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Abstract -

Objectives: This paper reports the planning, implementation, process evalu-
ation, and refinement of an oral health communily participatory project in Mount
Pleasant, an inner-city Latino neighborhood of Washington, DC. The main goal
was to explore the feasibility of implementing such a project. Methods: The
PRECEDE-PROCEED model was used to guide the planning and process
evaluation of this project, in conjunction with community organizational methods.
A steering committee, which met periodically, was formed to assist in program
planning, implementation, and evaluation. The needs assessment of the commu-
nity identified extensive dental health problems among children and deficiencies
in their parents’ oral health knowledge, opinions, and practices. In response,
culturally appropriate health education and promotion activities were planned and
implemented in collaboration with local community organizations, volunteers, and
local practitioners. Process evaluation was used to provide feedback into the
refinement of the community approach, which included record keeping and an
inventory approach to activities completed and resources used. The overall
impact and usefulness of this program were assessed informally using an anony-
mous open-ended questionnaire directed to members of the steering committee,
and an outreach survey using a convenience sample at a local Latino health fair.
Results: The implementation of such a community participatory approach was
feasible and useful for building upon existing local resources and addressing oral
health concerns in a community not reached by traditional dental care and health
promotion initiatives. Individuals in this community showed a substantial interest
in oral health matters and participated in a variety of oral health prevention
activities. The community approach adhered to community-based research prin-
ciples. [J Public Health Dent 2001,;61(1):34-41]
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Millions of Americans have not
benefited from the significant im-
provements made since the early
1970s in preventing and controlling
dental decay (1). Low-income persons
and those with a low level of education
are particularly at risk for oral diseases
(2,3). Furthermore, early childhood
caries is more prevalent among chil-

dren of low socioeconomic status and
children from particular racial or eth-
nic groups, such as African Americans
and Hispanics (4,5). Primary preven-
tive care is not easily accessible for
those who have the greatest burden of
oral diseases. Populations with the
greatest needs for dental care usually
are those who cannot afford regular

preventive services (6). Equally im-
portant, these populations do not rec-
ognize that they can prevent and con-
trol most oral diseases.

Health education and health pro-
motion are considered to be effica-
cious approaches for decreasing den-
tal disease and promoting oral health
(7). However, evidence is growing that
health promotion and education ef-
forts to influence preventive behaviors
must be targeted to specific audiences
(8). Consideration of social, cultural,
economic, and other environmental
factors influencing health in a particu-
lar community tend to unite people
and maintain a level of commitment
and motivation for carrying out neces-
sary actions to solve the problems and
make a program successful (9,10).
Moreover, early involvement of com-
munity members in identifying their
own needs, setting their own priori-
ties, and planning their own program
provides opportunities for ownership
that can lead to a sense of empower-
ment and seif-determination in goal
attainment (11).

Preventive interventions must be
culturally appropriate (12) and tai-
lored to people’s specific needs (3,8).
Community programs, such as com-
munity participatory models to re-
duce heart disease or programs to im-
prove access to primary care, have
proved to be particularly effective in
reaching population groups that oth-
erwise have not been reached by other
preventive initiatives (13-15). To date,
such community models have had
only limited applications in the pre-
vention of dental decay among high-
risk populations (16,17).
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The greatest potential for positively
affecting attitudes, values, and behav-
iors, is to target young populations
during early stages of develop-
ment—when habit patterns can be
more easily molded (18). For example,
caries prevention programs instituted
at maternal and child centers could be
particularly effective (17,19) using in-
terventions before initiation of caries
to enable child populations to remain
caries free. To be effective, it is neces-
sary to have multiple exposures to the
health message, reinforce the mes-
sage, and make the preventive regi-
men available (11,20). The messages
must be targeted to the community
audience and introduced effectively
into the participants’ homes (21).
Moreover, oral health prevention can
and should be targeted in the context
of general health (3).

The purpose of this pilot project was
to explore the feasibility of developing
and implementing an oral health com-
munity participatory program using
as a framework the PRECEDE-PRO-
CEED planning model combined with
methods based on community organ-
izational theory. This project focused
on early prevention of dental caries
through culturally appropriate educa-
tion of pregnant mothers and parents
of preschool-aged children in the
Mount Pleasant community, an inner-
city neighborhood of Washington,
DC. Because the project was inclusive
rather than exclusive, segments of the
population in addition to mothers and
children were educated about oral dis-
eases. The strategy was to use re-
sources already in place, build upon
them, and increase awareness of local
resources and infrastructure. This pa-
per describes the planning, implemen-
tation, process evaluation, and refine-
ment of the community approach we
used in the project, and discusses the
approach in terms of fulfillment of
principles of community-based re-
search.

Program Description

Population of Mount Pleasant. The
target community is an optimally
fluoridated inner-city community in
northwest Washington, DC (22). The
Mount Pleasant neighborhood has a
population of approximately 11,000
persons (23). Mount Pleasant was offi-
cially designated as a Health Profes-
sional Shortage Area (HPSA) in 1980,
and again in 1990 (24).
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National census data indicate that
approximately 62 percent of Hispanics
in Washington, DC, are Salvadorians
or of other Central American origin.
However, large proportions of His-
panics/Latinos in this inner-city
neighborhood are known to be recent
immigrants and undocumented per-
sons who are not likely to be included
in Census statistics {25).

Although Central Americans are
the fourth largest group of Hispan-
ics/Latinos in the United States, few
data exist on their sociodemographic
profile, health beliefs, or behaviors
(26). According to a recent survey of
1,549 persons in the Washington, DC,
metropolitan area, only 30 percent of
the 1,084 employed individuals re-
ported having any medical insurance
(26). Lack of health information was
identified as one of the most serious
health problems affecting the commu-
nity (26). Because Hispanics of Central
American origin identify themselves
as Latinos or Latin Americans, the
term Latino will be used when refer-
ring to the people in this community.

Community Approach. The project
was divided into six phases (Figure 1).
The PRECEDE-PROCEED model (11),
a diagnostic approach to health educa-
tion planning, was used to guide the
planning and process evaluation of
this project. This model helped direct
the kinds of information to collect
prior to developing and implementing

the interventions. The PRECEDE-
PROCEED model emphasizes that the
identification of predisposing, ena-
bling, and reinforcing factors impor-
tant to an outcome must be diagnosed
before an intervention is designed.
PRECEDE and PROCEED also pro-
vided the framework for the process
evaluation, which in turn provided the
feedback necessary for refinement of
the community approach (11).

The first phase of the project con-
sisted of self-assessment and self-diag-
nosis, which included the identifica-
tion of community networks and the
establishment of a steering committee.
Representatives of all community-
based organizations in the Mount
Pleasant area were invited to partici-
pate, as well as other individuals with
diverse backgrounds, such as commu-
nity lay people, health educators, so-
cial workers, administrators, and local
private dentists. Community organ-
izational methods, incorporated
within the PRECEDE-PROCEED ap-
proach, were used as tools to facilitate
the process by which steering commit-
tee members helped us to identify
needs, set priorities, and plan the pro-
gram (27). The Centro Catolico His-
pano or Spanish Catholic Center
(SCC) was the home base organization
for this project and the meeting place
for steering committee meetings. The
mission of the SCC is to help the Latino
community in the process of adapta-
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TABLE 1
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Issues Related to Oral Health Education and Prevention Identified Through Steering Committee Nominal Group Process

Question posed: From your experience, identify three areas related to oral health education and prevention that need to be
addressed in the Mount Pleasant community.
—Lack of knowledge of basic nutrition practices; nutrition education; use of excessive fruit juices and sugared drinks;

interaction between food and teeth; feeding skills; prolonged use of bottle; sleeping with baby bottle.
—Oral hygiene, oral health habits, oral hygiene instruction; brushing/wiping out small children’s teeth/mouth;

" flossing and brushing.

—Lack of affordable dental care; access to care issues;sSources of dental care in the community—need a list of Spanish-
speaking providers and providers with reduced fees; appropriate age to start seeing dentist; education about insurance
coverage and dental benefits; should care for children be deferred due to socioeconomic conditions?

—Parent education, more emphasis in the family; breastfeeding; prenatal dental care education, child development;

family planning.

—Need for oral screenings; implementing mandatory dental care and follow-up to school forms.
—Need for more preventive education with audiovisuals.

tionand integrationinto a new society,
offering an integrated holistic set of
medical, dental, and social services.
This center houses the only nonprofit
(nonprivate) dental clinic in the com-
munity and serves only uninsured
persons.

Background and Baseline Assess-
ments. An initial assessment of oral
health needs and risk behaviors was
performed using nominal group proc-
ess (11) among steering committee
members to identify areas related to
oral health education and prevention
that needed to be addressed in the Mt.
Pleasant community (Table 1). This
process was complemented with an
assessment of secondary data sources
to determine dental care patterns and
extent of treatment provided in the
community. Secondary data sources
included health records of children
seen at the dental clinic of the SCC and
copies of community elementary
school oral screening forms—a re-
quirement for all Washington, DC,
children entering the school system.
Observations made by health educa-
tors from participating community-
based health organizations also were
discussed at steering committee meet-
ings.

The initial educational assessment
consisted of four focus groups con-
ducted with mothers and pregnant
women. The focus groups were de-
signed to identify their predisposing
(knowledge and beliefs related to oral
health, dental caries, and prevention
of dental caries), enabling (language
spoken, time in the United States, type
of insurance) and reinforcing (family
support, advice from health provid-
ers, source of information) factors. It

was established that Mount Pleasant
children, their mothers, and pregnant
women could benefit from targeted
oral health promotion interventions.

The second phase of the project con-
sisted of a more formal assessment of
community oral health needs after
completion of the initial assessment
from secondary data sources and the
focus groups. This phase of assess-
ment later facilitated evaluation of the
project. Two baseline surveys were
completed: an oral health examination
survey of preschool children (n=142),
and a baseline survey of parents and
pregnant women regarding their oral
health needs, knowledge, opinions,
practices (KOP), and information re-
garding their sources of oral health
information (n=121). Both surveys
were conducted among convenience
samples. Methods for both the paren-
tal and the child surveys and their
findings have been described pre-
viously (28).

Intervention Planning. The devel-
opment of a culturally appropriate
community intervention plan was the
third phase of the project. The predis-
posing, reinforcing, and enabling fac-
tors identified through the focus
groups and the baseline oral health
KOP survey were reviewed with
members of the steering committee.
Areas where oral health education
was needed were identified and used
in the prioritization of messages and
activities that were to be targeted in
the interventions. Recommendations
for health promotion activities were
formulated based on scientific evi-
dence and on the combined experi-
ence of steering committee members
in the community.

The research team and steering
committee members decided that the
themes for the interventions would be
prevention of dental caries and early
childhood caries. A list of possible in-
tervention activities were developed
and discussed with the steering com-
mittee. The most appropriate inter-
ventions for this community were se-
lected by consensus, and target age
groups and the settings for the inter-
ventions were prioritized—i.e., preg-
nant women, mothers of young chil-
dren, and preschool children. Addi-
tional interventions for other
segments of the population also were
provided because we sought partici-
pation of the community at large.

The idea for a communitywide oral
health campaign evolved into the In-
tervention Activity Weeks. Having
more than one week of interventions
allowed for converging community-
wide efforts at determined points in
time using multiple types of activities,
as well as coordinating volunteer ac-
tivities to be intensive for only a few
days at a time. The media campaign
enhanced outreach efforts and in-
creased participation, thus reinforcing
the oral health messages.

Evaluation Methods

Process evaluation was used
throughout the project to review and
refine the overall program. Overall im-
pact and usefulness of the program
was evaluated at the end of the fund-
ing period.

Process Evaluation and Refine-
ment of the Community Approach.
The appropriateness and applicability
of the preventive activities were re-
viewed on an ongoing basis with the
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steering committee. For example, after
each intervention week was com-
pleted, the implemented activities
were discussed and improved for fu-
ture use. Three intervention weeks
provided the opportunity to adjust the
target messages and the delivery ap-
proaches.

The process evaluation included re-
cord keeping, as well as inventory of
activities completed and of resources
used, as suggested by Green and
Kreuter (11). We recorded the amount
of promotional materials distributed,
such as toothbrushes, toothpaste, edu-
cational brochures, and magnets for
message reinforcement. These records
provided ongoing as well as episodic
accounts of what was occurring in the
program. For example, anecdotal re-
ports by staff members’ of the commu-
nity-based organizations, including
physicians, were recorded. These re-
ports demonstrated an increased
number of client inquiries about oral
health coinciding with the interven-
tion weeks, as well as an increased
demand for dental appointments at
the community dental clinic. An in-
ventory of resources used, particularly
the number of volunteer hours that the
project elicited, served to describe the
amount of oral health promotion ac-
tivities provided that otherwise would
have been nonexistent in this commu-
nity.
Overall Impact and Usefulness.
This was evaluated informally in two
ways. First, an anonymous, self-ad-
ministered, open-ended questionnaire
directed to members of the steering

was a goal worth pursuing in the com-
munity?” “Do you think this project
had an impact on your agency?”
“Please list this project’s assets (quali-
ties) and caveats (problems).” “Please
suggest additional ways to integrate
oral health with other services in the
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community.” Members not present at
that session were reached later and
requested to respond by mail.
Second, a short swrvey regarding
outreach issues was conducted among
a convenience sample at a local annual
Latino health fair. The survey instru-

Table 2. Intervention Activities

Ongoing community initiatives targeted:

—1995 and 1996 Latino health fairs organized by local community-based
organizations,

—Council of Latino Agencies Community Resources Fair,

—Mary’s Center and Latin America Youth Center “teen clinics,”

—Rosemount’s Center Children and Nutrition fairs,

—Training of the Latin American Youth Center (teen) Health Promoters

—Rosemount Head Start Program Health Services Advisory Committee.

Strategic placement of additional selected interventions:

—Children oral examinations and school dental check-ups for children entering
kindergarten;

—Application of dental sealants and topical fluorides at the SCC dental clinic at no
cost;

—Targeted oral health presentations were given at participating community-based
organizations;

—Targeted reinforcement messages were placed in refrigerator magnets, pennants,
and posters;

—Oral health posters and messages in bulletin boards were placed at community-
based organizations;

—Educational slide series for use by local health providers and organizations were
developed;

—A baooklet for oral health promoters’ use was developed;

—Oral health songs in Spanish were introduced at preschool, elementary, and
middle schools.

—Provided support to field programs from a local dental school (University of
Maryland)— i.e.: alternate clinic experience (ACE) program for 3rd and 4th year
dental students and Community Service Practicum for 3rd year dental hygiene
students); and to an Americorp program, by training college students to be oral

committee included the following health promoters.
questions: “Do you think oral health
TABLE 3

Community Intervention sites
Name of Participating Agency Description Services Target Clientele
Bancroft Elementary School Elementary school Children aged 5-10 years
Clinica del Pueblo Health center All ages
EOFULA Geriatric center Older adults
Family Place Outreach Pregnant women and mothers
Latin American Youth Center Youth services Teenagers
Lincoln Multicultural Middle School Middle school Children aged 11-13 years
Mary’s Maternal and Child Center Health center Mothers and children
Rosemount Center Preschool care center Children aged 2-5 years
Sacred Heart Elementary School Elementary school Children aged 5-10 years
Sacred Heart Parish Church, community services All ages

Spanish Catholic Center (SCC)

Health and dental services All ages
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ment used was designed to allow the
identification of Latinos’ knowledge
of local oral health resources. Ques-
tions included: “Have you received
any information or advice regarding
oral health during the last year (June
1995 to June 1996)?” “Where did you
receive this information or advice?”
(This question was a multiple choice
and listed 12 choices of community
sources, including radio and televi-
sion programs, Hispanic/Latino
newspapers, and community centers.)
“Would you like to learn more about
how to prevent oral diseases at home
(for you and your family)?” And “Do
you live in Mount Pleasant? If not,
please specify if you live in the sub-
urbs of Maryland or Virginia.”

Implementation. Implementation
was the fourth phase of the project. We
developed a detailed, community-
wide intervention plan using an array
of activities for the different commu-
nity groups. We integrated our inter-
ventions with ongoing community in-
itiatives and used additional selected
interventions (Table 2). Settings for the
interventions were selected to include
all possible collaborating community-
based organizations and all segments
of the population. The Intervention
Activity Weeks were chosen to facili-
tate the implementation at multiple
sites, in combination with a multime-
dia campaign. During implementa-
tion of the first Intervention Activity
Week, we decided to educate youth
health promoters to increase their
knowledge about their own oral
health and to enable them to assist
with the work load during oral health
campaigns. :

Briefly, the Intervention Activity
Weeks were educational interventions
that consisted of targeted, age-appro-
priate oral health presentations coor-
dinated at 11 health service commu-
nity-based organizations (Table 3).
These organizations included day care
centers and schools. We compiled a list
of approximately 20 individuals—in-
cluding project staff, volunteer den-
tists, and youth health promoters—
available to provide the interventions.
Activities included small-group
health education sessions, preparation
of bulletin boards at various sites, oral
health screening and referral events,
classroom activities including use of
games and songs, continuing educa-
tion of staff members at the commu-
nity-based organizations, and the in-

itiation of a clinic that provided free
fluoride and dental sealants. Incen-
tives were used at health promotion
activities, such as distribution of tooth-
brushes, toothpaste, brochures, rein-
forcing magnets, banners, and flyers.
Also, door prizes, raffle prizes, stick-
ers, and children’s treasure chests
were solicited from local restaurants
and businesses.

For the training of youth health pro-
moters, teenagers were recruited from
the church youth group to provide
oral health education in local elemen-
tary school classrooms and to their
peers. Educational sessions were con-
ducted in an informal and relaxed set-
ting. The curriculum focused on pre-
vention of the major oral diseases in-
cluding dental caries, gingivitis, and
oral cancer, and on the concept that
oral health is part of general well-be-
ing. A variety of educational materials
were used, including printed leaflets,
posters, and videos. Fluoride samples
were used and toothbrushes and
toothpaste were provided for tooth-
brushing instruction. The seven youth
health promoters were encouraged to
ask questions and to participate ac-
tively in discussions. Healthful foods
were served. Incentives included a
program T-shirt, certificates, and
funding for a pizza event to share with
their peers and families.

The Multi-Media Campaign, which
was held concurrently with the Inter-
vention Activity Weeks, consisted of
radio interviews with audience call-in
for questions at the two local Spanish
radio stations. A week-long series of
three-minute oral health messages
were broadcast three times daily dur-
ing the intervention weeks in the radio
program “Usted y su salud,” a suc-
cessful radio program that focuses on
preventive medicine and cancer pre-
vention (29). Articles were featured in
local Spanish newspapers—E! Pregon-
ero and Tiempo Latino. Also, three tele-
vision broadcasts—two one-hour in-
terviews regarding oral health preven-
tion issues and a three-minute
presentation during the Spanish
news—described the oral health pro-
motion project.

Steering committee members had
expressed the need for oral health edu-
cational materials in Spanish. We pre-
ferred to use existing materials when-
ever possible because there are bro-
chures, posters, videos, songs, slides,
and teaching tools available from the
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US government and from dental prod-
uct manufacturers. However, during
community focus group sessions, we
found that the Spanish language spo-
ken in the community differed from
that used in the available educational
materials. Therefore, we needed to de-
velop culturally appropriate educa-
tional materials for the Mount Pleas-
ant community. These educational
materials included posters, banners,
magnets, flyers, a programlogo, and a
caries-prevention slide series with a
bilingual script. [Note: The caries pre-
vention slide series and script, in Spanish
and English, are available free of charge in
electronic format by contacting the corre-
sponding author.]

Community Barriers. Although the
program proceeded smoothly, some
issues were raised as part of the com-
munity learning process and the daily
interaction with the community. Al-
though some of these situations were
expected, others were not. Up-front
consideration of these potential issues
can be useful in planning similar com-
munity oral health promotion initia-
tives, and therefore are included here.
Although the PRECEDE model sug-
gests that the community should assist
in the identification of the problems
that need to be resolved and their pri-
oritization, we started with aspects re-
lated to oral health because other con-
cerns such as general health, housing,
and violence were beyond our exper-
tise and level of funding.

At the onset of this program, we
observed widespread friction within
community-based organizations pri-
marily because of budget cuts and the
instability of the Washington, DC,
government. Competition was fierce
among the community-based organi-
zations for future funding from Wash-
ington, DC, programs. This situation
prompted gaps in communication and
collaboration with particular agencies,
which we had to address to ensure our
productivity. Competing agencies’
quests to extend their services to more
clients became an issue that hindered
sharing resources and facilities.

Another problem was the relative
value placed on oral health. The com-
munity has many priorities other than
oral health, such as general health is-
sues, unemployment, and poverty. In
addition, the community was greatly
concerned about divisions among
groups of different national origin (i.e.,
Salvadorians vs Guatemalans), which
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led to violent events and gang-related
activities.

Community residents and steering
committee members frequently raised
the issue of lack of funds for dental
care. No funds were available in this
project for restorative services. This
program was designed and funded to
focus on oral disease prevention and it
was possible to provide some preven-
tive services. Steering committee
members, community-based organi-
zation workers, and residents felt that
the provision of fluoride treatments
and sealants improved the program’s
value.

Results of the Evaluation

Phase 5 of the project pertained to
process evaluation and refinement of
the community approach, which was
done concurrently with program im-
plementation. Inventory information
on resources used and activities con-
ducted between February 1995 and
September 1996 were collected as part
of the process evaluation. Over 1,000
staff hours were contributed to this
program. Additionally, 10 local volun-
teer dentists contributed more than 68
hours, and individuals who served as
recorders, interviewers, and other
support personnel contributed 50
hours. In all, 26 hours of health pro-
moters were used and 42 scheduled
oral presentations were provided to
community groups.

Overall impact and usefulness of
the program were evaluated at theend
of the funding period in phase 6 of the
project. Evaluation methods included
an anonymous, open-ended question-
naire directed to members of the steer-
ing committee and a survey regarding
outreach issues. Workers of commu-
nity-based organizations felt this pro-
ject had a positive impact on their or-
ganizations. They especially valued
the opportunity to raise awareness
among staff and clients of the impor-
tance of oral health and the possibility
of primary prevention of oral diseases.
All respondents thought that oral
health was a goal worth pursuing in
the community and that integration of
the messages into ongoing initiatives,
and the outreach approach used,
made the project more valuable.

The following were listed by mem-
bers of the steering committee as as-
sets of the project:

* “the formation of the steering
committee for inclusion of -multiple

perspectives, and the inclusion of sev-
eral community-based organiza-
tions”;

8 “primary care approach to den-
tistry, yet acknowledging the need for
dental treatment in the Latino commu-
nity”;

* “strong educational component
of project focusing on mothers and
children, because it is important that
children learn this message at an early
age”; and

¢ “the exposure given to oral
health prevention through the radio
broadcasts.”

The following were listed by mem-
bers of the steering committee as limi-
tations of the project:

s “lack of availability of dental
treatment for low-income people”;

¢ “need for (or adaptation) of more
educational materials targeted to dif-
ferent age groups”; and

o “lack of future funding so that
the project may continue actively in
the community.”

An additional limjtation was that
we were unable to entice the lay com-
munity members to participate on the
steering committee. However, lay
people did participate in focus groups,
health fairs, as youth health promot-
ers, and informally at the various in-
tervention sites.

The short survey regarding out-
reach-issues that was conducted
among a convenience sample at a local
annual Latino health fair provided
validation data. The geographic distri-
bution of the population served corre-
sponded closely to that in the baseline
survey of parents’ knowledge, opin-
ions, and practices (data not shown).
Fifty-two percent of the respondents
to the short outreach survey had been
reached by messages provided by our
campaigns. The sources of health in-
formation in the community corre-
sponded with the level of intervention
provided at the different local agen-
cies, particularly those directed to
adults. For example, 35 percent of the
respondents identified the centers
where educational events for adults
took place (i.e., SCC, Mary’s Center,
and Clinica del Pueblo). Another 35
percent identified the radio program
“Usted y su salud,” of the radio Borin-
quen station, 13 percent identified the
interviews done at radio Mundo sta-
tion, and 13 percent identified one of
the TV programs. Eighty-eight percent
of the respondents pointed out that
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they would like to learn more about
how to prevent oral diseases.

Project Dissemination and Deline-
ation of a Future Plans Strategy.
Phase 6 in our project plan included
sharing and disseminating the infor-
mation from the project. A final report
and a brochure included a summary of
the program approach, baseline find-
ings, and process evaluation out-
comes. The report was distributed
among all the participating commu-
nity-based organizations, volunteer
health care providers, and youth
health promoters. The brochure was
distributed at health fairs and at pro-
fessional meetings.

Based on the activities considered
most successful, we outlined a strat-
egy that would continue the effort be-
yond the expiration of the funding.
This strategy included continuation of
radio campaigns and training of youth
oral health promoters, possibly with
an expansion of this training to
younger groups and to mothers. We
also planned to maintain an oral health
presence at annual health fairs and a
continuation of community collabora-
tion efforts. Furthermore, we intend to
continue the operation of the clinic
that offers free dental sealants and
fluoride treatments.

Discussion

The PRECEDE-PROCEED frame-
work was a useful guide to facilitate
the characterization of the resources,
educational and behavioral barriers,
and organizational factors in the com-
munity. It also served to ensure that
interventions and other learning op-
portunities were tailored to the needs
and cultural values of the community.
Moreover, the community-based ap-
proach used in this pilot program in
Mount Pleasant proved useful in ad-
dressing a community in great need of
oral health advice from dental care
providers and with minimal access to
traditional dental care.

Implementing such a community
participatory approach was feasible
and useful for building upon existing
local resources, and increasing aware-
ness toward oral health issues and the
value of preventing dental caries.
Workers of community-based organi-
zations were motivated to reach be-
yond their usual boundaries to work
with others, recognizing the impor-
tance of oral health; however, shrink-
ing budgets make it difficult for our
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project to be included in the programs
offered by many community agencies.
This program stimulated active in-
volvement from members of the com-
munity, and increased their interest in
oral health and in participating in a
variety of oral health prevention-re-
lated activities, including serving as
health promoters.

The Centro Catolico Hispano has
hired a part-time dental hygienist
whose duties include oral health pro-
motion and education activities in the
community and to continue with ap-
plications of fluorides and sealants.
The Rosemount Center has continued
with annual oral heath education ses-
sions with children and the Parent-
Teacher Association (PTA). Mary’s
Center is implementing changes in
medical well-baby visits forms to in-
corporate oral heath screening and
education objectives. The Latin
American Youth Center requested as-
sistance in the development of an oral
health chapter to be incorporated into
the teen-promoters training program
manual.

The magnitude of the results of
community intervention projects must
be judged according to their potential
public health or population-level ef-
fects. Small changes at the individual
level may result in large benefits at the
population level (30). These larger and
longer-term effects have yet to be
evaluated. Actually, it has been sug-
gested that it takes at least five years to
initiate, develop, and sustain a preven-
tive community-based program
(15)—a commodity we didn’t have
when our program was funded. Nev-
ertheless, this program was successful
in the fulfillment of eight principles to
be achieved in community-based re-
search, outlined by Israel and collabo-
rators (31).

Namely, we adopted a culturally
tailored approach considering the
identity of the community and we
built on strengths and resources
within the community. We facilitated
collaborative partnerships in all
phases of the project and integrated
knowledge and action for mutual
benefit of all partners. We promoted
co-learning and facilitated empower-
ment within the community. We em-
ployed a cyclical and iterative frame-
work, refining the approach on an on-
going basis, and addressed oral health
with a comprehensive vision of gen-
eral well-being. We disseminated

findings and process outcomes within
the community.

Further, this project attempted to
pursue “the direction for the next gen-
eration of community-based interven-
tions” outlined by Sorensen and col-
laborators (30): that is, targeting mul-
tiple levels of influence, addressing
social inequalities in disease or risk,
involving communities in program
planning and implementation, and in-
corporating approaches for “tailor-
ing” interventions.

One principle that we could not
achieve was to utilize a rigorous proc-
ess evaluation. One option is to use a
process tracking system that measures
the dose of intervention delivered (30).
The dose or content of the educational
message delivered might have varied
among volunteer dentists. However,
we attempted to standardize the o.al
health message by developing educa-
tional materials with content areas to
be used by all volunteers.

Our limited evaluation process
showed feasibility of implementation,
some degree of community ownership
and partnership building, and much
interest in oral health, which has con-
tinued throughout the three years
since the end of the funding period. In
this context, this pilot project provides
evidence for oral health funding agen-
cies and oral health policy makers to
support future community participa-
tory initiatives. Future initiatives,
however, must be planned with
stronger evaluation components so
that effectiveness and efficacy may be
demonstrated.

Suggestions for enhancement in-
clude identification of a paid on-site
community facilitator within the com-
munity, and the active involvement of
the lay population members on the
steering committee. The achievement
of close collaboration and sharing of
resources with other heaith care
providers and the use of interventions
that can be conferred in the context of
general health should be guiding prin-
ciples in future initiatives.
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