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Challenging parents’ myths

regarding their children’s

teething

Abstract: Objectives: Theaimsof thisstudywere to(i) investigate

theparentalbeliefsabout teethingsignsandsymptoms, (ii) investigate

theparents’practicesusedtoalleviate teethingtroublesand(iii)

provideaneducationalbasis fordentalhealthcareproviders tobetter

educateparentsonthissubject. Methods: A cross-sectional

survey was conducted in a random sample of 1500 parents

attending Maternity and Child Health Care Centers. The self-

administered questionnaire contained three sections: Section I

surveyed parents’ and their children’s demographic

characteristics, Section II aimed to assess the general

knowledge and beliefs of parents regarding their children’s

teething. Section III aimed at investigating the practices that the

parents would do to manage teething problems and relieve pain.

The analysis of data was carried out using spss computer

software. Descriptive statistics and Chi-squared test were

utilized. Results: Almost 75% of the participants incorrectly

attributed fever, diarrhoea and sleep disturbances to teething,

and more than 50% believed systemic symptoms are not related

to the process. More than 50% of the participants allowed their

children to bite on chilled objects, (76.1%) used systemic

analgesics and (65.6%) rubbed the gums with topical analgesics

to relieve the symptoms associated with

teething. Conclusions: Thisstudyshowsacommon lackof

knowledgeabout teethingamongparents.Parentsshouldbebetter

educatedabout the teethingprocessand thepropermanagement

of teething troublesby thedentalhealthcareproviders.
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Introduction

Tooth Eruption (teething) is a normal physiological process

defined as the process whereby a tooth moves from its
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developmental position within the jaws to emerge into the oral

cavity (1–3). Historically, teething has often been blamed for a

variety of signs and symptoms when diagnostic ability has

failed (4). Over half of the babies are believed to have one or

more problems during teething (5). In a retrospective study,

mothers of 224 infants reported 74% and 100% of their chil-

dren to suffer at least one local disturbance during the erup-

tion of the anterior and posterior teeth, respectively (6). In

another study, parents completed a questionnaire inquiring

about their beliefs and experiences related to teething. It was

found that 24% of parents believed that teething could cause

fevers higher than 38�C and 10% believed that such fever

could be higher than 39�C. Eighty-one percentage of the

parents rated infant distress during teething as mild to moder-

ate and 14% as severe (7).

As eruption takes place over a period of two and half years,

it is not surprising that these coincidental factors emerge. If

attention is given to these symptoms, it is often recognized

that some other coincidental mild infection is present, usually

gastro-intestinal or upper respiratory tract (8). In a study car-

ried out by Swann (9) who reviewed 50 children admitted to

hospital with a presenting complaint of teething, it was found

that in 48 children, a medical condition was diagnosed, includ-

ing one case of bacterial meningitis.

A variety of physical disturbances have historically been

attributed to teething including pain, inflammation of the

mucous membrane overlying the tooth (possibly with small

haemorrhages), general irritability ⁄ malaise, disturbed sleep ⁄
wakefulness, facial flushing ⁄ circumoral rash, drooling ⁄ sialorhoea,

gum rubbing ⁄ biting ⁄ sucking, bowel upset (ranging from

constipation to loose stools and diarrhoea), loss of appetite ⁄
alteration in volume of fluid intake and ear rubbing on the

same side as the erupting tooth (4). It is now accepted that the

localized symptoms of teething vary between individuals, how-

ever, severe systemic upsets are unrelated to teething despite

parents’ perception and believes (4, 6, 7, 10–15).

In spite of the growing evidence that teething is associated

with, at most, minor and relatively infrequent symptoms (7,

10, 11), the distance between research and widely held beliefs

and practices is still very large to close. The most robust study

from an evidence-base perspective was a prospective study of

children aged 6 months to 3 years in three Melbourne long

day care centres by Wake et al. (7). Every morning for

7 months, parents reported on the presence of a range of com-

mon symptoms over the preceding 24 h. Every afternoon for

7 months, carers reported on the same symptoms over that

day. In addition, in the middle of each day, a trained dental

therapist examined the mouth, recording the presence of any

new teeth and the stage of eruption, and checked each child’s

temperature. The results showed that although parents and ca-

rers reported many of the symptoms described above, and

many teeth erupted, no confirmation of any temporal relation-

ships between the ‘symptoms’ and teething was obtained. The

study reported no statistical association between fever, mood

disturbance, drooling, rashes and tooth eruption. On the other

hand, parents were found to follow a pharmacological approach

to the management of teething symptoms; 86% reported the

use of paracetamol and 52% reported using topical anaesthetic-

based teething gels.

The largest prospective cohort study of 125 healthy children

with 475 tooth eruptions by Macknin et al. (10) showed signifi-

cant (P < 0.01) associations with biting, drooling, gum rubbing,

irritability, sucking and temperature >37.5�C. However, attrib-

uting these symptoms to teething was not possible as no symp-

tom occurred in >35% of infants during each teething period,

and no symptom occurred >20% more often in the teething

period than in the non-teething period. Diarrhoea, cough, vom-

iting, sleep disturbance, facial rashes, fever >38.9�C, or any

serious illness were not significantly associated with teething.

A variety of approaches to the symptomatic relief of the dis-

comfort associated with teething have been practiced by care-

givers for centuries. Rubbing substances into the gums and

chewing on hard objects are very popular practices. Chewing

on clean, hard, cool objects as chilled teething rings and rat-

tles, cold wet flannels and chilled hard vegetables may give

relief from soreness (14).

In an earlier survey by Wake et al. (15), 76% of parents

reported using some form of medication to manage teething

symptoms, most commonly paracetamol (60%) and ⁄ or teething

gels (55%). Professionals also reported recommending paraceta-

mol and teething gels widely; of interest, 41% of the pharma-

cists recommended sedating medication reflecting the time of

night they see their ‘teething’ customers.

Reassurance of the parents regarding teething signs and

symptoms by the paediatrician or oral health professional is

necessary (16). Steward (17) recommended a sequential

approach to the management of teething ranging from giving

the child objects to bite on through topical and systemic medi-

cations. Biting on these chilled objects may give some relief

from soreness by the pressure of biting, or hasten the eruption

process. Hard vegetables such as chilled carrots or celery may

be used. Teething rusks or biscuit preparations are available,

consisting mainly of flour or fat. Care should be taken that

these do not contain sugar or sweetening agents.

If the pain is troublesome, the appropriate dose of paraceta-

mol elixir, preferably sugar-free may be given regularly, every
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4–6 h. The use of aspirin in either topical or systemic form is

contraindicated in children and teenagers due to the associa-

tion with brain and liver disorder, and Reye’s syndrome (16,

17).

If the child is having extreme difficulty, and additional anal-

gesia is required, a non-irritating topical anaesthetic may bring

temporary relief due to the rapid washing away from the site

of discomfort. Topical medications include gels containing

choline salicylate, lidocaine HCl, and powders containing ben-

zocaine and paracetamol should be used with care to prevent

the reported iatrogenic oral mucosal trauma (14, 16–18).

Parental false beliefs of the signs and symptoms associated

with teething may interfere with the prompt diagnosis and

management of a range of serious illnesses. Restlessness and

sleeplessness attributed to teething may well prevent parents

from implementing behavioural and sleep management strate-

gies, in addition to the more serious consequences of chemical

burn, overdose and toxicity due to possible excessive and long-

term use of various medications. Therefore, there is a need to

draw a line between the facts and the false beliefs attributed

to teething. The role of educating parents in this matter is the

responsibility of dental health care providers.

Objectives

1 To investigate the parental beliefs about teething signs and

symptoms.

2 To investigate the parents’ practices used to alleviate teeth-

ing troubles.

3 To provide an educational basis for dental healthcare pro-

viders to better educate parents on this subject.

Material and methods

A national cross-sectional survey was conducted to achieve the

objective of this study. The data were collected in a random

sample of parents attending Maternity and Child Health Care

Centers in Jordan. These centres were selected because they

represented the settings where the highest proportions of par-

ents with their children aged 0–3 years received care on a reg-

ular basis.

Confidentiality was maintained throughout the study as the

questionnaires were anonymous; a system of code numbers

was used instead. Parents were eligible to participate if they

had healthy children of 0–3 years of age (the active teething

stage) (15), with non-contributory medical history.

The survey utilized a self-administered structured question-

naire comprising 33 questions. Once the questionnaire was

developed, content and face validity were tested by an advi-

sory committee of primary health care givers (n = 10) and

members of the target population (n = 20). Reliability testing

was completed with a separate subgroup of the studied sam-

ple. Twenty-five parents were asked to refill the question-

naire after a period of 1 week. Reliability testing of the

questionnaire was conducted via a test-retest format in which

all questions scored a correlation level above 0.7. The ques-

tionnaire was then distributed to 1500 parents as the target

population.

The Institutional Review Board at the University approved

the survey protocol. A cover letter from the research group and

a consent form were attached to the questionnaire to provide

additional background information about the survey and ask

parents kindly to participate in the survey. The questionnaires

were distributed and collected on the spot by the distributor.

The questionnaire contained the following three sections:

Section I, composed of seven questions, surveying parents’

and their children’s demographic characteristics including par-

ent gender, age, employment sector, educational level,

monthly family income, number of children in the family and

age of the youngest child.

Sections II and III contained multiple choice questions with

‘Agree’, ‘Disagree’, ‘Do not know’ answer choices provided.

Section II composed of two parts; the first part contained four

questions aimed to assess the general knowledge of parents

regarding their children’s teething. The second part of this

section contained 14 questions aimed to assess the parents’

beliefs about teething associated signs and symptoms.

Section III composed of six questions that aimed at investi-

gating the practices that the parents would do to manage

teething problems and relieve pain (Table 1).

Respondents were categorized as having either ‘good’ or

‘poor’ knowledge about signs and symptoms related to teeth-

ing. Answering 10 or more of 14 items correctly with regards

to the associated signs and symptoms of teething resulted in a

‘good’ knowledge score, while answering less than 10 out of 14

items correctly resulted in a ‘poor’ knowledge score.

Statistical analysis

The analysis of data was carried out using Statistical Package

for Social Sciences (spss) computer software (SPSS 15.0, Inc.,

Chicago, IL, USA). Descriptive statistics were used to summa-

rize the sample. Responses to the questions were analysed

using Chi-squared test to assess the relationship between the

knowledge and practices towards teething and demographic

characteristics. A significant relationship was assumed to exist
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between the groups if the P value was found to be less than

5% (P < 0.05).

Results

From the 1500 distributed questionnaires, 134 were excluded

by the field worker due to the medical status of the child,

leaving a number of 1466 parents of whom 958 questionnaires

were used for the purpose of this study. Useable surveys were

those that met the inclusion criteria and were fully answered

by the participants, yielding a response rate of (70%).

Characteristics of the respondents are shown in Table 1.

The analysis of the demographic data showed that the majority

of the respondents were females (64.2%) with an age range

between 30 and 39 years old (41.3%), unemployed (55.5%) and

had more than four siblings in the family (43.7%). The demo-

graphics also showed that almost half of the study population

were university-degree educated (45.5%), and most were from

low to middle socio-economic class. In 84.3% of the sample,

the age of the youngest child in the family ranged between 6

and 24 months.

Table 2 summarizes parental knowledge regarding teething.

A total of 378 (39.5%) of the parents answered all the ques-

tions correctly. Another 371 (38.8%) answered 75% (3 out of 4

questions) correctly. The level of knowledge was strongly asso-

ciated with the number of children in the family (P < 0.05).

Table 2 also shows the signs and symptoms believed by par-

ents to be caused by teething. The desire to bite, gum irrita-

tion, increased salivation and loss of appetite were correctly

chosen by parents as an association with teething. Almost

three-fourth of the participants incorrectly attributed fever,

diarrhoea and sleep disturbances to teething and more than

one half believed systemic symptoms were not related to the

process. Of the studied sample, 54.0% had a good knowledge

score about the signs and symptoms related to teething leaving

(46.0%) with poor knowledge.

Table 3 presents the practices that the parents believed

were useful to deal with teething problems. Eighty percentage

of parents disagreed with the use of bottle feeding or nursing

at night as a measure to control the symptoms of teething.

More than half of the participants allowed their children to

bite chilled objects, 76.1% used systemic analgesics and 65.6%

rubbed the gums with topical analgesics to relieve the symp-

toms associated with teething. More than 66% of participants

gave their children fluids to prevent dehydration and tended

to consult a primary health care provider in case of eruption

and teething problems.

Cross-tabulation of the results showed the use of bottle

feeding or nursing at night as a measure to reduce discomfort

associated with teething to be significantly related to the

knowledge score with regards to the associated signs and

symptoms of teething (P < .001). A total of 90.7% of the good

knowledge group disagreed on the use of bottle feeding or

nursing at night as a measure to reduce discomfort associated

with teething.

The ‘good’ knowledge in signs and symptoms was strongly

associated with the number of children in the family (P =

0.001), followed by family income (P < 0.05), occupation

(P < 0.05) and parent age (P < 0.05) and education level

(P < 0.05). As an example, 75.0% of the high income people

had ‘good’ knowledge of the signs and symptoms related to

teething. As the number of children in the family increased,

parents exhibited better knowledge scores; 60.0% of parents

with more than four children had a ‘good’ knowledge score.

Younger parents tended to have better knowledge than older

parents. Seventy-eight percentage of the parents with ‘good’

knowledge were found to be younger than 40 years of age.

Educational level also affected the ‘good’ knowledge score

significantly (P < 0.05). Among the ‘good’ knowledge parents,

46% had university degree, 40% had high-school degrees, 11%

elementary school education while only 4% were illiterate.

Surprisingly, only 45.5% of parents working in the health sec-

tor had good knowledge score. On the other hand, cross-tabu-

lation of the results showed that parent gender had no

Table 1. Demographic data of study population

Demographic Variable % (n = 958)

Gender Male 35.8
Female 64.2

Age Less than 30 years old 34.0
30–39 years old 41.3
40–49 years old 15.6
50 years old and older 9.1

Employment Health sector 13.8
Educational sector 16.6
Others 14.1
Unemployed 55.5

Educational level University 45.5
High school 37.3
Primary school 14.1
Illiterate 3.1

Family income per month Less than $500 48.1
$500–1000 33.9
$1000–1500 14.5
More than 1500 3.4

Number of children
in the family

First child 18.4
2–4 siblings 37.9
More than 4 siblings 43.7

Age of the youngest child Less than 6 months 19.1
6–12 months 33.2
13–24 months 32.0
More than 25 months 15.7
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significant effect on the knowledge scores of parents regarding

the signs and symptoms of teething (P > 0.05).

Discussion

The purpose of this study was to evaluate the knowledge,

beliefs and practices regarding children’s teething among a

broad group of parents. An acceptable response rate was

obtained. The analysis of the demographic data showed a

higher percentage of females among the respondents reflecting

the fact that females are the primary caregivers to the infants

in most instances. In most of the sample, the age of the youn-

gest child in the family ranged between 6 and 24 months;

reflecting the beginning and approximate cessation of the

teething period, respectively. The demographics also showed

that most of the study population is university-degree edu-

cated, which may be the reason for the high knowledge level

the participants showed regarding the facts of tooth eruption

in children. The level of knowledge was strongly associated

with the number of children in the family (P < 0.05); as the

number of children in the family increased, there was greater

knowledge about teething facts, mostly due to experience with

their children’s teething.

Our study reported a broad range of general signs and symp-

toms believed by parents to be associated with teething. The

majority of the parents had false beliefs or myths regarding the

signs and symptoms of teething such as fever (84.9%) and diar-

rhoea (71.8%). Runny nose, respiratory problems, vomiting and

Table 2. Parental beliefs regarding teething

symptomsAgree,
n (%)

Disagree,
n (%)

Do not know,
n (%)

General knowledge regarding teething
‘Baby teeth’ start to erupt around
6–7 months of age

737 (76.9)* 164 (17.1) 57 (5.9)

The first teeth to appear in the mouth
are the lower central incisors

780 (81.5)* 127 (13.3) 50 (5.2)

The eruption of teeth is complete at
approximately 2 years of age

696 (72.7)* 125 (13.0) 137 (14.3)

Delayed eruption of teeth may be an
indication for the presence of systemic
disease

608 (63.5)* 209 (21.8) 141 (14.7)

Signs and symptoms believed by parents, to be caused by teething
Fever 813 (84.9) 136 (14.2)* 9 (0.9)
Diarrhoea 688 (71.8) 211 (22.1)* 53 (5.5)
Sleep disturbance ⁄ wakefulness 774 (80.8) 140 (14.6)* 44 (4.6)
Loss of appetite 793 (82.8)* 124 (12.9) 41 (4.3)
Gum irritation 897 (93.6)* 25 (2.6) 36 (3.8)
Desire to bite 923 (96.3)* 21 (2.2) 14 (1.5)
Increased salivation 798 (83.4)* 124 (12.9) 29 (3.0)
Runny nose 264 (27.6) 552 (57.6)* 145 (15.1)
Respiratory system problem 200 (20.9) 570 (59.5)* 188 (19.6)
Skin rash 92 (9.6) 731 (76.3)* 135 (14.1)
Vomiting 207 (21.6) 627 (65.4)* 124 (12.9)
Ear problems 270 (28.2) 551 (57.5)* 137 (14.3)
Convulsions 52 (5.4) 751 (78.4)* 155 (16.2)
Increased susceptibility to other diseases 278 (29.0) 441 (46.0)* 239 (24.9)

*Correct response according to the literature.

Table 3. Practices by parents to deal with

teething problemsPractice to deal with teething problems Agree,
n (%)

Disagree,
n (%)

Do not know,
n (%)

A. To relieve pain
Allow the child to bite on a chilled object 574 (59.9)* 310 (32.4) 74 (7.7)
Allow bottle feeding or nursing at night 108 (11.3) 808 (84.3)* 42 (4.4)
Use systemic analgesics 729 (76.1)* 164 (17.1) 65 (6.8)
Apply topical analgesics to rub the gums 628 (65.6)* 237 (24.7) 93 (9.7)

B. Other practices
Giving the child fluids to prevent dehydration 671 (70.0)* 117 (12.2) 170 (17.7)
Consultation of a primary health care provider
in case of any problems with the eruption of teeth

756 (78.9)* 177 (18.5) 25 (2.6)

*Correct response according to the literature.
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ear problems were reported by almost one-fourth of the par-

ents surveyed (27.6%, 20.9%, 21.6% and 28.2% respectively),

and so was the reporting of increased susceptibility to other

diseases (29.0%). Also, skin rash and convulsions were reported

to a lesser degree (9.6% and 5.4% of the parents respectively).

In agreement with most of the literature, our study showed

that local symptoms including desire to bite, gum irritation

and increased salivation were rated in the top three of all other

symptoms by the parents (4, 10, 12, 13, 15, 19).

Other studies reported different results with regards to

fever, diarrhoea, sleep disturbance and runny nose, believed

by 85%, 72%, 81% and 58% of the parents in our study respec-

tively. Wake et al. (7) published a community-based survey

indicating that 70%, 36%, 78% and 41% of Australian parents

believed that teething causes fever, diarrhoea, sleep distur-

bance and runny nose, respectively (15). In a later prospective

cohort study sample, Wake et al. reported those beliefs in 48%,

33%, 71% and 43% of the parents pertaining to the same

symptoms above, respectively.

Furthermore, Barlow et al. (12) reported that 74.6%, 56.7%

and 86.7% of parents in Iowa, USA believed that fever, diar-

rhoea and sleep disturbance were associated with teething,

respectively. Finally, based upon the retrospective analysis of

records that documented parents’ answers regarding the occur-

rence of teething disturbances in their infants at 2-monthly

intervals in Brazil, Cunha et al. (19) found that fever, diarrhoea,

sleep disturbance and runny noses were reported in 46%, 35%,

39% and 26%; respectively. In general, there was less reporting

of these symptoms in most of the abovementioned studies

than in this study with exception of sleep disturbances that

were reported more by parents in Barlow et al. (12) study. Such

differences may be related to different cultural beliefs in dif-

ferent parts of the world.

Others reported similar results such as the study by Carpen-

ter (20) and Cunha et al. (19) who both reported a definite cor-

relation between the teething process and the occurrence of

systemic disturbances such as fever, diarrhoea, rhinorrhea and

sleep disturbance. In summary, current belief states that there

are side effects from teething, but any real cause-and-effect

relationship is doubtful (6–13, 15, 17, 19–22).

One interesting point of the results to discuss is the lower

level of knowledge among parents working in the health sec-

tor. There is clear evidence in the literature of persistent erro-

neous beliefs concerning teething among health care

professionals (12, 23, 24). Possible explanations may be that

curricula in the medical field lack proper information regarding

teething, and that people working in the health sector may

have a recall bias as they see more children complaining of

teething, so they start to believe falsely in the signs and symp-

toms related to teething.

High temperature (higher than 39�C) should not be attrib-

uted to teething and should be investigated (4, 7, 10, 11, 15,

18). If attention is given to these symptoms, it is often recog-

nized that some other coincidental mild infection is present,

usually gastro-intestinal or upper respiratory (8). An undiag-

nosed primary herpetic infection (primary herpetic gingivo-sto-

matitis) could be responsible for the symptoms of fever,

irritability and appetite loss (16).

It is evident that a high percentage of parents believed

that the following were useful practices to relieve the pain

associated with teething: giving the child a chilled object to

bite on, systemic medications and the use of a topical anaes-

thetic. The results are similar to those in Wake et al. (15)

study in which 86% of the participants reported the use of

paracetamol and 52% reported using topical anaesthetic-based

teething gels.

Conclusion

It is time to review our long-held cultural myths and beliefs

about teething, to acknowledge that there is good evidence

that tooth eruption is not strongly associated with significant

symptoms, and to start to manage the issues of late infancy

and toddlerhood more effectively. Thus, before attributing any

signs or symptoms of a potentially serious illness to teething,

primary health care providers and parents must rule out other

possible causes.

There is a clear indication of the need to include scientific

information on teething in the health educational packages

directed at different levels within communities. Parents, who

have strong beliefs about teething which are not borne out by

evidence, will unlikely change their beliefs until professionals

(most of whom are also parents) change theirs. Infant oral

health promotion is an important task of oral health profession-

als as well as all other clinicians. Educating expectant mothers

and parents about teething as well as many other issues related

to anticipatory guidance is all preventive-oriented and involves

patient education, a role that is central to the scope of dental

hygiene practice.

Education and oral health promotion has been proven to be

effective in many areas of prevention of dental diseases. Fur-

ther research is required to investigate the role of proper edu-

cation of professionals and parents especially expectant

mothers by health care providers and its effect on eliminating

false beliefs regarding teething symptoms to better manage

their children’s teething problems ⁄ symptoms.
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