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Executive Summary

Systematic evaluation is an integral part of the organisation and delivery of community oral
health care programmes, ensuring the effectiveness of these community-based
interventions. As for general health promotion programmes the common problems from
effectiveness reviews of oral health interventions relate to the quality and validity of
programme evaluations. Problems identified mostly refer to the quality of outcome
measures, short-term timescales to assess change, inadequate evaluation methodologies
and inappropriate evaluation of programme implementation and processes.

It remains a challenge to oral health professionals to integrate community oral health
programmes into a wider health agenda. Public health research focusing on the
development of evaluation methodologies has identified a variety of issues including the
importance of using pluralistic evaluation approaches (quantitative and/or qualitative),
limitations of the randomised controlled trial (RCT) design for evaluation of public health
interventions, the need to match evaluation methods with the nature of intervention,
development of outcome measures appropriate for the nature of intervention, importance of
developing workforce capacity in evaluation techniques, and the need for development of
partnerships between health practitioners and academics in conducting evaluations.

In June 2003, the WHO Oral Health Programme at Headquarters organised a two-day
workshop to take forward the development and documentation of the evaluation of oral
health promotion and oral disease prevention programmes. The aims of the workshop were
to: (1) identify common problems and challenges in evaluating community-based oral health
interventions; (2) explore developments in the evaluation approaches in public health; (3)
share experiences in evaluating oral health intervention programmes implemented at
national or community levels in developing and developed countries and (4) develop
guidelines for quality evaluation of national and community oral health programmes.

Twenty-two invitees from 15 countries attended in addition to WHO staff. After introductory
remarks by Dr Puska and Dr Petersen, the first day was devoted to 12 presentations of oral
health promotion and oral disease prevention programmes from around the world. During
the second day, WHO staff at Headquarters in Geneva discussed aspects of evaluation of
public health programmes. Two working groups were formed to discuss agreed topics, and
the reports from their deliberations, together with the general discussion, resulted in the
presentation of emerging key issues and recommendations.

In summary, it was agreed that evaluation of oral health promotion and disease prevention
programmes should integrate, whenever possible, with general health programmes. While
the design and advantages of RCTs in clinical evaluations are well documented, the
relevance of this design in evaluation of community oral disease preventive programmes and
oral health promotion programmes are much less clearly defined. Subsequently, the
conduct of such programmes may be inappropriately evaluated in systematic reviews.
There is a need for more research into appropriate immediate, interim and ultimate outcome
measures, as well as process evaluation, an assessment that is poorly understood and
practised less often than outcome evaluation. Guidance on potential design, conduct, and
especially the evaluation, of community oral disease prevention programmes and oral health
promotion programmes should be developed and updated regularly. WHO Collaborating
Centres could have a role in promoting good practice, training and collaboration between
teams throughout the world. Centres undertaking systematic reviews should consider the
guidelines given in the proposed WHO document when defining their evaluation criteria.
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1. Introduction

The profile of oral disease has changed markedly in the last 50 years. The impact of
fluoride, the change from traditional diets to high sugar diets in emerging economy nations,
and the ubiquity of alcohol and tobacco have resulted in a varied picture of global oral health
(Petersen, 2003). The majority of oral diseases is related to life-styles and reducing these
mostly chronic diseases relies much on changing behaviour. Changes for the better in
behaviour can and do occur, but require commitment and expertise within health promotion.
Health promotion is a relatively young science but is now firmly accepted in public health. It
is necessary, though, to evaluate the effectiveness of health promotion programmes and the
science of such evaluations is, as yet, poorly developed and documented.

Oral health is an important component of general health. It has also become clear that
causative or risk factors in oral disease are often the same as those implicated in the major
general diseases (WHO, 2003). Thus, oral health promotion and oral disease prevention
should embrace what is termed ‘the common risk factor approach’; leading to the integration
of oral health promotion into broader health promotion. As a result, any advances in the
evaluation of oral health promotion programmes are likely to benefit the development of
health promotion in general. It is hoped that this document will be useful to an audience
wider than those concerned with oral disease.

At present, the systematic review is perceived as the most robust and reliable indication of
effectiveness. Yet, relying on this type of evidence to inform decisions about public health
interventions has limitations. Definitions of what constitutes good quality evidence were
developed from biomedical paradigms, and experimental evaluation of clinical efficacy is
common with much emphasis on statistically measurable outcomes. In contrast, public
health interventions are usually complex and relational, and often impossible to capture in
guantitative outcomes alone (Protheroe et al, 2003). If public health interventions are to be
amenable to systematic reviews — which is highly desirable — then criteria by which quality of
evidence can be judged, have to be developed. Drawing up guidelines for conducting
evaluations of health promotion and disease prevention programmes need to consider this
responsibility.

In recognition of the importance of developing better quality evaluation of community based
oral disease prevention programmes and health promotion, the WHO Oral Health
Programme at Headquarters organised a two-day workshop in June 2003.

The Workshop was held in Geneva and participants were invited from countries throughout
the world. Participants had undertaken important programmes in community oral disease
prevention and oral health promotion; also, experts in oral public health and oral disease
prevention were invited. The format of the workshop was chosen to allow descriptions and
critiques of a wide variety of programmes in order to clarify the key issues. They were joined
by WHO staff at Headquarters in Geneva who were working on these issues in general
health promotion, and time was allocated for working groups to consider all the points raised.
The working group reports and the general discussion provided the basis for the list of key
points and recommendations.
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2. Evaluation of community oral health interventions

Health promotion as defined by the Ottawa Charter particularly refers to the process of
enabling people to increase control over the determinants of health (WHO, 1986). The
implementation of this definition requires that health promotion initiatives should be
empowering, participatory, holistic, equitable, sustainable, and multi-strategy (WHO, 1998).

2.1 Importance of evaluation

The development and implementation of evidence based practice is important for both
clinical health care and health promotion interventions. The randomised control trial (RCT)
is a methodology that has been used extensively to evaluate clinical interventions. Other
approaches and methods are however required in health promotion evaluation (WHO,
1998). Evaluation approaches need to be developed that are appropriate for oral health
promotion programmes.

Evaluation of health promotion is important for a variety of reasons including:
e As a means of developing effective interventions;

Sharing and disseminate examples of good practice;

Making best use of limited resources;

Providing feedback to staff and participants;

Informing policy development and implementation.

2.2 Need for development

Although widely recognised as being important, evaluation is often a neglected area of
practice. There are many reasons for the lack of progress with evaluation, including lack of
knowledge, confidence and skills in practitioners; inadequate provision of resources; time
and support for evaluation activity; and uncertainty of appropriate evaluation frameworks. As
a result, the quality of evaluation has been reported as poor in many instances (Brown,
1994; Schou and Locker, 1994; Sprod et al., 1996).

2.3 Issues for discussion

A variety of topics need to be discussed when reviewing ways of developing evaluation
approaches for oral health promotion programmes.

2.3.1 Intervention planning

Evaluation should be a core element in the planning process for any intervention. With oral
health programmes, a wide diversity of intervention approaches can be identified.
Increasingly rather than relying solely on educational interventions, a broader range of public
health strategies are being developed. It is therefore essential that the evaluation developed
is in accordance with the nature of the intervention (Watt et al, 2001).
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2.3.2 Evaluation methods

Oral health services have been developed from a bio-medical research paradigm. Clinical
research has therefore been based upon experimental methodology and quantitative
sciences. Randomised controlled trials (RCTs) are recognised as being the ‘gold standard’
method in the evaluation of clinical interventions. In recent years the need for a more
pluralistic approach in the evaluation of public health and community interventions has been
acknowledged (WHO, 1999; WHO, 2001). The strengths and weaknesses of different
evaluation methods need to be considered (Puska, 2000). Both quantitative and qualitative
approaches have an important role to play in the evaluation of community oral health
programmes (Petersen, 1989). The choice of methods depends on the nature of the
intervention, the purpose of the evaluation and the resources available. What evaluation
methods are most appropriate for oral health promotion? On a practical level how can
theoretical evaluation frameworks be implemented in community settings?

2.3.3 Evaluation measures

A comprehensive evaluation of any community based intervention requires both process and
outcome data. One of the major criticisms emerging from reviews of the oral health
promotion literature was the inappropriate nature and poor quality of many evaluation
outcome measures used (Sprod et al, 1996). Process evaluation seeks data on how the
intervention was implemented and may uncover information on unexpected activities and
results. This type of information is valuable as feedback in reviewing the development and
delivery of the intervention. Outcome measures are essential indicators assessing the
effects of the intervention, either in the short, intermediate or longer term (Nutbeam 1998).
The outcome measures selected need to be relevant to the nature of the intervention and
timescale of the evaluation. Standardised clinical measures may be useful outcome
indicators but in health promotion these need to be complemented by a range of other
measures. What types of outcome measures are most appropriate in the evaluation of oral
health promotion interventions? What measures could be used in a community development
intervention?

2.3.4 Roles and responsibilities

Evaluation should be a core element in the planning of oral health interventions. It is
important that this task is shared between the key players and participants. Far too often
evaluation is solely left to those implementing the intervention. Instead it should be a shared
responsibility with planners, researchers and practitioners actively cooperating together from
clear roles in the evaluation process. In addition, consultation and involvement of the local
community is also important. Shared ownership increases credibility and ensures the
relevance of evaluation (WHO, 2001). How can local communities become involved in the
evaluation of oral health programmes?

2.3.5 Capacity building

Many oral health practitioners feel daunted at the prospect of undertaking a detailed
evaluation of community based programmes. Practitioner’'s knowledge, skills and confidence
need to be developed to facilitate progress in this area. Evaluation training programmes and
resources are required. These need to be developed at the appropriate level and be tailored
to the nature of community oral health interventions. Sharing examples of good practice and
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dissemination are critically important. Practitioners who are isolated and not integrated into
existing professional networks require the greatest level of support. What types of training
and support resources are needed? How can the needs of developing countries be best
met?

2.3.6 Partnership working

It is essential that developments in public health evaluation approaches are utilised, as
appropriate in oral health evaluations. A great deal of expertise and experience already
exists in other areas of public health research. What ways can this be disseminated to the
oral health community? In addition, cooperation between international agencies is essential
in terms of developing and disseminating resources and materials. What role do WHO,
research institutions, national health authorities and non-governmental agencies have to

play?

2.3.7 Resources

High quality evaluation of community health programmes requires both time and expertise,
and therefore resources. The WHO recommends that at least 10% of resources should be
allocated to the evaluation of interventions (WHO, 1998). Inadequate resources have often
been allocated to the evaluation of community oral health programmes. The evaluations may
be of limited value and do not capture the full impact and value of the interventions. Are
sufficient resources available for the evaluation of community oral health programmes? How
can resources be used to best effect?

2.4 Conclusion

The evaluation of community oral health promotion and disease prevention programmes is
an important activity which requires further development. A range of issues need to be
considered to ensure that the evaluation approaches adopted fully capture the impact and
effects of oral health interventions. The development and use of appropriate evaluation
methodologies and valid measures are essential.

-10 -
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3. Scope, purpose and objectives of the meeting

Systematic evaluation is a core element of organisation and adjustment of community oral
health care programmes and particularly important to demonstrate the value and
effectiveness of community-based interventions. One of the common findings from
effectiveness reviews of oral health interventions is the problem of ensuring good quality
evaluation of programmes. Problems identified relate to specification of quality outcome
measures, short-term timescales to assess change, inappropriate evaluation methodologies
and inappropriate evaluation of programme implementation and processes.

It remains a challenge to oral health professionals to integrate and link community oral
health programmes with the broader health agenda. Public health research focusing on the
development of evaluation methodologies has identified a variety of issues including the:

. Importance of using pluralistic evaluation approaches (quantitative and/or
qualitative);

. Limitations of the RCT design for evaluation of public health interventions;

. Need to match evaluation methods with the nature of intervention;

. Development of outcome measures appropriate for the nature of intervention;

. Importance of developing workforce capacity in evaluation techniques;

. Need for development of partnerships between health practitioners and

academics in conducting evaluations.

In recognition of the importance of developing better quality evaluation of community based
oral disease prevention programmes and health promotion, the WHO Oral Health
Programme at Headquarters organised a two-day workshop in June 2003.

The aims of the meeting were to share experiences from evaluation of community oral health

programmes carried out in different regions of the world and to set up guidelines for
appropriate evaluation approaches in the future.

Specific objectives of the meeting were to:

1. Identify common problems and challenges in evaluating community-based oral health
interventions;

2. Explore developments in evaluation approaches in public health;

3. Share experiences in evaluating oral health intervention programmes implemented at

national or community levels in developing and developed countries;

4, Develop guidelines for quality evaluation of national and community oral health
programmes.

-11 -
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The programme of the workshop focused on:

1. Identification of problems and challenges related to outcome and process evaluation
of community-based oral health promotion and oral disease prevention programmes;

2. WHO developments in evaluation methodologies and public health research;
3. Examples of oral health community projects implemented in developing and

developed countries, interventions established in a range of settings and with a
variety of intervention strategies for disease prevention and promotion of oral health;

4, Review of oral health programme evaluation: methods and outcome measures,
measures of processes and activities and exploring respective strengths and
weaknesses;

5. Develop shared action plan for improving quality of community-based oral health
programmes.

-12 -
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4. Outline of the structure of the Meeting

Invitees from 15 countries in addition to WHO staff are listed in Annex 1. The agenda is
given in Annex 2.

Dr Pekka Puska, Director of the Department of Noncommunicable Disease Prevention and
Health Promotion at WHO Headquarters, opened the meeting and welcomed participants.
He said that oral diseases are important components of chronic disease and it represents a
big burden of ill-health globally. It is also important to recognise that the prevention of oral
disease makes a contribution to general health. There are common risk factors for oral
disease and other chronic diseases — diet, nutrition, alcohol and smoking. Sixty per cent of
disease is now chronic disease. Chronic diseases are no longer diseases of affluence.
Prevention must be integrated - for example, in schools - with targeting of risk factors.
Diseases must be treated but prevention is a priority in public health. The cost-effectiveness
of interventions should also be evaluated. The key factor is effectiveness and linked to this
is the decision on what are the key indicators of disease. There is a difference between the
evaluation of drugs, where it might be appropriate to use RCTs, and the evaluation of health
promotion. A different type of evidence is needed. Hence, this workshop was convened to
take this development forward.

Dr R. Watt was appointed Chair for the first day and Professor C. Pine for the second day,
while Dr H. Whelton and Professor A. Rugg-Gunn were appointed rapporteurs.

This was followed by a brief introduction from Dr P.E. Petersen who welcomed participants
and emphasised that evaluation of oral health promotion and disease prevention were
topical subjects that are in line with the policies and priorities of WHO. This meeting was
particularly important to the Oral Health Programme of WHO as it is much needed that the
sound experiences from many community oral health programmes are translated to policy
makers and oral health planners. The principles of evaluation of community health
programmes were then outlined. Systematic evaluation of community oral health
programmes analyses input, process, output and outcome and their inter-relationships
(Petersen, 2003; WHO, 2003). Dr Petersen detailed the scope, purpose and objectives of
the workshop which are included in Section 3 of this report.

During the first day, examples of oral health promotion and disease prevention programmes
from around the world were presented. A number of short presentations on broader issues
of evaluation of community health programmes by four members of staff at WHO
Headquarters in Geneva were included in first part of the morning of the second day. Two
working groups then were formed, each considering a separate issue relevant to the theme
of the meeting. In the afternoon, these working groups reported their deliberations to the
whole group; this was followed by a general discussion. Finally, Dr P.E. Petersen presented
the conclusions and recommendations of the workshop. Summaries of the presentations
are given in the next section and the presenters’ previously submitted abstracts are given in
Annex 3.

-13 -
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5. Summary of Presentations and Discussions

51 Day One

Evaluation of fluorides used in community preventive programmes: the example of
milk fluoridation schemes (UK, Bulgaria, Thailand, China)
Norman Whitehouse

Professor N. Whitehouse presented an example of one type of fluoride-based community
preventive programme. This example was fluoridated milk programmes which now involves
about 74,500 children in seven countries. He commented that evaluation was usually made
with caries development as the outcome variable. Programmes in Bulgaria, China, Chile
and the UK were described, focussing on the ethical and practical barriers to study design
and evaluation. These included sample selection, control group choice, attrition rates, power
of the study, examiner bias, evaluation of process and consideration of confounding factors.
The importance of process evaluation was highlighted. He posed the questions: Can you
organise a RCT within a community preventive programme? If not, what is the most robust
method for community evaluation? This project has identified the need for alternative
approaches in evaluation of community-based oral disease prevention as the RCT design
does not match the socio-cultural conditions and the need for follow-up. Applicable non-
randomized designs and confounder-control through advanced multivariate statistical
analysis are called upon.

Evaluation of automatic fluoridation programme: the example of water fluoridation
and salt fluoridation schemes in the Americas
Stephen Eklund

Professor S. Eklund described the evaluation of automatic fluoridation programmes in the
Americas. He recalled that water fluoridation existed in at least seven countries and salt
fluoridation in eight countries, in the Americas. The problems of evaluation were given,
particularly the lack of longitudinal studies, although he said that the evidence was
convincing. Since the measures are highly effective, outcome measures (caries and
fluorosis) have always been the form of evaluation. Process evaluations, while critical, are
not usually considered, particularly issues such as individual choice and safety. Qualitative
research is needed to understand opposition to fluoridation and to understand the process
by which individuals and communities make health-related decisions. Professor Eklund
emphasised the difficulties of evaluating a public health measure such as water fluoridation
when a high proportion (70-80%) of the population receive it; the halo effect (e.g. soft drinks
made in a fluoridated area and consumed in a non-fluoridated area and vice versa) is bound
to reduce the measured effectiveness. The issues of the impossibility of random allocation
of subjects, of blinding the evaluators, and control of confounding factors, were well
documented. Methods of expressing dental caries outcomes were discussed: it was
commented that the increase in the percentage of people caries-free could be one of the
ways to express outcome. He concluded that while the evidence is convincing that water
fluoridation and salt fluoridation can be highly effective in reducing the burden of dental
caries, little is known about the mechanisms associated with community-level acceptance or
rejection of these preventive methods. In an era of alternative sources of fluorides, where
individual choice is more apparently available, the processes through which individuals and
communities make health-related decisions need to be better understood.

-14 -
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Evaluation of school oral health programmes in Tanzania
Ursuline Nyandindi

Dr U. Nyandindi described a school-based oral health education programme in Tanzania. A
manual was produced and used to train teachers who delivered the oral health education.
Different strategies for training teachers were experimented in different districts and
evaluated by questionnaires. The findings would inform future programmes. Novel features
in this study include: teachers inspecting each others’ mouths to learn about dental hygiene
and oral health; parents as well as pupils participating; integration of oral health programmes
into general health promotion (e.g. vaccination, first aid, HIV/AIDS, de-worming), and the
children themselves acting as messengers back to families. In Tanzania, several
schoolbased oral health projects are now established within the context of the National
School Health Programme and these projects are developed in collaboration with the WHO
Oral Health Programme at Headquarters. The evaluation of these projects is conducted
from quasi-experimental study designs and includes collection of sociological data related to
children, parents, schoolteachers, administrators, and oral health promotion facilitators.

Evaluation of mass oral health education programmes: examples from the Love-
Teeth-Day programme in China
Ling Zhu

Dr L. Zhu described the Love-Teeth-Day (LTD) programme in China and its evaluation. This
is an example of mass health education and its scope is impressive. It began in 1989 as a
stand-alone dental health promotion project as it was perceived to be difficult to integrate
oral health into general health promotion. A key organisation has been the National
Committee for Oral Health (NCOH) which has been largely responsible for its initiation and
organisation. The stratification of responsibilities is important also: the support of the
Minister of Health as well as nine government and non-government organisations is strong,
as is the support at provincial, district and local levels. About 60% of the population and
about 80% of schoolchildren are involved with LTD. In the presentation, Dr Ling Zhu listed
the programmes main characteristics: (a) active participation of key VIPs, (b) oral health
education and promotion commission, (c) well-functioning organisation which included key
people (e.g. celebrities, industry), (d) introducing a different theme each year (e.g. brushing
teeth, health through oral health, children, fluoride), (e) the possibility of extending the time
period from one day to one month, and (f) the possibility of a ‘long march through the
provinces’ with, perhaps ‘gymnastic toothbrushing’. Evaluation has been by structured
guestionnaires completed by the public and conducted by provincial oral health committees.
As given in the abstract, there have been impressive improvements in knowledge, attitudes
and behaviour, which were measured in 1989, 1997 and 2000. The inability to attribute
these improvements wholly to the LTD programme is recognised as, in this nationwide
programme, there is no control group. The resources for this programme are raised from the
whole society and no funding is received from government, although they support it strongly.

Oral health promotion programmes for preschool children in China and Hong Kong
Edward Lo

Professor E. Lo described experiences from the oral health promotion programmes for
preschool children in China and Hong Kong. Caries experience in the primary dentition is a
significant problem and preventive programmes are organised on three levels — primary,
secondary and tertiary. In the early 1990s, the focus was on primary prevention with
education for teachers, parents and children, and daily toothbrushing with fluoride-containing
toothpaste after lunch in kindergarten. More recently, secondary prevention, using topical
fluorides to arrest caries, and tertiary prevention, using Atraumatic Restorative Treatment
(ART) to restore teeth, have been included. Both process and outcome evaluations have
been considered. Process evaluation involved regular focus group discussions with staff

-15 -
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and health officials and monitoring the usage of materials and oral health education aids.
Outcome evaluation has been conducted by structured questionnaires to teachers and
parents to assess changes in knowledge and behaviour, and annual dental examination of
children to assess caries experience and status of restorations. The participating children
were compared with a control group, and these analyses showed that the three levels of this
preventive programme were effective. Professor Lo suggested the need for flexibility in the
evaluation, as sometimes there are additional unexpected benefits that should be quantified
— in this case it was an increase in the prevalence of arrested caries. However, there was a
warning against subjecting such an unexpected finding to statistical analysis; it was better to
describe the occurrence and test the hypothesis in a subsequent study. The sustainability of
the programme was reported to be positive, as teachers were able to continue the
programme. In discussion, it was pointed out that the process evaluation could be formative
and could be fed back to improve the programme -- in this case, to investigate parents’
willingness to pay for the programme.

Evaluation of community programmes on tobacco induced oral diseases
Kevin Hardwick

Dr K. Hardwick presented an evaluation of community programmes to prevent tobacco-
induced oral diseases. Dr Hardwick pointed out the many ways in which smoking can
adversely affect oral health — oral cancer and precancer are the most important, but social
impacts (tooth discolouration, halitosis and reduction in taste and smell acuity) and other oral
diseases (periodontal disease and failure of implants) should not be forgotten. Tobacco is
responsible for about 5,600 of the 8,000 deaths from oral cancer per year in the USA. In
1982, the US National Cancer Institute began a major effort to reduce the national
prevalence of tobacco use: there are three priorities. First, there are physician and dentist
interventions to reduce patient smoking prevalence; second, self-help interventions aimed at
helping individuals who wish to quit; and, third, mass media interventions to encourage
cessation and prevent tobacco use initiation. The first approach — described under the name
COMMIT (Community Intervention Trial for Smoking Cessation) — did not increase the quit
rate for smokers. An interesting feature of the study protocol described was the four
evaluation measures: outcome (change in smoking behaviour), impact (changes in factors
thought to be important in facilitating community-wide smoking behaviours), process
(documents the extent of intervention implementation) and economic. The second approach
was described under the name TNT (Project Toward No Tobacco Use). This was reported
to be ‘highly cost-effective’. Recently, it has become clear that policy interventions aimed at
changing the social context and general environment in which tobacco is purchased and
consumed are more important than delivery of cessation and prevention services.

Evaluation of primary oral health programmes in relation to oral mucosal lesions
Neil Myburgh

Professor N. Myburgh presented an evaluation of primary oral health care programmes in
relation to oral lesions, in South Africa. He began by listing oral conditions according to their
social impact, prevalence, morbidity and mortality. Those with the highest impact were: oral
HIV, oral cancer and oral trauma; while the impact of dental caries and dental fluorosis was
low. The ability of health personnel to recognise oral lesions and to respond, treat and/or
refer, was discussed. Nationally, regulations for water fluoridation have been approved, but
not yet implemented, and a National Oral Health Policy has been presented but awaits
approval. Population-based initiatives include raising awareness of oral disease risk and
appropriate means of oral self-care, integrating oral health policy elements into general
health promotion programmes, and to develop collaborative approaches to initiatives for
common risk factors (e.g. tobacco, sugar, alcohol, unsafe sex, chronic medication, violence,
and vehicle accidents). Programmes include posters, training of health staff, HIV booklets,
and research. Evaluation of the HIV/AIDS poster programme indicated positive changes in
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knowledge and attitudes. The lessons learnt so far are that: progress takes time, outcomes
should be assessed not just process, better quality research and evaluation is needed,
programmes must be locally contextualised, must extend across sectors of the population,
be based on meaningful objectives, and health promotion policies and programmes should
be linked.

Programmes for prevention of periodontal disease in adults in Japan
Tatsuo Watanabe

Professor T. Watanabe described the programmes for prevention of periodontal diseases in
adults in Japan. He began by emphasising that living to 100 years is not so uncommon in
Japan; however, 94% of centenarians are edentulous. Questionnaires showed that eating
and talking were important pleasures for them. Research had also shown that people can
chew with 20 teeth. From this knowledge, the national 80/20 campaign was launched; first
by the Japanese Dental Association in 1990 and then approved by the Ministry of Health and
Welfare in 1997. The goal of 80/20 is that 20% of people at the age of 80 years must have
20 or more teeth by 2010. Professor Watanabe said that there had been extensive
discussions nationally as to how this could be achieved. It was agreed to target people over
60 years. As periodontal disease was the biggest cause of tooth loss (dental caries
accounted for 38% of tooth loss and national surveys between 1957 and 1999 had shown a
decline in dental caries experience), it was agreed that prevention of periodontal disease
would be the top priority. Professor Watanabe recognised that one problem was the lack of
an evidence base for the prevention of periodontal disease: for example, the evidence that
toothbrushing prevents periodontal disease is equivocal. So far there have been few
evaluations of national preventive programmes. Presumably, the main outcome in this case
is 20 teeth at 80 years of age, and this will be recorded in on-going national surveys. It was
commented that, in this programme, there seemed to be a welcome shift in emphasis from
disease to health. It was a little unclear how well the programme is accepted by those who
will implement it (e.g. Japanese dentists). It will be interesting to follow the process — what
the dentists will do, and the nature of the collaboration between the dental profession and
the oral health industry.

High-risk preventive approaches for control of dental caries in Germany
Annarose Borutta

Professor A. Borutta presented the evaluation of high-risk preventive approaches for the
control of dental caries in Germany. Since 1989, there has been a legal requirement for the
organisation, implementation and evaluation of dental caries preventive programmes for
schoolchildren in Germany. In 2000, this requirement was extended to include those at high
risk of dental caries. Epidemiological evidence has indicated an improvement in the health
of both primary and permanent dentitions on a population basis over the period from 1994 to
2000. On a Federal level, the German Academy of Oral Health Promotion has responsibility
for these programmes, which involve basic prevention for all children and intensive
prevention for children at high risk. In Thuringia, for example, about 16 to 24% of children
aged 2 to 12 years were recorded to be at high caries risk. The basic prevention involves
health education, toothbrushing with a fluoride toothpaste in kindergarten, and application of
fluoride varnish twice a year. The intensive programme involves, in addition to the basic
programme, more frequent topical fluoride applications and oral health projects involving
healthy breakfasts and education for parents and teachers. So far there has been no
systematic evaluation of the high-risk programmes, although such evaluations are planned
and will adopt the Donabedian model involving structure evaluation (e.g. has the programme
worked in all ‘planned structures and facilities’?), process evaluation (e.g. how well/ to what
extent have the planned interventions been implemented and why, as well as factors that
facilitated or hindered the implementation?), and outcome evaluation (clinical and
behavioural outcomes including satisfaction with the programme). Professor Borutta also
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described the evaluation of a preventive programme for pupils of schools for children with
special needs, using the above system of structure, process and outcome evaluation. The
programme was highly successful by all measures. However, there would seem to be no
economic evaluation. There is a need for evaluation at local level. Resources must be
allocated for evaluation. There should be more research on evaluation. Evaluation should
be explained more to administrators and professional staff. There should be feedback from
the evaluation, changes to the programme if necessary, and regular re-evaluation. This is
an example of how important it is to establish a valid information system which matches the
oral health promotion initiatives. Also, because all programmes are the same, it is not
possible to attribute success proportionally to any part of the programme. However, these
extensive schemes would seem to be exclusively dental, with no integration with general
health promotion.

Empowerment strategies and process evaluation of oral health promotion for
deprived communities in the United Kingdom
Cynthia Pine

Professor C. Pine presented an account of three community prevention programmes in
Scotland and northern England. The so-called Tayside Brushing project involved supervised
toothbrushing with a fluoride toothpaste in school between the ages of 5 and 10 years. It
was a community-based RCT, with allocation to test and control (no brushing in school)
groups being made on a school class basis. Both clinical benefit and process were
evaluated. The second project tackled persistent inequalities in child dental health in Asian
and white children. The intervention in this project addressed diet and toothbrushing. The
third project described oral health programmes organised by the community dental service.
This programme was criticised for its diffuse aims and the delivery of multiple messages. In
summary, it was concluded that: empowering local people by involving them in delivering the
health promotion programmes has clear benefits; empowering local people to set the
agenda, design and maintain the programmes is important; evaluation is made easier by
appropriate project design and precise aims; and evaluating the outcome of programmes
simply using process measures cannot inform on health benefit. Changes in empowerment
were evaluated by regular meetings with the toothbrushing supervisors. The Tayside Study
is an example of a community trial with key control elements such as examiner blindness
and random allocation achieved. Analyses mainly used the child as the unit of analysis;
there would seem a need for sound statistical advice to provide guidance for people
conducting this type of study where intervention is by cluster. Appropriate statistical
methods must be clearly set out since they are necessary at the planning stage for sample-
size and power estimations. The issue of contamination of the control group (because it was
in the same school as the study group) was discussed. However, the evaluation showed the
programme to be effective; if there had been contamination, effectiveness would have been
underestimated. Sustainability was evaluated after completion of the programme: the
difference in caries experience of the study and control groups continued to widen after 30
months. In all three examples, interventions were aimed only at dental health and the
common risk factor approach was not used.

Community Care Model for Oral Health in Thailand
Prathip Phantumvanit

Professor P. Phantumvanit described community oral health care models in Thailand. The
background for these programmes was: the high level of oral disease and dental plaque, the
need for outreach rural programmes, the existing services (including equipment) were
expensive, and there was a lack of oral health care manpower. Health Maintenance Units
were established at village level, with villagers being trained in simple tasks such as
examination by health personnel, education by schoolteachers, and dental scaling by village
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scalers. Health Restorative Centres were established at the province level where dental
nurses provide simple treatment and dentists more complicated treatment. An important
element was community participation. This involved training and discussions with teachers
and health care volunteers, agreement on financing, and arranging group travel for treatment
at the Health Restorative Centres. Evaluation was at several levels: dental health was
assessed every five years using WHO survey methods (this included caries, oral hygiene
and gingival health). Process evaluation examined the level of community participation and
the time used in various tasks — this allowed examination of cost-effectiveness. It was
pointed out that the process evaluation was very useful in planning schedules. Professor
Phantumvanit highlighted the constraints and difficulties in the evaluations. These included
the reliability of data collection, dropouts from the evaluation, the considerable time needed
for evaluation and data analysis, and the difficulty of interpreting the data for use in future
planning. At present, the programme is restricted to Chiangmai. The extent to which the
findings could be extrapolated from Chiangmai to the rest of Thailand was discussed, and it
was concluded that the model, but not the village scalers, could be used elsewhere. It was
also concluded that, in this situation, supervised toothbrushing was not as effective as had
been expected. This project is another example of the value of empowerment of local
people in local health promotion schemes.

Analysis of experiences from programme evaluation — strengths and weaknesses
Richard Watt

Dr R. Watt, Chair for the day’s session, provided an analysis of experiences from
programme evaluation. He pointed out the importance of evaluation and the need for
development in evaluation. At present there was limited awareness, few resources for
evaluation, lack of support and a sense of isolation by the evaluators, there was often poor
evaluation design, inappropriate outcomes and unrealistic timescales. WHO had provided
guidance on intervention design in 1998 which emphasised the following elements: they
should be empowering, holistic, equitable, sustainable and multi-strategy. Interventions
should be targeted at the main determinants of disease, not just the individual. Evaluation
should be set in the context of the study. Dr Watt then discussed the analytical framework --
what is the best quality design? He listed essential strengths in design as: strong clinical
base, defined timescale for evaluation, appropriate design (including limitations of RCTSs),
multiple methods of evaluation, links with general health activity, different levels of activity
(e.g. national and local), importance of setting goals and objectives, policy agenda (e.g.
smoking, diet), and measuring change in inequalities. He listed potential weaknesses as:
emphasis on clinical disease, reliance on self-reported outcomes (are they valid and
reliable?), limited focus on policy measures and equity, uncertainty about sustainability of
outcomes, limited evidence on cost-effectiveness, and limited community input.

Summary of discussion

The following topics were subject for discussion: planning interventions — understanding the
theory base; roles and responsibilities of academics and practitioners; design of evaluation —
the need for a pluralistic approach; outcomes and processes; resources; linkage;
dissemination of good practice. During the one-hour Discussion, many points were made.
These are summarised under five headings.

The need for evaluation of community-based oral disease preventive programmes and
health promotion programmes
e There is a need for an evidence-based approach to oral health promotion.
e There is a difference between oral health promotion and disease prevention, and
evaluations will differ accordingly.
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There is only a need for a programme if a problem has been identified. Then the
evaluation must provide an answer to what is the best way to deal with this problem.
For ethical reasons, studies should not be done if it is reasonably certain that the
intervention will be effective: public co-operation is a limited resource.

There is a need to evaluate health outcomes which are important to decision-makers.
There is a need to identify very clearly that at least 10% of the programme budget is
allocated for evaluation. Too often, evaluation is perceived as unimportant.

The purpose and objectives of evaluation needs to be explicit.

Planning the evaluations

The difference between a RCT and a community trial is that the former examines
effectiveness under highly controlled conditions and the latter examines application.

e Routine data should be used to the maximum.

e There is a need to collaborate between groups of evaluators, including internationally.

e There is a need to translate outcomes into terms which decision-makers can understand.

e There is a need to give attention to defining terms to assist those undertaking systematic
reviews.

e Oral health programmes should be linked to the main health concerns of the community
by using a common risk factor approach to target oral and general health problems.

o Criteria are needed for ending the programme — e.g. has the aim been achieved? is
there no chance of it being achieved?

¢ Intensive evaluation should not be undertaken for routine projects — a correct balance is
required.

e Selection of interventions will depend upon: the evidence base, what is culturally
appropriate, and what is possible within the available resources.

e There have been plenty of examples of clinical outcomes and their measurement but
less on QALYs which are used extensively in general health promotion analyses.

¢ Both clinical outcomes as well as impact on oral health related quality of life, need to be
evaluated. The evaluation needs to be appropriate to the problems targeted.

¢ Methods for measurement in oral health studies needs to be developed further and
documented. The WHO needs to take a lead by updating the 1997 edition of oral health
survey basic methods.

e Managers are often interested in outcomes different from what might be expected and
we should be aware of this possibility.

¢ The method of choosing a sample is very important. If a sample is too large there is the
danger of losing control of the sample. The possibility of contamination between study
and control groups is significant and must be addressed.

¢ When designing a study, the need for, and choice of, control or comparison groups need
to be considered carefully. There are difficult ethical questions regarding choice of a
control group, and there are difficulties in using historical controls.

Personnel

Particularly in the area of oral health promotion, it is important to link in public health
personnel, clinicians, epidemiologists, social scientists, the general public, and
politicians. The results of evaluations must be accessible and clear to all.

Personnel must be trained in evaluation.

There is a need to address the concerns of policy-makers as well as the people in the
community. Because of this, they should be involved.

There is a specific need for involvement of health sociologists, health psychologists
and statisticians.
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Equity
¢ In many countries and communities, equity is a very important issue — programmes must
be equitable.

e There is considerable diversity in health and resources between countries which must be
addressed. Relevant outcomes may be very different between countries and cultures.

Dr P.E. Petersen provided a summary of the situation so far. He said that the WHO intends
to provide guidelines for programme evaluation. There is a logical progression from
realisation of the problem, to a decision on the intervention, formulation of objectives and
goals, to the application of an appropriate evaluation design. He questioned the RCT was a
suitable gold standard in community health programme evaluation. We should be
concerned with quality of life rather than just disease outcomes. Outcome measures might
include behavioural variables, self-care and empowerment. Capacity building is important in
order to sustain programmes, and to encourage and enable expansion of successful
programmes. The infrastructure needed in a project is often forgotten but should be
measured and reported. The value of surveillance programmes, which have been
encouraged by WHO for many decades, should be considered. Guidelines need to be
applied. It is the role of WHO to produce guidance to enable national and local workers to
choose the most appropriate method. Oral health should become a model in health
promotion and disease prevention.

5.2 Day Two

WHO approaches to evaluation of community/national health programmes
Desmond O'Byrne

Dr D. O'Byrne outlined the WHO approaches to evaluation of national and community health
programmes. He emphasised the value of the common risk factor approach. The example
he presented was ‘DDT’ — Diet, Dirt and Tobacco. Successful evaluations require that the
appropriate infrastructure is in place, and this implies that there is sufficient ‘capacity’.
Evaluation must be an integral part of community disease prevention and health promotion
programmes. Dr O'Byrne described the disease pathway, moving from the ‘non-modifiable
factors’ (such as age, sex and genes) to ‘intermediate risk factors’ (such as blood lipids,
hypertension) together with ‘behaviour risk factors’ (such as tobacco use, diet and physical
activity) and socio-economic, cultural and environmental influences to the disease endpoint
(such as CVD and cancers). Each of these should be considered for evaluation.

Principles of public health programme evaluation: designs, outcome, interventions
and processes, monitoring and implementation
Kathy Douglas

Dr K. Douglas listed the principles of public health programme evaluation with special
emphasis on the value of public health surveillance data. It is important, though, that public
health surveillance data actually leads to public health action. Public health surveillance
provides an important “evidence-based” foundation for programme and policy development.
The goal should be to link data collection to data use. However, surveillance can be
infrequent, too slow and inconsistent. Given the potential problems with surveillance,
caution must be exercised when using such information as a source of data for evaluation.
Surveillance must be planned so that it can satisfy the needs of evaluation. Surveillance
could be considered a system — an information system and a learning system. She
presented obesity data from the USA as an example, indicating the importance of trends
over time. Such data can be used at a sub-national level to inform local health promotion
programmes. While surveillance data can be used to evaluate interventions, there are
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limitations. For example, traditional research designs may fail to capture the complexities of
today’s problems. Complex health issues cover many inter-related disciplines (e.g.,
sociology, psychology, epidemiology, medicine, etc.). Demonstrating behavioural change
takes time and success is often judged by positive results. Funding for evaluation is not
always available, nonetheless, evaluation remains critical and should be undertaken with
care with high quality standards (such as utility, feasibility, propriety and accuracy).

The WHO study on the effectiveness of community based programmes for NCD
prevention and control
Ruitai Shao

Dr R. Shao described the development of ‘quasi study design’. He indicated five areas for
consideration, with two main divisions — intervention evaluation and process evaluation. The
former might be undertaken every five years but the latter is likely to be considered every
year. The process evaluation should lead to a reassessment of the intervention, which might
then be changed during the study.

Study design and statistical aspects in community oral health programmes
Kaj Stoltze

Professor K. Stoltze presented the differences in statistical analyses of randomised
controlled trials (RCT) and community trials. The RCT is a very good design for control of
confounders provided successful outcome of randomization and high participation rate in the
study at baseline and at follow-up. Randomization and highly controlled conditions are most
difficult to establish in communities. In addition, the RCT based evaluations have limitations
as regards generalization of findings and activities implemented under such programmes are
seldom applicable to communities at large. The RCT is relevant in clinical trials but is very
often not appropriate for the evaluation of community preventive and health promotion
programmes. Community trials could be externally controlled, self-controlled, or parallel
controlled — the last is the best design. Understanding of cluster design and analysis is
growing. Techniques are available for ensuring powerful sample sizes and follow-up of
"natural" social groups, for example children attending a school class, workers employed in
an industry, or people living in certain residential areas. Criteria are also developed that
clusters may provide for parametric statistical analysis, based on sufficient minimum number
of participants in relevant sub-population groups. Cohort design was discussed, but was not
generally recommended for long-term evaluation. Long-term evaluation of national oral
health programmes would mostly be based on time-series analysis (Petersen et al. 2004).

Introduction to working groups

Dr P.E. Petersen presented information about the special features of oral health programme
evaluation within the context of diet, nutrition and chronic disease prevention. Oral disease
is considered one out of six components of major chronic diet-related diseases and the
recently published WHO Technical Report 916 (WHO, 2003) describes how preventive
programmes may be effectively coordinated through application of the common risk factor
approach. Countries are now challenged as regards policy development, setting of goals,
implementation of activities towards control of disease through diet, and evaluation of
accomplishment of goals and policies at national and subnational/community levels. This
was followed by Dr S. Kwan who introduced a framework for evaluation, as used in the
Health Promoting School Initiative (WHO, 2003). The WHO Oral Health Programme has
developed guidelines for organization of school-based oral health promotion and disease
prevention and criteria for evaluation of such programmes are given. The levels of interest
in school health evaluation relate to process and outcome evaluation but also to policy
analysis. Three main questions were posed: How can we ensure that policies and

-22 -



Workshop on the effectiveness of community based oral health promotion and oral disease prevention — 19-20 June 2003

programmes are implemented effectively? How do we evaluate the policies and monitor
activities? What are the indicators for outcome evaluation?

Attendees were then allocated into two Working Groups. The following topics were
considered by each group:

Working Group 1: Quality Improvement: Evaluation methods and measures
e Intervention planning: building evaluation into the planning process, consider range
of strategies available

e Evaluation design and methods: options available, what is best? how decide?
Timescale required?

o Evaluation measures: outcomes and processes — strengths and limitations of clinical
measures? Other options available? What is most appropriate?

o Resources: what resources are required for evaluation? What is already available?
What is needed?

Professor S. Eklund reported for Group 1. Under ‘intervention planning’, there were a range
of strategies and it was important to develop a standard. It was important to distinguish
between interventions known to be effective compared with those not known to be effective.
Under ‘evaluation design and methods’, it was important to be situation-specific. There was
a need to distinguish between disease prevention and health promotion, although they do
overlap. There has been a trend from recording overt disease to recording earlier stages.
Post programme evaluation should be undertaken. Under ‘evaluation measures’, quality of
life measures need to be developed. Disease measures are better developed but may not
be the most important outcome. Under ‘programme implementation analysis’, this must be
continuous, and it is necessary to monitor the process and judge efficiency.

Working Group 2: Developing evaluation capacity: Translating ideas into action
e Capacity building: need for training oral health professionals in evaluation methods —
how should this be done? What is already available?

e Community involvement: who should be involved in evaluation? What role do the
community have in this?

o Partnership working: how can academics and health providers work together to share
expertise? What can we learn from other disciplines? What role do national decision
makers have to play?

e Collaboration: is there a role for better international joint working? What are the
options available? How can models of good practice be disseminated and
communicated better?

Professor E. Lo reported for Group 2. There was a need for different levels of evaluation,
involving different types of people, and building capacity at different levels. Appropriate
levels of training should be included within the process of evaluation to increase capacity;
academic staff may be involved in training. It is important, also, to involve the community in
evaluation; a clearly defined steering group will be required.

A general discussion followed and the key points from this discussion are summarized in
Section 6. Recommendations from the Workshop are given in Section 7.
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Summary of Key Issues

While the design and conduct of RCTs are well documented, the design and evaluation
of community oral disease preventive programmes and oral health promotion
programmes are much less clearly defined. Subsequently, there is a danger that the
conduct of such programmes will be inappropriately evaluated in systematic reviews.
Community oral disease preventive programmes and health promotion programmes are
different in many aspects of design, conduct and evaluation. How they differ needs
clarification.

There are no clear models in general health promotion to follow.

Statistical analysis in one form may be appropriate in the evaluation of community oral
disease prevention programmes, but another form may be required in the evaluation of
health promotion programmes.

Unlike the situation in RCTSs, interventions may be changed during the course of
community preventive or health promotion programmes, in the light of on-going process
evaluation.

Evaluation of interventions could use routinely collected surveillance data. Surveillance
methods should be developed and used with this in mind.

Evaluation of disease outcomes is common, and useful, but consideration should be
given to intermediate outcomes (which may be risk factors and often show change
earlier than disease) and to measurement of health.

There is a need for more research into appropriate outcomes for the evaluation of the
effectiveness of community preventive programmes and oral health promotion
programmes.

The importance of evaluation is often underestimated. At least ten per cent of the
programme budget should be allocated for evaluation.

Process evaluation is poorly understood and practised less often than intervention
evaluation. Its role needs to be defined clearly and methods used should be developed
and recorded. Process evaluation is likely to be required throughout the programme,
although assessment of the programme as a whole is required at completion of the
programme. In contrast, intervention evaluation takes place principally at the end of the
programme, or even later.

Because of the variety of methods involved in intervention evaluation and process
evaluation, a variety of skills will be required. A team with appropriate skilled staff will be
required and they should have clearly defined roles.

Training is required to develop the above skills. Centres of expertise should consider
increasing this skills capacity as one of their functions.

WHO Collaborating Centres could have a role in promoting good practice, training and
encouraging collaboration between teams throughout the world.
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Recommendations

WHO should publish a document which will provide guidance on the design, conduct,
and especially the evaluation, of community oral disease prevention programmes and
oral health promotion programmes.

Evaluation of community oral disease prevention and oral health promotion programmes
should integrate with general evaluation of health programmes.

Recognising that there is much uncertainty concerning appropriate designs and
evaluation of community preventive programmes and oral health promotion programmes,
research should be funded and undertaken to examine these issues in order to improve
evaluation.

Appropriate WHO Collaborating Centres should assist the WHO Oral Health Programme
in promoting good practice in design and evaluation, within their spheres of influence.
Established centres of expertise in this field should seek to increase capacity of staff able
to undertake community oral disease prevention studies and oral health promotion
programmes. Such centres should seek to train staff not only from that country but also
from countries in need of such expertise.

WHO should, after a suitable period, during which progress is being made in developing
evaluation methods, hold another workshop with the aim of improving the guidelines
given in the first WHO document mentioned above.

Centres undertaking systematic reviews should consider the guidelines given in the
proposed WHO document when defining their evaluation criteria.

-25-



Workshop on the effectiveness of community based oral health promotion and oral disease prevention — 19-20 June 2003

8. References

Brown L. (1994). Research in dental health education and health promotion: a review of the
literature. Health Education Quarterly, 21: 83-102.

Nutbeam D. (1998) Evaluating health promotion — progress, problems and solutions. Health
Promotion International, 13 (1): 27-44.

Petersen P.E. (1989). Evaluation of a dental preventive program for Danish chocolate
workers. Community Dentistry and Oral Epidemiology 17: 53-59.

Petersen P.E, Peng B. (2004) Effect of a school-based oral health education programme in
Wuhan City, People's Republic of China. Int Dent J. 54: 33-41

Petersen P.E. (2003). The World Oral Health Report 2003: continuous improvement of oral
health in the 21% century - the approach of the WHO Global Oral Health Programme.
Community Dentistry and Oral Epidemiology 31: (Suppl. 1): 3-24.

Petersen P.E, Kjéller M, Christensen LB, Krustrup U. Changing dentate status of adults, use
of dental health services, and achievement of national dental health goals in Denmark by the
year 2000. J. Public Health Dentistry 2004; 64: 127-35.

Protheroe L, Dyson L, Renfrew MJ, Bull J, Mulvihill C. (2003). The effectiveness of public
health interventions to promote the initiation of breastfeeding. London: Health Development
Agency.

Puska P. (2000) Do we learn our lessons from the population-based interventions? Journal
of Epidemiology and Community Health 54: 562-563.

Schou L. and Locker D. (1994). Oral health: A review of the effectiveness of health
education and health promotion. Amsterdam: Dutch Centre for Health promotion and Health
Education.

Sprod A, Anderson R, and Treasure E. (1996). Effective oral health promotion. Literature
Review. Cardiff: Health Promotion Wales.

Watt R, Fuller S., Harnett R, Treasure E, and Stillman-Lowe C. (2001). Oral health
promotion evaluation — time for development. Community Dentistry and Oral Epidemiology
29: 161-166.

World Health Organization (1986). Ottawa Charter for Health Promotion. Geneva: World
Health Organization.

World Health Organization (1998). Health promotion evaluation: Recommendations to policy
makers. Copenhagen: World Health Organization.

World Health Organization (2001). Evaluation in health promotion. Principles and
perspectives. Copenhagen: World Health Organization.

World Health Organization (2003). Diet, Nutrition and the Prevention of Chronic Diseases.

Report of a Joint WHO/FAO Expert Consultation. WHO Technical Report Series 916.
Geneva: WHO.

-26 -



Workshop on the effectiveness of community based oral health promotion and oral disease prevention — 19-20 June 2003

World Health Organization (2003). Oral health promotion: an essential element of a health-

promoting school. WHO Information Series on School Health, Document Eleven. Geneva:
WHO.

World Health Organization (2003). The World Oral Health Report 2003. Geneva: WHO,
2003.

-27 -



Workshop on the effectiveness of community based oral health promotion and oral disease prevention — 19-20 June 2003

-28 -



Workshop on the effectiveness of community based oral health promotion and oral disease prevention — 19-20 June 2003

Annex 1. List of participants.

Dr A. Arana, Departamento Academico de Odontologia Social, Facultad de Estomatologia
Universidad Peruana Cayetano Heredia, Av. Honorio Delgado 430, Urb. Ingenieria, Lima 31,
Peru

Tel: +51 1 4820252 Fax: +51 1 3810607 email: charles_wind@yahoo.com

Professor N. Atanasov, Department of Paediatric Dentistry, Faculty of Stomatology, Higher
Medical Institute, G. Sofiiski Str. 1, 1431 Sofia, Bulgaria
email: atanasovn@mtel.net

Professor J. Banoczy, Department of Oral Biology, Faculty of Dentistry, Semmelweis
University Budapest, Nagyvarad tér 4, 1089 Budapest, Hungary
Tel: +36 1 3032436 Fax: +36 1 3032436 email: banoczy@net.sote.hu

Professor A. Borutta, Department of Preventive Dentistry, Dental School of Erfurt,
Friedrich-Schiller University of Jena, Nordhauser Strasse 78, 99089 Erfurt, Germany
Tel: +49 361 7411301 Fax: +49 361 741109 email: borutta@zmkh.ef.uni-jena.de

Professor S.A. Eklund, Department of Epidemiology, School of Public Health, University of
Michigan, 109 South Observatory St., Ann Arbor MI 48109-2029 USA
Tel: +001 734 7645478 Fax: +001 734 7643192 email: saeklund@umich.edu

Dr K. Hardwick, National Institute of Dental and Craniofacial Research (NIDCR), National
Institutes of Health, Building 45, Suite 4AS13, Center Drive, Bethesda, Maryland 20892 USA
Tel: +1 301 594 2765 Fax: +1 301 402 7033 email: kevin.hardwick@nih.gov

Professor R. Heinrich-Weltzien, Department of Preventive Dentistry, Dental School of
Erfurt, Friedrich-Schiller University of Jena, Nordhduser Strasse 78, 99089 Erfurt, Germany
Tel: +49 361 741 1301 Fax: +49 361 741109 email: heinrich@zmkh.ef.uni-jena.de

Professor Edward C.M. Lo, Periodontology and Public Health, Faculty of Dentistry,
University of Hong Kong, Prince Philip Dental Hospital, Hospital Road, Hong Kong
Tel: +852 2859 0292 Fax: +852 2858 7874 email: hrdplcm@hkucc.hku.hk

Professor N. Myburgh, Department of Community Oral Health, Faculty of Dentistry,
University of the Western Cape, Private Bag X08, Mitchells Plain 7785, South Africa
Tel: +27 21 3704442 Fax: +27 21 3923250 email: nmyburgh@uwc.ac.za

Dr U. Nyandindi, National School Health Programme, Ministry of Health,
P.O. Box 9083, Dar es Salaam, United Republic of Tanzania
email: unyandindi@hotmail.com

Professor A.M. Musset-Obry, Faculté de Chirurgie Dentaire, Service d’Epidémiologie et
Santé Publique, Université Louis Pasteur, 1 Place de I'H6pital, 67000 Strasbourg, France
Tel: +33 390 243869 Fax: +33 390 243900 email:AM.Obry-Musset@dentaire-ulp.u-strasbg.fr

Dr Prathip Phantumvanit, Faculty of Dentistry, Thammasat University, Rangsit Campus
99 Moo 18 Paholyothin Road, Klong Luang, Pathum-Thani 12121, Thailand
Tel: +662 5165380/9269409 Fax: +662 5165385/9869051 email: prathip@tu.ac.th

Professor C.M. Pine, Department of Clinical Dental Sciences, School of Dentistry,

University of Liverpool, Pembroke Place, P.O. Box 147, Liverpool L69 3BX, UK
Tel: +44 151 7065070 Fax: +44 151 7065250 email: cmpine@liverpool.ac.uk

-29 -



Workshop on the effectiveness of community based oral health promotion and oral disease prevention — 19-20 June 2003

Professor N.B Pitts, Dental Health Services Research Unit, Dundee Dental Hospital and
School, Park Place, Dundee, Scotland, DD1 4HR, UK
Tel: +44 1382 635959 Fax: +44 1382 226550 email: n.b.pitts@dundee.ac.uk

Professor A.J. Rugg-Gunn, c/o The Borrow Foundation, Padnell Grange, Padnell Road,
Cowplain, Waterlooville, Hants PO8 8ED, U.K.
Tel: +44 1395 578746  email: andrew.rugg-gunn@virgin.net

Professor K. Stoltze, Department of Periodontology, School of Dentistry, University of
Copenhagen, 20 Norre Allée, 2200 Copenhagen N, Denmark
Tel: +45 35326694/91 Fax: +45 35326699 email: ks@odont.ku.dk

Professor T. Watanabe, Department of Oral Health, Okayama University Graduate School
of Medicine and Dentistry, Shikata-cho 2-5-1, Okayama 700-8525, Japan
Tel: +81 86 2356710 Fax: +81 86 2356714 email: wyobou@md.okayama-u.ac.jp

Dr R.G. Watt, Department of Epidemiology and Public Health, Royal Free and University
College Medical School, University College London, 1-19 Torrington Place,

London WCI1E 6BT, UK

Tel: +44 207 679 1699 Fax: +44 207 8130242 email: r.watt@ucl.ac.uk

Dr H. Whelton, Oral Health Services Research Centre, University Dental School and
Hospital, University College Cork, Wilton, Cork, Ireland
Tel: +353 21 4901210 Fax: +353 21 4545391 email: h.whelton@ucc.ie

Professor N. Whitehouse, c/o The Borrow Foundation, Padnell Grange, Padnell Road,
Cowplain, Waterlooville, Hants PO8 8ED, U.K.
Tel: +44 2392 262222 Fax: +44 2392 241401

Dr I. Zaher AI’'Naem, WHO Demonstration, Training and Research Centre for Oral Health,
Ministry of Education, P.O. Box 16032, Meza, Damascus, Syrian Arab Republic
Tel: +6664699 Fax: +6663943 email: sspd.em@scs-net.org

Dr L. Zhu, National Committee for Oral Health, Department of Preventive Dentistry
School of Stomatology, Beijing University, 22 Zhongguancun Nandajie, Beijing 100081
People’s Republic of China

Tel: +8610 62173404 Fax: +8610 62173404 email: Izhu@public3.bta.net.cn

Secretariat — WHO/HQ

Dr P. Puska, Director, Noncommunicable Disease Prevention and Health Promotion (NPH)
Tel: +41 22 791 4703 Fax: +41 22 791 4186 email: puskap@who.int

Dr P.E. Petersen, Responsible Officer, Oral Health Programme (ORH)
Tel: +41 22 791 3475 Fax: +41 22 791 4186 email: petersenpe@who.int

Dr K. Douglas, NPH/BRS Behavioural Risk Factor Surveillance
Dr D. O'Byrne, NPH/National and Community Programmes (NCP)
Dr R.T. Shao, NPH/NCP

Dr S. Kwan, STP/ORH

Dr D. Bourgeois, STP/ORH

-30 -



Workshop on the effectiveness of community based oral health promotion and oral disease prevention — 19-20 June 2003

Annex 2. Agenda of the meeting.

Thursday, 19 June 2003

08:30-09:00

09:00-09:15

09:15-09:30

Registration/Welcome in Room B — 3" Floor

Opening session — Dr Pekka Puska, Director, Department of
Noncommunicable Disease Prevention and Health Promotion
Adoption of the agenda.

Election of chairperson and rapporteurs

Introduction:
Scope, purpose and objectives — Dr P.E. Petersen, Responsible
Officer, Oral Health Programme

Presentation of examples and project/country reports.

09:30-09:50

09:50-10.10

10:10-10:30

10:30-10:50

10:50-11.10

11:10-11:30

11:30-11:50

11:50-12:10

12:10-12:30

12:30-13:30

13:30-13:50

Evaluation of fluorides used in community preventive programmes -
the example of milk fluoridation schemes
Professor N. Whitehouse

Evaluation of automatic fluoridation programme — the example of
water fluoridation and salt fluoridation schemes in the Americas
Professor S. Eklund

Evaluation of school oral health programmes (Tanzania)
Dr U. Nyandindi

Evaluation of mass oral health education programmes - examples
from the Love-Teeth-Day programme (China)
Dr Ling Zhu

Break

Oral health promotion programmes for preschool children in China
and Hong Kong
Professor E. Lo

Evaluation of community programmes on tobacco induced oral
diseases
Dr K. Hardwick

Evaluation of primary oral health programmes in relation to oral
mucosal lesions
Professor N. Myburgh

Programmes for prevention of periodontal disease in adults in Japan
Professor T. Watanabe

Lunch
High-risk preventive approaches for control of dental caries in

Germany
Professor A. Borutta
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13:50-14:10

14:10-14:30

14:30-15:00

15:00-15:30

15:30-17:00

Friday, 20 June 2003

09:00-10:30

10:30-10:45

10:45-10:50

10:50-12:30

12:30-13:30

13:30-14:10

14:10-14:40

14:40-15:00

15:00

Empowerment strategies and process evaluation of oral health
promotion for deprived communities in the United Kingdom
Professor C. Pine

Community Care Model for Oral Health (Thailand)
Professor P. Phantumvanit

Break
Analysis of experiences from programme evaluation — strengths and
weaknesses

Dr R. Watt

General discussion

WHO approaches to evaluation of community/national health
programmes

Dr D. O'Byrne

Principles of public health programme evaluation: designs, outcome,
interventions and processes, monitoring and implementation

Dr K. Douglas

The WHO study on the effectiveness of community based
programmes for NCD prevention and control

Dr R. Shao

Study design and statistical aspects in community oral health
programmes

Professor K. Stoltze

Break

Introduction to Working Groups

Working Groups (1) and (2)

Lunch

Feedback from both groups (20 min. each)

General Discussion

Conclusions and recommendations

End of meeting
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Annex 3. Abstracts of presentations.

Evaluation of fluorides used in community preventive programmes - the example of
milk fluoridation schemes
Norman H. Whitehouse, Cardiff, UK

Since 1998, community-based milk fluoridation schemes have been implemented in seven
countries. Each scheme has been evaluated, largely using WHO criteria and reductions in
caries prevalence have been demonstrated. Those responsible for the evaluation and
management of the programmes have encountered practical and ethical barriers. These are
reviewed in this paper and a new methodology that is being introduced in Bulgaria later this
year is discussed. The methodology seeks a balance between the scientific requirements of
a RCT and the pragmatic constraints of a community preventive environment. The paper
ends with two questions which must be answered if progress is to be made towards an
accepted and robust methodology for evaluating community based interventions.

Evaluation of automatic fluoridation programmes - water fluoridation and salt
fluoridation in the Americas

Stephen Eklund, Department of Epidemiology, School of Public Health, University of
Michigan, Ann Arbor, MI, USA, and WHO Collaborating Centre for Oral Health

Community-based water fluoridation has been used in the Americas since 1945, and salt
fluoridation since the early 1970s. The primary method for evaluating the effectiveness of
these fluoridation programs has been through repeated cross-sectional assessments of
dental caries and fluorosis, in successive cohorts of children. Longitudinal studies of
fluoridation in the Americas are virtually non-existent in the published literature. The
absence of longitudinal studies is likely attributable to the difficulty of following individuals
through time, and the absence of centralized treatment records to conduct such analyses
retrospectively. There also are a few economic analyses in the literature, which are based
primarily on cross-sectional data from national surveys. While there were some extensive
studies of knowledge, attitudes, and the political process surrounding fluoridation in the
1960s and 1970s, the few recent publications in this area have been limited to descriptions
of individual community situations. This dearth of systematic studies of knowledge,
attitudes, and the political process is likely to be at least partially due to numerous
differences between communities. Given that there are many differences in the approval
process between countries, states, and communities, it presents a considerable
methodological challenge to produce results that can be generalized with certainty to other
situations.  Finally, a small number of case-control studies exist that investigate the
association between fluoride in the water supply and bone density or fracture history. For
these studies, a case control design is ideal, because of the long time span required
between exposure and outcome, as well as the relatively low frequency of fracture. On
balance, the areas least thoroughly understood, especially in the recent era of multiple
sources of fluorides, are the community and individual knowledge, attitudes, and opinions
associated with the adoption and continuation of the fluoridation programs. A major concern
with water and salt fluoridation is the resistance from many communities to the initiation and
continuation of these programs. In order to ensure that water and salt fluoridation are used
optimally, these mechanisms through which nations, communities, and individuals make
choices concerning universally-applied public health measures, need to be better
understood.
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Evaluation of school oral health programme in Tanzania
Ursuline Nyandindi, National School Health Programme, Ministry of Health, Tanzania

In Tanzania, school oral health education programmes are delivered by teachers,
interventions that are carried out jointly by local dental personnel and school staff. A new
teaching manual was produced and utilized in training all teachers who were responsible for
school oral health education in the study district. In an adjacent control district, teachers
were given the manual only without practical training. Programme evaluation was
undertaken using interviews, questionnaires and clinical examinations, as well as by
observing school environments. After the introduction of the programmes, there was an
improvement in oral health knowledge, attitudes and behaviours in children. School
environments were found to be more conducive to oral health. Compared with those who
were only given the manual only, teachers who took part in training workshops delivered
better oral health education programmes, and subsequently the programmes had a greater
impact on children’s oral health and the school environment.

Mass health education — Experiences from the national Love-Teeth-Day (LTD)
campaign in China

Ling Zhu, National Committee for Oral Health, School of Stomatology, Peking University,
P.R. China, and WHO Collaborating Centre for Research and Training in Preventive
Dentistry

"Love Teeth Day" (LTD) is a nationwide campaign that has been implemented each year in
China since 1989. It was initiated and mainly organized by the National Committee for Oral
Health (NCOH), supported by nine central government and non-government organizations.
The LTD activities have brought in great changes concerning the level of oral health
knowledge, attitudes, and behaviour in the Chinese public and helped make the environment
more conducive to oral health. Although there exist some shortcomings, the Chinese model
of the oral health promotion campaign is characterized by the following facets: (1)
organizational commitment by central or provincial government and multi-party cooperation;
(2) LTD activities are planned by the experts, focusing training of the professional team at
different levels; (3) a well-functioned organizational structure to reinforce good working
relationships between stake-holders, media and dental industry gatekeepers; (4) carefully
designed nationwide series of activities with a specific theme each year; (5) creative
activities at different levels; (6) effective network of the NCOH in preparing and delivering
oral health education materials, allocating necessary funding support and granting awards.
Several evaluations have been undertaken using self-completed questionnaires. The
activities were initially only taken place in three municipalities directly under the Central
government, 29 capitals of provinces, and some large cities. In recent years, the
programmes expanded into more regions, involving most cities in the urban areas and about
300 counties in the rural areas. About 60% of general population and 80% of school
children took part in the LTD activities. The percentage of the population who reported to
brush their teeth twice per day was 50% in 1989 and 74% in 2000. The proportion who used
fluoridated toothpaste and a standard-consistent toothbrush were 13% and 49% respectively
in 1989 and the corresponding figures for 2000 were 55% and 82%. The proportion who
reported to have received preventive measures increased from 46% in 1989 to 79% in 2000.
There was also an improvement in oral health awareness. At provincial level, time series
analysis showed that there was significant improvement in oral health knowledge, attitude
and behaviours after the LTD campaign has been introduced for six years. However,
evaluations have been focused mainly on outcomes. Process evaluation is needed and
should be considered in the future.
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Oral health promotion programmes for pre-school children in China and Hong Kong
Edward Lo, Periodontology and Public Health, Faculty of Dentistry, University of Hong Kong,
Prince Philip Dental Hospital, Hong Kong

Oral health promotion programmes for pre-school children in Mainland China and Hong
Kong have been focused on dental caries as this has been identified as their main problem.
Programmes conducted in China so far are mostly kindergarten-based and these include
those that aim at primary prevention (oral health education and daily toothbrushing with
fluoridated toothpaste), secondary prevention (arrest established caries by application of
topical fluorides) and tertiary prevention (restoration of decayed teeth by ART approach).
Lessons learnt include seeking support from the local government, especially the health and
education departments, kindergartens and parents. Training kindergarten staff and
involvement of parents are essential for success. Evaluation of programme outcomes
includes collection of feedback through regular meetings with the health officials and
kindergarten principals. Questionnaire surveys on teachers and parents are conducted to
assess their change in oral health knowledge and attitudes. Regular clinical examinations of
children are carried out to assess their change in oral health status.

Evaluation of community programmes on tobacco induced oral diseases

Kevin Hardwick, Office of International Health, National Institute of Dental and Craniofacial
Research, USA, and WHO Collaborating Centre for International Collaboration in Dental and
Craniofacial Research

Tobacco use has been shown to have negative effects on oral health: tooth discoloration,
halitosis, diminished taste and smell acuity, higher rates of tooth loss, higher incidence of
dental caries, increased prevalence and severity of periodontal disease, higher rates of
failure of implants, and increased chances of oral cancer and precancer. Regarding cancer,
since there is no drug or other agent to prevent oral cancer, current efforts focus on clinician-
based and community-based interventions for reducing oral cancer incidence through
tobacco cessation and prevention. This presentation will review several community-based
projects to prevent or stop tobacco use in the United States, including a National Cancer
Institute study to test community-based methods to help people stop smoking, a study of the
cost-effectiveness of a school-based tobacco prevention program, and a Centres for
Disease Control and Prevention study of trends in tobacco use among US adolescents.
Methodologies range from surveys and questionnaires in local settings to comparing
matched communities nationwide to trend analysis of national databases. Evaluation
measures include outcome, impact, process and economic measures.

The evaluation of primary oral health care programmes in relation to oral lesions
Neil Myburgh, Faculty of Dentistry and WHO Collaborating Centre for Oral Health, University
of the Western Cape, South Africa

The development of oral health promotion programmes directed toward prevention, or early
detection and clinical management of oral lesions in this region has been very limited.
Evaluation of such programmes has received even less attention. This presentation will
outline briefly, some initiatives taken to address common oral lesions through oral health
promotion programmes and policy, and through secondary prevention efforts to manage oral
lesions by early recognition, response, referral and education. The policy initiatives are
inherently population-wide strategies to change the health environment, including the
reduction of oral health risk factors. They included Food Based Dietary Guidelines, National
Oral Health Policy, Adolescent & Child Health Policy, Smoking Legislation, Generic Drugs
and the RDP amongst others. Some of the programmes discussed included poster
campaigns to address oral HIV/AIDS, basic oral health and patient rights; training
programmes for nurses and other health workers; publication of HIV Booklets, and research

-35-



Workshop on the effectiveness of community based oral health promotion and oral disease prevention — 19-20 June 2003

into the risk factors, treatment and contextual influences on oral health. Amongst the
lessons learnt about these initiatives and their evaluation, are that this process takes time,
must address health outcomes as well as process indicators, requires better research &
evaluation, must be locally contextualised, must extend across sectors, must be related to
attainable goals, and there must be a much closer connection between policy and
programme elements.

Programmes for prevention of periodontal diseases in adults in Japan
Tatsuo Watanabe, Okayama University Graduate School of Medicine and Dentistry,
Department of Oral Health, Japan

In Japan, the government in 1997 launched the so-called 80/20 campaign. The goal of
80/20 campaign was that by 2010 20 % of the people at the age of 80 years must have 20 or
more teeth. The Japanese national health authorities expect several actions to be
implemented by the local governments in order to achieve this goal. The 80/20 Foundation
was established to take forward the programme in cooperation with Japanese Dental
Association and dental companies. The enterprises of the Foundation are mass health
education propaganda, information analysis, research and investigation, and grant-in-aid.
Also, local community preventive measures for periodontal disease are underway. Other
community based projects focus on prevention of dental caries in children. No projects are
evaluated systematically. A few efforts by the health authorities were done to evaluate the
national preventive programmes in Japan. Approaches to such evaluation and monitoring of
community preventive programmes and health promotion are discussed in the presentation.

Evaluation of high-risk preventive approaches for control of dental caries in Germany
Annerose Borutta, Department of Preventive Dentistry, Dental School of Erfurt, University of
Jena, Erfurt, Germany and WHO Collaborating Centre for Prevention of Dental Diseases

According to law, oral preventive programmes for children and adolescents are performed in
Germany. Some years ago preventive programmes for children with high risk of caries were
established for the first time. This was partly due to the results of two representative studies
carried out by the German Academy of Dental Health Promotion for Children and
Adolescents in 1997 and 2000, their aims being to evaluate the efficiency of the legally
based group prevention in kindergartens and schools. No evidence based dental preventive
programmes for high risk groups exist in Germany. As programme evaluation is a relatively
new research field within the public health sector only little experience exist about it in
Germany. Usually studies should focus on (a) structure evaluation, (b) process evaluation
and (c) outcome evaluation. Previously, data of clinical outcomes have been considered
relevant as a result of the legal fixed annual dental examinations at a local level, without any
feedback of contents and performance of group prevention. Mostly dentists are not aware of
the fact that such dental examinations represent evaluation which should be carried out to
assess the effectiveness and efficiency of programmes. In many Federal States the dental
public health service is responsible of the dental examinations while the working group as a
subordinate structure of the Federal Academy of dental health promotion implements the
preventive programmes in kindergartens and schools. This separation in responsibility
makes it very difficult or almost impossible to get feedback of the evaluation and also
reduces the possibilities of adjustment of preventive programmes. Sporadically arranged
evaluations at local level are mostly initiated by universities as special research tasks. In any
case there is a complex permission procedure for the evaluation needed. The recently
approved guidelines for preventive support of children and adolescents in Thuringia include
a paragraph for the essential evaluation of preventive programmes for all children and
especially for high-risk children. The few existing evaluations in certain regions are mostly
related to basic prevention programmes. The study designs and the results are not
comparable between evaluations. The experiences from evaluations of high-risk preventive
strategies and future challenges are emphasized.
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Empowerment within community prevention programmes and the need to move
beyond process evaluation

Professor Cynthia Pine, The Dental School, University of Liverpool, U.K., and WHO
Collaborating Centre for Research on Oral Health in Deprived Communities

During the 1960s and 1970s, toothbrushing and fluoride mouthrinsing were common
programmes conducted in schools in Northern Europe. As the use of fluoridated toothpastes
became widespread by the late 1970s and caries prevalence in the child population reduced,
the need to intervene with this type of school programme for the whole population reduced
and these programmes ceased. Caries prevalence in childhood became concentrated in
areas of material deprivation. A programme was established in 1995 in Scotland to
determine whether a supervised toothbrushing programme in primary schools, with parental
support to encourage twice daily use, could reduce childhood caries in high caries risk
communities. This was a community-based randomised controlled trial and local mothers
were trained and employed as toothbrushing supervisors. Over the two years of the
programme, children in the intervention group developed significantly less caries in their
erupting permanent teeth. Involving the community through the employment of brushing
supervisors and brushing charts for parents to use at home were key components to the
success of the programme.

Complex preventive programmes that are community-based may involve multiple
interventions. However, it is recommended that individual components have been evaluated
for efficacy before their efficiency in a community programme is determined. For example,
evaluating the practicalities of undertaking a fluoridated milk programme at school can have
outcome measures related to process, acceptability and costs. However, this approach
should be preceded by a randomised clinical trial to determine whether the addition of
fluoride to milk is effective in reducing dental caries at currently used levels of fluoride. The
use of control communities for this evaluation is inappropriate as it is entirely possible to
randomise individual children to group, unlike the evaluation of the efficacy of water
fluoridation.

Traditional oral health programmes in schools conducted by the public dental services may
have diffuse, general aims, e.g. to improve health. They may be characterised by multiple
messages within the same programme, e.g. tooth structure, healthy diets, toothbrushing and
visiting the dentist. Historically, evaluation has been mainly process driven, e.g. how many
lessons are given, people seen, toothbrushes distributed. Our Centre is working with these
local health practitioners in an academic partnership to develop outcome evaluation. The
first task has been to develop single project aims for each programme and specifying the
desired outcome at the outset. A range of evaluation tools may be applied. Ongoing process
measures are applicable, e.g. cost of consumables, personnel time, focus groups to
determine appropriateness of programme delivery. Intermediate measures may include
knowledge gain. Short and long term evaluation of behaviour change and health outcome
are planned. Without measures of health gain, it is difficult to support the use of resource
and opportunity cost; and, also to know when supportive programmes are no longer needed
within that community and that the resource can be used elsewhere. This systematic
evaluative approach will contribute to the evidence base for oral health promotion activities.

Community Oral Health Care Model — Thailand
Prathip Phantumvanit, Faculty of Dentistry, Thammasat University, Patumthani, Thailand

The Community Oral Health Care Model was tested in rural villagers who did not have

access to oral health care. The objectives were to provide health-promotion and
comprehensive oral health care to the community in accordance with its needs. With the
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concepts of empowerment and community participation, village health workers were trained
to be oral health examiners, teachers and village health volunteers. The oral health
educators and young villagers performed calculus removal and were stationed at Health
Maintenance Units (HMU) in the village. The Health Restorative Centre (HRC) was
established at the province to provide restorative, surgical and some rehabilitative care for
those who have oral examination data with clear treatment plans in advance. The identified
persons then travelled as a group for daily treatment at the HRC. Data were collected
periodically in both HMU and HRC regarding acceptability (e.g. percentage satisfaction after
scaling); activity achievement (e.g. number of healthy periodontal sextants or filled teeth);
average time used in each clinical procedure; frequency of missing appointments as well as
cost-effectiveness. This was done to motivate the community participation as well as for
process evaluation. Oral health surveys on the prevalence of dental caries, periodontal
diseases, oral hygiene and the attitudes of health personnel and villagers to oral health were
carried out for comparison with the data of control community. After three years of
implementation, an outcome evaluation was conducted. At the national level, the Ministry of
Public Health conducted five consecutive national oral health pathfinder surveys every five
years to evaluate national oral health programme. In addition, the data from national survey
can be used for further planning or programme adjustment for better oral health promotion.

Analysis of strengths and weaknesses of programme evaluation

Dr Richard G. Watt, Department of Epidemiology and Public Health, University College
London, London, UK

The development and implementation of evidence based practice is important for both
clinical and health promotion interventions. Evaluation approaches need to be developed
that are appropriate for oral health promotion programmes. Although widely recognised as
being important, evaluation is often a neglected area of oral health promotion. There are
many reasons for the lack of progress with evaluation, including a lack of knowledge,
confidence and skills in practitioners, inadequate provision of resources, time and support for
evaluation activity, and a lack of appropriate evaluation frameworks.

A comprehensive evaluation of any community based intervention requires both process and
outcome data. Process evaluation seeks data on how the intervention was implemented and
may uncover information on unexpected results. This type of information is valuable as
feedback in reviewing the development and delivery of the intervention. Outcome measures
may be useful indicators assessing the effects of the intervention, either in the short,
intermediate or longer term.

Evaluation should be a core element in the planning of oral health interventions. It is
important that this task is shared between key players and participants. Too often evaluation
is solely left to those implementing the intervention. Instead it should be a shared
responsibility with planners, researchers and practitioners actively cooperating together to
develop clear roles in the evaluation process. In addition, consultation and involvement of
the local community is also important. Shared ownership increases credibility and ensures
the relevance of evaluation.

Many oral health practitioners feel daunted at the prospect of undertaking a detailed
evaluation of community based programmes. Practitioner’'s knowledge, skills and confidence
need to be developed to facilitate progress in this area. Evaluation training programmes and
resources are therefore required. These need to be developed at the appropriate level and
be tailored to the nature of community oral health interventions. Sharing examples of good
practice and dissemination are critically important. High quality evaluation requires both time
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and expertise, and therefore resources. The WHO recommends that at least 10% of a
programmes budget should be allocated to evaluation.

The evaluation of oral health promotion programmes is an important activity which requires
further development. A range of issues need to be considered to ensure that the evaluation
approaches adopted fully capture the impact and effects of oral health interventions. The
development and use of appropriate evaluation methodologies and measures is essential.

Oral health promotion
Des O'Byrne, National and Community Programmes (NCP), Department for
Noncommunicable Disease Prevention and Health Promotion, WHO/HQ

Health promotion sets out five inter-dependant action areas which form the basis of its
approach. These are building health public policy, creating supportive environments,
strengthening community action, developing personal skills and reorienting health services.
Increasing importance is now given to an evidence based approach to policy and practice,
using the full range of quantitative and qualitative methodologies. Health promotion is seen
as a process of enabling people to exert control over the determinants of health and thereby
improve their health. Health promotion is holistic in approach and promotes integration
rather than focusing on single issues. Settings for health, home, school, workplace offer
practical opportunities for health promotion/oral health promotion. It stresses the importance
of community participation: people have to be at the centre of health promotion action and
decision making processes for them to be effective (Jakarta Declaration). Access to
education and information is essential to achieve effective participation and the
empowerment of people and communities. All of the above, including policy and supportive
environments/conditions are applicable to oral health promotion. An integrated approach
which includes oral health as part of general health promotion is likely to be more cost
effective since it has many risk factors in common, e.g. CVD, cancer. The approach used to
evaluating community-based oral health interventions will depend on its nature and purpose.
Attention is drawn to the Outcome model for health promotion (Nutbeam) which may help
not only in the planning but also in evaluating the expected outcomes.

Public Health Programme Monitoring and Evaluation
Dr Kathy Douglas, Behavioural risk factor surveillance (BRS), Department for
Noncommunicable Disease Prevention and Health Promotion, WHO/HQ

The presentation focused on public health surveillance concepts and goals, defining
public health surveillance as the ongoing collection and timely analysis, interpretation, and
communication of health information for public health action, including both programme and
policy development. The need for effectively linking data collection to data use was
emphasized, and key surveillance problems that many countries currently experience were
described, including infrastructural/financial ~ constraints preventing the conduct of
systematically repeated data collection in short enough time intervals (e.g. every two years)
to allow for effective data collection to use linkage to occur. The long-term goal of treating
surveillance as both information and learning systems also was described. The presentation
also addressed data use from the perspective that the value of surveillance is in the use of
the data. Obesity, tobacco, and alcohol data, as well as breast cancer screening examples
were provided to demonstrate how data have been used to implement both national- and
state-level public health actions in the United States. An example from China was used to
demonstrate how data have been used to evaluate public health interventions. Programme
evaluation also was defined and the major types of evaluation were described, and
participants were referred to handout materials and Website links for more information. The
presentation concluded with a brief discussion of questionnaire development criteria,
including public health impact/validity of risk factors, data utility of the risk factor information,
and surveillance implementation factors.
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Healthy lifestyles through community intervention - effective approach to NCD
prevention

Ruitai Shao, National and Community Programmes (NCP), Department for
Noncommunicable Disease Prevention and Health Promotion, WHO/HQ

Four of the most prominent chronic diseases - cardiovascular disease, cancer, chronic
obstructive pulmonary disease and diabetes — are linked by common preventable risk factors
related to lifestyle. The risk factors involved are tobacco use, unhealthy diet and low physical
inactivity. "Lifestyle" is an adaptation to one's social environment. It is well-known that health
status and health behaviours are influenced not only by biological and psychological factors,
but also by economic, political and sociocultural factors. In other words, the causal risk
factors are deeply entrenched in the social and cultural framework of the society, therefore
intervention go beyond the individual to include family, social, economic and cultural
contexts will be more successful.

Scientific knowledge and experiences in NCD prevention and control from past few decades
showed that providing risk-reduction measures for clinically high-risk people in health service
settings would only have a limited impact in the whole country. It is well known that
population distribution of NCD risk factors such as obesity, blood cholesterol and blood
pressure many is approximately normal, there are more people in the middle range than in
the high range. if the population as a whole were to be targeted, even a modest risk factor
and healthy lifestyle change would potentially have a huge public health impact.

Action to prevent these diseases should therefore focus on controlling in an integrated
manner. Intervention at family and community level is essential for prevention. Community-
based approach/programme aims at promoting risk-reducing lifestyle changes in different
populations at community level through combining individual and environmental change
strategy. Comprehensive community-based programmes should include multiple types of
intervention which can (i) influence the knowledge, attitudes and behaviours of individuals;
(i) promote partnership with the institutions and organizations in community; and (iii) build
the healthy environment so that it supports the initiation and maintenance of individual's
healthy action or in some cases, prohibit their unhealthy actions.

Study design and statistical aspects in community oral health programme evaluation
Kaj Stoltze, Department of Periodontology, School of Dentistry, University of Copenhagen,
Denmark, and WHO Collaborating Centre for Community Oral Health Programmes and
Research

It is considered a prerequisite to score high on the level of evidence that RCT technique is
applied. Strictly randomized conditions are often impossible to establish in epidemiological
studies and health systems research which intends to assess the effectiveness and the
efficacy of an oral health programme. It is claimed that due to lack of randomization a true
estimate of effect is not possible and further one cannot identify or eliminate potential biases
which may influence the outcomes, both from the provider and the target individuals included
in the programme trial. The last remark is however also valid for RCT. RCTs test therapies
(interventions) under ideal conditions and thus such studies do not often help to determine
effectiveness under real life conditions. Ethical considerations may also prevent certain
subjects from participating. To extrapolate from RCT results that an intervention can be
applied to groups not included in the trial may be hazardous. It can therefore be argued that
in evaluation studies of community oral health programmes non-strictly RCT models are
relevant, because populations and subpopulations of interest to the health provider are
included. The validity of a community oral health intervention study is improved essentially
when a “control group” is included in the study and therefore designs such as — Parallel
community trials (test/control) and ‘Self-controlled’ (before and after) community trials should
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be preferred to externally controlled community trials, where the control is based on national
data or reports of survey in another population. It is possible to come close to the RCT
randomized situation when comparable groups (two or more, e.g. schools/industries within a
community) instead of subjects are allocated at random to test or control groups (cluster
sampling). It should further be discussed if exclusion of individuals for some reason not
participating fully should be done. Data will be incomplete - but if excluded - important
information might be lost and still those individuals are part of the community. Finally, the
statistical basis for estimation of parameters for outcome measure and statistical inference
are discussed.
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