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Community oral health programs

Dentistry traditionally has focused primarily on providing care to indi-
vidual patients on a one-on-one basis. Most United States residents seek
dental care from dentists in private practice, who diagnose disease, develop
a treatment plan, and provide care. This model of care works reasonably
well for much of the public but has several key deficiencies:

� There are financial, geographic, cultural, attitudinal, and other barriers
that restrict access to private practice- based dental care for a large seg-
ment of the public;
� Despite policy statements and recommendations from organizations
such as the American Academy of Pediatric Dentistry [1], preventive
dental visits remain very rare among young children. It remains uncer-
tain whether there is adequate capacity in the United States to provide
dental care for all children by 12 months of age [2];
� Prevention services often can be delivered in a more cost-effective man-
ner in venues other than private dental offices;
� Dental public health problems frequently require policy initiatives, com-
munity-based initiatives, and environmental changes that are outside the
scope of the individual private practice dental office.
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Population versus individual approach

There are several key differences between a personal dental care approach
and a community oral health approach to controlling oral disease in a pop-
ulation. Personal dental care requires an individual to visit a dentist, who
then initiates care by taking a dental and medical history and conducting
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an examination. The dentist arrives at a diagnosis and develops a treatment
plan. After obtaining the patient’s informed consent, the dentist renders
dental care, collects his or her fee, and schedules the patient for a follow-
up visit.

Community oral health programs follow steps analogous to those taken
by an individual dentist but focus primarily on a population, including per-
sons who do not or cannot access care, rather than just one patient in the
chair. The director of a community oral health program collects the neces-
sary information to identify community problems, much like an individual
dentist diagnoses a patient’s condition. The director then uses that informa-
tion to develop policies and programs to address the problem, just as the in-
dividual dentist develops a treatment plan. Finally, the community oral
health program delivers services to the community, as a dentist would pro-
vide treatment. Those services likely include more than provision of patient-
based clinical care.
Reach versus intensity

Because dental public health is focused on the oral health of communities
and populations and always operates within the constraints of financing and
feasibility, the types of services provided involve a balance between what
might work best for an individual and what might be possible to deliver
to entire populations. Often, programs that reach a wider audience but
are less intensive for any one persondand therefore perhaps less effective
at an individual leveldmay produce better population health outcomes
than far more intensive interventions delivered to a much smaller group.

For example, intensive smoking cessation treatments, such as group
behavior therapy programs, are more effective than self-help alone [3], but
because so few smokers are willing to participate in such intensive programs,
they will have almost no measurable effect in reducing the prevalence of
smoking in a population. In comparison, weaker and relatively inexpensive
interventions, such as increasing the cost of cigarettes through taxation and
changing the environmental norm through workplace smoking restrictions,
can lead to large reductions in smoking and, consequently, fewer smoking-
related deaths [4].

Similar effects are possible with dental caries prevention programs. For
example, community water fluoridation may have lower effectiveness than
twice-a-year applications of fluoride varnish by a dental hygienist for an in-
dividual at high risk for caries [5,6], but water fluoridation may likely pre-
vent much more disease in a population because of its reach.
Balancing individual rights and societal protection

Public health practice, particularly in the United States, frequently in-
volves a contentious balance between individual rights and societal benefit.
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Motorcycle helmet laws typify this tension: despite overwhelming epidemi-
ologic evidence that motorcycle helmets reduce fatalities and serious in-
juries, many motorcycle riders perceive such laws as an infringement on
personal liberties [7]. Proponents of motorcycle helmet laws argue that a bur-
den is placed on society when an individual suffers injury or death from pre-
ventable motorcycle fatalities [8]. Similar arguments of individual rights
versus social good have been made regarding dental public health policies
including, for example, community water fluoridation [9] and school-based
dental screening [10].
Planning and evaluating community oral health programs

Planning may be defined as a systematic approach to defining a problem,
setting priorities, developing specific goals and objectives, and determining
alternative strategies and methods of implementation [11]. Although typi-
cally described as a linear series of steps or as a cyclical process (Fig. 1), pro-
gram planning usually involves an ongoing, dynamic process with multiple
interactions among the components. So, although the process is described as
a series of steps, many of the activities involved in planning and evaluation
can occur simultaneously or involve modifications along the way. For exam-
ple, assessment of needs and resources can occur simultaneously, and the
process of setting goals and objectives frequently involves reassessing the
available resources to determine the feasibility of pursuing some program
objectives.
Identify
Needs

Assess
Resources

Determine
Priorities

Set Goals &
Objectives

Implement the
Program

Evaluate the
Program

Community
Involvement

Fig. 1. Planning cycle for community-based programs.
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Although there are many textbooks, book chapters, and journal articles
on program planning, relatively few focus specifically on community oral
health programs. The framework below draws on the expertise and experi-
ences of state and local dental program directors, academicians, and organi-
zations, as captured in ‘‘A Guide for Developing and Enhancing
Community Oral Health Programs’’ [12].
Engage the community
A major key to successful community oral health program planning and
implementation is involving community stakeholders in the process [13].
Community organizations, leaders, and institutions should be engaged as
coalition members and partners as early as possible in the planning process.

A coalition is a group of diverse individuals and organizations who work
together to achieve a common goal. Participants usually represent key orga-
nizations or groups within the community. These individuals meet regularly
to exchange ideas, reach a common goal, and create a group dedicated to
improving the lives of community members around a particular issue.

Oral health coalitions provide several major advantages: (1) they help
highlight the importance and magnitude of oral health needs in the commu-
nity; (2) they leverage support from multiple organizations and individuals
to increase the resources available to address oral health issues; (3) they in-
volve community organizations in planning to help ensure that programs
will be feasible and culturally acceptable to the community; (4) they help in-
crease trust among groups; and (5) initiatives endorsed and supported by
a broad range of groups are more likely than solo efforts to garner attention
and support from elected officials and policymakers, who can help secure re-
sources and policy changes to reach program objectives.

Although governmental dental public health authorities have a unique
responsibility to promote and protect the oral health of the people, growing
realization that government cannot do it alone has led to calls for increasing
public-private collaborations [14]. Public resources are always limited,
and public health is just one of many societal priorities. The factors that
impact public health come from a variety of sources and sectors, including
employment, education, laws and policies, and social norms. Those sectors
may need to be engaged in efforts to promote public health. There is a grow-
ing recognition that individuals, communities, and social institutions can
form powerful collaborative relationships to improve health in ways that
government alone cannot.

A partial list of potential coalition partners might include:

� Parent-teacher organizations
� Local chapters of professional groups, such as dental societies, dental
hygiene associations, and primary care organizations
� Agencies that work with special needs populations, such individuals
with disabilities
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� Dental schools and dental hygiene programs
� Faith-based organizations
� Children’s health advocacy groups
� Service organizations for older adults
Identify oral health needs
Before launching an oral health program, it is essential to first assess the
oral health status and needs of the community. Data needed to plan, mon-
itor, and evaluate dental public health policies and programs come from
a number of sources. Although national and state-level data may exist, it
is almost always preferable to plan and evaluate using local or commu-
nity-level data. There are a variety of sources for such data, which may be
readily available or require original data collection.
Sociodemographic characteristics of the community

A wide range of information at the county or local level is available from

the US Census Bureau. For example, the decennial census and periodic sur-
veys, such as the American Community Survey [15], provide data on char-
acteristics of the county or city such as age, race, ethnicity, housing units,
educational attainment, household income, and poverty status. Data for
a number of characteristics are available for geographic areas smaller
than counties, such as census tracts, block groups, or blocks.
Water fluoridation status

Information on the community water fluoridation status of nearly all

public water systems in the United States is available from the Centers for
Disease Control and Prevention (CDC), Division of Oral Health, at
http://apps.nccd.cdc.gov/MWF/Index.asp. The information is updated peri-
odically based on monitoring data submitted to the Water Fluoridation
Reporting System. Access to the original data can be requested from indi-
vidual state oral health programs and tribes.
Cancer registries

State-based cancer registries are data systems that collect, manage, and

analyze data about cancer cases and cancer deaths. In each state, health
care facilities report these data to a central cancer registry. These cancer reg-
istries provide the ability to monitor trends in the number of new cases of
oral cancer, oral cancer incidence rates (ie, number of new cases per
100,000 population), oral cancer survival rates, and cancer stage at the
time of diagnosis. These statistics are available for the total population
within each state, as well as by sex, age, and race, at http://apps.nccd.cdc.
gov/uscs.

Cancer registries can usually provide oral cancer data for counties or cit-
ies, which is useful in targeting areas with unusually high rates of new cases
or late-stage diagnosis. For example, analysis of cancer registry data in

http://apps.nccd.cdc.gov/MWF/Index.asp
http://apps.nccd.cdc.gov/uscs
http://apps.nccd.cdc.gov/uscs
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Florida helped to identify a multicounty area in the northeastern part of the
state in which black males experienced a particularly high incidence rate
(Fig. 2), which led to the development of a local oral cancer awareness
and screening program.
Clinical surveys

At least 15 state dental programs have conducted statewide clinical sur-

veys within the past six years, although none included adults [16]. Most
states employed the Basic Screening Survey (BSS), which was developed
by the Association of State and Territorial Dental Directors [17]. The BSS
was developed as a simple training and data collection tool that could be
used by screeners with or without dental backgrounds. That approach
was taken because nondental health professionals, such as public health
nurses, sometimes have direct access to some population groups and be-
cause some states and communities have few public health dental profes-
sionals to assist in screening surveys. The BSS has components for
collecting clinical oral health data for preschool-aged children, school chil-
dren, and adults.

The primary barriers to collection of original clinical data are expense
and logistic difficulties. Clinical surveys often require training personnel to
conduct the examinations, traveling to multiple locations, obtaining porta-
ble or mobile dental equipment, adhering to infection control protocols, and
gaining the cooperation and trust of school officials, parents, and children.
Clinical surveys of adults are particularly difficult and expensive, which
Fig. 2. Oral cancer incidence rate for black males in Florida, 1990–1999 combined, by county,

age-adjusted to the 2000 U.S. standard population. Oval indicates area with high incidence tar-

geted for intervention program. (Data from the Florida Cancer Data System.)
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explains in part why there are almost no clinical data on adult oral health at
the state or local levels.
Nonclinical oral health surveys

A good deal of information relevant to planning and evaluating oral

health issues can be obtained from nonclinical surveys. These surveys in-
volve collection of data via telephone, face-to-face interviews, or self-
completed questionnaires but do not require clinical examination of
participants. These types of surveys are often the most economically and
logistically feasible ways to reach adults. Valid data on many relevant
oral health topics can be covered through self-reported surveys.

One relatively cost-effective approach for gathering oral health-related
data at the state, county, or local level is to partner with other organizations
or agencies that will be conducting surveys and add relevant oral health
questions. For example, the Behavioral Risk Factor Surveillance System
(BRFSS) is a state-based, ongoing telephone survey on preventive health
practices and risk behaviors that are linked to chronic diseases, injuries,
and preventable infectious diseases [18]. The BRFSS is administered in all
states and the District of Columbia. All states include a core set of questions
developed in conjunction with the CDC, several optional modules on a wide
range of health topics, and a number of state-added questions. The BRFSS
core questionnaire includes several oral health variables, including tooth
loss, last dental visit, preventive care, and risk factors relevant to oral health.
States frequently make their state-added questions available to groups
working on health-related topics. States usually charge a fee per question
added, but the cost is far less than that of a typical stand-alone telephone
survey. A number of states periodically conduct county BRFSS surveys,
in which the sample design allows estimates at the county level. Information
on the BRFSS surveys is available at http://www.cdc.gov/brfss.
Health care providers, facilities, and programs

Information on the number and locations of area dentists, dental hygien-

ists, and other licensed health care providers can usually be obtained from
the state licensing authority. County and local dental societies also may
be able to provide information on the number and location of dental special-
ists. The state government agency that oversees labor and employment fre-
quently has data on the number and location of dental offices, clinics, and
other health care facilities. Information on the number of providers partici-
pating in Medicaid or the State Children’s Health Insurance Program
(SCHIP) is available at the state agency that oversees those programs.
The Health Resources and Services Administration, Bureau of Health Pro-
fessions (HRSA-BHP) has information on the criteria and application pro-
cess for designation as a dental health professional shortage area (HPSA).
HRSA-BHP offers a searchable database of HPSAs with information avail-
able at the state, county, and census tract levels.

http://www.cdc.gov/brfss
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Putting it together

Even the best data are meaningless unless they can be analyzed and inter-

preted. When planning to assemble existing information or collect original
data, it is critical to identify the individuals or organizations that will help
with those tasks. Expertise may reside in the local or state health depart-
ment, the nearby dental school or school of public health, or consultants.
Coalition members may be able to offer such services as part of their contri-
bution to the program or identify expertise elsewhere.
Assess resources
As mentioned earlier, one major benefit of forming a community oral
health coalition is to leverage resources. Although any one organization
may lack the resources to address major oral health problems by itself, a col-
laborative effort may pool the limited resources from multiple parties to be
able to achieve a common goal.

Resources may include expertise, funding, personnel, equipment, or ac-
cess to other influential individuals and organizations. It is not possible to
list all potential resources, but some sources to consider include:
Dental schools, dental hygiene programs, and dental assisting programs

These institutions may be able to provide expertise and assistance in col-

lection of oral health data, delivery of prevention or treatment services, and
access to portable or mobile dental equipment. In addition, faculty may be
able to serve as expert speakers on oral health topics. Most universities have
communications offices, which may be able to help promote the program if
their faculty members are involved in the project.
Schools of public health

Schools of public health can provide assistance with design and conduct

of surveys and data analysis. In addition, many schools of public health
have established community links and may be able to facilitate connections
with community leaders and organizations. Students in schools of public
health frequently need to complete internships or research projects, and their
participation in community oral health programs can be mutually beneficial.
Federally qualified community health centers

Federally qualified community health centers, or FQHCs, are nonprofit,

consumer-directed corporations that serve as ‘‘safety net’’ providers, such as
community health centers, public housing centers, outpatient health pro-
grams funded by the Indian Health Service, and programs serving migrants
and the homeless [19]. The main purpose of FQHCs is to enhance the pro-
vision of primary care services in underserved urban and rural communities.
Most FQHCs provide dental services [20]. These health centers may be able
to assist with expertise, program implementation, and access to community
boards of directors.
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Area health education centers

The Area Health Education Centers (AHEC) program was developed by

Congress in 1971 to recruit, train, and retain a health professionals work-
force committed to underserved populations [21]. The Health Education
Training Centers (HETC) program was created in 1989 to provide programs
for specific populations with persistent, severe, and unmet health needs. The
AHEC and HETC programs are intended to leverage the resources of aca-
demic health centers to help address local community health needs. These
programs can contribute substantial expertise and support in bringing den-
tal students, residents, and faculty into underserved communities; develop-
ing and implementing service learning; and providing community education
and wellness programs.
School nurses

Schools have long been major venues for reaching children to monitor

oral health status and to deliver prevention and treatment services.
Although not all schools have a nurse, school nurses play a vital role in en-
suring the health of students, identifying health needs, and advocating for
necessary resources. They can be a valuable resource in understanding the
impact of oral health problems on learning, gathering data on the health sta-
tus of the student population, and supporting delivery of oral health services
in schools.
State and local dentistry and dental hygiene societies

Organized dentistry and dental hygiene societies can be critical resources

in establishing dental public health programs. They bring a great deal of ex-
pertise to the process, and commitment from these organizations may be
critical to long-term success.
Determine priorities and establish objectives

Setting priorities

Determining health priorities helps direct resources to the areas that mat-

ter most to community partners and that will have the greatest impact on
oral health status. Few public health programs have the resources to address
all oral health needs of the community. Therefore, after identifying the com-
munity’s oral health needs and assessing the available resources, it is neces-
sary to establish priorities. The community should be involved in
establishing those priorities, and the problem of greatest interest to the
health professionals in the coalition may not necessarily be the priority of
the community members. Some of the factors to consider in prioritizing
needs may include:

The magnitude and seriousness of the problem. Problems that affect a large
number of people may take priority over problems that affect a small num-
ber. However, the relative prevalence of various conditions must be



412 TOMAR
balanced against the severity and impact of those conditions. A widespread
condition with minimal impact on health or quality of life may have a lower
priority than a less common condition that carries a risk of fatality if not
prevented or controlled or significantly impacts on quality of life for those
affected. For example, gingivitis may have a very high prevalence, but might
be considered a much lower priority than addressing late-stage diagnosis of
oral and pharyngeal cancer.

The potential for interventions to impact the public’s oral health. Ideally,
there should be an evidence base indicating that there is an effective inter-
vention for the problem. Spending resources on unproven preventive strat-
egies or treatments may be wasteful.

The feasibility of intervening. In addition, possible interventions must be ac-
ceptable to the community, able to be delivered using available resources,
and in compliance with state and local laws and regulations.
Developing program goals and objectives

Program goals are broad statements on the overall purpose of a program.

Goals generally express the aspirations of the planners of the state of affairs
that will exist in the future because of their efforts. Example of program
goals might be ‘‘to eliminate racial disparities in oral cancer survival rates,’’
‘‘to improve the oral health of nursing home residents,’’ or ‘‘to improve the
oral health of the county’s toddlers and school children.’’

Program objectives are more specific statements of the desired endpoints
of the project. They are the means through which the project’s broader goals
are attained. As with other elements of the planning process, the objectives
must represent the input and agreement of all members of the oral health
coalition. Objectives for designing and evaluating community oral health
programs should meet basic SMART criteria [22]:

Specific – they should describe an observable action, behavior, or
achievement;

Measurable – there are systems, methods, or procedures to track or re-
cord the action upon which the objective is focused;

Achievable – the objective is realistic, based on current environment and
resources;

Relevant – the objective is important to the program and is under the con-
trol of the program;

Time-based – there are clearly defined deadlines for achieving the
objective.

The most recent and notable set of oral health objectives for the nation is
included in the voluminous collection known as ‘‘Healthy People 2010 Ob-
jectives’’ [23], the third set of decennial United States health objectives. The
chapter on oral health provides specific, measurable objectives to be
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achieved by the year 2010 to attain its stated goal: ‘‘Prevent and control oral
and craniofacial diseases, conditions, and injuries and improve access to re-
lated services.’’ Each oral health objective has a specified target population,
a quantifiable measure to be attained, and a deadline. For example, the first
objective is: ‘‘Reduce the proportion of young children with dental caries ex-
perience in their primary teeth. Target: 11 percent. Baseline: 18 percent of
children aged 2 to 4 years had dental caries experience in 1988–94.’’ Simi-
larly, many states have established their own oral health objectives.

Once priorities have been established by the community oral health coa-
lition and program goals and objectives have been agreed upon, the next
step is to design and implement the program.
Implement the program
As with all previous steps, implementing a community oral health pro-
gram requires the collaboration of individuals, organizations, and the com-
munity. Implementation involves identifying a series of specific activities
that must occur to achieve the agreed-upon goals and objectives. Perhaps
the most effective approach is to start with each objective and identify the
activities that will be required to reach that objective. For example, one pro-
gram objective might be: ‘‘By 2010, at least 50% of African-American men
aged 35 years or older in Duval County, Florida, will report having been
examined for oral cancer within the preceding 12 months.’’ Achieving that
objective would likely require several program components, as shown in
the example in Table 1.

Each component of the program requires action steps to achieve that
component’s main outcome. Table 2 provides an example. One major ad-
vantage of establishing a community coalition to plan oral health programs
Table 1

Example of program components to achieve objective: ‘‘By 2010, at least 50% of African

American men aged 35 years or older in Duval County will report having been examined

for oral cancer within the preceding 12 months’’

Program component Target population Desired outcome

Oral cancer awareness African-American men

aged R35 years

Increased knowledge of

oral cancer risk factors, signs,

symptoms

Accessibility of oral cancer

examinations

African-American men

aged R35 years

Attendance at oral cancer

screenings

Quality of oral cancer

examinations

Local dentists and dental

hygienists

Increased competence in

providing head and neck

examinations

This objective was part of a community-based social marketing project designed to increase

awareness of oral cancer, promote its earlier detection, and reduce racial disparities in stage at

diagnosis and survival.

Data from Noland Dodd VJ, Watson JM, Choi Y, et al. Social marketing approach to in-

creasing oral cancer exams among African-Americans [abstract 1266]. J Dent Res 2007;86:(Spec

Iss A).



Table 2

Example of action steps needed to implement a program component in a community-based social marketing project designed to increase awareness of oral

cancer, promote its earlier detection, and reduce racial disparities in stage at diagnosis and survival

Program component Action step Responsible entity Target date

Oral cancer awareness Determine target population

and comparison community

County health department February 1

Conduct baseline survey in target

and comparison communities

Survey research center March 30

Conduct formative focus groups

in target population

Health education faculty at College

of Public Health

April 30

Design and test draft messages

and materials

Faculty at College of Public Health

and College of Dentistry

May 30

Identify media and venues

for dissemination

Community members of coalition June 15

Produce electronic and print

materials

Health department communication office

in collaboration with advertising agency

July 30

Disseminate materials Community organizations, professional

organizations, county health

department

August–November

First follow-up survey in target

and comparison communities

Survey research center December 15

Data from Noland Dodd VJ, Watson JM, Choi Y, et al. Social marketing approach to increasing oral cancer exams among African-Americans

[abstract 1266]. J Dent Res 2007;86:(Spec Iss A).
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is that there are multiple individuals and organizations to help share in the
implementation. If each entity assumes responsibility for one or a few activ-
ities, thereby sharing the burden, the program is more feasible than if one
party with limited resources had to conduct all activities on its own.
Evaluate the program
It is essential that programs ensure that they are achieving the intended
results, which requires program evaluation. Evaluation may be defined as
systematic investigation of the merit, worth, or significance of an object
[24,25]. Although Fig. 1 depicts program evaluation as one discrete step
in the planning cycle, evaluation is an ongoing process that starts at pro-
gram inception. Unfortunately, too many oral health programs are not ad-
equately evaluated [26].

The ultimate purpose of the evaluation is to determine whether the pro-
gram did what it was designed to do. There are, however, many other facets
to consider. One classical framework for program evaluation, formulated by
Donabedian [27], partitions the evaluation components into the broad cat-
egories of structure, process, and outcome. This framework has been em-
ployed in evaluations of community oral health programs [28,29].
Structure includes the physical aspects of the program, including facilities,
equipment, personnel, finances, and logistics. Process includes the methods
or techniques used to deliver the services. Outcome includes the impacts, ef-
fects, and changes that come about as a result of the program. Ideally, eval-
uations should include measures in all three components of the framework.

The CDC developed a practical framework for evaluating public health
programs that encourages integrating evaluation with routine program
operations [30]. The CDC framework takes into account three interrelated
issues reflecting public health values: merit (ie, quality), worth (ie, cost-effec-
tiveness), and significance (ie, importance). Even if a program is judged to be
of merit, there may be questions as to whether the program is worth its cost.
Also, there may be questions about whether even valuable programs are
making significant differences.

The CDC framework has six steps that should be taken in any evaluation
(Fig. 3) and are applied here to community oral health programs:
Step 1: Engage stakeholders

As described earlier regarding program development, effective commu-

nity oral health work involves partnerships. Any evaluation of a community
oral health program requires engaging the people and organizations that
have an investment in the program, and clarifying what will be learned
from the evaluation and what will be done with that information. After be-
coming involved, stakeholders help to carry out the other steps of the eval-
uation. The stakeholders include those involved in program operations (eg,
sponsors, oral health coalition partners, managers, and staff); those served
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or affected by the program (eg, dental patients, neighborhood organizations,
and local dentistry and dental hygiene associations); and the primary users
of the evaluation (ie, the people who are in a position to do or decide some-
thing regarding the program).
Step 2: Describe the program

Program descriptions convey the mission and objectives of the program

being evaluated. Descriptions should be sufficiently detailed to ensure un-
derstanding of program goals and strategies. The description should discuss
the program’s capacity to effect change, its stage of development (ie, a new
initiative or a mature program), and how it fits into the larger organization
and community. Program descriptions set the frame of reference for all sub-
sequent decisions in an evaluation.
Step 3: Focus the evaluation design

The evaluation must be focused to assess the issues of greatest concern to

stakeholders while using time and resources as efficiently as possible. Among
the items to consider when focusing an evaluation are purpose, users, uses,
questions, methods, and agreements.

Public health evaluations have four general purposes: (1) to gain insight
from an innovative oral health program or practice; (2) to change practice,
which is appropriate when an established community oral health program
seeks to improve the quality, effectiveness, or efficiency of its activities; (3)
to assess effects, by examining the relationship between program activities
and outcomes; and (4) to affect those who participate in the inquiry by
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stimulating reflection of stakeholders and serving as a catalyst for self-di-
rected change.

Users are the specific persons who will receive evaluation findings. User in-
volvement is required for clarifying intended uses, prioritizing questions and
methods, and preventing the evaluation from becoming misguided or
irrelevant.

Uses are the specific ways in which information generated from the
evaluation will be applied. Uses should be planned and prioritized with in-
put from stakeholders, and all uses must be linked to one or more specific
users.

Creating evaluation questions encourages the stakeholders to reveal what
they believe the evaluation should answer. Negotiating and prioritizing
questions among stakeholders further refines the focus of the evaluation.

The methods for an evaluation are drawn from scientific research options,
and may include experimental, quasi-experimental, and observational study
designs. The most appropriate design will largely depend on the question be-
ing asked, the feasibility of implementing the design, and acceptability to the
users. No design is better than others under all circumstances. However, the
choice of study design does have implications for the level of evidence that
will be produced and the degree to which the findings will be generalizable.
It is often desirable to include more than one study design in evaluating an
oral health program.

Agreements clarify roles and responsibilities among those who will carry
out the evaluation plan, and describe how the evaluation plan will be imple-
mented by using available resources. Agreements also identify safeguards in
place to protect human subjects and, where appropriate, ethical (eg, institu-
tional review board) or administrative approvals.
Step 4: Gather credible evidence

An evaluation should strive to collect information that will present

a well-rounded picture of the community oral health program so that the in-
formation is seen as credible by the evaluation’s primary users. The evidence
should be perceived by stakeholders as believable and relevant for answering
their questions. Encouraging participation by stakeholders can also enhance
perceived credibility. When stakeholders are involved in defining and gath-
ering data that they find credible, they will be more likely to accept the eval-
uation’s conclusions and to act on its recommendations [31,32]. Some of the
aspects of evidence that may affect its perceived credibility include indica-
tors, sources, quality, quantity, and logistics.

Indicators address criteria that will be used to judge the oral health pro-
gram, and therefore should reflect aspects of the program that are meaning-
ful to monitor. Examples of indicators that can be defined and tracked
include measures of program activities (eg, participation rates, levels of pa-
tient satisfaction, the efficiency of resource use, and the amount of interven-
tion exposure) and measures of program effects (eg, changes in participant
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behavior, community norms, policies or practices, health status, quality of
life, and the settings or environment of the program).

Sources of evidence in an evaluation are the people, documents, or obser-
vations that provide information for the inquiry. Using multiple sources
helps to include different perspectives about the program and will likely en-
hance the evaluation’s credibility. Integrating qualitative and quantitative
information can increase the chances that the evidence base will be
balanced.

Quality refers to the appropriateness and integrity of the information
used in an evaluation. High-quality data are reliable, valid, and informative
for their intended use. Collecting quality data will involve consideration of
factors such as study design, training of dental examiners or interviewers,
and data cleaning and management.

Quantity refers to the amount of evidence gathered in an evaluation,
which affects the potential confidence level or precision of the evaluation’s
conclusions. Determining the quantity of information to be collected often
involves a balance among ensuring reasonable power to detect program ef-
fects, the burden placed on respondents, and the resources required to col-
lect the data.

Logistics includes the methods, timing, and physical infrastructure for
collecting and managing evidence. People and organizations may have cul-
tural preferences that dictate acceptable ways of asking questions and col-
lecting information, including who would be perceived as an appropriate
person to ask the questions.
Step 5: Justify conclusions

The conclusions from a program evaluation are justified when they are

linked to the evidence gathered and judged against agreed-upon values or
standards set by the stakeholders. Justifying conclusions on the basis of ev-
idence includes consideration of the stakeholders’ values; analysis and syn-
thesis of evidence from all sources; interpretation of those analyses;
judgments on the merit, worth, and significance of the program; and devel-
opment of recommendations for action, based on the evidence, that antici-
pate cultural and political sensitivities.
Step 6: Ensure use and share lessons learned

Lessons learned in the course of a program evaluation require specific ef-

forts to ensure that the evaluation processes and findings are used and dis-
seminated appropriately. Five elements are critical for ensuring use of an
evaluation including design, preparation, feedback, follow-up, and dissemi-
nation. Design refers to how the evaluation’s questions, methods, and over-
all processes are constructed, and should be organized from the start to
achieve intended uses by primary users. Preparation includes the steps taken
to rehearse eventual use of the evaluation findings, which could involve ask-
ing stakeholders to describe the actions they would take if they received
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a hypothetical set of results. Feedback is the communication that occurs
among all stakeholders in the evaluation process. Follow-up involves provid-
ing technical and emotional support to assist users and remind them of the
planned use of the evaluation’s findings. Dissemination is the process of
communicating the procedures or the lessons learned from an evaluation
to relevant audiences in a timely, unbiased, and consistent manner.
Standards for effective evaluation

Finally, the CDC framework for evaluating public health programs iden-

tified 30 specific standards that should serve as guiding principles in design-
ing an evaluation and guiding decisions among options [30]. These
standards were grouped into four categories: utility, feasibility, propriety,
and accuracy. Utility standards ensure that the evaluation will meet the in-
formation needs of the intended users. Feasibility standards ensure that an
evaluation will be practical, politically viable, and cost-effective. Propriety
standards ensure that an evaluation will be conducted legally, ethically,
and with regard for the welfare of those involved in the evaluation as well
as those affected by its results. Finally, accuracy standards ensure that an
evaluation will produce findings that are considered technically correct.

Summary

Community oral health programs focus primarily on populations, includ-
ing those who do not seek oral health care. Planning these programs should
include involvement of the community, broadly defined to include individ-
uals and organizations that represent those who can help design and imple-
ment it and those who could be affected by it. A systematic approach toward
planning community oral health programs is advocated and includes identi-
fying community oral health needs, assessing the available resources, deter-
mining the community’s oral health priorities, setting measurable and
achievable goals and objectives, implementing the program, and systemati-
cally evaluating the program. This approach helps to ensure that all stake-
holders are in agreement on the purpose of the program, contribute toward
its success, and provide constructive input toward its continuous
improvement.
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