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INTRODUCTION 

A Working Group on Dental Health Education of the Public met in 
Kuala Lumpur from 11 to 22 October 1976 under the sponsorship of the 
WHO Regional Office for the Western Pacific. The Temporary Advisers 
who constituted the Working Group are listed in Annex 1. 

In his opening address Dr Francisco J. Dy, WHO Regional Director, 
noted that the m~bers of the Group were dental educators, educational 
technologists and directors of programmes for the maintenance of oral 
health with a variety of experience and expertise. He stressed that 
the primary task of the Group was the formulation of guidelines on 
dental health education in relation to the direction the WHO Regional 
Office and the countries in the Region should take. These guidelines 
had therefore to be functional and not merely conceptual. They should 
be flexible enough to fit into the countries' health plans so that 
nationals could select those approaches best suited to their needs and 
wants. Dr Dy emphasized that ways and means had 'to be found by which 
dental personnel could improve their clinical efficiency and thus make 
more time available for dental health ~ducation of the public. The theme 
of the Group, he said, was in consonance with WHO's established principle 
of consistently laying emphasis on prevention. These activities had the 
endorsement of the World Health Assembly which in 1975 had laid further 
stress on the development of measures against dental diseases, and the 
planning, implementation and evaluation of national caries prevention 
programmes. 

The Group was invited to help the Regional Office in two areas: 

(a) to identify strategies that would enable it to assist Member 
countries to develop their own programmes in dental health education; and 

(b) to formulate guidelines which would be of functional value to 
the countries and areas in the Region against objectives selected by the 
Regional Office. 

The discussions were conducted mostly in three subgroups, each of 
which was responsible for the consideration of objectives designed by the 
Regional Office. Proposals for guidelines produced by each subgroup were 
presented to the Group as a whole for comment and modification. The report 
of the Group is presented in two parts: Part I contains proposals for WHO 
Regional Office strategies; and Part II guidelines in relation to objectives 
identified by the Regional Office for use of personnel responsible for the 
design and implementation of dental health education programmes. Outlines 
of the guidelines are given in the text and details in the annexes. 
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PART I 

STRATEGIES FOR THE REGIONAL OFFICE 

1. Present situation 

The Working Group found that there was no way at the moment of grouping 
countries/areas so that materials, methods, strategies and approaches common 
to each group could be identified. Countries/areas were in various stages 
of implementation of dental health education programmes. Their national 
health priorities too varied widely with regard to oral health. In some 
cases as in the Philippines and the Republic of Korea nationally organized 
annual campaigns were the basis of promoting the educational approach to 
oral health; in others as in Fiji and the South Pacific Islands the 
campaigns were sporadic and local in character. New Zealand, Singapore and 
Australia had dental health education units that were national in character. 
Each was different in its organization and method of obtaining financial 
support. Further, the units functioned under the health authority in 
New Zealand and Singapore whereas in Australia the Dental Health Education 
and Research Foundation was established under the aegis of the University 
of Sydney. Funding in the three countries was from both private and 
government sources especially with regard to "reaching-out" activities. 
National dental associations also played important roles. Malaysia and Fiji 
had dental health education built into their dental care systems and dental 
auxiliary training programmes; but were nevertheless contemplating the 
establishment of national dental health education units. 

The Group noted that one of the functions of the oral health advisory 
services programme of the Region commenced in 1961 was to promote national 
development of dental health education programmes. Table 1 shows that not 
all countries in the Region have government-supported dental health education 
programmes. 
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TABLE 1. BROAD GROUPING OF COUNTRIES ACCORDING TO THE 
EXTENT OF GOVERNMENT SPONSORSHIP 

Group 

Group 1 

Group 2 

Group 3 

Group 4 

Dental health education programmes 
sponsorship and support 

Largely government 

with some participation of 

National dental associations, teaching 

institution and agencies 

Completely government 

Process of reorganization 

. 

Largely private with varying Government 

inputs 

e.g. national dental associations, 
universities and other agencies 

Countries/ 
areas 

eHong Kong 

_Malaysia 

- New Zealand 

ePhilippines 

eSingapore 

-China 

-Guam 

-South Pacific 
Islands 

eTrust Territory 
of the Pacific 
Islands 

-Kampuchea 

-Laos 

-Socialist 
Republic of 
Viet Nam 

-Australia 

eJapan 

eRepublic of 
Korea 
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2. Areas of emphasis 

The Regional Office through the oral health advisory services programme 
should encourage governments to develop national dental health education 
units. In addition to coordinating dental health education activities, the 
units will advisedly (a) promote and assist in the in-service training of 
personnel for dental health education, (b) coordinate research activities 
pertaining to dental health education, (c) assist in evaluation of these 
activities, projects and programmes, and analysis of the evaluation results 
for future planning to obtain the desired results. 

3. Implementation 

- The guidelines presented in Part 2 of this report should advisedly form 
the basis of advisory services provided by the Regional Office. 

- Within the next five years (1976-1981) a number of 
have centrally established dental health education units. 
serve the interests of the whole country. 

countries should 
Each unit should 

- Regional or country seminars and workshops on dental health education 
should be encouraged to use the guidelines. 

Experts in dental health education, especially in specific aspects 
such as evaluation, should be identified in the Region to enable the 
provision of consultant services when requested. 

- Regional or country seminars should advisedly be organized every 
two years (until 1983) taking two or more objectives identified in this 
report that need further amplification with a view to updating and 
clarifying the guidelines. 

- A record of regional research activities in dental health educal:ion 
should be kept and this information should be exchanged through the proposed 
national dental health education units. 

- Fellowship applications from countries should be closely related to 
the stage of development of national dental health education units in the 
countries and the type of personnel (dentist, dental auxiliary or other 
health personnel assigned dental health education functions) for which 
training is requested. 
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PART II 

This part contains guidelines formulated for use or adaptation by 
dental health services of the countries/areas in the Region. The Group 
devoted its attention mainly to this part. 

GUIDELINES ON DENTAL HEALTH EDUCATION 

1. Objectives !dentified by the Regional Office 

Objectives for the Group were specified beforehand but were subject 
to modification during the discussions. The following are the objectives 
for which guidelines were formulated: 

(1) identify the goals of dental health education which apply to 
countries in the Region; 

(2) define objectives and strategies for reaching-out activities in 
dental health education; 

(3) identify target groups to be reached in such activities; 

(4) identify areas where integration of national, regional and local 
health education programmes may be achieved; 

(5) recommend methods for carrying out this integration; 

(6) identify principles for motivating people to be concerned with 
their own dental health care: 

(7) identify methods for moving people to action in their own dental 
care; 

(B) recommend methods to increase the effectiveness of dental 
personnel in dental health education, e.g. group dynamics, motivation, 
public relations, training and research; 

(9) select symbols and messages for posters, pamphlets and booklets, 
suitable for regional use; 

(10) assess suitability of available materials (pamphlets, posters, 
booklets); 

(11) classify materials with respect to their suitability for the 
various target groups; 

(12) classify communications media for use in dental health education 
activities; 

(13) prepare a plan for organizing national dental health education 
programmes; 
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(14) identify opportunities for dental health education activities; 

(15) identify the criteria that can be used for evaluating a 
programme or activity; 

(16) identify evaluation instruments for assessing the effectiveness 
of a dental health education activity according to pre-agreed criteria; 

(17) identify evaluation instruments for assessing the efficiency 
of a dental health education activity; 

(18) study and reconnnend means, including equipment and facilities, 
for increasing clinical productivity; 

(19) identify ways of obtaining more time for dental health 
education activities; 

(20) identify areas for research in dental health education; 

(21) identify the objectives of training for personnel in dental 
health education; 

(22) identify opportunities for training personnel in dental health 
education. 

2. Guidelines formulated by the Group 

The guidelines presented in the text and annexes are intended for 
use by personnel responsible for the design and implementation of oral 
health education programmes. They are a guide only and should be assessed 
and modified appropriately according to the context in which the activity 
or programme is to be used • 

• 2.1 Goals of dental health education 

as: 
Goals may be stated for purposes of description of programme development 

long range 
intermediate 
short range 

about 10 years or more 
about 5 years 
about 1-2 years 

2.1.1 In functional terms long range goals should apply to a total 
population. Intermediate and short range goals should relate to specific 
population groups or target groups. 

The goal of all planned dental health education activities is to obtain 
and maintain optimum oral health status for the maximum number of individuals 
throughout life. This definition implies the preservation of oral tissues 
in a state of functional efficiency and in a condition that dpes not 
adversely affect general health and welfare by the individuals own efforts 
and actions. 

2.1.2 Intermediate goals should be related to customs, traditions and 
beliefs of people who make up the target groups. They should also have a 
realistic bearing on a country's resources of knowledge, manpower, money 
and other material means. 
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In general terms intermediate goals are: 

(a) to arouse interest in the oral health; 

(b) to make people aware of the existence of oral/dental disorders 
in the target population groups; 

(c) to make people aware of health promotional and disease preventive 
measures available to them; 

(d) to persuade people that oral health should be valued as a personal 
and community asset and to help them to make decisions to improve their oral 
health and that of their community; 

(e) to make people aware of the existence of dental services and to 
promote the use of the services; 

(f) to persuade people to adopt and sustain dental health practices 
conducive to positive oral health. 

2.1.3 Short range goals will have objectives that would relate directly to 
the actual resources available. Objectives should be written in terms that 
be readily understood by health workers. They must also be expressed in 
specific terms which allow measurement of progress towards attainment of the 
desired results • 

.. 2.2 Objectives and strategies 

The term "reaching-out" is used in relation to dental health education 
activities. A reaching-out activity caters for a cross-section of the 
population and is not limited to one particular group. The term should not 
be confused with the term "out-reach". The latter refers to programmes 
carried out at the periphery and usually relates to curative services. 
A good example of a reaching-out activity is a dental health campaign (see 
Annex 2). 

Examples of reaching-out activities and their general objec.tives are 
listed in Annex 3. 

Strategies for reaching-out activities are listed in Annex 4 • 

• 2.3 Target groups 

can 

Methods used in reaching-out programmes should aim to involve in an 
active participatory way all sections of the community with special interests 
and commitments to health, education and welfare of people. 

Examples of target groups are listed in Annex 5. 
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.. 2.4 Integration of programmes 

Countries of the Region and their administrative structures are so 
diverse that there can be no firm guidelines on integration. The aim 
must be to enlist the cooperation and support of all agencies involved in 
providing health, education and welfare services in the implementation of 
dental health education programmes which should be developed and carried 
out on a mUltidisciplinary basis. 

Though methods of integration of dental health education activities 
will vary from country to country, they can be carried out at national, 
regional and local levels. As a planning guide each country should first 
ascertain whether or not integration of dental health education is desirable 
in a particular programme, e.g. in health personnel training. Subsequently 
the methods to effect the integration at the appropriate level should be 
identified . 

.. 2.5 Methods of integration 

Some of the methods to implement integration of dental health education 
activities are as follows: 

(a) use of administrative processes for coordination of the 
activities of government agencies with those of other agencies to promote 
integration; 

(0) collaboration between governmental and voluntary agencies; 

(c) collaboration with professional organizations; 

(d) collaboration with health service consumer groups; 

(e) collaboration with employer/employee organizations . 

.. 2.6 Principles for motivating people 

The role of the dental health educator is to ensure that the basic 
principles of motivation for voluntary dental health action are satisfied 
by demonstrating the following points: 

(a) Susceptibility is such that the prevalence of dental caries 
and periodontal disease is virtually 100 per cent. at some point in the life 
span of all people in present day communities regardless of their social 
or economic status. 

(b) The consequences are serious in that delay or failure to seek 
treatment leads to discomfort, pain, disfigurement, loss of function, 
impairment of general health and unnecessary waste of money, manpower and 
time. 

(c) Remedial measures are effective in that early and regular dental 
care can prevent the consequences of neglect and that, conversely, artificial 
replacements are poor substitutes for a healthy natural or conservatively 
treated dentition. 
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Cd) Preventive measures require simple common sense and diligence 
and are not unpleasant; and modern advances in training, equipment, 
materials and anaesthetic methods can now remove the barriers of fear 
and pain. 

(e) Action will lead to attainment of social status in conformity 
with values which society places on good personal appearance • 

.. 2.7 Methods for moving people to action 

Movement to action is facilitated by (i) efficient dental practice 
management leading to a favourable change of attitude and {ii} improved 
understanding of preventive measures leading to a positive change of 
behaviour in relation to personal oral hygiene. 

Some relevant considerations for motivation are: 

- Authoritative information on preventive and "curative aspects of 
dentistry should be transmitted to the people {individual and mass} in such 
a way that they can apply it in everyday living. 

- Health education programmes should have an oral health component 
whenever possible. 

- There should be proper, sensitive and efficient handling of patients 
in the surgery. 

- The availability of dental treatment with gradual improvement of 
physical facilities and wider distribution of service in order to reach out 
and serve the dental needs of the entire community should be ensured. 

- Other incentives for seeking dental health care should be investigated 
whenever possible • 

.. 2.8 Means of increasing the effectiveness of personnel 

Approaches for increasing effectiveness of dental health personnel 
in dental health education are described below. 

2.8.1 Centralized dental health education unit 

In countries where public health programmes have developed. a centrally 
organized dental health education unit should be established (Annex 6). The 
unit should be responsible for: 

- training of dental and other staff 
- planning of programmes 
- development of educational resources 
- conduct of research 
- evaluation of programmes 
- production of educational materials 
- provision of consultant services where needed. 
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2.8.2 Decentralized dental health education unit 

In larger countries a central unit with several subunits in defined 
localities to assist in implementing the overall programme and feeding 
back information may be desirable. 

2.8.3 Communication techniques 

In developing programmes modern techniques of communication should 
be utilized and there should be an awareness of the principles involved 
in: 

- group dynamics 
- motivation 
- public relations. 

Notes on these subjects are given in Annexes 7, 8, 9 and 10 • 

.. 2.9 Symbols and messages 

Characteristics of the target groups that influence the preparation 
of health education material and the choice of symbols and messages are 
given in Annex 11. 

2.9.1 Symbols should be: 

- attention-getting 
- easily understood by the target group. 

Symbols can represent persons, actions, ideas, beliefs, etc. 
appropriate to the particular target group. 

2.9.2 Messages should convey one idea expressed simply. 

Some considerations are: 

Basic emotions and needs 

Each message should appeal to a basic need or emotion. e.g. love, 
appearance, sex, fear, feeling of belonging, ego, beauty, status, etc. 

Length of message 

Messages should be expressed in short statements. Long garbled 
messages may cause the intent of the message to be overlooked. 

Power of message 

Messages should have power to arrest attention of the casual reader, 
e.g. a poster depicting a mother about to give a young child a sweet is 
given meaning if she is depicted alongside the road traffic sign which 
clearly says STOP. The symbol for STOP is understood by the target group. 
The message is short: Q8e ~ -~. It arrests the attention of a 
casual reader. 
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.. 2.10 Assessment of suitability of materials and media 

In determining the content of materials current concepts or oral 
disease should be studied to ensure the accuracy of the message (see 
Annex 12) . 

.. 2.11 Classification of materials 

A framework for the classification of materials according to target 
groups is presented in Annex 13. Producers of materials for dental health 
education activities may find it useful to consider preparing materials in 
the categories suggested according to the target populations listed • 

.. 2.12 Classification of communications media 

Communications media can be classified according to the presentation 
means that they employ into three categories of presentation media, object 
media and interactive media. The major category is presentation media 
involving the use of the following: 

(a) direct display, e.g. posters, still pictures and graphics 
(b) optical projection, e.g. 35 mm slides 
(c) electronic reproduction, e.g. sound slide programmes 
(d) telecommunication, e.g. television 

A classification of communications media into three categories and 
eight "families", together with a compilation of selected presentation 
media is presented in Annex 14 • 

.. 2.13 Plan for organizing programmes 

Five basic concepts and eight stages are suggested for the organization 
of national programmes for dental health. Health education is no simple 
task, however it is made less difficult if the plan for the educational 
programme is carefully designed. 

2.13.1 Basic concepts 

There are five basic concepts which underlie the organization of 
programmes: 

Concept One. A dental health education programme is an integral part 
of an overall dental health programme, be it promotional, preventive or 
ther apeu ti c. 

Concept Two. Health education will result in increasing demands for 
dental care, hence dental health care services must be made readily available 
to meet those demands. 

Concept Three. Provision is made for the development of proper attitudes 
of dental health personnel towards their work and their clientele, ensuring 
that their knowledge is updated, their skills are developed and honed and 
their duties and responsibilities in the implementation of the programme 
are well understood. 
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Concept Four. The operations specified in the programme plan are 
elaborated in detail for proper guidance of the dental health personnel. 

Concept Five. The administrative unit with full responsibility for 
dental health education is centralized. 

2.13.2 Stages 

The stages in the organization of dental health education programmes 
fall within five planning areas, namely: pre-planning, planning, pre
implementation, implementation and evaluation. 

Pre-planning 

Stage One. Collect, assemble and analyse necessary information as a 
basis for the programme against which the outcomes may be measured. 

The definition of the educational problem, the assessment of available 
resources for health education and the establishment of priorities in 
relation to health objectives in a dental health plan are basic steps in 
planning. The information helps planners determine educational objectives, 
content and methods, channels of communication, target popUlations to 
reach, intermediaries to tap, motivational forces to use, barriers or 
constraints to overcome and strategies and approaches to apply. 

Planning 

Stage Two. Dental health education objectives (and subobjectives) 
should be defined adequately and specifically. 

Objectives serve as the starting point in the blueprint of a programme 
and provide direction for the remaining aspects of the plan, including 
evaluation. It is imperative that objectives be adequately and specifically 
stated to serve their purpose. 

Three criteria should be met: 

(a) The objective is stated in terms of desired learner behaviour, 
not in the terms of the teacher's intent. 

(b) It is operational in that the learner's behaviour can be measured. 

(c) It specifies a single behaviour and a single content area. 

Stage Three. Link subobjectives to their objectives in a cause and 
effect relationship (see Fig. 1). 

Plan the subobjectives with the people who are to carry them out. 

Stage Four. Link activities to subobjectives also in a cause and 
effect relationship (see Fig. 1). 



• Dental personnel 

(acti vi ties) 

• Intermediaries 

(Subobjectives) 

_Target 
population 

(objective) 

_ 13 _ 

FIG. 1. LINKAGE') OF ACTIVITIES TO SUOOBJECTIVES AND 
OBJECTIVES IN A CAUSE AND EFFECT RELATIONSHIP 

Negotiate with 
school authorities 

Develop resources Occasional 
follow-up 

School administration 
adopts policy of daily 
toothbrushing 

Provision of toothbrushes 
to pupils at cost 

Provide facts on 
oral hygiene 

Demonstr~te 

toothbrushing 
procedure to 
teachers 

Teachers instruct 
children in tooth
brushing 

Elementary school children 
brush their teeth daily in 
school 

Teachers 
supervise 
daily 
toothbrushing 
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Stage Five. Develop the detailed plan of operations, deciding on 
content, methods and techniques, channels of communication and motivational 
forces to use, approaches and strategies to apply, and time-table for 
action - all in relation to programme objectives, subobjectives, activities 
and loci of responsibilities. 

Pre-implementation 

Stage Six. Prepare the operations manual, the educational materials, 
to~ls and equipment, the dental personnel and intermediaries and the settings 
in which the programme is to be implemented. 

Implementation 

Stage Seven. Do a dry run on a pilot area prior to national expansion. 
Ev~luate, replan and reevaluate. 

Evaluation 

Stage Eight. Develop the plan of evaluation and the criteria upon 
wiJich to measure progress and achievement of the educational programme. 

2.14 Opportunities for dental health education 

Opportunities for dental health education activities are many and 
should be exploited wherever possible. In the Region, however, opportunities 
for dental health education activities ir equivalent organizations may vary 
fram country to country because of diffeIences in the administrative 
structures and development planning. 

The common situations in which dental health education activities may 
b~ carried out effectively, the target groups, the type of activities and 
tee necessary personnel can be classified as shown in Annex 15 . 

.. 2.15 Evaluation criteria 

It is necessary to establish the value or worth of any dental health 
education programme. Evaluation will determine whether the required outcomes 
and the planned output are actually occurring, i.e. whether or to what 
extent the planned objectives are being achieved. 

Such evaluation can demonstrate the benefit of the programme to the 
community and indicate adjustments that may be required from time to time. 
Also a good periodic evaluation can be of great assistance in obtaining 
public and financial support. 

Baseline data have to be collected prior to commencement of the 
pJ'ogramme in order to provide a basis for comparison with actual outcomes 
ill the evaluation process. 

The criteria which may be used for evaluating the success of a programme 
(:~n relation to the target popUlation) can be a combination of some of those 
shown below, the actual combination depending on the objectives of the 
programme. For convenience these criteria for evaluation are presented in 
the three generally accepted categories as follows: 
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Cognitive domain 

- knowledge of diet and the role of sugar in decay and periodontal 
disease; 

- knowledge of dental plaque and its significance; 

- knowledge of oral hygiene and the use of: 

(a) toothbrush 
(b) dental floss 
(c) natural cleansers; 

- knowledge of teeth and their normal eruption; 

- knowledge of the need for regular visits to dentist; 

- knowledge of dental decay; 

- knowledge of gingivitis; 

- knowledge of malocclusion; 

Affective domain 

- percentage of acceptance of dental care offered; 

- regularity and frequency of toothbrushing; 

- amount and frequency of consumption of sweets and refined carbohydrates; 

Psychomotor domain 

- ability to brush properly; 

- percentage of target group able to brush properly • 

.. 2.16 Evaluation instruments for assessing effectiveness 

Evaluating effectiveness of an activity involves measuring the extent 
to which the expected outcomes/goals have been achieved. For assessing the 
effectiveness of dental health education activities, the following 
instruments may be used; 

- check lists 
- questionnaires 
- clinical examinations 
- epidemiological surveys 
- clinical records. 

The choice of instrument will depend largely on the objective or 
objectives of the activities to be evaluated; it has to be decided upon 
before the commencement of the activity and may be used for the collection 
of baseline data as well. 
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2.16.1 Check lists 

This is an instrument in which the behavioural objectives the learner 
is expected to demonstrate after the learning experiences are listed step 
by step in a logical sequence. It is suited to the evaluation of skills 
learnt. The learner's performance at the time of evaluation is checked 
against the items in the check list. For comparison, each item on the 
check list should either have graduated scores or grades to indicate 
different levels of attainment. 

Examples of check lists for evaluating the performance of a class of 
children in toothbrushing (Example A) and the success of a toothbrushing 
programme in schools (Example B) are shown in Annex 16. Example C in 
Annex 16 is a check list designed for use by a school dental nurse/therapist 
in the evaluation of a school-based dental health education campaign. 

2.16.2 Questionnaires 

This is an instrument designed to measure knowledge gained by the 
target group after exposure to a learning experience. The level of attainment 
can be indicated by the percentage of the group obtaining correct answers for 
each question and the mean percentage of correct answers per learner. 
Comparison between baseline data and post-activity data show the effectiveness 
of the activity. Examples of this instrument are given in Annex 17. 

2.16.3 Clinical examinations 

Clinical examination to monitor change in DMF/def l rates, periodontal 
index or oral hygiene index may be carried out to evaluate the effectiveness 
of an activity in which the learner has been taught to practise preventive 
measures such as oral hygiene and/or dietary control. However such changes 
are slow to occur and require at least two or three years before significant 
changes, if any, can be detected. An inherent disadvantage of using these 
criteria is that other uncontrollable factors may affect the results. An 
example of the chart used for such evaluation is given in Annex 18. 

Clinical examination to measure circumstantial evidence such as the 
presence of pIa ue or extent of pIa ue before and after activity is preferable. 
A suggested method is shown in Annex 19. 

2.16.4 Epidemiological surveys 

When activities involve the total population or large and poorly defined 
sections of the population, epidemiological survey using indices to measure 
caries, periodontal disease and oral hygiene may be used as an evaluation 
instrument. This technique, however, is only suited to long term evaluation 
and the possible effects of factors other than the dental health education 
activity must be considered when interpreting results. rhe chart for 
evaluation of oral health shown in Annex 18 may be used. 

IDMF - decayed, missing, filled permanent teeth. 
def - decayed, exfoliated, filled primary teeth. 
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2.16.5 Clinical records 

For some types of dental health education activities, clinical 
treatment charts and consent forms may conveniently serve as evaluation 
instruments. Activities directed at increasing the acceptance rate for 
dental treatment and those directed at reducing the broken appointment 
rate are examples of those in which effectiveness may be evaluated by 
simply counting the record cards. For acceptance rate the cards with and 
without consent are counted and the response rate calculated. For broken 
appointments, the number of broken appointments per patient may be used 
as an indicator. The recognition of the need for dental check-ups may 
also be indicated by comparing the rate of those who attend for their 
revision appointment before and after an activity emphasizing the need 
for regular check-ups • 

.. 2.17 Evaluation instruments for assessing efficiency 

In assessing.efficiency evaluation aims to measure the outcomes in 
terms of time and costs. The same evaluation instruments suggested for 
evaluating effectiveness may be used and the results obtained following a 
time lapse from the commencement of the activity are considered against 
the time taken and the costs incurred • 

.. 2.18 Means of increasing clinical productivity 

Problems associated with increasing clinical productivity, identified 
using the Nominal Group Technique~are elaborated below. 

2.18.1 Problems 

The eight most important problems determined by a vote are presented 
in Annex 20 in rank order. 

Government is usually the primary provider of dental public health 
services although several other public and private organizations sometimes 
contribute funds and personnel. Lack of funds should be considered a 
primary problem in delivering dental health care. 

Assuming that funding is adequate one can make a number of recommendations 
to increase clinical productivity as follows. 

2.18.2 Systems planning 

Careful data must be collected on the available public health dental 
personnel including dentists, related aUXiliaries, and available equipment, 
supplies and facilities. These data are computed against the known 
demographic areas to be served, and the assumed scope of dental disease 
therein. The dental team approach is the preferred method of dental disease 
control. The team make-up must be based on the available personnel and 
funds and the composition and organization of the team will vary from 

1The Nominal Group Technique is a group process for problem generation 
and solution. Brainstorming is used to generate a list of problems associated 
with a major problem. Ranking and weighting in order to select primary 
problems is carried out according to a vote by participants. The problems 
listed in Annex 20 were ranked by the group but not weighted. 
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country to country. The New Zealand type of school dental nurse is 
experienced in working as a member of a large team with very little 
guidance and support. With appropriate additional training this person 
could play a major role as the dental health provider in a rural area. 
As this system expands, it is of primary importance at all times that 
a cooperative effort be maintained between the funding, educative 
(dental school, auxiliary school), administrative and dental care services. 
Assuming that funding is continual, the schools should train an appropriate 
number of personnel; administrative agencies should neither be too lax 
nor too rigid. 

2.18.3 Necessary conditions for efficient functioning of dental personnel 

The conditions are as follows: 

- adequate financial compensation for work performed; 
- continuous educational programmes; 
- organized work patterns to maintain teamwork efficiency; 
- well designed appointment system; 
- efficient treatment planning; 
- humane interest in and treatment for patients; 
- sanitary maintenance of clinics; 
- skillful supervision of staff; 
- availability of avenues to deal with low staff morale or lack 

of job satisfaction; 
proper use of anaesthetics. 

2.18.3 Patient consideration 

Cooperative patients help the dental team attain and maintain an 
efficient programme of dental care. Dental public health personnel must 
consider the following needs; 

- allaying the fears of frightened patients; 
- informing apathetic patients; 
- communicating on the patients' level; 
- obtaining adequate translation when a language barrier arises; 
- inquiring as to religious restrictions or traditional beliefs 

that would preclude the treatment; 
- providing transportation if the facility is located out of the 

patient's available travel area; 
- educating patients in the benefits of dental care; 
- ensuring that the fees are within the patient's financial means; 
- treatment planning in the following order of priorities: 

(a) extractions of teeth definitely required 
(b) severe carious lesions requiring treatment with 

medicinal temporary fillings 
(c) root canal treatment 
(d) periodontal treatment 
(e) gingival treatment 
(f) operative dentistry 
(g) prophylaxis & fluoride treatment 
(h) prosthetics 
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Rural and semi-rural dental treatment personnel who may have to 
operate out of mobile dental offices should try to maintain the above 
treatment plan as much as possible. 

2.18.4 Equipment and facilities 

The type of dental equipment to be purchased and types of facilities 
to be built depend on the following: (a) the population of a given 
area, (b) the prevalence and type of dental disease present; and (c) the 
available dental care personnel. Large urban populations should have 
permanent dental facilities capable of dealing with large numbers of 
patients. 

Equipment considerations are the following: 

- adequate facilities for treatment to be rendered; 
- appropriate equipment; 
- convenient placement of equipment especially in dental surgeries; 
- quality of dental materials; 
- adequate supplies, maintenance and ordering systems; 
- reliable electricity and water supply; 
- efficient maintenance of facilities; 

continuing maintenance of equipment; 
- maintenance of mobile clinics; 
- deployment of mobile clinics with adequate logistical support thereof. 

2.18.5 Innovative approaches 

All members of the dental public health treatment organization must be 
alert to new and revolutionary methods that are presently being developed. 
Methods that promote the more efficient use of auxiliary personnel in 
dental treatment must be considered to increase clinical productivity. 

The use of movable dental chairs is a new concept that merits 
investigation (Annex 21). This unique method of dental delivery envisages 
the use of dental auxiliaries in a team approach to operative dentistry in 
order to bring about a marked increase in efficiency. The mobile chairs 
may be used to screen patients and efficiently transport them to other areas 
of the dental health facility. They can be routed to clinic areas designated 
for oral prophylaxis with fluoride treatment, oral surgery, and dental 
health education • 

.. 2.19 Allocation of time for dental health education activities 

Personnel who deliver dental health care treatment should also deliver 
health care education. This can be done primarily in the dental health 
care facility or on a one-to-one basis as treatment is being rendered. The 
more efficient the dental personnel, the more time they have available to 
disseminate educational information to the public. These educational 
activities can be initiated at the dental facility itself or in other 
locations such as schools and community centres (see details of 
opportunities for dental health education in section 2.14 and Annex 15). 
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Where there is under utilization of dental personnel due to 
circumstances such as shortage of funds for facilities, or equipment 
and supplies, or equipment failure, the personnel should engage in dental 
health educational activities • 

.. 2.20 Research in dental health education 

Potential research topics may be grouped into four broad categories: 

Research into dental disease and prevention 

(a) nutrition and dietary habits 
(b) the influence of trace elements 
(c) effectiveness of current treatment methods and equipment 
(d) cost-benefit analysis of preventive versus curative measures 

on a national basis 

oral 

Characteristics and expectations of communities 

(a) sociological studies,. e. g. urban vs rural diets and habits 
(b) anthropological studies, e.g. values, customs and taboos 
(c) epidemiological studies, e.g. caries prevalence 

Determinants of favourable behaviour change 

(a) motivational studies, e.g. marketing techniques 
(b) communication research, facilitation of mes~age acceptance 
(c) attitudes to oral health 
(d) attitudes to dentistry 

Methods of inducing favourable behaviour change 

(a) effectiveness of personnel, e.g. teachers vs dental nurses 
(b) effectiveness of exhibits 
(c) effectiveness of different media, e.g. posters vs slide shows 
(d) effectiveness of campaigns, school dental services, individual 
health programmes, etc • 

.. 2.21 Objectives of training in dental health education 

Trained dental personnel are expected to: 

(1) present and defend valid principles concerned with health education 
anj dental health programmes 

(2) demonstrate competence in the following areas: 

(a) educational diagnosis for community dental health education 
programme planning, 

(b) identification of goals and objectives for dental health 
education respective to target groups, 

(c) choice of appropriate methods, strategies and motivational 
appeals for behavioural change, 
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(d) prescription of content for dental health information 
and instruction. 

(e) design of effective symbols and messages in educational 
materials. 

(f) use of appropriate media for communication. 
(g) effective verbal communication, 
(h) structuring dental health knowledge concepts and content, 
(i) identification and use of opportunities for dental health 

education. 
(j) organization of dental health education programmes and 

dental health campaigns. 
(k) evaluation of educational materials. 
(1) evaluation of programmes of dental health instruction and 

education. 
(m) research methodology • 

.. 2.22 Provision of opportunities for training 

Training personnel in dental health education may be considered as 
follows: 

2.22.1 Candidates for training 

Dentists may be exposed to workshop or seminar type of informal 
training not leading to a degree. However they should not be barred from 
a degree course. 

- Supportive personnel may pursue an institutionalized or formal 
form of training. 

2.22.2 Location of training courses 

There are no formal courses expressly for training in dental health 
education. 

- Diploma courses in health education are available in: 

Wellington Teachers' College in New Zealand and Claremont Teachers' 
College in Western Australia. These courses are open to dental auxiliaries. 
A certificate programme (equivalent to diploma) in dental public health 
in which a number of courses in health education are available may be 
pursued at the Institute of Public Health. University of the Philippine 
System, Manila (see Annex 22). 

- A diploma course in 
is open to dentists only. 
curriculum. 

dental public health at the University of Sydney 
Courses in health education are built into the 

2.22.3 Need for continuing education 

In-service programmes should: 

- cater for the specific needs related to cognitive skills. attitudes 
and techniques for education of the public in oral health; 
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- cover a wide variety of facts and conditions related to the service 
requirements of the learner; 

- be directed towards areas of individual weaknesses of the learner, 
in his practice environment. 

Formal courses should: 

- provide core teachers specializing in and having field experience 
in dental health education; 

- provide interdisciplinary exposure. 
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LIST OF TEMPORARY ADVISERS AND SECRETARIAT 

AL'1ERICA, UNITED 
STATES OF 

AUSTRALIA 

FIJI 

JAPAN 

KOREA, REPUBLIC OF 

11ALAYSIA 

1. Temporary advisers 

Dr Ralph H. Silverman 
7701 W. Arcadia 
Morton Grove 
Chicago, Illinois 60053 
United States of America 

Dr John L. Prichard 
Director, Dental Health Services 
Western Australia 
P.O. Box 265 
GPO West Perth, WA 

Dr Christine E. Garrick (Chief Rapporteur) 
Staff Member, Regional Teacher Training 
Centre for Health Personnel 
University of New South Wales, Sydney 
P.O. Box 1 
Kensington 
New South Wales 2033 

Dr (Mrs) Jiko F. Yasa 
School Dental Officer 
Nausori Dental Clinic 
P.O. Box 7 
Nausori 

Professor Yojiro Kawamura 
Dean, Dental School Osaka University 
32 Joancho, Kitaku 
Osaka, Japan 530 

Professor Young-Gook Sunoo 
Dean, College of Dentistry 
Seoul National University 
Seoul 

Dr Abdul Rahman bin Awang 
Director, Dental Services Malaya 
2nd Floor, MMA Building 
Pahang Road 
Kuala Lumpur 

Dr Abdullah bin Johari 
Director, Dental Training School 
Penang 

Professor Dato (Dr) Ibrahim bin Haji Mohd. Yassin 
Dean, Dental Faculty 
University of Malaya 
Peta1ing Jaya 
Kuala Lumpur 
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Dr Richard K. Logan (Group Rapporteur) 
Director, Dental Division 
Department of Health 
P.O. Sox 5013 
Wellington 

Professor Blanche C. Barbers (Group Rapporteur) 
Institute of Public Health 
University of the Philippines System 
P.O. Box No. EA. 460 
Manila 

Dr Wong Hee Deong (Group Rapporteur) 
Director/Senior Dental Officer 
Training and Dental Health Education 
Institute of Dental Health 
Hyderbad Road 
Alexandra Park, Singapore 5 

Mrs Pansy Lim 
Higher Nursing Officer/Tutor 
Institute of Dental Health 
Hyderbad Road 
Alexandra Park, Singapore 5 

2. Secretariat 

Dr Chellie J. Sundram (Group Facilitator) 
Oral Health Officer 
Western Pacific Regional Office 
World Health Organization 
P.O. Box 2932 
Manila 
Philippines 
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PRINCIPLES FOR ORGANIZING A DENTAL HEALTH EDUCATION CAMPAIGN 

Four basic guidelines for organizing a campaign may be mentioned: 

Principle One 

The purpose (goal) and intended outcomes (objectives) of the 
campaign should be specific. In organizing the campaign the focus has 
to be on one particular theme of dental health education. 

Notes. On the basis of the one theme, the main goal for the activities 
can be identified; subsidiary objectives may appear but they should hinge on 
the main goal. An example is a campaign aimed at informing the public that 
teeth should be maintained in a healthy state for a lifetime. This is the 
main theme. The goal is that the public is to be motivated according to the 
theme. To support the goal, objectives are developed. The development of 
interest in dentistry, removal of fear of the dentist and so on may be stated 
as the objectives. Exhibitions, radio and television talks, classroom 
programmes, etc., are activities to fulfil the objectives. A campaign without 
a planned goal and objectives could become meaningless. Since the latter 
are essential for the subsequent development of purposeful activities. 

An aimless campaign may confuse rather than inform the public. 

Principle Two 

The methods, media and materials for the campaign should be selected 
in collaboration with representative members of the very group to which the 
campaign is directed. 

Notes. Obtaining the participation of the people makes it their 
campaign. Success becomes their resp~nsibiiity; this has been demonstrated 
in many countries. It also enables a nucleus of people to educate 
themselves and have intimate knowledge of the goal and objectives of the 
campaign and the reasons why it was initiated. 

Principle Three 

The dissemination of information during the campaign should be in 
consonance with the terms, goal and objectives. If there are budgetary 
limitations every device should be used to obtain the greatest possible 
results with the resources available. 

Notes. People seldom know what ,they really want; often they have to 
be told. Only a small proportion of people are interested in knowledge for 
its own sake. Leaflets, pamphlets and other such material are of value 
only if they are read and the message is assimilated. It is another matter 
to move the reader in the direction indicated in the message. The message 
on the leaflet must be simple, rapidly perceived and to the point. 

Principle Four 

The dental health education campaign should be systematically planned 
before launching it among selected target population groups. 
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III •• J 
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A SYSTEMS MODEL FOR ORGANIZING A DENTAL HEALTH 
EDUCATION CAMPAIGN 

• INPUT ... 
Step 1: IDENTIFY NEED AND PURPOSE OF CAMPAIGN 

~ ~ 
Step 2: WRITE GOALS AND OBJECTIVES (INTENDED OUTCOMES) 

~ ~ 
Step 3: DEVELOP AN EVALUATION INSTRUMENT 

~ ~ 
Step 4: CHOOSE TARGET GROUPS TO BE REACHED 

~ ~ 
Step 5: SELECT APPROACHES STRATEGIES AND TACTICS 

(PROCESS AND CONTENT) 

~ ~ 
Step 6: DEVELOP AN EXPLANATORY GUIDE OR BENCH 

INSTRUCTIONS FOR HELPERS 

~ • ~ 
Step 7: IDENTIFY OUTPUT INDICATORS FOR PROGRESSIVE 

EVALUATION 

~ ., 
Step 8: LAm~CH THE CAMPAIGN ON THE DATE DECIDED 

~ ~ 
Step 9: QUANTITATE AND MAKE AN APPRAISAL ON CO~~LETION 

OF THE CAMPAIGN, AND INSTITUTE FOLLOW-UP 
ACTIVITIES. 

-
Source: Sundram, C.J. (51). 

. ...... 
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<l1li t'" 

]. 

J. 

1<l1li i'" 

1<l1li 
i'" 

I ... 

~ .... 



- 27 -
ANNEX 3 

• 

REACHING-OUT ACTIVITIES IN DENTAL HEALTH EDUCATION 

1. Examples 

The activities include: 

informal talks in the teachers' common room during school intervals; 

talks to parents of children treated during school holidays; 

talks to visitors to the school clinics; 

dental contributions to health sections in end-of-term handwork. 
displays, advice regarding handwork and other projects, and assistance; 

contribution of dental articles to school magazines; 

assistance during annual sports with organization, tea reception, etc.! 

production or participation in school plays on dental or non-dental 
themes; 

dental stalls at school food fairs, and fun fairs; 

contribution to dental section on ''health days" or children's day; 

preparation of hand-drawn posters, illustration and models for 
display in public places; 

assisting and supervising the dentist in dental disease surveys. 

2. Objectives 

The objectives include: 

(a) National programmes 

to arouse interest in dental aspects of health; 

to make people aware of the prevalence and distribution of dental 
disorders in the popUlation; 

to communicate information about causes of dental diseases and 
deformities; 

to communicate information about measures for promotion of 
positive dental health; 

to persuade people that positive dental health should be valued 
as a community asset and to help people to make decisions, both individually 
and collectively, to improve their own dental health status and that of the 
total population; 
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to persuade people to adopt and sustain dental health practices 
conducive to positive dental health; 

to make people aware of the existence of dental health services 
and to promote use of available services; 

(b) School programmes 

to promote in children, and eventually in the entire population, 
a sense of value for clean healthy teeth and surrounding tissues; 

to encourage a positive attitude towards dental health practices 
by estaolishing a good relationship between children and dental personnel; 

to establish sound dental practices as habits and to promote 
an understanding of the principles underlying these practices; 

to encourage the maximum use of existing services and resources; 

(c) Dental organization programmes 

to provide better understanding by the public of the value of 
dental health; 

to encourage and coordinate dental health activities with the 
branches of the organization; 

to encourage and maintain cooperative relations with other 
agencies and organizations interested in the maintenance of dental health; 

to prepare and distribute dental health material; 

to collect and coordinate dental health information; 

to advise on dental health material for publication in lay 
magazines; 

to coordinate and promote the activities of the organization 
for the fluoridation of public water supplies; 

to be responsible for the public relations aspects of dental 
health; 

to investigate methods by which improved public relations can 
be achieved by the dental personnel. 
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STRATEGIES FOR REACHING-OUT ACTIVITIES 

Strategies must take the following factors into consideration: 

Dental health education programmes should enlist the cooperation 
and support of the people for whom they are intended. and should be 
developed and carried out on a multidisciplinary basis. 

Major emphasis in all dental health education programmes should 
be placed on primary prevention. with special focus on motivating people 
to seek and use dental care services. 

Coordination of all the dental health education activities in the 
community is essential. 

There is a great need for additional dental personnel of all 
types for all levels of programme operation. Some activities of the 
dental health education programme should therefore be directed towards 
recruitment of potential dental manpower. 

Since education and services go hand in hand. dental health 
education programmes should assist. where necessary. in obtaining additional 
services and in improving the quality of existing services. 

The traditional curricula of many dental schools are clinically 
oriented and fail to prepare dentists and related personnel to carry out 
their educational functions. New and imaginative undergraduate training 
programmes for dentists are needed throughout the Region so that the 
preventive aspects of dentistry can receive more emphasis. 

In addition to dental personnel. other health and education 
personnel need to be trained to accept responsibilities in the broad 
programme of dental health education •. 

Much greater emphasis needs to be given to adult dental health 
education at all levels of prevention. with particular focus on the role 
of parents in influenCing their children to.develop desirable dental health 
behaviour. 

Up to:now~2very little research directly related to dental health 
education has been carried out in the Region. More funds. facilities and 
manpower are needed to increase both the quantity and quality of research 
in this important behavioural area. 

Dentists and other dental personnel and organized dental societies 
should become more actively involved in community activities outside their 
immediate interests. and should lend their prestige and expertise to the 
support of all programmes designed to improve the general health of the 
public (see diagram below). . 
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ANNEX 5 

TARGET GROOPS FOR REACH:ml-OUT ACTIVITIES 

The groups include: 

- parents 
- teachers 
- parent-teacher groups 
- community or rural health centre support groups 
- health personnel at the basic training level 
- professional organizations 
- government agencies with health education and welfare functions 
- voluntary agencies-~ith similar objectives 
- news media editors 
- youth organiZations 

Dental professional organizations must direct activities to: 

- members of their own organizations (continuing education) 
- the Government 
- medical and allied health professionals 
- health agencies both official and voluntary 
- territorial local governments and other public administration units 
- editors of news media. 
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CENTRAL DENI'AL HEADl'H EDUCATI~ UNIT 

1. Establishment 

One of the vital steps towards developing more effective dental 
health education services is the setting up of an administrative unit with 
responsibility for dental health education for the community within the 
dental health services provided· by the government. This is because 
continued government support, interministry cooperation and coordination 
with other health administrators are all essential for the successful 
implementation of any ambitious programme involving the whole community. 
In countries with existing government health education units, dental health 
education programmes could be integrated with the local health education 
services for a start. 

2. Responsibilities and functions 

These are as follows: 

(a) planning and directing dental health educational activities independently 
as well as through various agencies such as the school dental service, 
the maternal and child welfare service and particularly the ministry of 
education; 

(b) coordinating dental health activities of other agencies with those 
organized by the unit and cooperating with these agencies whenever 
possible; 

(c) training, advising and giving assistance to dental health eduoators; 

(d) producing dental health educational materals for general distribution 
and constructing and producing audio-visual aids for distribution or 
loan to dental health educators: 

(e) prior to implementing any new activity, investigating specific problems 
and finding solutions for them, collecting data on local attitudes and 
interests that influence dental health behaviour and evaluating the 
programme from time to time. 

3. Finance 

Traditionally, emphasis has always been given to curative services. 
Since poor dental health is Just as much an educational problem as a dental 
service problem an annual and distinct budget of ~ to l~ of the budget for 
curative dental services should be allocated for dental health education 
service. This will ensure that the service commenced can be sustained. All 
other resources in the community should also be tapped to provide additional 
logistics. 
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4. Staff 

The unit should be staffed by dental officers and health educators 
with training in psychology, educational technology and the use of audio-
visual aids. Ancillary staff should include artists, photographers, technicians 
trained to work with a wide range of materials, and a team of support staff, 
such as dental nurses or hygienists, to assist in giving dental health talks 
to groups of people and in the running various types of dental health 
activities. The number of staff required in each category will vary with the 
needs of the country and the stage of development of the dental health 
education programme. In larger countries, a central unit with several 
subunits in defined localities, to assist in implementing the programme and 
feeding back information, may be desirable. 

There is no valid reason why any of the existing dental health personnel 
should only play his or her traditional role. In any scheme, the fundamental 
principle to follow is the maximum utilization of all available personnel so 
long as they are suitably trained to play the role expected of them. 
In planning, the administrator of the unit a dentist himself, should (i) consider 
the groups of the population that should be reached, (ii) study the existing 
personnel through whom dental health education could be given, their 
qualifications and training, and (iii) decide how best to deploy them either 
on a part-time or full-time basis in his plan. 

Needs in relation to the major groups of staff are as follows: 

(a) Dentists 

The dentists have unique opportunities for dental health education 
available to them both in the private office and in the community setting. 
In the office, face-to-face communication with patients is the most effective 
method of dental health education and every practitioner has an obligation 
towards his patients to educate them to look after their dental health and to 
correct unfavourable attitudes that exist through previous dental experiences, 
misinformation and superstititions. 

In the community, the dentist should give first priority to reaching 
the non-dental professional people, such as physicians, pharmacists, nurses, 
teachers, school administrators, social workers and hospital administrators. 
They should also help plan the education programme with school authorities, 
support the efforts of other members of the dental health team, and 
cooperate with teachers to make dental health education meaningful and 
interesting. In countries where there is a scarCity of dentists, their main 
function should be that of training other dental health educators. 
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(b) Dental hygienists 

When employed in private practice, the dental hygienist, with more 
opportunities, should play a similar role to that of the dentist in 
patient counselling. In the School service, she should do individual 
dental health teaching if she is required to do clinical work. She 
should be the resource person, who feeds teachers with relevant literature 
and educational materials and acts as coordinator of the school dental 
health programme. 

(c) Dental nurses (operating dental auxiliaries) 

As these personnel are normally school-based, their role should include 
teaching of the principles of oral hygiene and p~evention of dental disease 
not only among individual children, but also in school classes, teaChers' 
and women's organizations, parent-teacher associations and similar bodies. 
Dental nurses with special aptitude may also be employed full-time in the 
dental health education unit to assist in the production of teaching aids 
and other educational materials, in the supervision of toothbrushing drills 
in schools and in the running of various competitions. 

(d) Allied health personnel 

These include physicians, health educators, nurses, home visitors and 
social workers who have direct oontact with people either in their homes 
or in health facilities. All these personnel should be equipped and 
encouraged to play the important role of advising people on home dental 
care and of referring them for treatment whenever it is needed. One or more 
perl30ns from among any of the allied health personnel could serve in the 
dental health education unit. 

(e) Classroom teacher 

The classroom teacher is not normally considered a member of the 
dental health team; but in the field of dental health education, there is 
general agreement by authorities both in the fields of education and 
health that the classroom teacher must carry a major share of the task of 
dental health education. For young children, the classroom and the presence 
of a peer group form the ideal setting for acquiring dental health knowledge 
and developing good habits. A classroom teacher who teaches health or 
physical science should serve in the dental health education unit at least on 
a part-time basis. 

5. Production of audio-visual aids 

(a) Needs 

People learn through their various senses and audio-visual aids are 
therefore very useful tools for teaching. They introduce variety in the 
learning process and often increase the effectiveness of teaching. 
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The aids that are useful in dental health education include motion 
pictures, filmstrips, slides, audio tapes, models, charts, exhibits and 
pamphlets. A~ain, because of differences in the cultural and educational 
backgrounds and differences in habits, beliefs, language and other factors, 
it is also desirable that each country meet its own requirements of audio
visual aids and educational materials. 

(b) Facilities and equipment 

The facilities and equipment required are: 

Workshop/laboratory with equipment to work with wood, plaster and 
plastic materials for the production of models and exhibits. 

Art studio for poster and pamphlet production. If printing require
ments are large, a simple printing machine will be an advantage. 

Sound and photographic studio/darkroom. equipped with tape-recorders, 
record-players. cameras and darkroom equipment for the production of audio 
tapes, loop films. filmstrips, slides and photographic illustrations. To 
use movie films. film strips and slides. 16 mm and 35 mm projectors are 
required. 
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COMMJNICATION 

Communication theory 

Research has isolated and identified variables which interfere 
with communication such as: 

(1) exposure, access, attention given the communicator's message; 

(2) the differential character of the media of communication; 

(3) content of the message, its form, presentation, and appeals; 

(4) receiver's predispositions which cause acceptance, modifications or 
rejection of the message;· 

(5) interpersonal relationships between individuals as members of groups. 

Modern communication theory proposes a model which stresses the relay 
and reinforcement roles played by individuals. There is little emphasis 
on mass publicity but considerable importance is placed on reaching thought 
leaders. In order to communicate effectively, attention must be directed 
to the group, its grapevine and .particularly, its leaders. These leaders, 
it is believed, whether operating at local level or national level, serve 
as the key link between the official decision makers and the general 
citizenry. In dental health, our list of opinion leaders includes therapists, 
teachers, nurses, child health people, doctors, parents, dentists, kindergarten 
teachers. 

Important facts for communicators 

(1) The audience for communication consists of people. These people live, 
work and play in the framework of social institutions. Each of these 
people is subject to many influences, of which the communicator's message 
is only one. 

(2) The people tend to read, watch or listen to communication which 
presents a point of view with which they are sympathetic or in which they 
have a deep personal stake. 

(3) The response we want from our intended receiver must be rewarding to 
him or he is not likely to respond. 

Diffusion process 

Agricultural sociologists attempting to educate farmers, have by 
observation and experience, concluded that acceptance of new ideas goes 
through five stages: 
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(1) Awareness. The individual learns of the existence of the idea 
or practice, but has little knowledge of it. 

(2) Interest. The individual develops interest in the idea. He 
seeks more information and considers its general merits. He learns more 
about it. 

(3) Evaluation. The individual makes a mental application of the 
idea and weighs its merits for his own situation. He obtains more 
information and decides to try it. 

(4) ~. The individual actually applies the idea in practice, 
usually on a small scale. 

(5) Adoption. If the idea proves acceptable, it is adopted. 

This 
Media and 
process. 
creating 
and less 

theory can well be applied to the adoption of any new idea. 
communication agencies have varying impact at each stage of this 
The mass media have their greater impact and usefulness in 

awareness. The mass media such as newspapers, radio become less 
influential as the acceptance process advances towards adoption. 

In the interest stage, mass media still play an important part. To 
learn more about the topic. the person concerned turns to relatives. 
associates and friends. 

In the evaluation stage. friends and neighbours play the dominant role. 

Hejection may take place at any stage. The step-by-step progress may 
stop either temporarily or permanently at any stage. The evaluation stage 
is critical. "Does this apply to me? Is it of value to me personally 
(in terms of my own values?".) 

In the trial stage, various clubs and associations. friends and 
nei~hbours are all important. An understanding of the need for time for 
the learner to accept the idea will prevent the dental therapist from 
despairing. It may take a generation for some families to accept "preservation 
of natural teeth" as being of value to them. 

The research conclusions demonstrate that communicating a new idea or 
practice is a long and tedious task. Different media are effective at 
different points and in different ways. The influence of the innovator or 
the influential leader is great in every community. We must identify them 
and see that they are correctly informed so that they reinforce our own 
communication. It is important for the public health educator to know which 
media and techniques to use at different stages and how to mobilize these 
influences effectively. Generally one should conclude that err.ective . 
communication is expensive in time and understanding and in emotional control. 
The cost of significantly influencing people 1s higher than 1s commonly supposed. 
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The act of communicating 

Because of the barriers and obstacles, it is not possible to establish 
any single set of rules for communicating. Such a set could appear sound 
in principle, yet be rendered ineffectual by an unseen characteristic of 
the audience, for example the timing could be bad - the audience could 
harbour an unspoken prejudice. 

Effective communication means tailor-made programming especially 
designed for the situation, time. place and audience. It means careful 
selection. 

The 7 Cs of communication 

Communication is a creative process which must receive considerable 
attention so that it may be improved, polished, presented and evaluated. 
One needs to remember the 7 Cs of communication. 

(1) Credibility. Communication starts with the climate of belief. 
The receiver must have confidence in the sender. He must have a high 
regard for the source's competence on the subject. The dental worker 
will be regarded as a source of authentic information. 

(2) Context. A communications programme must f1 t into the 
realities of its environment. The context must confirm, not contradict 
the message. If you want a child to brush his teeth after lunch, make 
sure he keeps a toothbrush at school. 

(3) Content. The message must have meaning for the receiver and 
it must be compatible with his value system. It must have relevance to 
him. In general, people select those items of information which promise 
them greatest rewards. The content determines the audiences, If mother 
sees the message as being of value to her, she will listen. If not, she 
does not listen, she stays home. 

(4 ) Clarity. The message must be put in simple terms. Complex 
issues must be compressed into themes, slogans or stereotypes of simplicity 
and clarity. The greater the barriers, the simpler the message must be. 
An institution must speak with one voice, not many voices. Make sure your 
wall posters, pamphlets, films, etc., reinforce your message accurately 
and do not confuse it. 

(5) Continuity and consistency. 
to both factual and attitude learning. 

Repetition with variation contributes 
The story must be consistent. 
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(6) Channels. Established channels of communication should be used, 
cnannels which the receiver uses and respects. Primary school children 
usually believe their teachers, but may question the advice given by 
parents. If they find that what you tell them is true, they are more likely 
to believe you next time. 

(7) Capability of audience. Messages are most effective when they 
require the least effort on the part of the recipient. Take it slowly, a 
step at a time. Make sure each step is thoroughly understood. When the 
receiver starts to talk, listen to find out whether your message has been 
understood. Audience capability varies from nil upwards. 
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GROUP DYNAMICS 

1. The group 

Educators have found it increasingly necessary to take into account 
the group to which individuals belong. People, with rare exceptions, do 
not live in isolation but in constant association with others. It is 
helpful to enumerate the target audience both statistically and 
functionally. An audience maybe classified by age, sex and income level, 
educational level, occupation and so on. This is useful because members 
of the same statistical group tend to respond in the same communications. 

2. The functional group 

The functional group plays the more vital role. Functional groups 
are composed of individuals who come together for some common purpose, 
e.g. a construction crew, a community service club or the congregation 
of a church. People identify themselves with this functional group and 
call themselves churchgoers or community workers. When a functional group 
is identifiable in this way, it can be reached by mass communication. 

3. Group behaviour 

To belong to a group, we pay a price. We conform to its standards or 
"norms" and its consensus of opinion. To belong to the group of churchgoers, 
we have to spend a part of each week attending church. A group develops 
standards for its members' behaviour. These standards are shared, they 
represent the behaviour and attitudes that members expect of one another. 
There are some things which are just not done in this group. To the 
degree that a person is dependent ,on his group, he is motivated to conform. 
Remember that in asking a child to change his dental behaviour, you may 
be asking him to act outside the norms of his group. Therefore individual 
therapy is more effective if it is, reinforced by group therapy - in the 
classroom. 

4. Group dynamics 

A study of group dynamics and the group structure of our society is 
essential for those who deal with people's behaviour. The results of research 
can be summarized as follows: 

(1) A person's op1n10ns and attitudes are strongly influenced by the 
groups to which he belongs and wants to belong. 

(2) A person is rewarded for conDorming to the standards of a group 
and is punished for deviating from them. 

(3) People who are most attached to a group are probably the least 
influenced by communications which conflict with group norms. It could 
also be said that such people are most substantially influenced by 
communications which agree with group norms. 
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MOTIVATION 

1. Hierarchy of human needs 

We must avoid thinking that every patient sees the world and the 
need for dental health the way we do. All the factors of his environment 
and education affect his perception of the need for healthy teeth or, 
indeed, for teeth at all. If we look at a hierarchy of human needs we 
may get a clue as to where and in what way we can motivate our patients 
to carry out those simple effective, albeit unpopular, dental health 
routines. 

LOVE AND AFFILIATION 

SAFETY 

, 
SURVIVAL NEEDS 

There must be a high degree of satisfaction of basic survival needs 
before the next higher need becomes important. Where does the need to be 
dentally healthy fit into this hierarchy? 

We must find where dental health fits into the human needs, of this 
individual, exerting our abilities so that we are effective educators. 

2. Understanding human needs 

Some bases of health education may be helpful. 

(1) Make no direct attack upon fundamental beliefs. If a mother 
does not believe in having baby teeth filled we court disaster if we 
blast her for this belief. Far better to start from the springboard of 
the permanent teeth. Get her saying yes to these and explain how the 
baby teeth can help the permanent teeth she thinks are important. 

(2) Avoid abrupt changes; revolution breeds counter-revolution, 
evolution is painless. Accept the principles of limited goals and you 
will find the patients can be led along the road to acceptance of your 
treatment plans even if at first they could not see your ultimate goal. 
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(3) Remember the health education triad: 

give information 

change attitudes 

promote action and keep it going. 

Nothing is more wasted than dental health connnunication on patients who 
cannot see much advantage in having healthy teeth. 

(4) Remember the aim of health education is to help people achieve 
health by their own actions. This applies particularly in oral health 
education because so much depends upon home care. Fluoridation, topical 
fluoride application, treatment. advice are all good but it finally comes 
down to the question ''What is the patient doing about his own oral health?" 
If our techniques do not motivate him to carry out his personal dental 
health prevention progrannnes following our advice, we have failed. 
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PUBLIC RELATIONS 

In presenting facts for public consumption the laws of opinion should 
be understood. These laws, which are supported by evidence of survey, .are 
as follows: 

(1) Opinion is highly sensitive to important events. 

(2) Events of unusual magnitude are likely to swing pub1tc opinion 
temporarily from one extreme to another. Opinion takes some time to 
become stab1ized. 

(3) Opinion is generally determined more by events than by words, 
unless those words themselves are interpreted as events. 

(4) Verbal statements and outlines of cou~ses of action have maximum 
importance when opinion is unstructured, when people are suggestible and 
seek some interpretation from a reliable source. 

(5) By and large public opinion does not anticipate emergencies, it 
only reacts to them. 

(6) Psychologically, opinion is basically determined by self-interest. 

(7) Opinion does not remain aroused for any long period of time, unless 
people feel their self-interest is acutely involved. 

(8) Once self-interest is involved, opinions are not easily changed. 

(9) When self-interest is involved, public opinion in democracy is 
likely to be ahead of official policy. 

(10) When an opinion is held by a slight majority, or when opinion 
is not solidly structured, an accomplished fact tends to shift opinion 
in the direction of acceptance. 

(11) At critical times, people become more sensitive to the adequacy 
of their leadership. If they have confidence in it, they are willing to 
assign more than usual responsibility to it. If they lack confidence 
in it, they are less tolerant than usual. 

(12) People are less reluctant to have critical decisions made by their 
leaders if they feel that somehow they the people are taking some part in 
the decision. 

(13) People have more opinions and are able to form opinions more 
easily with respect to goals then with respect to methods necessary to 
reach those goals. 

(14) Public opinion, like individual opinion, is coloured by desire 
and when opinion is based chiefly on desire rather than on information it 
is likely to show especially sharp shifts with events. 
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(15) By and large, if people in a democracy are provided with 
educational opportunities and ready access to information, public opinion 
reveals a hard-headed common sense. The more enlightened people are to 
the implications of events and proposals in their own interest, the more 
likely tlley are to agree with the more objective opinions of realistic 
experts. Acceptance of a public health measure such as fluoridation 
depends on people being given accurate, plausible information about it 
by people they trust. 
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THE PREPARATION OF HEALTH EDUCATION MATERIAL 

Children aged 2 

ANNEX 11 

. They are entering the stage where attempts are made to gain some 
sense of independence. 

They prefer to play alone; need' repetitive learning and love to 
master mechanical skills. They can rinse the mouth and use a toothbrush 
but the mother needs to do it too. 

They will imitate the therapist if she shows how to clean teeth. 

Children aged 3 to 5 

Attempts are made to break away from the mother's dominance except in 
cases of over- or under-affection. 

They are very curious and love to talk and 'ask questions. 

They can be reasoned with. 

They begin to recognize social values and want to "belong". 

Kindergarten children 

They cease to be entirely dependent upon the parents. They actively 
use large muscle groups; and like to pretend and dramatize; share 
experiences with peers, parents and friends; jump and roll on the waiting 
area or floor. They will use up all the mouthwash at one go; like to 
receive something such as a little gift and esp~cially want something for 
something lost, e.g. money from the fairies for the teeth taken home in 
the Fairy Bag. They play vigorously both in and out of doors and are 
likely to present traumatic injuries. 

Junior primary school children (6-9) 

These children are losing their primary and getting their permanent 
teeth. They can cope with half-hour appointments but may react violently 
at unwanted invasion of oral cavity. They must.be treated as adults with 
whom they like to be identified and are well behaved for the sake of 
appearing mature. They are able to clean teeth and gums thoroughly if 
instructed and motivated. although parental checking is still needed; and 
will seek treatment without parental prompting. 

They develop an awareness of social behaviour and manners and, if handled 
correctly, are cooperative. I 
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Senior primary school children (10-12) 

Tiley can accept longer appointments; try to be independent; accept 
charts, stickers, dental health certificates as tokens of attitudes and 
abilities to be used in competition with other children. They are 
sensitive to criticism from adults which, unless directed fairly, can 
bring on rejection of communication. They prefer to associate with their 
own sex, but later develop group instincts and belong to secret clubs 
or gangs. They have enquiring minds; will read anything such as labels 
on medicament bottles, instructions on airotors and X-ray machines; develop 
a keen sense of responsibility, punishment and reward; develop interest 
in science and technology; can coordinate muscle activity and thus help 
in operative tasks. 

High school children 

These are not children any more. They are adults and must be treated 
as such. 

They can be motivated in dental health by appearance, cleanliness, 
nutrition, group acceptance, sex, occupation, future career and any other 
factors which fit into the heirarchy of human needs previously mentioned. 
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CURRENT CONCEPTS OF ORAL DISEASES 

Current concepts of oral disease (dental caries and periodontal 
disease) and the implications for dental health educators in the Region 
are briefly stated here. 

1. Current knowledge 

As new knowledge and improved technologies in relation to functional 
dental health education become available the content of programmes should 
be adjusted from time to time. 

2. Basic concepts 

Some basic concepts underlying the current approach to the prevention 
of dental caries and periodontal disease are as follows: 

2.1 Role of plaque in dental caries 

Plaque is primarily an accumulation of bacteria on teeth. 

When infected with specific bacteria the pH of the plaque is 
lowered and decalcification of enamel may occur. 

The acid production in the plaque is greatly accelerated when 
sucrose is introduced to the system. 

Most caries occurs under plaque which is in occlusal fissures 
and interproximal spaces. 

Tropical applications of fluoride are adsorbed onto the tooth 
surface and when mobilized from this source inhibits growth of bacteria 
in plaque. 

2.2 Role of plaque in periodontal disease 

Certain bacteria in plaque produce endotoxins giving rise to 
gingivitis. 

If plaque is removed from teeth most gingivitis resolves. 

• 

If plaque is not removed the condition may progress to periodontal 
disease. 

3. Implications for dental health educators 

Functional programmes in dental health education should take into 
account the implications of current concepts as follows: 

Plaque does not cause dental caries. 

Plaque cannot be removed from interproximal spaces and occlusal 
sets and fissures by toothbrushing. 
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If sucrose is eliminated from the diet dental caries cannot 
occur. 

If sucrose is limited to meal times (3 per day) dental caries 
is limited. 

Regular fluoroprophylaxis inhibits acid production in plaque. 

4. Functional oral health programmes in the Region 

Meaningful dental health education programmes should emphasize: 

4.1 Strict control of sucrose intake in order to effect a substantial 
reduction in the prevalence of dental caries. 

4.2 Introduction of control of sucrose intake followed up by regular 
fluoroprophylaxis through: 

(a) water fluoridation 

and 

(b) tablet supplement 

(c) topical applications 

and 

(d) self-application. 

4.3 Toothbrushing programmes should emphasize the following points: 

(a) As a "gum" brush the toothbrush will help guard against 
periodontal disease. 

(b) A toothbrush is a vehicle for applying tooth cleaning agents 
and preventive agents (see 4.2(c) and (d». 

4.4 As toothbrushing cannot remove plaque from interdental spaces, 
interdental cleansing methods should be established as early as possible 
utilizing: 

(a) floss 

(b) well designed flexible interdental stimulators/toothpicks 

(c) other materials, e.g. chew sticks. 

5. Expected outcomes in dental health education programmes 

A realistic approach to current concepts in dentistry is required 
when specifying expected outcomes of dental health education programmes. 



A 

B 

C 

D 

- 51 -
ANNEX 13 

CLASSIFICATION OF SUGGESTED DENTAL HEALTH EDUCATION 
MATERIALS (TOPICS) ACCORDING TO TARGET GROUPS 

-' 

Serial Horizontal columns 
Nos Alphabetical notations denote the main target 

groups, for whom th~ material has been designed 
Numbers denote subject headings for selection 
of material 

INFORMATION FOR MOTHERS AND TEACHERS 

1 Baby's first tooth I 

2 Care of the milk teeth 
3 Development of baby's teeth 
4 First permanent molars 
5 Teeth and fluorides 
6 Teething and teething problems 
7 Breast-feeding 
8 Comfortors and their misuse 
9 Formulae: sweetness 

10 Nutrition & diet 

FOR GENERAL USE - 12 YEARS AND ABOVE 

11 How to care for the gums 
12 Methods of brushing teeth 
13 Correct brushing saves your teeth 
14 Look at your own mouth (oral cavity) 
15 Nutrition & diet 
16 Need for early detection and treatment of disease 
17 Fluorides and their use 

EXPECTANT MOTHERS 

18 Caring for teeth during pregnancy 
19 What mothers should know about teeth 
20 Nutrition and teeth 
21 Use of fluoride preparations where water is 

not fluoridated 

CLASSROOM TEACHERS AND HEALTH PERSONNEL 

22 School dental health 
23 Guidelines for oral health 
24 Dental health education: how, why, what to teach 
25 Dental health exhibitions: methods, layout, materials 
26 Nutrition and the school canteen 
27 Role of the school teacher as the gatekeeper 
28 Project learning 



- 52 -
Annex 13 

E PARENTS AND CHILDREN RECEIVING TREATMENT 

29 Chairs ide information regarding dental treatment 
procedures 

30 Why visit the dentist regularly? . 
31 Gum diseases 
32 Dental plaque 
33 Know your teeth 
34 Know more about your teeth 
35 Instruction in oral hygiene at the chair 
36 Hidden sugars. diet and nutrition 

F SCHOOLCHILDREN (GRADES 1 TO 6) 

37 The dentist 
38 The dental therapist 
39 The dental hygienist 
40 The chairside Assistant 
41 Teeth and gums 
42 Oral health 
43 Home care: toothbrushing and gum care 

G SECONDARY SCHOOL CHILDREN & TERTIARY STUDENTS 

44 Functions of teeth 
45 Eruption of teeth 
46 Mastication and digestion 
47 Dental caries 
48 Periodontal diseases 
49 Consequences of malpositioned teeth 
50 Diseases of the oral cavity 
51 Prevention of dental caries and periodontal diseases 
52 Nutritional and dental health 
53 The value of dental examinations 
54 Science projects for high school children 
55 Malocclusion 
56 Accidents: mouthguards 

H SPECIAL GROUPS 

57 
58 
59 
60 
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This classification is meant to be used as a guide to prograDllle 
developers and teachers in the countries of the Region. Items under 
the numbered headings refer to a general subject heading, e.g. item 53 
refers to "The value of dental examinations". The actual booklet or 
pamphlet may be labelled just "dental examinations" and so on. 

These guidelines may also be used for selection of material for a 
group of countries. 
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CLASSIFICATION OF MEDIA 

1. Classification 

1.1 Presentation media 

All presentation media can be separated and classified according to 
the particular presentation form employed. By analysing media according 
to their presentation form and means, we arrive at a classification of 
six families of presentation medial(see Table 1). 

1.2 Major processes 

Presentation is the major process involved in using the media. The 
means are direct display, optical projection, electronic reproduction and 
telecommunication. 

1.3 Media and aids 

A communication medium, according to some classifiers2 makes it 
unnecessary for an instructor to deliver any stimuli or even be present 
in the classroom as the programme contains the total message. By contrast 
a communication aid is something that an instructor uses to :i1lustrate his 
presentation, e.g. charts, flipcharts, chalk board, drawings, etc. 

Communications media may be classified into three categories as 
follows: 

(a) presentation media: six families as shown in Table 1; 

(b) object media (family seven): three-dimensional instruments which 
communicate information as a function of their physical attributes; 

(c) interactive media (family eight): the learner interacts during 
the learning experience. 

In this paper only presentation media will be discussed in some 
detail. 

lTosti, D.T. and Ball, J.R. (1969) A behavioral approach to instructional 
design, AV Communications Review, 17, No.1: 5-25. 

2Betz , R. (1971) A toxonomy of communication media: a Rand Corporation 
research study, Englewood Cliffs, N.J., Educational Technology Publications. 
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Table 1. SIX FAMILIES OF PRESENTATION MEDIA 

PRESENT ATION MEDIA FAMILY PRESENl'ATION 
FORM MEANS 

Stil1-visual G) STILL PICTURES. Direct Display 
AND GRAPHICS 

G) STILL PROJECTION Optical Projection 

Audio 0 AUDIO 
Tape recordings Electronic Playback 
Disc recordings 

I- - - - - - - - - - - - - - . - - - - - - - - - - - - -
Radio Telecommunications 
Telephone 

Audio plus 0 SOUND-VISUAL 
still-visual SOund filmstrip Electronic playback 

Sound slide series + optical projection 
I- - - - - - - - - - - - - - - - - - - - - - - - - - - -

Sound page (book) Electronic playback 
Audio card + direct display 

G) MonON PICTURE 
Motion-visual Silent motion picture Optical projection 
- - ------- - - - - - - - - - - - - - - - ~ - - -- -- -- --- - . 
Audio plus Sound motion picture Electronic playback 
motion-visual + optical projection 

G TELEVISION 
Audio plus Sti ll-picture Telecommunications still-visual television and - - - - - - - - - - - - - - - - - - - - - - - - .lectronic playback 
Audio plus Telewriting 
"moving line" 
visual 

- - - - - - - - - -- - - - - - - - ------ WIlen- using recorded 

Audio plus Video source 

motion-visual television 

Source: Haney, J.B •• and Ullmer. E.J. (1975) Educational Communications 
and Technology, WH. C. Brown Company, Dubuque. Iowa. 
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2. Presentation media 

2.1 Family one: still pictures and graphics displayed directly 

Photographic reproductions or still pictures, graphics prepared 
by marking processes on paper or acetate sheets displayed directly 
belong to family one. Handouts, the printed page, sketches, drawings, 
charts, graphs, diagrams and posters and other varied types of still 
graphics are also members of this family. 

2.2 Family two: still projection media 

This group includes overhead projection slides, filmstrips and 
opaque projection. The first three use transparent materials while the 
opaque projector, as the name implies, is used with opaques and 
graphics (see A, B and C). 

2.3 Family three: audio media 

The most common audio media used in teaching are tape and disc 
recordings. The radio and telephone are two audio media that transmit 
via telecommunication, and are used in education. The radio has a 
long history but the telephone has more recently found application 
through the telelecture or amplified receiver technique (see D and E). 

2.4 Family four: audio plus still visual media 

These are combinations of audio recordings and still visual 
materials, e.g. the sound filmstrip or slide-sound presentation. In 
recent years the tape cassette has come into wide use as a means of 
providing the audio signal. Aided by a synchronization device a set of 
slides is matched with an audio tape resulting in a slide-sound 
presentation (see F and G). 

2.5 Family five: motion pictures 

The popular sizes of motion pictures with sound tracks commonly 
used in education are the 16mm and super 8mm. The audio portion if; 
obtained from either an optical or magnetic track located on the side 
of the film (see H and I). 

2.6 Family six: television 

Among the various forms of television are broadcast television, 
closed-circuit television and the lesser known telewriting. Electronic 
processes are used to record, transmit and display the picture unlike 
the motion picture (see J). 
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3. Object media 

3.1 Family seven: actual natural objects and manufactured models • 
• replicas. mock-ups 

These comprise: 

(1) natural objects. animate and inanimate. which serve as 
instruments of storage and information; 

(2) manufactured objects such as actual dental equipment demonstrated 
in use; 

(3) objects which are substitutes for the real thing. 

4. Interactive media . 

4.1 Family eight: the learner interacts with the media during learning 

Three levels of interaction can be identified: 

(1) where the learner interacts with a programme. such as when he 
fills in the blanks in a programmed text; 

(2) when the learner interacts with a machine such as a teaching 
machine or a computer terminal; 

(3) when the learner takes part in various educational games without 
a set profile of correct answers. having constantly to react to the 
moves or actions of "opponents" or "allies". 
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A. Overhead projector 

1. Description 

Overhead projection involves the use of transparencies, an overhead 
projector and a projection surface. The dimensions for the transparencies 
are: 

~ Overall size of frame 10" x 12" 

Aperture size 7 1/2" x 10". 

The projection width is two thirds the projection distance, i.e. if 
the projector is nine feet from the projection surface, the area of 
projection on the screen will be 6 feet wide. The audience size can be 
from 6 to 600. 

Fig. 1. The overhead projector and its components 
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2. Advantages 

.Projector is positioned at the front of the room rather than 
in the audience . 

• Instructor has access to projector while maintaining face-to-face 
contact with the audience. 

• Projector can be used under normal room light conditions. 

• Order of visual presentation can be easily altered by the 
presenter in response to audience reactions. 

• Instructor is able to "read" the visual while it is on the 
projector • 

• Instructor can write on transparencies while they are on the 
projector, or write on the.m much as he would on.a blackboard • 

• Projector can be used with a variety of objects besides 
transparencies: flat opaque objects with recognizable shapes, liquids 
presented in petri dishes, transparent objects such as syringes, 
thermometers. 

• Transparencies are available commercially in many subject areas 
and from a number of sources. Cost ranges from one US dollar for a 
single-cell transparency (a single sheet of cellulose-acetate) to twelve 
dollars for multicolor. "manipulable" transparencies. The latter 
transparencies are made in such a way that parts of a mechanism can 
be presented in a sequential order and movement imparted to the mechanism. 

• Transparencies permit sequential presentation of information through 
the use of masking devices and overlay films. 

• Transparencies can be made locally through a wide variety of 
techniques of varying quality. 

3. Limitations 

It is cumbersome to carry a large number of transparencies. 

4. Local production 

Techniques for producing transparencies range from those costing 
very little to those that involve the use of complex, sophisticated 
equipment. The listing on the following page gives some indication of 
the range. 
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~ (a) Thermocopy 

Overview: A method for duplicating printed or drawn copy not exceeding 
8 1/2" x 11" onto transparent film. Original print information 
must be inserted into the machine in a sheet form for copying. 

Materials Inexpensive black line fi 1m $ .20/sheet 

Standard black & colored films, positive 
and negative .30/sheet 

Equipment Thermocopy transparency maker $325.00 

~(b) Photocopy (Dry) 

Overview: Process of exposing pages of printed matter into a light sensi-
tive film. Does not reguire that 2ages be removed from binder. 
The image is developed and transferred to a transparent film by 
passing both materials together through a neat-developing unit • 

Materials Thermocopy film $ • 45/sheet 

Equipment Thermocopy duplicator $400.00 

~ (c) Photocopy (Wet) 

~Overview: Allows direct copying of prepared materials. A two-step 
process that involves exposing the material to be copied through 
a sheet of photocopy negative paper. Photocopy negative is 
inserted together with transparent film into a liquid developer 
pressed together by rollers; the image is developed and trans-
ferred to the transparent film. 

Materials Photocopy film $ .30/sheet 

Equipment Photocopy duplicator $150.00 

~ (d) Diazo multi-color transparencies 

Overview: Requires the actual planning and execution of visual information 
and printed matter on a thin-based paper. The specially prepared 
paper "master" is placed in diazo film, exposed to any source of 
ultra-violet light (sun, sunlamp, photo flood lamp, quartz iodide 
lamp, et C .) • Image is developed by placement of film in a tank 
or jar containing ammonia vapours. Colours are intense z 2ermanent 
and of ~reat variety. 

Materials Film $ .20/sheet 

Equipment Developing equipment $200.00 
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B. Slide projection (35mm) 

1. Description 

One of the best presentation tools available is the 35mm slide. It 
is a photographic reproduction on transparent film with images imprinted 
in transparent colours. It is designed for a variety of makes of 
projectors. The standard 35mm slide is mounted in a 2" x 2" frame, 
although the area of effective use in the slide is 1.3" x 1.3" (in the 
horizontal slide format, even this aperture is reduced to approximately 
1" x 1-1/2"). 

The type of visual material reproduced on 35mm slides can be 
classified in the following way: 

"Live action" slides where animate or inanimate subject matter 
is photographed by means of a handheld camera (a candid shot). 

Slides of art-work created for that express purpose. 

Reproductions of illustrations and graphic information 
appearing in books, manuals, brochures, magazines and newspapers. 

Depending upon the projector being used, the 35mm slide can be used 
for individual as well as for large group presentation. 

Fig. 2. Two types of 35mm slides for projection 

Double-frame 
aperture dimensions 

1" x 1-1/2" 
24 mm x 36 mm 

211 by 2" 
Frames 

Super slide 
aperture dimensions 

1-1/2" x 1-1/2" 
36 mm x 36 mm 

• 
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2. Advantages 

- Slides can easily be produced. 

-They can be sequenced in any order of presentation. 

-They can be safely stored in trays. 

-Trays of slides may be inserted in many projectors for viewing, 
thus making it -' unnecessary to insert slides into proj ector one by one. 

_Various attachments are available to enhance presentation and 
increase visual efficiency. 

_Sound may be used to supplement slide presentation. 

3. Limitations 

Time delay for processing of film is from three to ten days. 

Room must be darkened for effective presentation. 

4. Local production 

Camera 

The basic requirement for production of 35mm slides is the 35mm 
camera; reversal colour film or negative black and white or colour film. 

Copystand 

The copying of art-work and pictorial illustrations is best done by 
placement of the camera in a frame so that it is suspended vertically over 
a horizontal flat surface. The material to be copied is placed on the 
horizontal flat surface under the camera. The frame arrangement holding the 
camera is called a copystand. 

The copystand allows for the precise arrangement of the various elements 
that make up the visual. By actual movement of the camera and adjustment 
of lens, a wide range of sizes can be reproduced on the 35mm film - from 
microscopic slides to wall chart illustrations. Lights can be attached on 
either side of the base copy board to illuminate the art-work being duplicated. 
Photoflood lamps positioned on either side of the copystand can also be 
used with good effect. 

The Ektagraphic visual maker, produced by Eastman Kodak, makes it 
extremely easy to copy onto 126 slide-film information in two fixed-size 
layout formats: 8" x 8" and 3" x 3". The Visual-Maker is a complete kit 
that includes an 8 x 8 copystand, 3 x 3 copystand, 304 Instamatic Camera. 
flash cubes, film and carrying case. No focus adjustments, no attention 
to shutter speed or lens. opening are required. The reproduction on slide 
film are excellent. The projection area is square and slightly smaller 
than that for standard 35mm slides. Cost is approximately $100. 
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Fig. 3. A copystand showing position of lights and 
camera in relation to material to be copied 
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C. Filmstrips 

1. Description 

Filmstrips are strips of film on which are imprinted a series of 
photographs in a fixed sequence. They are projected with a filmstrip 
projector and displayed on a screen. They are produced in both black and 
white, and colour. The images are printed on transparent film. The 
filmstrip is simply slipped .into the filmstrip channel of the projector. 

Depending upon the size of the lamp in the projector, the filmstrip 
can be used effectively for groups ranging from 5 to 500. 

Fig. 4. A filmstrip projector with a standard 
single-frame filmstrip 
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2. Advantages 

-A planned sequence of ideas can be shown. 

-Material can be paced according to the needs of the audience. 

-Filmstrips can be synchronized with audiotape to make slide-tape 
programmes. 

-They are inexpensive and stored easily. 

-They lend themselves to use in many ways: for individualized viewing 
and for large group viewing. 

-They can be looked at under normal room light conditions as well as 
in specially darkened areas. 

- Images can be directed on a regular projection screen or on such 
surfaces as a chalk board where additional information can be set forth 
by the instructor. 

3. Limi tations 

They are easily damaged and difficult to repair. 

It is difficult to update presentation. 

They are difficult to show out of sequence. 

4. Local production 

Slides of the 35mm should be taken, placed in proper sequence and sent 
out to be printed as a filmstrip. 

5. Equipment (depending on system preferred or in use) 

The equipment comprises: 

35mm camera 
Kodak 35mm film 
Processing of film. 

There is no real difficulty in producing one's own filmstrips 
so long as both exposure and sequence are correct. Commercially produced 
filmstrips are available in some areas. A sound filmstrip has a record, 
tape or cassette which accompanies the illustrations in the planned sequence. 
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D. Tape-recordings 

1. Description 

Tape-recording is a technique for capturing sound on a 1/4" ribbon 
of cellulose-acetate film. Recording tapes are available of O. 5. 1.0 
and 1. 5 mil thickness. A standard 7" reel of tape (1. 5 mil) provildes 
30 minutes of dual track recording time (one way) at 7 1/2 ips (inches 
per second). the speed the tape travels past the record-playback area of 
the recorder. Playing times are: 

7" reel 
7" reel 
7" reel 

.5 mil at 7 1/2 ips 
1.0 mil at 7 1/2 ips 
1.5 mil at 7 1/2 ips 

= -
= 

60 minutes 
45 minutes 
30 minutes. 

Length of playing or recording time can be increased on most recorders 
by slowing the tape-recorder down from 7 1/2 ips to 3 1/4 ips or 1 7/8 ips. 
It should also be noted that by reducing the speed of the tape. one also 
reduces the fidelity or quality of the audio material being recorded. 

With proper care, tapes can be used indefinitely. Cassette tapes 
are also available in various lengths. The length is calculated in 
terms of running time: 15 minutes, 30 minutes and 45 minutes. Most tape 
recorders allow for the cassette to be flipped over and run through the 
recorder a second time after the initial run for a total recording time 
of two times 30, 60 or 90 minutes. The cassette tape permits easier 
operation of small playback/record players. 

Reel-to-reel tape-recordings played on high quality recorders can be 
used effectively for any size of group. The cassette tape is generally 
restricted to individual or small group use. 

Ree1-to-reel 
tape 

recorder 

Fig. 5. Two types of tape-recorders 

Cassette 
recorder 
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2. Advantages 

The advantages are: 

Reel-to-reel 

elong playing time 
.excellent fidelity 
.accurate recording of audio material 
eportable 
.easy to operate 
.tapes are easily stored for later use 
.tapes are capable of professional editing 
.recommended if a master is required 

Cassette 

.simple to operate 
.compact and light-weight 
.tape damage held to minimum 
• inexpensive 

3. Limitations 

The limitations are: 

Reel-to-reel 

tape can be stretched or broken 

Cassette 

lack of playing time 
lack of fidelity 
can be used only with small groups 
battery failure when cassette recorders are battery-operated. 

4. Local production 

Tapes are easily produced on the local level with the use of a 
microphone or jacks which plug directly into the recorder or other 
audio systems. 

5. Materials 

The materials comprise: 

1200' cellulose-acetate tape (hi-fidelity) 
1800' cellulose-acetate tape (hi-fidelity) 
2400' cellulose-acetate tape (hi-fidelity) 

30 minute cassette tape 
60 minute cassette tape 
90 minute cassette tape 
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Recorded tapes 

The leading reproduction service for recorded educational audiotapes 
is the National Center for Audiotapes, University of Colorado, Boulder, 
Colorado, U.S.A. A catalogue is available for the asking. A small 
service charge for duplicatins tapes is the only cost of this service. 
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E. Radio 

1. Description 

This familiar household object need not be described in full detail. 
It is a box containing a speaker, volume control, AM and FM tuner, tone 
control and a station selector. 

There is no limit to audience size so long as the people are within 
range of the broadcast. A 10 watt radio station (extremely low power) 
has a range of two to five miles. Fifty thousand watt stations have their 
broadcasts picked up thousands of miles away. 

2. Advantages 

The advantages are: 

• easy to operate 
• inexpensive 
.broadcasts can be taped for later re broadcasting 
.can reach large audiences in remote areas. 

3. Limitations 

Scheduling cannot be controlled. 

There is no immediate feedback from the group being reached by 
the broadcast. 

4. Local production 

Unless one has access to facilities utilizing the radio as part of 
their public address system, production is expensive. In most hospitals 
there is a central sound system which would allow for the taping or 1ive
broadcasting of pertinent information. 

5. Equipment required for presentation 

The radio itself can be obtained easily and inexpensively. Radios 
are frequently included in basic public address systems. 

Basic equipment for broadcasting "on air" includes microphones 
(a transmitter converts sound impulses received by microphones into radio 
waves) and an antenna which facilitates the spread of radio waves in the 
desired directions. 

The basic equipment can be made functional for a total cost of $1500. 
Its uses are varied but in developing countries, especially, it has proven 
to be an effective medium for education. It also is used to provide 
specialized training, particularly in the medical area. 
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F. Front Screen 35mm Slide-sound Projection 
with synchronized sound 

1. Description 

The AVA-1200 audio adapter is produced by Hitachi. It performs as an 
ordinary cassette tape-recorder but in addition serves as an educational 
tool. In conjunction with the Kodak Carousel projector it can be used to 
make complete audio-visual presentations with the minimum of preparation. 
It is adapted to student response, student group participation or individual 
training - from classroom to exhibitions. 

Fig. 6. A 35mm slide projector linked to a special cassette tape 
recorder (audio adapter) suitable for audio-visual self
instruction as well as slide-sound presentation for large 
groups 

Rotary slide tray or 
magazine with pre-arranged slides 

. 
Special cassette tape-recorder 

(audio adapter) 
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2. Advantages 

ericture and sound can be synchronized with each other by connecting. 
a remote-controlled slide/filmstrip projector. 

eSlide advance and tape-stop signals can be reproduced as well as 
programmed. 

eSoftware is adaptable owing to the capability of programming two 
different signal systems. 

eShut-off mechanism automatically turns off the unit when the tape 
end is reached. 

eSolid-state. transistorized circuitry (including 8 ICs) improves 
reliability. 

eThe unit is compact. light-weight, convenient and versatile. 

eIt can be used for self-instructional audio-visual material or in an 
audio-visual learning centre. 

3. Limitations 

The unit can be used only with a Kodak Carousel 35mm projector. 

4. Local production 

Production is as in any slide-sound (35mm) presentation. 

5. Equipment required 

The equipment comprises: 

microphone with remote control ,switch, microphone stand 
AC power cord (3-wire cord), cassette tape (C-30), 5-pin 
interconnecting cable 

Kodak Carousel S-AV 2000 slide projector 

Hitachi AVA-1200 audio adapter 
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G. Rear Screen 35mm Slide-sound Projection 
With synchronized sound 

1. Description 

A relatively new 35mm slide projector with a rear projection screen 
built into one unit, with synchronized sound, record and playback, pulse 
signal recording, 229mm x 229mm (23Omm x 23Omm) screen, push-button 
control and capacity of up to 140 slides in Kodak Carousel slide magazine. 
It has full fidelity sound and is light-weight and compact. 

The unit is ideal for small group presentations and where continuous 
projection with sound is desired. It is ideally suited for the waiting 
rooms/clinics and the shop window. 

Fig. 7. A slide-sound projection unit for small ~rOUD 
presentations and self-instruction 

Kodak Carousel~ 
slide magazine 

Special 
screen 

projector 
wi thin box-+ 

2. Advantages 

Fig. 7. A slide-sound 
projection unit for 8II1&ll
group presentations and 
self-instruction 

eAdvantages of the Singer CQIt'.amate by Kodak include convenience aQ4 
mobility of rear screen projection combined with the desirability of 
slides. It permits fully utilization of slide material • 

• With record facilities for sound and pulse signal, individual 
programmes may be developed. 
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eThe unit is light-weight, compact and projects on a 9 inch screen. 

eIt can be used for education, business, exhibitions, shop window 
educational displays and other situations, where audio-visual continuous 
presentation is desirable. Its weight is 8.5 kg. 

3. Limitations 

It is best used for individual and self-instruction or instruction of 
very small groups (6 persons). 

4. Local production 

Production is as for slide production and tape-recordings. 
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H. Motion Pictures (16mm film) 

1. Description 

Motion picture film consists of a long strip of film (measured 
in hundreds of feet). Printed on this film is a series of progressively 
different transparent positive images; on the edge of the film is a 
series of holes or perforations for advancing and positioning purposes. 
The film is mounted on a reel and pulled off at constant speed by a 
toothed wheel that engages the perforations on the film. The film 
passes through the projection system where an elaborate shutter device 
blocks the light each time the film is moved. The film then is passed 
around the sound device where electrical impulses on the edge of the 
film are amplified as sound. Lastly, the film is drawn out of the 
projector and wound onto an empty reel. 

Film of l6mm is available predominantly in' the form of commercially 
produced film. Its use as a film-making tool has been curtailed by its 
price and by the rapid development of 8mm film. Most commercially 
produced films are available in l6mm format. The length of a reel of film 
varies from five to approximately fifty, minu·tes. 

Fig. 7. A 16mm reel-to-ree1 projector 

Microphone 

ProJector 

with built-in 
amplifier and 
facilities for 
r!'!cording on 
magnetic stripe 

---

( A standard Super 8 sound reel-to-reel projector has similar features. ) 
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2. Advantages 

- A great variety of l6mm films are available which may be rented from 
film libraries at a reasonable cost 

-Equipment is simple to operate 

-It can show action, sound and colour. 

-It allows for stopping and slowing down action. 

-Dramatic scenes can be produced 

3. Limitations 

It is difficult for the instructor to interject a point or idea 

The room must be darkened. 

The equipment is expensive and bulky 

4. Local production 

As previously mentioned, local production is difficult primarily 
because of the high cost of equipment and film. 

5. Equipment and materials 

Good l6mm cameras are difficult to find for less than $1000. Film 
costs between $9 and $10 for black and white and $12 for colour per 100 
foot reel ( 2 1/2 minutes). The price for processing would be another 
$8 to $10/100 feet. It would take 400 feet of film to produce an 
ll-minute film. It is easy to see why commercially produced l6mm films 
prove to be more popular than locally produced films. These films may 
be purchased or rented depending upon budget and needs. 

(Approximate costs are given in US dollars) 
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I. Motion Pictures (super 8mm film) 

1. Description 

Super Bmm film has supplanted 16mm film as the vehicle for local 
film production. The lower cost of the film and equipment is both the 
cause and effect of this shift. Commercially produced 8mm films are 
available in both black and white and colour but do not usually have 
sound tracks. The film is 8mm wide and usually comes in 50 foot reels 
which produce approximately 3 1/2 minutes of film time. (Note: the 
frame size of super 8mm film is 50% larger than that of regular Bmm 
film.) Most Bmm film now used is super B and only this will be discussed 
here. 

The projected image of Bmm film is considerably smaller and of 
lesser quality than that of l6mm film. Although sound has not 
customarily accompanied 8mm film, the development of new processes and 
equipment has made Bmm sound films more feasible. 

An innovation of Bmm films, the film loop or film cartridge, is 
especially suitable for individual or small group instruction. These 
are films of approximately fifty feet with a running time of three 
minutes, encased in plastic cartridge. The end of the film is joined 
to the beginning in an endless loop. The film unwinds from the centre 
and winds itself on the outside loop. No threading is required. The 
cartridge is inserted into the projector, the switch is turned on and a 
motion picture is immediately projected on the screen. 

The format is well suited for presenting short segments of 
information. Larger films can be made and cartridged in this manner, 
but the cost increases sharply as one moves from the fifty foot 
standard cartridge. 

The film is especially suited for small group instruction. Audience 
size is somewhat limited by the smaller size of the projected image. 

Fig. B. 

Super 8 
film 
cartridge-

A super B film cartridge movie projector 
for individual or small group instruction 

- Pro.\ector 
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2. Advantages 

The advantages are: 

• easy to shoot and project 
.portable 
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.can be produced locally at reasonable expense 

.magnetic sound can be added to film with specialized equipment. 

3. Limitations 

The image is smaller and of lesser quality than with l6mm film. 

There is no sound on most systems, but sound projectors are available 

It can be duplicated but not as satisfactorily as l6mm, 

Super 8mm films with sound are available'commercially 

4. Local production 

The planning and conceptualization that goes into the production is 
extremely important. The idea is to plan as carefully as possible to 
eliminate wasted footage and the need to edit the processed film. 

A necessity for effective planning is the preparation of a script. The 
script should contain the verbalization of the essence or content of the 
film. Next should come a series of sketches indicating the nature of the 
visual and the operations that need to be photographed. Directions as 
to the type of shot (long shot, medium shot or close-up) need to be clearly 
detailed as should any movements of the camera or the subject matter. 
Usually, the easiest part of the movie-making is shooting the film. The 
preparation that precedes the exposure of the film determines whether the 
film will be effective or not. Sound can be recorded on an audio tape
recorder and added to the film after the film has been processed, edited 
and striped with a magnetic coating. Or sound from the tape-recorder can 
accompany the showing of the film. 

At least three types of shots are required for short super 8 films 
dealing with simple operations or concepts. A distant or long shot is 
first used to establish the setting visually or to put the area to be 
studied into perspective. A medium shot is next used to narrow or restrict 
the view and lead the viewer into the material to be studied. The close-up 
shot fills the entire frame with the necessary details. 

Very few complex or trick techniques are needed to produce instructional 
films in the super 8 format. A general rule is to let the subject move and 
not the camera. Several shots of a few seconds each from several angles 
or positions are better than turning, twisting or tilting the camera while 
it is running. 
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5. Equipment and materials 

These comprise: 

Camera: silent film type or sound film type. 
Movie-Lite kit 
Tripod 
Film: Kodak Kodachrome II (50 ft) 
Sound magnetic striping for 50 ft or purchase of already 
striped film. 
Film editor 

Annex 14 
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J. Videotape Recordings 

1. Description 

It is possible to record not only sound but pictures on magnetic 
tape. This type of recording is called videotape-recordings. The 
process requires the use of a television camera which picks up the image 
through its lens system. The image is scanned in the camera through an 
electronic process and the picture reduced to a series of electrical 
impulses. The impulses are fed into a tape-recorder and the tape 
magnetized as it passes the recording area with the magnetic impulses. 
When the tape is rewound and played back through the recorder, the image 
and sound are recreated on a television set that is wired (or connected) 
to the tape recorder. 

Videotape is available in 1/2" and 1" widths. The width of the 
reel of tape is usually either 7" or 9 3/4". 'Cartridge tapes are also 
available. The principle of videotape-recording is basically the same 
as that for audiotape-recording although more complex. Videotapes are 
available for colour, and black and white recordings. Although there is 
a certain standardization in tapes, a wide variety of recording systems 
frequently results in the incompatibility of a tape-recording with a 
system. 

Although individual use is possible, as 
recording was designed for larger audiences. 
only by the number of monitors available and 
recording playback system. 

with any medium, the videotape
Audience size is limited 

the capabilities of the 

Fig. 9. The television camera in relation to the videotape 
recorder and the audience 
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2 • Advantages 

eThe system is useful for micro-teaching or evaluation of the teacher. 

eProgrammes may be made on the spot and used for immediate showing. 

eIt is a useful aid for clinical demonstrations and demonstrations of 
methodology. 

3. Limi tations 

The limitations are: 

cost of equipment to buy'and repair 

professional production staff usually required 

incompatibility of systems 

bulkiness of equipment except where portable 

harder to edit than film. 

4. Local production 

Once the necessary equipment is available and a sufficient number of 
trained operators are available, local production is fairly easy, depending 
on the sophistication of the equipment and the degree of professionalism 
of the production. The equipment may be set up at the location of a 
particular presentation or the presentation can be moved to a studio, 
if available. 

5. Equipment required for presentation and production 

The most basic equipment necessary is the tape-recording deck itself. 
It resembles the regular tape-recording deck and performs similar functions. 
It records, plays back, rewinds and advances the tape. Tape decks vary in 
many ways such as size, power input and accessories; but the most important 
differences are the tape width, recording speeds, reel capacity, and 
whether it has colour capabilities. The size of a roll of videotape 
determines the cost: $60 per hour for 1" tape and $24.00 per hour for 1 1/2" 
tape. 

Costs are: 

Tape deck 

black and white 

colour 

Television monitor 23" 

$ 750 to $10 000 

$ 1500 to $13 000 

$ 250 

(in US dollars). 
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OPPORTUNITIES FOR DENTAL HEALTH EOOCATION 
ACTIV1TIES 

1. Sustained activities 

Organization Situation 
Target Type of 
group activity 

Within dental (a) Chairs ide All Instruction in 
care delivery within the patients oral health 
systems dental 

surgery 

(b) Waiting 1\11 patients Informal talks on 
rooms of Parents of oral health 
clinics young Develop apprecia-

patients tion for dental 
care 
Film shows 
Distributing oral 
health materials 

Within health (a) Maternity Expectant Imparting oral 
delivery wards and health knowledge 
systems (b) Waiting nursing pertaining to 

rooms of mothers the development 
ante- and maintenance 
natal of healthy 
and dentition 
post-
natal 
clinics 

(c) Waiting All Teaching tooth-
rooms of patients brushing tech-
outpatient nique and the 
clinics, use of other 
health oral hygiene aids; 
centres imparting oral 
and health knowledge 
clinics to arouse interest 
of private in dental health 
practitio-
ners 

Type of 
per.onnel 

All dental 
personnel 

Public 
health and 
dental 
nurses 

Public 
health and 
dental 
nurses 
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Organization Situation Target Type of activity Type of 
group personnel 

Within (a) Schools 
education 

(i) During Children Oral health talks Dentist, systems 
school dental nurse, 
assembly principal 8r: 

teachers 
(ii ) Class- Children Formal and informal Dental nurse 

rooms oral health lessons and teachers 
Teaching toothbrushing 
technique 
Film 'shows 
Singing oral health 
songs and playing 
dental health games 
Competitions 

(iii) Canteenl Children Helping them to recog- Dental nurse 
tuck nize good and bad foods and teachers 
shops for dental health 

(iv) Play- Children Discussion on tooth Teachers 
ground injuries and how to 

prevent them 

(v) Staff Teachers Informal talks on Dentist and 
rooms importance of oral dental nurse 

health and methods of 
preservation of oral 
health 

(b) Teachers' Teacher Lectures on importance Dentist 
training trainees of oral health and 
colleges methods of preservation 

Film shows 

Miscellaneous (0) Homes Children Inspection of tooth- Dental 
and brushes nurses 
Parents Informal talks on 

dental health and 
giving advice on 
dental health 
problems 
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Organization Situation 
Target Type of activity Type of 
group personnel 

(d) Mothers' mothers Ta~s on dental health Dentists 
clubs its importance and Public health 

preservation and dental 
(e) Community all nurses 

centres adults 

Religious Churches All Oral' health talks and Dentists, 
members film shows dental nurses 

Education Parent/teacheI ~ Parents Oral health talks and Dentists, 
system association and film shows dental nurses 

teachers , 

Broadcasting Television anC General Television and radio Dentists 
radio studios public forums , 

Commercial (a) Depart- General Exhibitions Dentists, 
ment public dental nurses 
stores 

(b) Factories Workers Talks on oral health Doctors, 
Dentists, 
Dental nurses 
other health 
workers 
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EVAWATION OF SCHQOL ACTIVITIES 

Evaluation of toothbrushing drills in schooLs 

Example A - Notes on use of the evaluation sheet 

In carrying out III&8S toothbrushing drill in schools, two ~rtant 
requirements have to be met: ' 

(1) The drill has to be highly orgnised to lIinimize loss .. of tui tioa 
time in school and to avoid creating disorder in the school preaiaes. 

. , 

(2) Children participating requi,re conscientious teaching, and 
supervision by their teachers. 

Guidelines for conduct of the dri;tl and the method of toothbrushing, 
the children are to learn should have been previously prepared and 
distributed to teachers. ' 

This evaluation sheet (example A) designe4 as a cheokli.t with Bcores 
is used as a tool to evaluate the performance ~f a sohool •• a whole in 
tel'lll8 of organization and actual toothbrushing. Against eaoh i te. on the 
checklist are three possible soores. The highest scores in the first 
column are cil."Clled when the performance in the area i8 rated very good. 
The scores in the second column are circled when performance is satisfactory 
and in the last column when performance i8 poor'. The total soore 1R4icates 
the ,overall performance of the school. 
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Example A - EVAllJATION SHEET+ FOR TOarHBRUSHIOO DRILIS IN SCHOOLS 

School ........ ,. ....................•............................... ,.. 
Classes inspected •••••••••••••••••••• ,. •••• TeaJD ••••••••••••.•••• ,. ••• 
Date •• ,. ...•••••.••••••••••• 

Organization 

Before drill 
After drill 

Water supply 

Management 
Method adopted 

Ablution facilities 
Adequacy 
Cleanliness 

Toothbrushing technique 

Coverage 

Sequence 

Strokes 

Mouthrinsing 
Technique 

Sequence 

Toothbrush 
Condition 

Cleanliness 

Type 

Mugs 
Cleanliness 

Supervision by teacher 
Checking 

++ Time taken 

Subtotal 

Grand total 

Day ................ Time . .............. . 
Score Remarks 

5 3 1 
5 3 1 

5 3 I' 
5 3 1 

5 3 1 
5 3 1 

10 6 2 

10 6 2 

10 6 2 

5 3 1 

5 3 1 

5 3 1 

5 3 1 

5 3 1 

5 3 1 

5 3 1 

5 3 1 

+ This evaluation does not include the results of the toothbrushing drill. 

• ++ Less than 5 minute = 5 points 
Between 5 and 10 minutes = 3 points 
More than 10 minutes = 1 point 
Source: Dental Health Education Unit, Hyderabad Road, Singapore 5. 
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Example B. Assessing progress of schoo l toothbrushing programmes and 
dental health education activities 

Notes on the method 

In assessing the progress of toothbrushing ,and other dental health 
education activities in a number of schools the following steps are 
required: 

(1) The schools participating in t.he toothbrushing programme in 
the locality (state or province) are listed. 

(2) Pre-agreed criteria are assigned as"output indicators" to 
enable quantification of the worth of the class~om (school) activity. 

(3) Scores are given for each school against the output indicators 
or pre-agreed criteria. 

(4) Periodic assessments are made in each school using either the 
total score on the percentages (see end columns ·in Example B. Evaluation 
Sheet) • 

This evaluation sheet (example B) is used as an instrument to measure 
the worth of the activities in dental health education carried out in a 
number of schools. It may be used before, duriSS or after initiating the 
programme. Schools requiring further attention and "exemplary schools" can 
very readily be identified by this method. 
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Example B - METHOD OF ASSESSING THE PROGRESS OF SCHOOL TOOTHBRUSHING PROGRAMMES 

AND DENTAL HEALTH EDUCATION ACTIVITIES AGAINST PRE-AGREED CRITERIA 

EVALUATION SHEET Total possible score = 80 

Participating schools Pop. (a) (b) (C) (d) (e) (I) (g) (b) Score U/O 

(1) "! 5 5 2 5 0 5 5 0 27 34 

(2) ? 5 5 2 5 1 5 5 0 28 35 

13) ? 5 5 5 5 2 10 10 0 42 52 

(4) ? 10 5 5 5 2 10 10 0 47 59 

(5) ') 10 10 5 5 2 10 10 0 52 65 

(6) ? 10 5 10 5 5 10 10 10 65 81 

(7) ? 10 5 Iv 10 10 10 10 10 75 94 

(8) ? 10 0 10 10 5 10 10 10 65 81 

(9) ? 10 10 5 5 2 10 10 0 52 65 

(10) ? 10 5 :; " " 10 10 0 50 62 

(l1) ? 10 10 10 10 5 10 10 0 65 81 

(12) ? 10 10 10 5 5 10 10 0 60 75 

(l3) ? 5 10 10 5 2 10 10 0 52 65 

(14) ? 10 10 10 10 10 10 10 0 70 88 

(15) ? .LO 10 5 10 10 10 10 0 65 81 

Total of 15 schools ? 130 105 104 100 66 140 140 30 815 1017 
.- .-

Avera-.&es . 8.7 7 6.9 6.7 4.4 9.3 9.3 2 54.3 67.9% 

Key to the code numbers assigned each activity column output indicators1 

(a) Toothbrushing programme in Grade 1 classroom: 

3 times weekly or more = 10; once weekly = 5; periodically = 2. 

(b) Toothbrush suitability and effectiveness: 

small head = 10; large head = 5; damaged bristles = 2. 

(If 10 or more damaged bristles were found in a class of 50 pupilS. then the score = 2; 

if more than 1/2 the class have small toothbrushes. the score = 5; if more than 3/4 of the class 

have small head toothbrushes. the score = 10. If the proportion of large head toothbrushes and 

damaged bristles is excessive. the score is 0 .) 

(c) Frequency of mass toothbrush drills in the school: weekly = 10; monthly = 5; periodically = 2. 

(d) Grades which practise toothbrushing in the classroom: 

other than Grade 1 = 10: only Grade 1 = 5; nil = O. 

Ipre-agreed criteria as output indicators. 

So~ Sundram. 1976 .(51). 
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(e) Clinical appearance (CA) + chaiI'Side IOH; [OH if practised = 8; some evidence = 3; 

none = o. (CA if poor = 2; if good = + 2) 

(f) Evidence of school interest in DHE, e. g. organized songs with dental themes, essays, poster 

competitions, special oral hygiene surveys, etc.: 

high = 10; moderate ~ 5; some = 2; none = o. 

(g) Extent to which the school has utilized the "dept-produced DHE material" to the best 

advantage in classroom instruction: high = 10; moderate = 5; low = 2; none = 0, 

(I\) Oral prophylaxis (scaling and polishing) done by assistant or dentist = 10. (This includes evidence 

of the use of polishing brushes and rubber cups for the handpiece); none = o. 
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Example C. An Evaluation Instrument for Use by School Dental Nurses/ 
Therapist in a school-based campaign 

(A) (B) (C) 
Present situation Objectives Outcomes 

(1 ) Children break dental School children keeping 
appointments frequently dental appointments 
- 42 broken appointments Output indicator: 

monthly monthly broken appointments 
for next six months are 
compared. i.e. pre- and post-
campaign 

(2 ) Teachers are unhappy to Teachers becoming cooperative 
release children from Output indicator: 
classroom for dental release of students from 
appointments class for dental care in 
- number of "non- the school dental clinic 

releases" per mon.th 

(3) 80 fillings are done Increased clinical work 
monthly Output indicator: 

monthly returns of fillings 
for six months after 

- Six-monthly average campaign 

(4 ) Parents are reluctant Decreased fear of dental 
to sign forms giving procedures 
consent for dental Output indicator: 
treatment less refusals as shown by 
- 30% refusals for consent forms signed. 

dental treatment 

Note: Column C is to be filled in after the campaign. 

Source: Sundram. 1976 (51). 
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SAMPIES OF ITEMS WHICH MAY BE USED TO EVAIlJATE KNOWIEOOE GAIN AFl'ER EXPOSURE 
. TO DENTAL HEAIll'H EllJCATION 

Sample 1. Cross out incorrect items 

1. Incisors are used in the: 
(a) grinding of food 
(b) crushing of food 
(c) slicing of food. 

2. Caries is a scientific word for: 
(a) gum infection 
(b) tooth decay 
(c) irregular teeth. 

3. A child should be introduced to a dental clinic at the age of 
(a) 2 months 
(b) 2 years 
(c) 5 years 

4. Teeth are kept clean by regular. brushing with a toothbrush of: 
(a) hard bristles 
(b) soft bristles 
(c) long bristles. 

5. Visit your dentist: 
(a) only when you have a toothache 
(b) at least once in two years 
(c) at least twice in a year. 

Source for all items: Dental Health Education Unit, Hyderabad Road, 
Singapore 5. 
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Sample 2. 

Place a v' in the appropriate cell. 

1) Front teeth are used for grinding 

2) It is good enough if your teeth can last 
till the age of fifty. 

3) Dentures are more comfortable than having 
natural teeth 

4) Missing teeth or crooked teeth can interfere 
with your speech 

5) Clean teeth do not decay. 

6) Canine teeth are used for tearing food 

7) You can enjoy food like apple and meat 
better with artificial teeth than natural 
ones. 

8) Front teeth are more important than back 
teeth because they affect our appearance 

9) Bad breath can came from an unhealthy mouth. 

10) Molar teeth are good for chewing food 

TRUE FAISE 
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Sample 3. 

Fill in the blanks with the appropriate words from the list given 

PIAQUE 
SCIENl'IST 
TOCYl'H DECAY 
ABSCESS 
DENrURE CARE 

PAIN 
A'l"l'RI'l'ION 
DECAY 
GIOOIVITIS 
DENl'IST 

CROWDING 
ABRASION 
TREAT 
GUM-TROUBIES 
BRUSH 

1) Flouridation of water is a good control method for •••••••••••• 

2) ••••.••••••••••• your teeth after each meal. 

3) Inflammation of the gums is called •••••••••••••••••••• 

4) Stop •.•••••••.•• growth for better oral health. 

5) .... III .............. .. 1s the wearing off of teeth during biting and 
chewing. 

6) A neglected root left in the mouth can cause dental ••••••••••••• 

7) Do not diagnose and ••••••••••••••••••• your own dental ills. 

8) See a •••••••••••••••••• when any peculiar growth appears in the mouth 

9) ................... of teeth can be corrected if seen early. 

10) Improper ••••••••••••••••• can lead to more cavities in the remaining 
teeth. 
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Sample 4. 

Delete whatever is incorrect from the fOllowing: 

1) To prevent gum trouble you must brush your teeth in the sarne/opposite 
direction as they have grown out. 

2) There are four/eight incisors in the adult dentition. 

3) Enamel is harder/softer than dentine. 

4) Coarse/refined food should be taken at the end of a meal. 

5) The embedded portion of the tooth below ~he gums is called the 
crown/root. 

6) Fluoridation of water supply is a cheap/expensive method of preventing 
tooth decay. 

7) Bad teeth can/cannot affect other parts of the body. 

8) Dentures should/should not be worn in the mouth at night. 

9) Nerves and blood vessels of teeth are found in the pulp/enamel. 

10) Artificial teeth/natural teeth are best. 
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Sample 5 

Z 6 SL 

Ie 3 

7 

R 
8e; 4 

I 

~ 
, 

X 
9 

N 

~i 
Fill in the crossword puzzle. 

DOWN 

(1) It is the name of the tooth that tears fo,od apart. 
(2) It is the name of the tooth that grinds the food. 

Annex 17 

(3) ....•••••••.•.• visits to a dentist is important for good oral health. 
\4i With buth the deciduous and permanent teeth present in the mouth, it is 

called the .•..••••••.•••• dentition period. 
(5) ......•........ of permanent teeth should be replaced by artificial teeth. 

ACROSS 

(1) A dental term for tooth decay. 
(6) Cheese and butter are made from this good food. 
(7) Home dental............... is important for good dental health. 
(8) Brush your teeth in the direction they grow. This will keep your teeth 

clean and will massage your ...•••••..••••• 
(9) It is the hard substance that covers the crowns of teeth. 
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SUGGESTED CHART FOR EVAIlJATING ORAL HEAIll'H 

Chart 

This is a chart designed for recording clinical data of individuals 
of a test or control group and pertaining to the condition of teeth. gums 
and oral hYgiene only. It is suggested for use as an evaluation tool for 
70ung individuals or groups of young individuals when eValuation is to be 
based on oral health s.tatus. Either the individual,I.$ scores before and 
after a dental health education programme are compared or the mean scores 
of the group before and after the programme are compared. 

Method of use 

Teeth. For every tooth found filled. the letter F is entered into its 
corresponding space in the chart. When a tooth is carious or a filled 
tooth is carious. the letter D is entered into its corresponding space. 
When a tooth is missing. the letter M is entered. 

Periodontium. An inflamed papilla is marked with the letter P in 
the corresponding area in the chart. An inflamed margin is marked with 
the letter M in the corresponding space. If the attached gingiva is also 
inflamed, A is entered into the space. 

Debris and calculus. Codes 0 to 3 are used: 0 when debris and calculus 
are absent or when tooth is absent. 1 when 1/3 of tooth surface is covered, 
2 when more than 1/3 and less than 2/3 of surface is covered and 3 when 
more than 2/3 of surface is covered. 

The totals of D. M,F, P, M. A, 0, 1. 2 and 3 are subsequently entered 
in the blank spaces provided at the bottom of chart. 
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* SUGGESTED CHART FOR EVALUATING OF ORAL HEA~ 

Date of eXamina-1 I I I I I I 
tion 

Age I I I I I &hOOII~ ________________ ~ Serial No. I I I I I 
Date ~~rth I I I I I I I Race 

CALCULUS 

DEBRIS a: 
r-----------~~~--~--~--_i~--~--~--_f--_i~--~--~--_f--~~--f_--~--_f~~'-__i ... 

PERIODONTIUM ::;) 

TEETH 

TEETH 

PERIODONTIUM 

DEBRIS 

CALCULUS 

TEETH D M F DEBRIS 0 1 2 3 

PERIODONT:UM p M A CALCULUS 0 J 2 3 

Source Dental Health Education Uni t. Hyderabad Road. Singapore. 5. 

* This chart is applicable only in the evaluation of programmes related 
to dental caries and periodontal disease. 
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SUGGESTED FORM FOR EVAWATING A CHIID'S 
ABILITY IN TOOTHBRUSHING WITH USE OF DISCLOSING 

TABIErS 

Patient's name ____________ Age __ Date ______ _ 

Upper Heavy Slight No stain 
+oo+h stain stain 

Right molar 20 10· 00 
Right canine 2 0 10 00 
to premolar 

Front 20 10 00 
Left canine 20 10 00 to premolar 

Left molar 20 10 00 

Upper teeth 

total I I 
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Upper 
+ __ +h 

Right molar 

S 

E Right canine 

G 
to premolar 

M 

E Front 

N 

T Left canine 
to premolar 

Left molar 

lPwer teeth 
total o 
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Heavy 
",T.A1n 

20 
20 
20 
20 
2 r:::::J 

Full mouth 
total D 

Slight 
",T ... 1n 

10 
10 

10 
10 
10 

SCORE 10-20 
5-9 
1-4 
o -

No stain 

00 

00 

00 

00 
00 

Poor 
Fair 
Good 
Excellent 

Notes: The tooth that has the most stain in the segment is used as the criterion 
for evaluation. If the stain exceeds 1/3 of the tooth surface it will be 
considered a heavy stain. For each segment score one tooth only. 
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PROBIEl>f> OF INCREASING CLINICAL 
PROOOCTIVITY' 

(Ascertained by the Nominal Group Technique) 

The problems were identified as: 

(1) 
(2 ) 
(3 ) 

poor equipment and physical 
poor rewards and incentives 
poor treatment planning 

( 4 ) shortage of auxiliaries 
(5) . inadequate financial support 

facilities 
for operators 

ANNEX 20 

• poor monitoring system to identify 
. over-supervision of auxiliaries 

areas of inefficiency 

. low morale of staff. 

The last four problems received equal priority in ranking. 
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OPERATION OF AN AUXILIARY. CLINIC USING f«>VABIE DENTAL CHAIRS 

Notes on the diagram 

The method of dental care delivery utilizing movable dental chairs is 
presented. A patient in a movable chair begins at the screening and 
diagnosis station and moves as necessary through X-ray, oral prophylaxis 
and an area for dental health education before arriving at the operative 
area. This method requires that dental auxiliary personnel at stations I 
to V are each specialized in performing a specific step within a procedure 
such as amalgam filling and that each patient moves from one operator to 
the next in the movable chair. This system according to Silverman, results 
in a marked increase in efficiency, thereby allowing more time for dental 
auxiliaries to engage in dental health education activities. 



X-ra :;creen~r Screening aiid 
diagnosis I diagnosis 

OPERATING AUXILI ARY CLINT C 
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Source Silverman, 1976 (47). 
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A~ADEMIC PROGRAMMES IN DENTAL HEALTH EDUCATION 

The Institute of Public Health, University of the Philippines System, 
offers two academic programmes in public health in which dentists and other 
dental personnel may enrol, namely: 

- Master in Public Health programme 
- Certificate in Dental Public Health programme. 

The Certificate in Dental Public Health programme is recommended for 
personnel interested in a formal preparation in dental health education. 

A. Requirements for admission 

(1) The applicant must be a registered dentist or a dental hygienist 
or equivalent with a Baccalaureate degree. 

(2) He must have at least one year experience in public health 
service, teaching or private practice. 

(3) A newly registered dentist with exceptional academic abilities 
may be admitted. 

B. Requirements for graduation 

(1) The candidate shall have been in residence for a period equivalent 
to one full academic year, which may be spread out in not more than three 
years. 

(2) He shall have completed at least 30 tmits of course work with a 
weighted average of 2.5 or better. 

c. Curriculum 

1. Required or core courses 

Units -
Public Health Administration 201 3 
Biostatistics 201 2 
Epidemiology 201 2 
Dental Public Health 201 3 
Dental Public Health 202 1 
Dental Public Health 

* 
205 2 

Microbiology (2 units) 201 

Total ........................ 13 

• Audit only. 
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2. Electives 

Dental Public Health 204 1.5 
Dental Public Health 206 2 
Dental Public Health 207 2 
Dental Public Health 208 2 
Dental Public Health 209 2 
Dental Public Health 280 3 
Dental Public Health 290 2-4 
Microbiology 213 1.5 

There are other courses available in the Master of Public Health 
programme as well as in other gradua.te units of the University where the 
student may enrol subject to the approval of nis adviser and should be 
consistent with rules of the Graduate School. 

3. Description of courses 

Dental Public Health 201; PRINCIPLES AND METHODS IN DENTAL 
PUBLIC HEALTH. Objectives, concepts and scope of dental public health; 
application of techniques in public health administration, epidemiology, 
biostatistics and health education to dental public health problems and 
services. 

48 hours (class); Credit 3 units 

Dental Public Health 202; DENTAL ECOLOGY. - The interaction between man 
and his environment (social, biological, physical) and the effects on his 
oral health. 

Prerequisite: Public Health Administration 212. 
16 hours (class); Credit 1 unit. 

Dental Public Health 204; SPECIAL PROBIEMS AND PROGRAMS. - Public 
health approaches to special dental diseases and conditions. 

24 hours (class); Credit I., units 

Dental Public Health 205; DENl'AL INDICES AND MEASUREMENl'S. - Indices 
and measurements for surveys and clinical trials particular to dental 
diseases and conditions and for evaluation of programmes and services. 

Prerequisite: Biostatistics 201. 
32 hours (class); Credit 2 units. 

Dental Public Health 290; SPECIAL S'lUDIES AND RESEARCH. - Time and 
credit to be arranged with major professor. 

Credit not to exceed 4 units. 
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Dental Public Health 206; FINANCING AND DELIVERY OF DENTAL CARE. -
Patterns of delivery and financing in different groups. 

32 hours (class); Credit 2 units 

Dental Public Health 207; COMf4JNITY PREVENl'IVE MEASURES. - Preventive 
measures including diet and nutrition against dental diseases and conditions. 

32 hours (Class); Credit 2 units 

Dental Public Health 208; DENTAL HEALTH EOOCATION. - Educational 
approaches to the prevention of dental diseases and promotion of community 
dental health. 

Prerequisite: Public Health Administratio~ 210 or consent of 
instructor. 

48 hours (16 class, 32 lab.); Credit 2 units 

Dental Public Health 209; CURRENT CLINICAL DENTAL PROCEIlJRES. -
Clinical procedures relevant to dental public health practice. 

32 hours (class); Credit 2 units 

Dental Public Health 280; DENl'AL PUBLIC HEALTH PRACTICE. - Practice 
of dental public health. 

144 hours (practicum); Credit 3 units 

Microbiology 213; MICROBIOLOGY OF DENl'AL CARIES AND PERIODONl'AL 
DISEASE. - Microbial agents in dental caries and periodontal disease. 

Prerequisite: Audit Microbiology 201. 
32 hours (16 class, 16 lab.); Credit 1.5 units 

D. Other elective courses pertinent to dental health education 

1. Summary of courses 

Course titles 

Socio-cultural Determinants of Health 
Public Health Education 
General Principles in Community Health 
Health Education for Community Development 
Communication in Public Health 
Special Problems in Health Education 
Dental Public Health Practice 
Seminars in Public Health 
Special Study and Research 

Master's Thesis 

Units 

2.0 
2.0 
1.5 
2.0 
2.0 
1.5 
3.0 
1.0 
4.0 (not to be 

exceeded) 
6.0 
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2. Description of courses 

Public Health Administration 212; SOCIO-CUuruRAL DETERMINANTS OF 
HEALTH. - The social and cultural forces in community life, especially 
those affecting health, including the behaviour of human communities 
and their relation to the environment. 

32 hours (class); Credit 2 units. 

Public Health Administration 210; PUBLIC HEATIrH EDUCATION. - General 
principles and methods of the education of the public in matters of health 
(not open to those who have taken Public Health Education 201). 

32 hours (class); Credit 2 units 

Public Health Administration 203: SEMINAR IN PUBLIC HEAIlI'H. -
Discussions and conferences on problems and current issues in public 
health. (given jointly by all the departments of the Institute of Public 
Health) • 

16 hours (class); Credit 1 unit. 

Dental Public Health 280: DENTAL PUBLIC HEATIrH PRACTICE. - Practice 
of dental public health. 

144 hours (practicum); Credit 3 units 

Public Health Education 201; GENERAL PROBIEMS IN COMMJNITY HEAIll'H. -
A study of the educational components of current health problems in the 
Philippines and other developing countries: concepts, principles and 
techniques of community health education. 

32 hours (16 class, 16 lab.): Credit 1.5 units 

Public Health Education 202; HEAIll'H EDUCATION FOR COMftUNITY 
DEVELOPMENT. - Principles and procedures in community organization for 
total community development especially as they apply to public health 
education; training in finding, utilizing and coordinating community 
resources for health. 

48 hours (16 class, 32 field); Credit 2 units 

Public Health Education 204; COMfllJNICATION IN PUBLIC HEAIll'H. -
Communication theories related to attitudes and health behavioural change; 
application of theories in various public health methods and materials; 
and practical experiences in group dynamics. 

48 hours (16 class, 32 field); Credit 2 units 

Public Health Education 205; SPOCIAL PROBIEM3 IN HEAIlI.'H EDUCATION. -
Planning, implementing and evaluating different types of health education 
programme. 

32 hours (16 class, 16 lab.); Credit 1.5 units 
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Public Health Education 290; SPECIAL STUOIF.8 AND RESEARCH. -
Time and credit to be arranged with major Professor. 

Credit not to exceed 4 units. 

Public Health Education 300j MASTER'S THESIS 

Credit 6 units 

Source: Professor B.C. Barbers, Institute of Public Health 
University of the Philippines System 
/IIanila, Philippines 
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REFERENCF3, WORKING PAPERS AND RESOURCE MATERIAL 

A. PUBLICATIONS OF WHO HEADQUARTERS, Geneva 

(a) Technical Report Series 

1. WHO (1970) Dental health education, WId Hlth Orgy techno Rep. Sere 
No. 449. 

2. WHO (1972) The etiology and prevention of dental services caries, 
Wld Hlth Orgy tech. Rep. Sere No. 494. 

3. WHO (1976), Planning and evaluation of pub~ic dental health services, 
Wld Hlth Orgy techn Rep. Sere No. 589. 

(b) Manuals 

4. WHO (1971) Oral health surveys: basic methods 

5. WHO (1973) The Application of the International Classification of 
Diseases to dentistry and stomatology (ICDjDA) 

B. RESEARCH PUBLICATIONS (WHO SPONSORED) 

6. Davies, G.N. and Barmes, D.E. (1976) An evaluation of proposed 
revisions to WHO manual "Oral Health surve basic methods", 
Community Dent. Oral Epidemiol., 4 pp. 55-

C. PUBLICATIONS OF THE WHO REGIONAL OFFICE, MANILA 

(a) Reports of group educational activities in dentistry 

7. WHO/SPC (1971) Seminar on dental health services, development and 
co-operation in the Pacific, Noumea (mimeographed) 

8. WHO (1972) First regional workshop on dental health services, 
Singapore, (Document WPRO 5503) 

9. WHO (1975) First regional course in public health dentistry 
(Document ICP/DNH/002) 

(b) Manuals 

10. WHO (1971) Guidelines on oral health: a manual for health personnel. 
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D. REPORTS ON ASSIGNmNTS OF DR C.J. SUNmAM, WHO ORAL HEAIIrH OFFICER, 
PROJECT ICP ORH 001, ISSUED BY 'IHE WHO RIDIONAL OFFICE, MANIIA 

11. Port Moresby Dental College, Papua New Guinea, February-April 1971 
(WPR05501,1971). 

12. China (Province of Taiwan) (WPRO 5501, 1972). 

13. Viet Nam, 16 August - 15 October (WPRO 5501-B, 1972). 

14. Laos, 1-31 January 1972 (WPRO 5501, 1973). 

15. Tonga, 29 May - 8 June (WPRO 5501-B, 1973). 

16. Democratic Kampuchea (Khmer), 11-31 December 1972 (WPRO 5501-E, 1972). 

17. Western Samoa, 8-16 June (WPRO 5501, 1973). 

18. Fiji, 17 June - 12 July (WPR05501, 1973). 

19. Hong Kong, 24 August - 16 September (WPRO 5501 - 1973). 

20. Republic of Korea (1973). 

21. Papua New Guinea, March (ICP/DHN/01, 1974). 

22. Viet Nam, 27 April - 18 May 1974 (ICP/lEN/01, VNR/HMD/03-E, 1974). 

23. Viet Nam, 23-27 October; 4-9 November (ICP/DHN/Ol, VNR/HMD/03, 1974). 

24. Democratic Kampuchea (Khmer) 27 October - 4 November (ICP/DHN/Ol, 1974). 

25. Fiji, 14 June - 1 August 1974 (ICP!DNH/01, 1974). 

26. Republic of Korea (ICP/OHN/01, 1974). 

27. Philippines 4 mts., (ICP/DNH/01, 1975). 

28. Singapore and Malaysia (lCP/ORH/C02, 1975). 

29. Papua New Guinea, 11 October to 5 November (ICP!DNH/001-E, 1975). 

30. Philippines, 4 mts in 1975, (PHI/ORH/OO1, 1976). 

31. Fij i. 6 June - 6 July (ICP /ORH/OOl, 1976). 
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E. ARTICIRS OF DR C.J. SUNDRAM 

32. Principles for developing new dental health education programmes in a 
less developed country, International Journal of Health Education, 
Vol. 9: 4 pp 188-197, Geneva (1967). 

33. The educational approach to dental health International Journal of 
Health Education, Vol. 7:4, pp 184-191, Geneva (1969) 

34. Delivery of dental health services in the Asian area of the Pacific 
Basin, Int. Dent. Journ., Vol. 23,: 4, The Hague (1973) 

35. Dental auxiliaries, Scientific and International Bulletin, Vol. 6:1, 
Int. College of Dentists, U.S.A. 

36. A curriculum design for training of dental auxiliaries: document of 
the Regional Teacher's Training Centre for Health Personnel, dental 
education workshop 1976, WHO Regional Office, Manila (WPR/DNH/l.76 
(1976» • 

37. The South Pacific area - its constraining characteristics and their 
development of local dentistry: document of the Fiji Dental 
Conference, Suva, 19-23 June 1976. 

F. .. WORID HEAIll'H .. 

38. World Health, Geneva, December 1973(issue devoted entirely to 
dentistry) • 

G. BOOKS 

39. Fodor, J.T. and Dalis, G.T. (1974) Health instruction: theory and 
appUcation, 2nd ed., Philadelphia, Lea and Febiyer. 

40. Stoll, F.A. and Catherman, J.L. (1972) Dental health education for 
the education of individuals during dental health treatment, 
school dental health programmes and in public health programmes, 
4th ed., Philadelphia, Lea and Febiyer, 1972. 

41. Delbecq, A.L. et al (1975) Group techniques for program planning 
Scott, Foresman and Company, Glenview, Illinois. 

H. REGIONAL DENI'AL PROORAMME OF THE WHO REGIONAL OFFICE, MANILA 

42. WHO (1974) A programme review: regional dental health programme, 
1961 to 1982 
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I. WORKING PAPERS OF THE GROUP (Issued to participants) Author 

43. Dental health education of the Public: 
broad aims, target groups, reaching-out 
programmes in New Zealand (WPR/ORH/76.1) 

44. Evaluation and dental health education 
(WPR/ORH/76 .2) 

45. Reaching-out programmes for oral health 
of rural communities (WPR/ORH/76.3) 

46. The educational approach to oral health , 
of the public (WPR/ORH/76.4) 

47. A method of increasing clinical output 
to provide more time for dental health 
education activities - (WPR/ORH!76.5) 

48. Writing objectives for an educational 
progranune (WPR/ORH!76.6) 

49. Organizing national programmes for 
dental health education of the public 
(WPR/ORH/76.7) 

50. Guidelines for organizing national 
dental health education service 
(WPR/ORH/76.8) 

51. A guide for organizing campaigns for 
dental health education of the public 
(WPR/ORH/76.9) 

52. Study method, equipment and facilities 
for increased clinical productivity 
(WPR/ORH/76 .10) 

53. Collaboration of private, government 
and university for dental health 
education of the Public (WPR/ORH/76.11) 

54. Preventive programmes and dental health 
services in rural communities in 
Malaysia (WPR/DNHj8, 1975) 

55. The development of undergraduate 
education and programmes for continuing 
dental education in Malaysia 
(WPR/DNH/9, 1975). 

Dr Richard K. Logan 

Dr Christine E. Garrick 

Dr Jiko F. Yasa 

Dr John L. Prichard 

Dr Ralph H. Sil vermann 

Dr Christine E. Garrick 

Prof. Blanche C. Barbers 

Dr Wong Hee Deong 

Dr Chell1e J. Sundram 

Prof. YoJiro Kawamura 

Prof. Young Gook Sunoo 

Dr Abdul Rahman bin Awang 

Prof. Ibrahim bin Haji 
Mohd. Ye.ssin 
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56. Opportunities for dental health education 
(WPR/ORH/76 .12) 

Dr Abdullah bin Johari 

,r. RESOURCE PAPERS (Issued to participants on location) 

57. Camrass, R. (1974) A school toothbrushing programme among Polynesian 
Children, Singapore Dental Journal, Vol. 13, No.2, May 1974 

58. Sundrarn, C.J. and Garrick. C .E. (1916) Communications Media - a compilation, 
document WPR/ORH/16. 

59. Woolley, J.M. (1976) Description of activities of Dental Health 
Education and Research Foundation, University of Sydney: paper 
prepared for WHO, Manila 28 July 1976. 
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