a study with each conclusion.
doi: 10.1371/journal.pone.0074461.t004

Obesity and Dental Decay

PLOS ONE | www.plosone.org 7 October 2013 | Volume 8 | Issue 10 | e74461

http://www.ncbi.nlm.nih.gov/pubmed/23157709
http://dx.doi.org/10.1159/000259838
http://www.ncbi.nlm.nih.gov/pubmed/4518079
http://dx.doi.org/10.1177/0022034509337700
http://www.ncbi.nlm.nih.gov/pubmed/19587153
http://www.ncbi.nlm.nih.gov/pubmed/11699972
http://dx.doi.org/10.1017/S1368980010002600
http://www.ncbi.nlm.nih.gov/pubmed/20920388
http://dx.doi.org/10.1093/ije/14.3.415
http://www.ncbi.nlm.nih.gov/pubmed/3877007
http://dx.doi.org/10.2471/BLT.07.043497
http://dx.doi.org/10.2471/BLT.07.043497
http://www.ncbi.nlm.nih.gov/pubmed/18026621
http://dx.doi.org/10.1080/0266476042000214501
http://dx.doi.org/10.1002/(SICI)1099-1255(199611)11:6
http://dx.doi.org/10.1002/(SICI)1099-1255(199611)11:6
http://www.ncbi.nlm.nih.gov/pubmed/16903449


preschool children. Eur J Oral Sci 116: 37-43. doi:10.1111/j.
1600-0722.2007.00507.x. PubMed: 18186730.

17. Narksawat K, Tonmukayakul U, Boonthum A (2009) Association
between nutritional status and dental caries in permanent dentition
among primary schoolchildren aged 12-14 years, Thailand. Southeast
Asian J Trop Med Public Health 40: 338-344. PubMed: 19323020.

18. Kopycka-Kedzierawski DT, Auinger P, Billings RJ, Weitzman M (2008)
Caries status and overweight in 2- to 18-year-old US children: findings

from national surveys. Community Dent Oral Epidemiol 36: 157-167.
doi:10.1111/j.1600-0528.2007.00384.x. PubMed: 18333880.

19. Al-Mutawa SA, Shyama M, Al-Duwairi Y, Soparkar P (2006) Dental
caries experience of Kuwaiti schoolchildren. Community Dent Health
23: 31-36. PubMed: 16555717.

20. Behbehani JM, Shah NM (2002) Oral health in Kuwait before the Gulf
War. Med Princ Pract 11 Suppl 1: 36-43. doi:10.1159/000057777.
PubMed: 12123115.

Obesity and Dental Decay

PLOS ONE | www.plosone.org 8 October 2013 | Volume 8 | Issue 10 | e74461

http://dx.doi.org/10.1111/j.1600-0722.2007.00507.x
http://dx.doi.org/10.1111/j.1600-0722.2007.00507.x
http://www.ncbi.nlm.nih.gov/pubmed/18186730
http://www.ncbi.nlm.nih.gov/pubmed/19323020
http://dx.doi.org/10.1111/j.1600-0528.2007.00384.x
http://www.ncbi.nlm.nih.gov/pubmed/18333880
http://www.ncbi.nlm.nih.gov/pubmed/16555717
http://dx.doi.org/10.1159/000057777
http://www.ncbi.nlm.nih.gov/pubmed/12123115

	Obesity and Dental Decay: Inference on the Role of Dietary Sugar
	Introduction
	Materials and Methods
	Clinical Examination
	Data Analysis

	Results
	Prevalence of dental decay
	Severity of Decay
	Percent of teeth decayed or filled

	Discussion
	Conclusions
	Acknowledgements
	Author Contributions
	References


