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ABSTRACT

Oral health is an integral part of the general
health. Lack of knowledge and negligence are
contributing to the rise in the oral disease
prevalence in various forms. These oral health
diseases can be prevented by simple yet
effective techniques which are provided
through oral health education. This review
article highlights the role of oral health
education in various forms to help people in a
resource limited constrained set up, to attain
optimum oral health. The role of Public Health
Dentist in this case is imperative since they are
the bridge between the societies various
sectors and health.
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Oral health literacy, like general health literacy,
incorporates the capacity a person has to learn
and use information about oral health in making
decisions about their oral health. Having poor oral
health literacy can bring significant challenges.™"
The sharing of risk factors between oral and
general health, and the effects on the later
development of diseases points to practical and
economic reasons for integrating oral health
promotion efforts that can achieve multiple aims
if started in the early childhood itself. The
expected benefits from such interventions are
improved oral health knowledge, behaviours, and
self efficacy of parents/caregivers in the short
term. Long term benefits are improved oral health
status of children with reduction in dental disease
experience and where treatment is required it will
be minimal and reduce the need for management
under general anaesthesia and at a lower cost for
care. Oral health promotion should include
effective dissemination of oral health information,
more practical assistance and greater access to
dental care.”! A study by Haleem et al among 10-

11 year old school children in Pakistan found that
health education by peer led strategy was more
effective than the teacher led strategy or the self
learning method. Social and behavioral factors
which can be targeted by appropriately designed
school-based oral health education that may
enable adolescents to make informed health-
related choices as well as precipitate a health-
enhancing social environment. It may also set the
agenda for structural, social and political changes
required to eradicate the root causes of oral health
related problems in developing countries.[! The
lack of availability and affordability of oral health
services especially in developing country like
India not only results in aggravation of the
disease but also enhances the cost of treatment
and care. Control of oral diseases is only possible
if services are oriented towards primary health
care and prevention. An intervention done among
the anganwadi workers in Chandigarh by Raj S et
al., showed that there was a short-term reduction
in debris, stage-1 plague and caries activity
besides improvements in self-reported oral
hygiene practices. The authors thus suggest that
empowering basic level healthcare workers
through existing primary healthcare infrastructure
and outreach mechanisms may provide an
effective, replicable mechanism of providing
primary preventive oral healthcare to the
community.> A pilot intervention among the
African elderly adults by Boon H et al showed
that health education intervention changed the
perception of the elderly to a more positive
attitude towards people living with HIV or AIDS
and showed an increased knowledge about HIV
and AIDS. They reported more positive
subjective norms towards providing care and a
higher perceived control over nursing care
activities.® AlHammad et al carried out an
intervention among 28 dental undergraduate
students with a 14-minute PowerPoint and video
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educational intervention and found that it was
effective in teaching basic information about
infant oral health to dental students. This goes on
to stress the need for intervention among the
professionals first who in turn will impart health
education to the community at large.[”? The IDA
runs different programmes along with the
different educational institutions across the
country like the school health education
programme, anganwadi programmes, teachers
training programme, parents training programme
etc but it is yet to document the success after such
interventions especially in relation to the rural
section of India. Large population, diversities
within the country, staggering high malnutrition
and infectious diseases in children, growing
concern of non-communicable diseases and dental
diseases, and poor investments in health are the
considerations while developing a model for oral
health promotion in infants and children.
Prevention of disease, disability and suffering
should be a primary goal of any society that hopes
to provide a decent quality of life for its people.
Prevention on the community or population based
level is the most cost effective approach and has
the greatest impact on a community or
population, whether it is a school, neighborhood,
or nation.®! Health education is the right path
towards this. Many different approaches to
preventing dental diseases exist and the most
cost-effective method is health education. The
scope of health education may include
educational interventions for children, parents,
policy makers, or health care providers. It has
been well-documented in dentistry and other
health areas that correct health information or
knowledge alone does not necessarily lead to
desirable health behaviors. However knowledge
gained may serve as a tool to empower population
groups with accurate information about health
and health care technologies, enabling them to
take action to protect their health. The goal of oral
health education is to improve knowledge, which
may lead to adoption of favorable oral health
behaviors that contribute to better oral health.®
Efforts taken to reach people are concerned with
prevention of oral disease with an idea to instill
positive attitude among them and also to decrease
the disease burden along with the economic
burden that follows it. Poor oral health literacy is
a significant risk indicator for poor self-reported

oral health. Oral health literacy should thus
deserve recognition as an important determinant
of oral health. Indeed, assessment of oral health
literacy warrants attention as a priority in oral
health promotion programs in countries with
developing health care systems.l! Koyio N et al.,
suggest in their article that education and
involvement of the community health care
workers will aid to remove stigma, discrimination
and provide better atmosphere conducive and
friendly for the HIV positive patients.’” So
education not only plays to improve physical
health but also broadens the mindset of closeted
society too. Mohamadkhah F et al., suggest that
the cheapest and most effective way to improvise
oral health will be through health education
itself. '] Khanagar S et al., through their study
have also highlighted how the nature of the care
takers and attitude towards oral health changes
after providing them with a simple lecture on
health education.*? Another study by Bhatnagar
et al, in Shimla, India, showed that health
education did have its benefits especially in the
school going population who could be well
trained to avoid dental complications.*¥
Education participates critically in building
individual endowments and abilities, and it drives
social and economic development at the national
level. Health education encompasses all strategies
and activities, which are meant of the attainment
of better health status of the people.!** Oral health
education is an essential aspect of oral health
promotion that equips individuals with the
required knowledge needed to improve their oral
health and be able to recognize healthy choices
for a healthier lifestyle. Although a weak link
exists between knowledge and behavior,
nonetheless, ignorance will not likely translate
into the desired behavior change. It is, therefore,
apparent that the template on which any behavior
change is based is knowledge. Low-budget oral
health education programs are feasible in
developing countries and the schools visited
demonstrated willingness to benefit from such
initiatives.™ The success of dental health
education may depend on psychosocial factors,
such as self-esteem, immigrant status, age, and
social deprivation.'® Cruz D et al., suggest that
since dentists are in a unique paosition, providing
health education could help avoid complications
arising out of different forms of substance abuse
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like tobacco and alcohol.'” Guo Y et al., suggest

that health literacy outcome is based upon a good

rapport between the dentist and the patient. A

good communication will help the patient to

attain a better idea of maintenance of oral health.

It is imperative to remember that education

provided should be from the point of view of the

recipient rather than concentrating upon the
educator’s point of view."™ Peterson PE report
the decrease in the gingival bleeding and an
overall improvement in the oral health of the
school children after health education intervention
involving the active participation of the school
teachers.’ Kamga HLF et al., state that the

school health education technique can provide a

strong support to avoid infection transmission

especially in an orthodox set up like Africas.[*!

Public Health Significance

In a set up like India, the age old thought of

prevention is better than cure is the best way out

of oral health related problems. Most of the
population is below the poverty line and unaware
of the simple means of preventing the dental
diseases. Hence the answer to all these problems
is health education. Though it is a slow process,
yet on the long run literature provides evidence of
its effectiveness. Mass media is an excellent
mode of reaching nook and corners which is yet
unexplored as far as oral health is concerned.

Steps need to be taken in that front and the role of

a public health dentist is inevitable all the same.

Suggestions

1. Inculcating oral health education as a part of
the teaching syllabus.

2. Encouraging allied health professions to also
impart oral health education to the patients.

3. Policy initiation for awareness campaigns all
over for the improvement of oral health of
people.

4. Mobilizing ancillaries for better oral health
education in a set up like India.

CONCLUSION

Health education is the most economical and yet

the best known source of health promotion and

disease prevention. In a set up like India, health
education has known to have worked wonders-
for example the mass media campaign for girl
child protection and the myths around HIV.

Though these are the possibilities explored in

relation to general health, oral health has always

taken a backseat. The recent initiation of the

government to promote awareness regarding
tobacco and oral cancer through television, is a
start nevertheless. But the question remains about
the cost effective and cost benefit analysis of the
different modalities of health education and
promotion in an Indian set up, which is very
much resistive to change easily. The rules and
theories that have been tried and tested in the
western countries may not hold true in a rural set
up like ours. So it is imperative to have a think
tank specially dedicated towards oral health
education and promotion with an analysis of the
success of the mode used for the same.

CONFLICT OF INTEREST & SOURCE OF

FUNDING

The author declares that there is no source of

funding and there is no conflict of interest among

all authors.

BIBLIOGRAPHY

1. Parker EJ, Misan G, Chong A, Mills H,
Roberts-Thomson K, Horowitz AM, et al.
An oral health literacy intervention for
Indigenous adults in a rural setting in
Australia. BMC Public Health 2012;12:461.

2. Arrow P, Raheb J, Miller M. Brief oral
health  promotion intervention among
parents of young children to reduce early
childhood dental decay. BMC Public Health
2013;13:245.

3. Naidu R, Nunn J, Forde M. Oral healthcare
of preschool children in Trinidad: a
qualitative study of parents and caregivers.
BMC Oral Health 2012;12:27.

4. Haleem A, Siddiqui MI, Khan AA. School-
based strategies for oral health education of
adolescents- a cluster randomized controlled
trial. BMC Oral Health 2012;12:54.

5. Raj S, Goel S, Sharma VL, Goel NK. Short-
term impact of oral hygiene training package
to Anganwadi workers on improving oral
hygiene of preschool children in North
Indian City. BMC Oral Health 2013;13:67.

6. Boon H, Ruiter RAC, James S, Borne BVD,
Williams E, Reddy P. The Impact of a
Community-based Pilot Health Education
Intervention for Older People as Caregivers
of Orphaned and Sick Children as a Result
of HIV and AIDS in South Africa. J Cross
Cult Gerontol 2009;24:373-89.

7. AlHammad NS, Salama FS. Effectiveness of
an infant oral health care educational

IJOCR Apr - Jun 2015; Volume 3 Issue 2

78



Oral health education

10.

11.

12.

13.

14.

15.

16.

17.

intervention on knowledge of dental
students. Advances in Medical Education
and Practice 2011:2:193-9.

Nakre PD, Harikiran AG. Effectiveness of
oral health education programs: A
systematic review. Int Soc Prev Community
Dent 2013;3(2):103-15.

Sistani MMN, Yazdani R, Virtanen J,
Pakdaman A, Murtomaa H. Determinants of
Oral Health: Does Oral Health Literacy
Matter? ISRN Dentistry 2013:1-6.

Koyio LN, van der Sanden WJM, van der
Ven A, Mulder J, Creugers NHJ, Merkx
MAW, et al. A community-based oral health
promotion model for HIV patients in
Nairobi East District in Kenya: A study
protocol. Journal of Public Health Research
2013;2:22-8.

Mohamadkhah F, Shokravi FA, Karimy M,
Faghihzadeh S. Effects of lecturing on self
care oral health behaviors of elementary
students. Med J Islam Repub Iran
2014;28:86.

Khangar S, Kumar A, Rajanna V, Badiyani
BK, Jathanna VR, Kinni PV. Oral health
care education and its effect on caregivers’
knowledge, attitudes, and practices: A
randomized controlled trial. J Int Soc Prev
Community Dent 2014;4(2):122-8.
Bharadwaj VK, Sharma KR, Luthra RP,
Jhingta P, Sharma D, Justa A. Impact of
school-based oral health education program
on oral health of 12 and 15 years old school
children. J Educ Health Promot 2013;2:33.
Reddy JJ, Multani S, Bhat N, Sharma A,
Singh S, Patel R. Role of Private-Public
Partnership in Health Education: A Survey
of Current Practices in Udaipur City,
Rajasthan, India. Int J Prev Med
2013;4(9):1086-94.

Lawal FB, Taiwo JO. An audit of school
oral health education program in a
developing country. J Int Soc Prev
Community Dent 2014;4(1):49-55.

Dulgergil CT, Colak H. Rural dentistry: Is it
an imagination or obligation in community
dental health education? Niger Med J 2012;
53(1):1-8.

Cruz GD, Ostroff JS, Kumar JV, Gajendra
S. Preventing and detecting oral cancer: Oral

18.

19.

20.

Shrikanth M, Acharya AK

health care providers’ readiness to provide
health behavior counseling and oral cancer
examinations. J Am  Dent  Assoc
2005;136(5):594-682.

Guo YI, Logan HL, Dodd VJ, Muller KE,
Marks JG, Riley Ill JL. Health Literacy: A
Pathway to Better Oral Health. Am J Public
Health 2014;104(7):85-91.

Petersen PE, Peng B, Tai B, Bian Z, Fan M.
Effect of a school-based oral health
education programme in Wuhan City,
Peoples Republic of China. International
Dental Journal 2004;54:33-41.

Kamga HLF, Nsagha DS, Atanga MBS,
Njunda AL, Assob JCN, FOn PN
Fomumbod SA. The impact of health
education on the prevalence of faecal-orally
transmittedparasitic infections among school
children in a rural community in Cameroon.
Pan African Medical Journal 2011;8(38):1-
7.

IJOCR Apr - Jun 2015; Volume 3 Issue 2

79



