
SUMMARY
More than 50 years ago WHO has recognized that health is a state of 

complete physical, mental and social well-being. The purpose of oral health 
promotion is to achieve a continuation of improvements in oral health and 
reduction of inequalities by actions directed at the underlying determinants of 
oral health. An indispensable factor of this process is a multiplex action that 
utilizes a number of complementary strategies. Oral diseases are major pub-
lic health problem, especially on the disadvantaged and low socio-economic 
population groups. The current pattern of oral diseases reflects distinct risk 
factors related to living conditions, lifestyles and environmental and merely the 
implementation of preventive oral health strategies. Thus, the implementation 
of effective oral disease prevention measures and heath promotion strategies is 
urgently needed, and common risk factors and whole population ap proaches 
should be used to integrate oral health with national general health pro-
grammes.
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Introduction

Oral health is an inseparable element of general health 
and well-being. Acceptable oral health enables individuals 
to communicate and eat effectively, enjoy a variety of 
foods, and it’s important in quality of life, self-esteem and 
social confidence1. A range of diseases and conditions can 
be classified as oral diseases, including dental caries and 
periodontal diseases, and their consequences (endodontics, 
surgical and prosthetic interventions), oral cancers, dental 
erosion and fluorosis. They are very prevalent and their 
impact on society and the individual are significant. Pain, 
discomfort, limitations in eating function leading to poor 
nutrition, and time off school or work as a result of dental 
problems are all common effects of oral diseases. Despite 
the improvement of oral health in most of the developed 
countries in the last 30 years, inequalities in oral health are 
a major problem. However, oral diseases affect a significant 
proportion of the population. Disadvantaged population 
groups suffer higher rates of oral diseases than population 
groups of high socio-economic level2. Therefore, oral 
diseases consider as an important public health problem. 
We know now the aetiology of oral diseases and the 
methods to control and prevent their development. Despite 

the improvements in clinical operative techniques that 
made treatment more effective, treatment approaches alone 
will never eradicate oral diseases3.

Nowadays health care must be evidence-based. For that, 
there are valid reasons about the effectiveness of used health 
education methods3,5 for improving oral health and if these 
methods can affect oral health inequalities6. Since Miller’s 
era, the dental profession has had a long-standing interest 
in the prevention of oral diseases. We know more today 
about oral disease processes and we have began to identify 
risk factors and methods for reducing these conditions 
at biological and clinical levels by changing behaviours 
and actions of individuals, professionals and public, and 
the dominant preventive approach has been based on a 
behavioural model7. This approach places emphasis on 
providing oral health information to patients and to the 
public with the assumption that improvement in knowledge 
will lead to changes in oral health behaviours and ultimately 
better oral health status. The health education model has 
been very popular within the dental professional as it is 
applicable to clinical approach for care and treatment of 
individual patients. Recent reviews of the health education 
and promotion literature have, however, identified that this 
old approach fails to realize the complexities of human 



behaviour and the importance of socio-economic and 
environmental factors which determining behaviour change 
that will last4,8,9. It is accepted that the relationship of oral 
health and disease is changing worldwide in response to 
new social, cultural and economic patterns, and also, despite 
remarkable gains in oral health, particularly in dental 
caries and periodontal diseases, people still suffer from 
these diseases. To meet these new challenges, oral health 
professionals and other health related scientists tray to find 
ways to minimize the continual existence of oral diseases 
for which preventive strategies are known. To achieve this, 
a new approach, largely influenced by the WHO10, lead 
to health promotion movement, which places emphasis on 
reducing health inequalities through actions on changing the 
determinants of health11,12.

“Health” is a complex issue involving both the pre-
vention of disease and promotion of health. For more than 
50 years ago it has been recognized that “health is a state 
of complete physical, mental and social well-being and 
ability to function and not simple the absence of il lness 
or infirmity”13. The ability to promote health in addition to 
preventing a disease has became increasingly possible 
and nowadays health is promoted by providing a decent 
standard of living, good work conditions, education, physi-
cal culture, rest and recreation. WHO14 describes health 
promotion as a “process that enables individuals and com-
munities to increase control over the factors of health and 
thereby improve their health through personal choice and 
social responsibility”. “Health promotion” constitutes a 
range of commentary actions combin ing the diverse social 
and behavioural sciences and other health related disci-
plines15. “Health education” is a critical part of health 
promotion and is defined as “any combination of lear ning 
experiences designed to facilitate voluntary adaptations of 
behaviours conducive to health”16. Education alone is insuf-
ficient to guarantee health, but appropriate information 
can provide the foundation for making informed decisions 
about one’s health. Studies demonstrated that health edu-
cation of decision makers (community leaders and health 
care providers) is a potential powerful instrument for 
social change. By the accumulation of scientific knowledge, 
we know that it is possible to prevent the 2 most prevalent 
oral diseases (caries and periodontal disease); however, 
events, actions and behaviours at cultural, social, com-
munity, family and individual levels continue to impede full 
realization of complete oral health.

“Disease prevention” is another key in health promo-
tion. It includes biomedical and public health approaches 
ranges from use of appropriate fluorides and dental sealants 
for dental caries prevention to protective masks and gloves 
which limit the health care professionals’ opportunities for 
infection. Disease prevention is characterized as:

Primary = reducing the risk of disease;
Secondary = screening and early intervention to arrest 

the progress of disease;

Tertiary = minimizing a disease’s effects on functional 
and activity.

Research on oral health promotion has expanded from 
water fluoridation prevention strategies and oral health 
delivery systems to studies designed with focus on socio-
cultural, political and economic contexts within which 
prevention and promotion activities occur17. Utilizing the 
results of research, oral health professionals must counsel 
individuals on appropriate oral hygiene procedures, help 
children avoid risky behaviours, develop programmes to 
eliminate risky behaviours, encourage behavioural changes 
to improve disease management and treatment benefits, 
advocate social or public initiatives to promote a healthful 
environment. It is essential to realize that oral diseases 
are highly complex, resulting from biological and genetic 
conditions, aggravated physiological vulnerabilities, 
adverse environmental effects, loss of social and economic 
supports and related individual, social, environmental and 
cultural factors. Oral diseases also are accelerated by the 
absence of positive factors (e.g. lack of access to known 
efficacious preventive strategies). Because of this broad 
multifactorial aetiology of oral diseases, approaches to oral 
health promotion must be diversified and comprehensive. 
Given that the efficacy and effectiveness of prevention 
strategies for most oral diseases are well established, the 
goal of oral health promotion is to achieve oral health by 
using these specific strategies, as supported by positive 
life-styles, appropriate services and an environment that 
reinforces healthy personal behaviours. In these efforts, 
many barriers to oral health promotion will have to be 
overcome, as the integration of curative and preventive 
approaches to health care, the variety of existing views 
about specific objectives for oral health promotion, the 
lack of realization by some health professionals that the 
oral cavity is part of the human body and that treating oral 
diseases involves an understanding of systemic health and 
illness, as well as an individual’s place and function in the 
social world. Oral health promotion can be the route 
for ensuring that each individual and all members of 
society share the same responsibility, that is, to maintain 
oral function and health throughout life18. As U.S. surgeon, 
Everett Koop said “you are not healthy without good oral 
health”19.

Oral health promotion and disease prevention are 
accomplished by:

individual oral health practices;1. 

practitioners’ health-enhancing activities, including edu-2. 
cation, diagnosis, as well as therapeutic prophylactic 
and preventive services, such as providing sealants 
and fluoride applications; and

environmental support changes, such as national 3. 
nutrition policies or regulations requiring optimal level 
of community water fluoridation.
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Strategies and Approaches for 
Oral Health Promotion

A debate continues over the most appropriate metho-
dology for assessing different intervention approaches. 
However, the question remains which oral health promo-
tion approaches oral professionals should adopt. A basic 
element of health promotion is the development and imple-
mentation of a range of complementary strategies to pro-
mote health7. This can be accomplished as follows20:

Promoting health through public policy1.  - by focus our 
attention on the impact on health of public policies from 
all sectors, and not just from the health sector;
Creating a supportive environment2.  - by assessing 
the impact on health of the environment and clarifying 
opportunities to make changes conducive to health;
Developing personal skills3.  - by moving beyond the 
transmission of information, to promote understanding 
and to support the development of personal, social 
and political skills that enable individuals to take action 
to promote health;
Strengthening community action4.  - by supporting concrete 
and effective community action in defining priorities, 
making decisions, planning strategies and implementing 
them to achieve better health;
Reorienting health services5.  - by focusing attention away 
from the responsibility to provide curative and clinical 
services towards the goal of health gain.

A strategy for oral health promotion approach must 
be effective, minimize oral health inequalities, have 
the minimal possible cost, be consisted with existing 
programmes of general health promotion, analyze and 
understand the broad beliefs of the community as well as 
those of the professionals who act as advocates, develop a 
range of clearly stated and challenging goals, and ensure 
that actions are evidence based.

Until today, 2 main strategies are proposed for oral 
health promotion21:

The Common Risk/Health Factor Approach (CRHFA); 1. 
and
Population Strategies (PS).2. 

The Common Risk/Health Factor Approach 
(CRHFA)

People of all ages during their life time are exposed 
to unlimited number of risks to their health. Risk is the 
probability that an event will occur within a given period 
of time. The World Workshop on Periodontics (1996) 
adopted the following definition of risk factor, as “an 
environmental, behavioural or biological factor confirmed 
by temporal sequence, usually in longitudinal studies, which 
if present directly increases the probability of a disease 
occurring, and if absent or removed reduces the probability. 

Risk factors are part of the causal chain or exposure of the 
host to the causal chain. Once disease occurs, removal of a 
risk factor may not result in a cure”23.

The factors that lead to the development of disease 
at a given period of time are likely to have their roots in a 
complex chain of environmental events that may begin 
years previously24. The common oral and dental diseases are 
chronic diseases and the solutions to prevent them must share 
with other health professionals, educators and the com munity. 
Our task as oral health professionals is to convince 
policy makers and society to undertake the specific social 
measures which are necessary to solve oral health problems 
and to participate in the implementation of these policies. 
By utilizing this approach, health promotion is directed 
at the underlying factors. The main factors of the major 
dental and oral diseases are diet, plaque, smo king, alcohol, 
stress, and trauma to teeth and jaws (Fig. 1).

As these factors are common to a number of other 
chronic diseases, it is rationale to use the common risk 
factors approach25. Decision makers and individuals 
will be more readily influenced by measures directed to 
preventing major general diseases, as well as dental caries, 
than if dental disease-specific recommendations are 
made alone. The CRHFA distinguishes between action at 
reducing risk factors and actions promoting health factors. 
One of the principles of general and oral health promotion 
is to focus on the whole population rather than on disease-
specific at risk groups. A major benefit of CRHFA is the 
focus on improving health conditions in general for the 
whole population and for groups at high risk. This benefit 
reduces social inequalities. Preventing strategies based upon 
CRHFA will exert a favourable effect not only on a single 
disease but simultaneously on several conditions. A number 

Figure 1. The common health risk factor approach
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of risk factors in individuals and groups, particularly 
those at the lower social groups, suggests that preventive 
approaches should be directed at clusters of risk factors 
common to a number of disease and the social structures 
which influence individuals health risk26. The CRHFA 
addresses risk factors that are common to many chronic 
conditions and the potential benefits of such an approach 
are far greater than isolated interventions24.

Population Strategies
Population health strategies address the entire range 

of factors that affect health, rather than focusing on specific 
risks and clinical signs related to particular oral disease27.

1. High Risk Approach (HRA)
Concern for reducing disease in people with severe 

caries or periodontal diseases rests on the assumption that 
those predisposed to develop many cavities and pockets 
are distinguished from those at low risk. That implies some 
means of identifying those in special need. The high risk 
strategy aims to identify people who may develop disease 
in the future by the use either of a predictive marker or of 
an early feature of the disease which precedes its clinical 
manifestations so that efforts can be focused on them. 
Screening is used to detect those individuals at high risk 
for close monitoring and special preventive treatment. The 
high risk approach can be regarded as the traditional and 
medically oriented approach to disease prevention, but this 
approach has a number of limitations, the most important 
are the poor power of prediction of risks, of labelling of 
individuals and low cost-effectiveness of intervention24.

Advantages of the high risk strategy are:
Any preventive intervention must be appropriate to  ●
the individual needs for future disease;
Those not at risk do not have to undergo preventive treat- ●
ment;
Services and resources must be directed where the need  ●
and potential benefits are likely to be greatest.
Disadvantages of high risk strategy are: ●
The test to identify the high risk individuals must  ●
have high sensitivity and specificity (until now none is 
sufficient)28,29;
Those that are not high risk don’t mean that they are not  ●
at risk;
Is costly; ●
Manpower is needed. ●

2. Whole Population Approach (WPA)
The Whole Population Approach (WPA) assumes 

that all people are at risk of developing an oral disease 
and therefore preventive interventions should be directed 
to all members of the society30. Nowadays, comparing 
with 20 years ago, in many industrialized countries dental 
health in children and young adults is markedly better. 
This improvement has come as a result of changed norms 
of behaviour in the population as a whole, together with 
alteration in manufacturing practices and the addition 

of fluoride to toothpaste. The aim of the WPA is to alter 
social norms and to control the determinants removing the 
underlying causes, and can flexibly direct at designated 
part of the whole population (school, district, and town). 
The WPA differs from the high risk approach in that it 
doesn’t use screening of individuals for risk factors29, 
and relies on inter-sectoral planning (politicians, health 
educators, physicians, teachers, etc.).

Stages of Oral Health Promotion

Over the past several decades, increasing interest 
has been shown in preventing diseases and disabilities 
by modifying behaviours, lifestyles and social and 
environmental conditions. Changes in a nation’s political 
and economic structures and its delivery and financing of 
health care services can affect situations predisposing to 
health or disease. Setting priorities for services, instituting 
incentives for delivering key services and ensuring access 
to these services, all can affect health outcomes.

In the past dental health education was undertaken 
within schools targeting school children. Nowadays, a 
more holistic approach has been adopted, which involves 
activities in a range of different settings with a variety 
of partners who have an important part to play in the 
promotion of oral health.
1st stage: Assess the needs of the population

It is important, before any intervention, to know the 
needs of the targeting population.
2nd stage: Set goals for change

The main oral health goal is to maintain “natural, 
functional, acceptable dentition, which enables an 
individual to eat, speak and socialize without discomfort, 
pain or embar rassment for a lifetime, and which contributes 
to general well being”31.
3rd stage: Develop an action and evaluation plan

Depending of the goals that we set, an action and 
evaluation plan is required to outline the scope and detail 
of the strategy. The evaluation of oral health promotion 
(OHP), until today, is a neglected area of clinical 
practice. Health promotion evaluation can highlight 
changes in a range of outcomes relevant to the actions 
implemented32. A quality evaluation requires adequate 
resources and personnel with the necessary skills and 
experience33. In oral health evaluation, a variety of outcome 
measures can be used to assess changes achieved at different 
points in the process of implementation34.
4th stage: Implement plan

Failure to complete the first stages invariably results 
in a disappointing outcome.
5th stage: Evaluate and review progress

This stage identifies successes and failures, both of 
which are important.
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The Role of Dentists in 
Oral Health Promotion

In the near future the dentist involvement will be as 
oral health advocates. Their actions will be to influence 
the decisions and actions of individuals, communities 
and government authorities that influence health. This can 
be achieved by educating the decision-makers in general, 
about specific oral health issues, and setting the agenda 
to obtain political decisions to improve oral health of the 
population. To increase effective ness, dentists must build 
partnerships with the community, other professionals and 
other sectors. Dentists must place their skills at the disposal 
of the community, but until today the role of the private 
practitioners is limited26.

Public health dentists must develop the following 
approaches:

Maximize use of available other health related profes- ●
sionals;
Agree on local initiatives, for example, to provide  ●
susceptibility to behaviour change;
Agree on means for assessing, recording and  ●
monitoring diet in the whole practice population;
Develop means for the delivery of effective counselling  ●
to promote healthy nutrition;
Agree on targets, which will allow these practice-based  ●
initiatives to be evaluated.

Conclusion

The main reasons for the dramatic decline in dental 
caries in industrialized countries are related more to health 
promotion than to dental services8.

The future of oral health promotion lies in:
Targeting characteristics of individuals and populations  ●
at risk;
Undertaking multiple approaches simultaneously; ●
Expanding the scope and settings of oral health  ●
promotion;
Emphasizing families and communities; ●
Creating integrated and comprehensive programmes; ●
Influencing programmes shown to be effective; and ●
Encouraging coordinated efforts across disciplines. ●

All preventive measures require economic, social, and 
political support to ensure their acceptance, implementation 
and effectiveness. By adopting a health promotion 
CRHFA and integrating oral health with general health 
policies, policies to promote oral health should become 
more effective and efficient. Oral health should cease 
to be marginalized in overall health and dentists must 
become team members in advocacy and education with 
other organizations, government sectors and community 
organizations.

WHO adopted the following priority actions on oral 
health promotion for the whole population:
Effective use of fluorides - through fluoridated drinking 
water, salt, milk or affordable toothpaste35;
Health diet - through the reduction of consumption of 
sugars and increased intake of fruits and vegetables36;
Control of tobacco-related oral diseases37;
Health promoting schools38;
Primary health care of elderly people39;
Oral health-general health-quality interrelationships40;
Development of oral health systems - oriented towards 
prevention and health promotion40;
Prevention of HIV/AIDS-related oral diseases41;
Development of oral health information systems of goals, 
targets42 and progress43;
Research for oral health - bringing the gaps between 
developed and developing countries44.
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