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ABSTRACT

Objectives: Oral disease is one of the most common health problems among the
elderly, which impacts the quality of life. Applying the Health Belief Model (HBM)
in oral health promotion is expected to improve the effectiveness of prevention
and promotion that restricts oral health problems. The aim of the present study
was to determine the effectiveness of an oral health promotion program on oral
health behavior and oral status among the elderly in Khiri Mat, Thailand.
Materials and Methods: A prospective randomized control trial was carried
out among 162 elderly people for 6 months. They were interviewed to gather
oral health behaviors and perception information, followed by an oral health
examination. The experimental group received oral health education based on the
HBM theory and tooth brushing practice in a small group of 4-5 persons, and then
they were remotivated to support behavior change at 1 and 3 months. The control
group received traditional oral health activity. All the elderly were followed up at
6 months. Data were analyzed using the #-test, Mann—Whitney test, Chi-square,
and logistic regression.

Results: The elderly in the experimental group had significantly higher oral health
perception, lower plaque scores, lower gingival inflammation, and lower clinical
attachment loss than those in the control group (P < 0.05).

Conclusion: This oral health promotion program improved oral health perception,
behavior, and oral health status of the elderly.
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INTRODUCTION

hailand has become an aging society since 2005.["

Oral health issues of the elderly need an increase
in awareness and attention because oral disease is one
of the common health problems among the elderly.l”!
The results of the 7% National Oral Health Survey found
that the elderly who were partially edentulous was
88.3%, while those elderly completely edentulous
was 7.2%. Tooth loss increased linearly by age. The
percentage of the elderly with at least 20 natural teeth
in Thailand was 73.6% whereas it was 38.6% among
the elderly in Khiri Mat. The elderly with at least four
posterior occluded teeth was 43.3% and 25.4% for the
country and Khiri Mat, respectively. Tooth loss among
elderly results in lower chewing performance impairs
the digestive system and lower intake of nutrients.*4
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This problem can lead to a lower quality of life among
the elderly.’®! Appropriate prevention and promotion
among the elderly should be implemented to restrict
oral health problems and possibly increase their quality
of life. For the time being, the National Oral Health
Program for the population age over 60 years, which
includes health education in combination with oral
hygiene instruction, is conducted in all levels of health
services regulated by the Ministry of Health. Although
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the program has been carried out for some years, the
prevalence of gingivitis, periodontal disease, and tooth
loss does not seem to have decrease. The current oral
health education may not be effective enough to improve
those with poor oral health behaviors. The Health Belief
Model (HBM) is a framework of health promotion that
is expected to promote clients’ perceptions in health
risk, disease severity, and benefits of behavior change.
Therefore, applying the HBM in oral health promotion
could lead the elderly to avoid consequent oral disease.
It is believed that soon after the elderly have perceived
susceptibility and severity of their oral health problem, a
healthier behavior will occur. HBM is suitable for use in
both short- and long-term oral health behavior changes.
Therefore, the purpose of this study was to determine
the effectiveness of the oral health promotion program
on oral health behavior and oral health status among
the elderly in Khiri Mat District, Sukhothai province,
Thailand.

MATERIALS AND METHODS

STUDY DESIGN AND SUBJECTS

A prospective randomized control trial for 6 months was
carried out among 162 elderly people living in Khiri
Mat District, Sukhothai province, Thailand. An equation
estimated sample size and power for two binomial

proportion was used.l!%
2
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p, = Proportion of tooth loss in experimental

group = 0.208, p, = Proportion of tooth loss in control
group = 0.05, n, = Sample size of experimental group,
and n, = Sample size of control group, r = 1.

The proportion of gingivitis, clinical attachment
loss (CAL) and tooth loss with alpha error of 5% and
statistical power of 80% were put into the calculations
and found that sample size for a proportion of tooth loss
giving the biggest number that is 70 patients per group. To
compensate for dropouts, 15% more patients were added
to be 81 patients per group, giving a total of 162 patients.
Inclusion criteria were the elderly without disability and
aged between 60 and 74 years who had at least 6 natural
teeth. The elderly who had uncontrolled diabetes and
hypertension, presence of mental disorder, had dangerous
communicable diseases, and unwilled to participate in the

study were excluded from the study. Before starting the
study, all patients received necessary dental treatments
and were randomly allocated into two groups by picking
a sealed opaque envelope, which an equal number of 81
experiment- and control-envelops [Figure 1]. This study
was approved by the Research Ethics Committee of the
Faculty of Dentistry, Prince of Songkla University (No.
EC6007-19-P-LR). Informed consent was obtained from
all participants.

QUESTIONNAIRE AND ORAL HEALTH EXAMINATION

The closed-ended questionnaire was developed with two
main parts. The first part was to collect demographic
data; the second part was a 3-point Likert scale to
assess oral health perception based on the HBM theory,
including perception in disease susceptibility, severity,
benefits, barriers, and self-efficacy. The questionnaire
passed a content validity test by three experts in public
health. Later, it was trialed among 30 elderly people, any
unclear or misunderstood items were revised. All patients
were examined by two standardized dentists, giving a
kappa intercalibration for plaque score and gingival score
of 0.81 and 0.63, respectively. To avoid information
bias, both examiners were blinded, they did not know
whether patients were members of the experimental
group or the control group. The dental examination was
carried out using a mouth mirror and periodontal probe
under artificial light. Indexes used in this study were the
Modified Quigley Hein plaque index, gingival index,
CAL, and tooth loss.

INTERVENTION PROCEDURES

Intervention in the experimental group was conducted
by two dental nurses, who were trained to have the
necessary standard knowledge and skills of oral hygiene
care and able to motivate behavior change among the
elderly based on the HBM theory. All of the elderly
joined the oral health promotion activity in a small

| Eligible consented participants recruited (n = 321) |

Excluded (n=102)
— - Not meeting inclusion criteria (n=73)
- Uncontrolled diabetes mellitus (n=29)

| Participants that met the inclusion criteria (n= 219) |

| Simple random sampling to 162 |

Randomized allocation

Experimental group Control group
(n=81) (n=81)
Disability (n=1) Disability (n=1)
Moved to other district (n=1) Moved to other district (n=3)
{ 6-month follow-up
I

79 participants 77 participants

Figure 1: Sample and sample allocation
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group of 4-5 persons. The programs took 30-35 min:
first, the elderly’s oral health status was returned, which
was intended to lead the elderly to perceive their oral
health risk, disease severity, and benefit of behavior
changes, and then oral health-related knowledge was
provided. Later, a toothbrush, fluoride toothpaste,
and an oral care manual were delivered for practicing
tooth brushing and denture cleaning. After 1 month,
dental nurses made appointments with the elderly to
join another session of oral health promotion activity
in a small group of 4-5; this included 10-15 min of
follow-up oral health behavior and a review of oral
health-care skills and knowledge. After 3 months, the
dental nurse made phone calls to ensure compliance and
to review oral health-care skills and knowledge which
took 5—10 min per patient.

Intervention in the control group — they received only
regular oral health promotion, including oral health
education, demonstrations on oral hygiene care, and
denture cleaning, as well as receiving a toothbrush and
fluoride toothpaste without practicing tooth brushing.
After 6 months, both groups were interviewed and oral
health examined to collect oral health perception data
and oral health status by the same examiners using the
same equipment and diagnostic criteria as those used at
baseline.

STATISTICAL ANALYSIS

All data were cleaned and checked for completeness
shortly. After finishing all data collection, then entered
into a computer. Categorical data were presented in
frequency and percentages; the Chi-squared test was
used to compare gender, educational level, occupation,
monthly income, and systemic disease. The numerical
data were presented in means and standard deviations.
The t-test was used to compare mean scores of
plaque index, gingival index, and CAL between the
experimental and control groups. The Mann—Whitney
test was also used when appropriate. Logistic regression
was used to describe the relationship between gender,
age, educational level, occupation, monthly income,
systemic disease, oral health perception, and oral health
status. The cut points to make plaque score, gingival
score, and CAL to be binary outcomes were 1, 3, and
3.5, respectively. The level of statistical significance was
set at 0.05.

RESULTS

During the study, six patients were excluded, four moved
out of the study area and two became disables, resulting
in 79 remaining in the experimental group and 77 in
the control group [Figure 1]. General characteristics of
the experimental group did not differ from that of the

control group, with an average age of 65 years. More
than half of the participants had finished primary school,
were employed, had low income, and had systemic
diseases [Table 1].

After the intervention, both experimental and control
groups had higher oral health perception scores. The
experimental group had a significantly better perception
in oral disease susceptibility, severity, risk, benefits,
and self-efficacy in prevention than that of the control
group [P < 0.05, Table 2].

At baseline, there were no differences in plaque index
score, gingival index score, CAL, or tooth loss between
the groups. After 6 months, both groups had a lower
plaque index score and CAL compared to that at baseline,
whereas tooth loss was not significant as no patient has
tooth loss during the study. When comparing between
the groups, the experimental group had a statistically
significant lower plaque index score, gingival index
score, and CAL than that of the control group [Table 3].

Logistic regression analyses show that the level of
plaque index score, gingival index score, and CAL
were associated with brushing frequency, perceived
susceptibility, and self-efficacy. The elderly who brushed
their teeth once a day had eight times higher plaque
score, six times higher gingival inflammation, and higher
CAL compared to those who brushed their teeth twice
a day [Table 4]. Furthermore, those who had lower
self-efficacy were found to have three times, eight
times, and three times higher plaque score, gingival

Table 1: Distribution of general characteristics
Experimental Control group P

group (n=79), (n=77),
n (%) n (%)
Gender
Male 45 (57.0) 32 (41.6) 0.054
Female 34 (43.0) 45 (58.4)
Age mean+SD 65.16+4.23  65.73+4.18 0.376
Educational level
Primary school 52 (65.8) 51(66.2) 0.991
Secondary school 15 (19.0) 14 (18.2)
Bachelor’s degree or higher 12 (15.2) 12 (15.6)
Occupation
Unemployed 8 (10.1) 10 (13.0)  0.576
Employed 71.(89.9) 67 (87.0)
Monthly income
Abundant 6 (7.6) 5(6.5) 0.812
Sufficient 23 (29.1) 26 (33.8)
Deficient 50 (63.3) 46 (59.7)
Systemic disease
No 20 (25.3) 24 (31.2) 0417
Yes 59 (74.7) 53 (68.8)

SD=Standard deviation
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Table 2: Comparisons of oral health perception among the experiment and control groups at baseline and after 6 months

Experimental group (#=79), n (%) Control group (n=77), n (%) P
Low High Low High
Perceived severity
Baseline 44 (55.7) 35(44.3) 36 (46.8) 41 (53.2) 0.169
After 6 months 7 (8.9) 72 (91.1) 25 (32.5) 52 (67.5) <0.001
Perceived susceptibility
Baseline 39 (49.4) 40 (50.6) 35(45.5) 42 (54.5) 0.625
After 6 months 3(3.8) 76 (96.2) 21(27.3) 56 (72.7) <0.001
Perceived benefits
Baseline 34 (43.0) 45 (57.0) 32 (41.6) 45 (58.4) 0.852
After 6 months 5(6.3) 74 (93.7) 30 (39.0) 47 (61.0) <0.001
Perceived barriers
Baseline 39 (49.4) 40 (50.6) 32 (41.6) 45 (58.4) 0.340
After 6 months 6 (7.6) 73 (92.4) 18 (23.4) 59 (76.6) 0.006
Self-efficacy
Baseline 48 (60.8) 31(39.2) 35(45.5) 42 (54.5) 0.055
After 6 months 9(11.4) 70 (88.6) 38 (49.4) 39 (50.6) <0.001
Table 3: Comparisons of plaque index score, gingival index score, and clinical attachment loss
Mean+SD P
Experimental group (n=79) Control group (n=77)
Plaque index score
Baseline 3.28£1.03 3.11+0.90 0.267
After 6 months 2.69+0.56 2.98+0.71 <0.01
P <0.01 <0.01
Gingival index score
Baseline 1.57+0.24 1.48+0.24 0.052
After 6 months 1.22+0.58 1.46+0.50 <0.01
P <0.01 0.447
Clinical attachment loss (mm.)
Baseline 3.78+0.87 3.60+0.86 0.206
After 6 months 2.99+0.44 3.48+0.43 <0.01
P <0.01 0.022

SD=Standard deviation

inflammation, and CAL, respectively. The elderly with
lower perceived susceptibility were found to have higher
CAL. However, demographic factors and systemic
diseases were not associated with the elderly’s oral health
status.

DiscussioN

The oral health promotion program based on the
HBM improved oral health perception in severity,
susceptibility, benefits, barriers, self-efficacy, and
improved tooth brushing frequency. Furthermore, the
elderly in the experimental group also had better oral
hygiene, reduced gingivitis, and CAL. The successful
of the program provide an evidence that oral advice
with demonstration tooth brushing is not enough to
promote oral health behavior change. Instead, the oral
health education provided by well-trained staff and
oral health status reflection in a small group based

on the HBM of the present study allowed the elderly
to think about and perceive their own oral health
risk and disease severity. These results confirm the
results of a previous study in Iran.l''! Meanwhile, the
delivery of toothbrushes and toothpaste with tooth
brushing and denture cleaning instruction rendered
the elderly perceived self-efficacy and benefits of
healthy behaviors. Practicing tooth brushing activities
in experimental group motivated and empowered the
elderly to brush more frequently resulting in better oral
hygiene, better gingival status, and reducing the CAL.
These results are consistent with previous findings in
a review of the effectiveness of oral health activities
among the elderly.l'?

The sample size was cautiously calculated to justify
sufficient sample, whereas it was only a few dropouts,
no selection bias, and blinding the observers to avoid
information bias were the strengths of the study.
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Table 4: Logistic regression analysis for general characteristics, tooth brushing and oral health perception on oral
health status (n=156)

Variables Adjusted OR (95% CI)
Plaque index score Gingival index score Clinical attachment loss
Gender
Male 1.13 (0.50-2.58) 0.82 (0.36-1.84) 1.30 (0.56-3.02)
Female 1 1 1

Educational level
Primary school
Secondary school
Bachelor’s degree or higher

Occupation
Unemployed
Employed

Systemic disease
No
Yes

Tooth brushing frequency
<1 time/day
>2 time/day

Perceived severity
Low
High

Perceived susceptibility
Low
High

Perceived benefits
Low
High

Perceived barriers
Low
High

Self-efficacy
Low
High

1.74 (0.50-6.01)
0.85 (0.18-4.08)
1

1.31 (0.40-4.24)
1

1
2.43 (0.90-6.58)

8.56 (2.52-29.14)**
1

0.85(0.29-2.52)
1

8.01 (2.32-27.66)**
1

1.35 (0.46-4.02)
1

0.85 (0.27-2.66)
1

3.20 (1.29-7.91)*
1

4.59 (0.42-14.84)
4.31(0.04-17.88)
1

0.67 (0.21-2.09)
1

1
1.80 (0.71-4.55)

6.06 (1.14-22.14)*
1

0.86 (0.28-2.64)
1

10.66 (0.22-17.65)
1

1.56 (0.46-5.31)
1

0.98 (0.29-3.42)
1

8.58 (2.52-24.18)**
1

1.83 (0.52-6.44)
0.40 (0.07-2.34)
1

5.23 (0.64-16.66)
1

1
2.06 (0.74-5.72)

6.79 (2.06-22.41)**
1

1.48 (0.51-4.32)
1

6.43 (1.94-11.35)%*
1

0.86 (0.27-2.77)
1

0.99 (0.31-3.12)
1

3.38 (1.32-8.66)*
1

Adjusted OR = Adjusted odds ratio for gender, educational level, occupation, systemic disease, tooth brushing frequency, perceived severity,
perceived susceptibility, perceived benefits, perceived barriers and self-efficacy. CI = Confidence interval, *P < 0.05, **P < 0.01

However, it was unable to control the contamination
of intervention between the experimental and control
groups, simply because elderly people live close to
each other and they could have had the opportunity to
discuss the activities. Therefore, this could affect the
effectiveness of the program.

The baseline oral health status of 156 elderly samples
was consistent with that of the National Oral Health
Surveyl! with plaque covering half of the teeth surfaces,
generalized gingival swelling with redness, and some
bleeding on probing and with the cervical third having
attachment loss. After intervention for 6 months, all the
elderly in the experimental group had a significantly
lower plaque score and better gingival status and
attachment loss. Although it was only a modest
improvement, a constant improvement would result in
significant effectiveness of the program in the long term.

The improvement of gingival health and lower CAL
indicated that prevention and promotion of the program
are effective to control periodontal disease, which is
claimed as an ultimate health outcome.!'?!

In this study, dental nurses described the risk of the
oral disease by reflecting the oral status of the elderly
and by staining teeth with 5% erythrosine to initiate
awareness. At the same time, dental nurses demonstrated
brushing on the dental model, then coached the elderly
to brush their teeth until their teeth were clean. The
elderly with higher self-efficacy in brushing had less
plaque. The results of the present study are consistent
with previous studies showed that a lower plaque score
was associated with higher self-efficacy and better
oral health behavior.'*'¥ The possible explanation is
that higher tooth brushing frequency was associated
with higher self-efficacy.'¥ A systematic review of
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Manoranjitha et all'M found that most of the oral
health education theories and approaches are showing
positive effects on oral health status, whereas only a
couple of articles found negative effects. Changing
perceptions with follow-up motivating session affected
the elderly to be familiar with the dental nurses and
have confidence to communicate with them. The results
confirm the evidence from previous studies indicated
that good communication in oral health promotion with
follow-up motivation had influenced the elderly to have
better compliance. Empowerment made the elderly
to be more confident in their potential for oral health
care.'!”! Furthermore, the elderly who considered that
regular tooth brushing can reduce the risk of oral disease
appeared to brush more before bedtime each day.!'®!

In the experimental group, the plaque index score and
gingival index score decreased after 6 months and
were lower than that of the control group, reflecting
that the experimental group had a better brushing skill.
It is consistent with previous study where the changing
perception of oral health made patients take more
oral care." Moreover, higher oral hygiene-related
self-efficacy was associated with better gingival status.
The elderly who were confident that they could brush
their teeth better would intentionally clean their teeth
until the gingival inflammation was reduced.”” Dental
treatments and oral health promotion programs including
scaling, root planing, and oral hygiene instructions
resulted in better oral health behavior and attachment
levels.?!

Future studies should focus on the long-term effects
of this oral health promotion program on the elderly’s
oral health status and behaviors, as most of the studies
have a duration of study <2 years.?>**! Furthermore,
evidence from this study suggests that health workers
should be trained, both informal and formal,*>?®! to apply
appropriate oral health promotion including continuing
re-enforcement. To confirm the success of the program
as recommended by the WHO,P"! extensive community
engagement to enhance ownership of the program is
needed, whereas the Ministry of Health should have
policy and funding to support the promotion program
among local health service organizations.

CONCLUSION

This oral health promotion program based on the HBM
improved oral health perception and behavior of the
elderly, leading to better oral health status, namely their
plaque index score, gingival index score, and CAL.

ACKNOWLEDGMENT

A sincere thank you is extended to the dental staffs of
Khiri Mat Community Hospital, Sukhothai Province, who

assisted with recruiting, preparing participants and doing
intervention of the study. We also would like to express
our gratitude to all the elderly for being cooperative
participated throughout the study.

FINANCIAL SUPPORT AND SPONSORSHIP
The study was supported by Prince of Songkla University.

CONFLICTS OF INTEREST
There are no conflicts of interest.

REFERENCES

1. Promphak C. Aging Society in Thailand. Thailand: The Secretariat of
The Senate; 2013.

2. Mehta N, Rajpurohit L, Ankola A, Hebbal M, Setia P. Perception
of health care providers toward geriatric oral health in belgaum
district: A cross-sectional study. J Int Soc Prev Community Dent
2015;5:S20-4.

3. Bureau of Dental Health. The 7" National Oral Health Survey,
Thailand 2012. Thailand: The War Veterans Affairs Office Printing;
2013.

4. Chalub LL, Ferreira RC, Vargas AM. Influence of functional dentition
on satisfaction with oral health and impacts on daily performance
among Brazilian adults: A population-based cross-sectional study.
BMC Oral Health 2017;17:112.

5. Bennadi D, Reddy C. Oral health related quality of life. J Int Soc
Prev Community Dent 2013;3:1-6.

6. Tonetti MS, Bottenberg P, Conrads G, Eickholz P, Heasman P,
Huysmans MC, et al. Dental caries and periodontal diseases
in the ageing population: Call to action to protect and enhance
oral health and well-being as an essential component of healthy
ageing — Consensus report of group 4 of the joint EFP/ORCA
workshop on the boundaries between caries and periodontal diseases.
J Clin Periodontol 2017;44 Suppl 18:S135-44.

7.  Castrejon-Pérez RC, Borges-Yafiez SA, Irigoyen-Camacho ME,
Cruz-Hervert LP. Negative impact of oral health conditions on oral
health related quality of life of community dwelling elders in Mexico
city, a population based study. Geriatr Gerontol Int 2017;17:744-52.

8. Dhama K, Razdan P, Niraj LK, Ali I, Patthi B, Kundra G, et al.
Magnifying the senescence: Impact of oral health on quality of life
and daily performance in geriatrics: A cross-sectional study. J Int Soc
Prev Community Dent 2017;7:S113-8.

9.  Hunt RJ, Hand JS, Kohout FJ, Beck JD. Incidence of tooth loss
among elderly lowans. Am J Public Health 1988;78:1330-2.

10. Bernard R. Fundamentals of Biostatistics. 5" ed: Duxbery: Thomson
Learning; 2000.

11. Zamani AF, Araban M, Harandy TF, Bastami F, Almasian M. Sources
of health care providers’ self-efficacy to deliver health education:
A qualitative study. BMC Med Educ 2019;16:1-9.

12. Buglar ME, White KM, Robinson NG. The role of self-efficacy in
dental patients’ brushing and flossing: Testing an extended health
belief model. Patient Educ Couns 2010;78:269-72.

13. Syrjdld AM, Kneckt MC, Knuuttila ML. Dental self-efficacy as a
determinant to oral health behaviour, oral hygiene and HbAlc level
among diabetic patients. J Clin Periodontol 1999;26:616-21.

14. Manoranjitha BS, Shwetha KM, Pushpanjali K. A systematic review
of health education theories and approaches in improving the oral
health behaviour among adults. Int J Community Med Public Health
2017;4:286-93.

15. Khanagar S, Naganandini S, Tuteja JS, Naik S, Satish G, Divya KT.
Improving oral hygiene in institutionalised elderly by educating their
caretakers in Bangalore city, India: A randomised control trial. Can
Geriatr J 2015;18:136-43.

16. Khanagar S, Kumar A, Rajanna V, Badiyani BK, Jathanna VR,
Kini PV. Oral health care education and its effect on caregivers’

Journal of International Society of Preventive and Community Dentistry | Volume 9 | Issue 3 | May-June 2019



Keyong, et al.: Effectiveness of an oral health promotion program for the elderly

17.

18.

19.

20.

21.

knowledge, attitudes, and practices: A randomized controlled trial.
J Int Soc Prev Community Dent 2014;4:122-8.

McGrath C, Zhang W, Lo EC. A review of the effectiveness of oral
health promotion activities among elderly people. Gerodontology
2009;26:85-96.

Saritwanitch V, Hunsrisakhun J. Factors influencing the regularity
of tooth brushing before bedtime behavior in the elderly, Huaiyod
district, Trang province. Thai Dent Public Health J 2014;19:53-65.
Saengtipbovorn S, Taneepanichskul S. Effectiveness of lifestyle
change plus dental care (LCDC) program on improving glycemic
and periodontal status in the elderly with type 2 diabetes. BMC Oral
Health 2014;14:72.

Woelber JP, Bienas H, Fabry G, Silbernagel W, Giesler M, Tennert C,
et al. Oral hygiene-related self-efficacy as a predictor of oral
hygiene behaviour: A prospective cohort study. J Clin Periodontol
2015;42:142-9.

Sun WL, Chen LL, Zhang SZ, Wu YM, Ren YZ, Qin GM.
Inflammatory cytokines, adiponectin, insulin resistance and metabolic
control after periodontal intervention in patients with type 2 diabetes
and chronic periodontitis. Intern Med 2011;50:1569-74.

22.

23.

24.

25.

26.

27.

Ghaffari M, Rakhshanderou S, Ramezankhani A,
Buunk-Werkhoven Y, Noroozi M, Armoon B. Are educating and
promoting interventions effective in oral health?: A systematic
review. Int J Dent Hyg 2018;16:48-58.

Menegaz AM, Silva AE, Cascaes AM. Educational interventions
in health services and oral health: Systematic review. Rev Saude
Publica 2018;52:52.

Ghaffari M, Rakhshanderou S, Ramezankhani A, Noroozi M,
Armoon B. Oral health education and promotion programmes:
Meta-analysis of 17-year intervention. Int J Dent Hyg 2018;16:59-67.
Thompson L, Jiang T, Savageau JA, Silk H, Riedy CA. An
assessment of oral health training among geriatric fellowship
programs: A National Survey. J] Am Geriatr Soc 2019:1-6.

Catteau C, Faulks D, Pereira B, Hennequin M. Could a national
oral health promotion program improve the oral hygiene of persons
attending special care establishments in france? Evaluation of a pilot
program. Spec Care Dentist 2019;39:10-9.

Petersen PE, Yamamoto T. Improving the oral health of older
people: The approach of the WHO global oral health programme.
Community Dent Oral Epidemiol 2005;33:81-92.

Journal of International Society of Preventive and Community Dentistry | Volume 9 | Issue 3 | May-June 2019 @



