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Abstract The biofilm control is a considerable
factor in the prevention and treatment of oral dis-
eases as caries and periodontal disease. However,
according to the literature, the collective programs
showfrustrating re sults at long-term due to diffi-
culty to change the behavior of the participant in-
dividuals. Therefore, taking into consideration
the model of the dental practice in Brazil, where
the population has an oral health needfulness, the
purpose of this study is to introduce different
strategies that allow the accomplishment of col-
lective programs, so that they succe ed in the pro-
motion of the oral health either in individual or
collective level.

Key words Preventive strategies, Motivation,
Health promotion

Resumo O controle do bi ofilme dental constitui
um importante fator na prevengdo e tratamen to
de doengas bucais como a cdrie e a doenga peri-
odontal. No entanto, a literatu ra nos revela que
os programas coletivos apresentam resultados
frustrantes a longo prazo devido a dificuldade em
se mudar definitivamente o comportamen to dos
individuos participantes. Assim, levando-se em
consideragdo o modelo da prdtica odontolégica
encontrada no Bmwsil, onde a populagdo tem
caréncia de satide bucal, o propésitodeste trabal-
ho é apresentar, sob uma perspectiva preven tiva,
diferentes estratégias, que viabilizen arealizagdo
de programas, a fim de que os mesmos possam ter
éxi to na promogao da satide bucal tanto em nivel
individual como coletivo.

Palavras-chave Estratégias preventivas, moti-
vagdo, promogao de satide
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Introduction

The etiological role of the bacterial plaque or
dental biofilm in periodontal and caries dis-
eases was suggested for the first time at the end
of the 19th century by a dentist called Miller
(1890, apud Akikainen& Alaluusua, 1993). The
dental bi ofilm is defined as a soft bacterial de-
posit, non-mineralized, which adheres to the
solid surfaces in the oral cavity when these are
not adequately hygienised (Dawes & Jenkins,
1962; Kelstrup & Theilade, 1974).

Since oral diseases such as caries and peri-
odontal disease are infecti ons caused by indige-
nous oral flora, it is only wh en the numbers of
these microorganisms increase, and the resul-
tant irritation exceeds the host's defense thresh-
old that the disease manifests itself (Slots, 1979;
Hamada & Slade, 1980). However this probl em
can be easily controlled through the reduction
of the amount of biofilm or plaque on dental
surfaces (Zickert et al., 1982; Rayner, 1992;
Sgan-Cohen & Vered, 2003), a solution pro-
posed in many oral health programs whichaim
at reducing or eiminatng the bacterial plaque.
Despite this approach, the majority of these
programs fail to achieve their aims owing to
the lack of due attention to pre-requisites es-
sential to any prevention program, as it is the
case of the em phasis on the patient-profession-
al relationship in its educational aspect (Shei-
ham, 1983).

Whenever educati onis mentioned, it refers to
people's developm ent from birth and through-
out their lives, in the process of both searching
for and ach i eving the fulfill m ent of th eir needs.
At the same time this development occurs
within social relationships, it is determined by
them, in a diffuse as well as organized way. The
interventional acti ons that occur in this process
can be translated as both domination and lib-
eration instruments. From this point of view,
education and health are social practices, and
are inserted in a wider political process which
interferes in social dynamics (Teixei ra & Valenga,
1998).

Within this context, it is absolutely relevant
to consider that several social and educational
variables influen ce human behaviour con cern-
ing oral hygiene, and that they can ef fect defin-
itive changes in human attitudes and habits.
One the most important among these variables
is socialization, that is, the process through
which informal knowledge, values, attitudes
and ro utine practi ces are transmittedto the in-

divi dual by means of social interaction (WHO,
1979). A case in point is the attitude of children
who copy their parents' and teachers' tooth-
brushing habits (Sheiham, 1983). By the time
they reach adolescence, brushing has become
an integral part of their hygiene and self-care
practi ces (Hod ge et al., 1982).

Literature tells us that the less life risk an
individual perceives a given disease might
bring him the less his involvement is with the
procedures which might prevent it (Wilson,
1987; Ong, 1991). In order to revert this situa-
tion, it is imperative to re-think and re-orga-
nize health education, so that it may then pro-
videawareness, knowled ge and devel opment of
practical skills to ach i eve oral health.

In this way a favorable result of programs
for oral health promotion — emphasizing pre-
ven ti on — can be improved thro u ghthe combi-
nation of biofilm reduction measures and
health education (Sheiham, 1983). In the same
line of reasoning, the presentation of different
strategies can be considered a fundamental
maneuver for quality of lifeimprovement in a
given population — provided these strategies
originate in a prevention approach and allow
the implementation of successful programs for
oral health promotion and balance both at in-
divi dual and collective levels.

Program planning

Over thirty years ago, Heinfetz et al. (1973) as-
serted the necessity of evaluating biofilm con-
trol programs, con sidering in particular the de-
tailing of the results obtained, in order to define
a viable program by outlining its operational
aspects throughout its conduction. That is, they
judged the examination of results and of both
previous and present ex periments in a biofilm
control program to be of negligible importance,
and considered the availabk human and finan-
cial resources, as well as the accessible equip-
ment and materials for its implementation, as
the adequate means to ascertain its validity.

It can thus be unders tood that the elabora-
tion of an adequate prevention program for a
given disease, with all its biopsych o s ocial com-
plexity, demands the adoption of some pre-req-
uisites such as the assessment of the population
the program is to aim at, the indivi dual risk of
developing the diseases and the benefits expect-
ed by both health professionals and individuals
that are to participate in it (Lang et al., 1998).



Identification of the target population
benefited by the program

A fundamental question in the planning of
health programs is to wh om direct the preven-
tive measures (Heifetz et al., 1973). Owing to
the possibility of habit modulation in young
individuals, as opposed to changes in estab-
lished practices in adults (Albandar et al.,
1995), the great majority of the programs re-
ported in literature involves children, distrib-
uted in different age groups (Axelsson & Lind-
he, 1974; Carvalho et al., 1991; Albandar et al.,
1994; Julien, 1994).

Udin, in 1999, con sidered the implementa-
tion of preventive programs in first infancy to
be inherent to the process of healthyhabits ac-
quisiti on at the earliest possible date, as long as
it is ad a pted to indivi dual needs as thechild ren
mature.

Concerning pre-school programs, certain
authors recom m end parent participation(Car-
valho et al., 1992; Axelssonet al., 1993). Rayner
(1992) observed that parent education is di-
rectly related to the improvement in oral hy-
giene and gingwitis in children.

Pregnant women's training to avoid the
transmission of contagion by cariogenic mi-
croorganisms and harmful eating habits have
also been a main focus in some programs (Ax-
elssonet al., 1993; Minkovitz et al., 2002; Zana-
ta et al., 2003). These wom en are very receptive
to new practices, especially when they involve
the well - being of their futurebabies.

However, there are caries prevention studies
which concern only the permanent dentition of
childrenand adolescents (Carvalho et al., 1989;
1992; Schwarz et al., 1998). Elkstrand et al.
(2000) reported that the implementation of a
children's program is only viable when they en-
ter school, from the age of three onwards.

It should also be emphasized that the first
step for success in a program is the identifica-
tion of e ach indivi dual's edu cational needs, for
it is only through knowledge of the individual
characteristics of human behaviour that it will
be possible to outline an action plan for the
benefit of the whole community (Wentz, 1972).
Mastrantonio & Garcia (2002) thus suggest
that, for the elaboration of preventive educa-
ti onal programs, questionnaire and interviews
should be applied before its implementationin
order to ascertain the level of odontological
knowledge of the participants and to adapt the
program to their real educational needs.

Furthermore, it is impossibk to implement
a program without being aware of the expecta-
tions of the population, which will gather its
benefits. Health promotion and maintenance
depend on the joint performance of acting
professionals and target population (Kriger et
al., 2003).

Risk strategy

Considering the natural history of diseases,
the assessment of their pre-pathogenic stage is
of fundamental importance to the implemen-
tation of a health program. Thus, to identify
the factors rel a ted to the risk of devel oping cer-
tain diseases — such as, for example, caries and
periodontal disease — becomes a great chal-
lenge to be faced by any oral health team in-
volved with the implementation of collective
programs. Numerous caries and periodontal
disease hazards have been suggested, both at
indivi dual and coll ective levels, sinceindivi du-
als with high disease levels have specific char-
acteristics andhabits, and show a positiveasso-
ciation bet ween the progress of these diseases
and that which determined their occurrence
(Tinanoff, 1995). That is why the meticulous
examinati on of risk factors to iden tify vulnera-
ble individuals is considered an essential con-
dition for submitting the population to the
preventive measures planned in the program
(Axelssonet al., 1993).

Therefore the identification of these haz-
ards is the basis for the planning of health-care
activities. Such planning needs to be based on
the most realistic information and data that
can possibly be obtained, and they should pro-
vide the designers of the program with a true
overview including, among other data, the
amount of a given problem present in the tar-
get population and the intensity with which it
touches upon the said population (Silveira et
al., 2002).

To arrive at a collective diagnosis, the pro-
fessional must needs diagnose the individual
problems and have proper professional qualifi-
cation in both hazard factors and already es-
tablished pathological processes, which, if left
as they are found, perpetuate the demand for
invasive treatments. From the starting point of
a situati onal diagnosis obtained from epidemi-
ological surveys, collective stra tegies can be de-
vised for the prevention and control of oral
diseases. Regarding dental caries and peri-
odontal disease, although the harm caused by
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their unhampered progress may be visible, it is
known that their control and prevention can
be effected. The intervention aimed at biofilm
con trol is one of the most frequ en tly used mea-
sures in health programs (Zickert et al., 1982),
with usually positive re sults concerning the re-
duction of plaque, gingvitis and caries indexes
(Marthaler& Moos, 1983).

In this sense, acting on hazard factors is a
reminder of the fact that we are performing an
activity that has the promotion of oral health as
its prime obj ective. For this goal to be ef fective-
ly reached, it is necessary to seek the most ade-
quate means of intervention on the population,
in order to sensitize and motiva te it for the ob-
tention and maintenance of healthy habits.

It is of the utmost importance in the process
that the individuals become aware of their ac-
tual oral health condition. A precise diagnosis,
jointly made with the patient, is an essential
pre-requisite to ascertain his oral needs. Fur-
thermore, it is necessary to detect the patient's
unprovided needs, which are presented as more
important than his dental problems. A better
knowled ge of the individual, in cluding knowl-
edge of his willingness to keep his teeth, enables
the health professional to draw near to this pa-
tient's expectations (Buischi & Axelsson, 1997).

Motivation

For the patient to be encouraged to change his
habits, it is fundamental that, in the first place,
he should receive information regarding oral
health that would justify this need for change
(Ong, 1991), concepts such as etiology, pro-
gression, treatment and control of caries and
peri odontal diseases (Carvalho et al., 1991; Ax-
elssonet al., 1994).

However, for individuals to learn how to
keep healthy it is not enough to explainindetail
the causes of diseases and how to avoid them,
and then demand that the lesson be learned
forthwith. It is necessary to foster the will to
learn, to awaken the curiosity and interest that
induce action, to encourage the determination
to achieve the target results, to expand internal
conditions favora ble to learning (Petry & Pretto,
2003). Therefore the patient needs to be well
motivated to establish satis factory health habits,
and, on principle, the program should prefer-
ably start from the idea that motivationis either
to be ready to act or the force that impels to-
wards acti on (Resende, 1986).

Thus, acompleteexamination, the patient's
training — taking into consideration his oral
health condition — foll owed by a detailed dis-
cussion of intervention measures should pre-
cede the stage of oral care instruction. It is nec-
essary that the individual understands and ac-
cepts the reasons for his change of oral habits
before the dentist begins oral hygiene instruc-
tion (Ong, 1991). The dentist is frequentlyob-
served to impose his point of view on the pa-
tient, thus underestimating this patient's own
desired change of behaviour (Weinstein, 1982;
Wilson, 1987). That is why, and first of all, the
careful hearing and ob s ervati on of the patient's
reactions and the discussion of his needs will
help him actively contribute to the program in
whichheis inserted (Petry & Pretto, 2003).

The professional's support, through positive
reinforcem ent — approving of the patient's ef-
fort with a minimum of negative criticism —
seems to favor the individual's active involve-
ment in the program, by means of the self-di-
agnosis of his condition and odontological
needs (Albandar et al., 1994; Axelsson et al.,
1994).

Additionally, there is the fact that real in-
terest on the part of the den tist and his care for
the patient's well-being gives rise to another
positive aspect, that is, the satisfadion this in-
divi dual feels and the consequ ent invo lvement
he will have with the program (Petry & Pretto,
2003). To listen to the patient and to discuss
with him his complaints and ex pectations pro-
vides enough favorable conditions to all ow the
dentist to implement his educational and mo-
tiva ti onal stra tegy (Ong, 1991).

It is evident that the motivation factor is
the propulsive force for the obtention of posi-
tive results in the task of the patient's health
education, individually or collectively. The
whole working team needs to be ready for ac-
tion. The professional needs to know his pa-
tient as a whole — biologically, socially and
emotionally — in order to be able to motivate
him to acquire new habits. Furthermore, the
professional needs to be sensitive, to enjoy
what he does and to have a sound techno-sci-
en tific knowled ge (Cabral, 1998).

D ental biofilm control
and health education

For the mainten an ce of healthy dental and gin-
gival tissuesin the oral cavity it is important to



institute mechanical means for bi ofilm con trol,
be it through oral hygiene instruction, profes-
sional prophylaxis (Axelsson & Lindhe, 1974)
or instruction associated with su pervised bru s h-
ing (Marthaler& Moos, 1983).

Corroborating with this assertion, Mas-
trantonio & Garcia (2002) single out mechanic
con trol as being the most recognizablyefficient
method for the upkeep of oral health, but, on
the other hand, they emphasize that even
though they use it, patients still present defi-
cient oral hygiene, owing to lack of informa-
tion, awareness and education.

Because of this, educational activities pro-
moting knowledge of the etiology of oral dis-
eases and of means of controlling such patho-
genesis consti tute important factors that favor-
ably influen ce the acquisition of a new behav-
ioral pattern and of hygiene attitudes (Shei-
ham, 1983).

It is then of capital importance that due
value be given to health education, that is, to
the transfarmation process that develops peo-
ple's critical awareness regarding their health
probl ems and encourages the search for collec-
tive solutions to eliminate them. Educational
practice, thus unders tood, is an integral part of
health acti onitself and as su ch should be made
to work in an integrated manner at every sys-
tem level and in every phase of the organiza-
tion and development process of health ser-
vices (Rocha, 1989).

Nevertheless it is important to bring to no-
tice that in order to obtain favorable results in
a program it is necessary to instruct the indi-
viduals in a positive, non-detrimental way, for
no one enjoys being criticized or hearing that
his mouth is extremely dirty. On the contrary,
the patient's real oral condition should be
shown him by means of the visualizati on of the
existing dental biofilm, which would all ow the
establishment of a non-threatening patient-
professional dialogue about the problems de-
riving from this bacterial accretion (Ong, 1991)
and about the benefits accrued through oral
self-caremeasures.

In truth, individuals faced with these positive
attitudes tend to remain involved in the program,
as their sense of responsibility for the re sults to
be achieved increases (Petry & Pretto, 2003).

Therefore, instead of a process of persua-
sionor information transfer, health education
becomes a qualification process — both for in-
dividuals and groups — to achieve a reality
change. In this context, a real commitment of

the involved subjects should be seeked, these
last including both the population and the
health professionals (Rocha, 1989).

Maintenance

Already in 1977 Sheiham affirmed that pro-
grams should be con ti nuous and not limited to
a series of short campaigns. Regular re-instru c-
tion and re-motivation are important strate-
gies in the bi ofilm control program, and the in-
terval between activities depends on variables
such as susceptibility to the disease, patient
dexterity and motivation (Ong, 1991).

For Axelsson et al. (1994), the frequent and
meticulous repetition of the oral health train-
ing is almost redundant. As it has been said
above, a long - tem favorable result will only be
achieved with self-diagnosis and motivation
for a change of behaviour (Axelsson et al,
1994; Albandar et al., 1994).

One should also be aware that the first in-
dividuals to changetheir behaviour will be the
receptive ones, followed by the early adopters.
It is only later that the tardy and doubtful ma-
jority will incorporate the idea, and the profe s-
sional should be prepared for those who will
hardly adopt the philosophy of health prom o-
tion and maintenance. In view of this, it is im-
portant to consider that the purpose of main-
tenance is to lead the individual to a change of
behaviour, with a gradual extension of his au-
ton omy towards self-care (Kri ger et al., 2003).

However, it must be considered that any
changein beh aviour demands time, and that it
is essential to act on the whole group of indi-
viduals, for a positive answer will depend on a
cultural change — consequently a gradual
change — centered on the impact this kind of
strategy will have on the population's health
maintenancefromthen on (Kri ger et al., 2003).

Discussion

By virtue of the challenges posed in present
times by the current health/sickness proesses,
Public Health has been re-thinking its perfor-
mancebased on health prom o tion aims, which
attitude has contributed in a relevant way to
the re-orientationof activities in this sector.
Thus, starting from the principle that oral
health promotion consists of any planned ef-
fort to build public health policies and to cre-
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ate adequate environments, with sufficient
support for improving the oral health of a giv-
en population (WHO, 1987), all the interven-
tion stra tegies shift from the purely individual
axis into the collective action. This demands
the analysis of the population's living condi-
tions in their several aspects: economical, so-
cial, environmental, and also inclu des the plan-
ning, programming and performance of the
tasks to be implemented in a program. The ob-
ject of this program interven ti on does not con-
sist only in risks and damages but chiefly the
agent that brin gs themabo ut, as well as the tar-
get population's health needs.

Confirming the statement above, and thus
considering health as something greater than
the absen ce of illness, it is sugge s ted that all the
strategies defen ded in this artice be coll ective-
ly implemen ted, with the involvement of the
whole community. However, in practice, this
approach constitutes a great persistent chal-
lenge to public health, for the orchestration of
the joint action of such divers entities as the
government, civil society organizations, target
populati on and health agents acting in the pro-
gram can be considered extremely difficult to
attain — especially when the duration of the
program is taken into consideration.

In view of the facts above, it is an intelligent
attitudeto emphasize certain measu res that fa-
cilitate the process of oral health prom o tionand
balance, with the aim of im proving the quality
of lifein the target com munity. This holds true
even wh en on ly part of the community becomes
invo lved in the process, since some aspects rep-
resent fundamental points for the acquisition of
healthy hygiene habits. They areeducation, mo-
tivation and real commitment to the oral health
in the target pop ulation (Ong, 1991) on the part
of the professionals acting in the program. Fur-
thermore, health education — one of the prac-
tices recommended by the authors — does not
consist in telling people what is important to
them, but in providing them with conditionsin
whichthey themselves can perceive the impor-
tance of health (Teixeira & Valenga, 1998).
Health edu ca ti onshould cease to be a process of
information transfer and become a process for
enabling both individuals and groups to trans-
form reality (Rocha, 1989). It is from this per-
spective that dentist should work, steadfastly
keeping to the purpose of transforming the pre-
s ent oral health situ a ti on of the Brazilian pop u-
lation, even wh en faced with lack of support of
s ome sectors of society.

According to Cabral (1998), there are
weapons and strategies for fighting oral dis-
eases, but the great challen gethe professional is
confronted with is to motivate individuals to use
this arsenal of knowledge conscious and cor-
rectly. And, even more important, not to all ow
these health-presewing habits to die of disuse.

Valla (1992) names praise and appreciation
as motivational factors, but he warns that
thoughthese resourcs are known to produ ce a
very rapid ef fect, they nevert h eless last a regret-
tably short time. On the other hand, greater re-
sponsibility or an increase in responsibility
constitutes a motivational factor that produces
both immediateand long- term effects, whichis
why to encourage the individuals in a program
to become responsible for their own oral health
care is a frequently used motivational recourse.
However, du ring this process the victim should
not be blamed for his disease; on the contrary,
the populati on's health-illness situationshould
be related to their actual social condition.

Regular re-instruction and maintenance
are crucial for the lon g - term su ccess of the pro-
grams (Guimaraes et al., 1992). Actually, for
the program to achieve favorable results, it is
suggested that all the stra tegies propo sed in the
present study should be employed in tandem,
even though the periodicity of each of them
may be modifieddu ring the implementation of
the program.

Still regarding planning, it is important to
emphasize the role played by the sch ool within
the con text of the program. The authors of the
present study believe the school to be a venue
of fundamental relevan ce for the su ccess of the
program, for it is a place with a great con cen-
tration of children, who are an easy target for
the acquisition of adequate habits. They are,
therefore, a populationon whichthe impact on
oral health, fostered by health promotion pro-
grams, seems to be more favorable. Further-
more, the school is the learning-conducive
place par excellen ce; to which access is easy, and
in whichit is usually found both a great inter-
est in and degree of acceptance of the proposed
measu res on the part of the sch ool staff.

It becomes evident, in the light of the revi-
sion presented, that the health professional's
role consti tutes the greatest strategy in the fight
against such diseases at populational level.
They should answer the oral health basic need's
of society, and never take the complacent atti-
tude of waiting for the global devel opment of
the country to redu ce the high oral disease lev-



els of the Brazilian population, such as caries
and peri odontal disease.

Nevertheless, there remains a persistant
question: Are health programs capa ble of imple-
menting definitive and desirable oral hygiene
habits, or do their ben efits lessen with the pass-
ing of time? (Heinfetz et al., 1973).

Julien (1994), as well as Ivanovic & Lekic
(1996), have observed that a prevention and
oral health educational program improved the
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