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ABSTRACT

Objectives: The burden of early childhood caries
(ECC) in Manitoba led to the development of the
Healthy Smile Happy Child (HSHC) partnership. This
project used a community development approach
to foster community solutions to ECC prevention.
Emphasis was placed on building capacity within
existing communities and local services to ensure
oral health promotion was sustained. The objec-
tive is to report on evaluation aspects of the HSHC
project.

Study design and methods: HSHC undertook
evaluation projects onprevalence of andriskfactors
for ECC, assessing the effectiveness of community
training workshops, as well as qualitative research
with service providers, community members and
different cultural groups.

Results: The prevalence of ECC was initially
established in four communities. Knowledge
of prevalence and risk factors was then shared
with these communities. Results following years
of community engagement reveal significant
improvement in preschool oral health knowledge
and behaviours, and a decline in dental caries rates.
Workshop evaluations show improved knowledge
of oral health and ECC prevention. Focus groups
revealed positive experiences with HSHC and
barriers to preventing ECC. Focus groups with
cultural groups identified beliefs and practices
pertaining to preschool oral health and ECC, which
can be used to help tailor oral health education and
promotion for these communities. These groups
also demonstrated good understanding of oral
health and provided examples for further commu-
nity engagement.

Conclusions: Based on principles such as part-

nering with local stakeholders and health care
professionals to empower communities to create
sustainability, HSHC used mixed methods to eval-
uate this initiative.

Keywords: early childhood caries (ECC), health
promotion, community development, oral health,
child, preschool, dental caries, health education,
dental, public health dentistry

INTRODUCTION

Oral health is essential to childhood health. Early
childhood caries (ECC) ortooth decay ininfants and
preschoolers remains prevalentamong many popu-
lations and has a complex etiology. While caries
rates for school-aged children have declined, rates
during early childhood have increased (1). Pediatric
dental surgery under general anesthesia is the
most common surgical day-procedure in hospital
(2,3)- Studies reveal that ECC may affect more than
half of children in some communities (4-6).

Traditional oral health promotion has had little
long-term success in reducing caries rates and
improving oral health behaviours (7,8). Health
promotion critically hinges on interdisciplinary
(and intersectoral) partnerships (g); it must engage
community members, service providers and orga-
nizations to build essential capacity (z0,11).

Since 2001, a partnership has worked to prevent
ECC using a community development approach.
ECCis influenced by many determinants of health.
Upstream approaches are essential to improve
early childhood oral health. The purpose of this
paper is to describe evaluation activities of this
project and how they have guided oral health
promotion efforts.
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Figure 1. Initial logic model adopted by the HSHC project.

METHODS

The Manitoba Collaborative Project forthe Preven-
tion of Early Childhood Tooth Decay, commonly
known as Healthy Smile Happy Child (HSHC), was
formed in 1999 and adopted a population health
and community-development approach to ECC
prevention (2,6).

The methods used by HSHC similar to the
PRECEDE-PROCEED model, were to engage the
community as a key participant in prevention
(12). HSHC wanted communities to understand
the importance of early childhood oral health,
proceed to obtain skills and capacity needed to
act and ultimately develop ECC prevention strate-
gies (13—16). Community development enhances
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bonds between people and groups, leading to
enhanced capacity to work towards common
goals (17). HSHC began with a modified social,
epidemiological and educational assessment of
ECC, implemented a pilot program in partnership
with four communities and included an evaluation
component. Alogic model guided the process and
defined each of the components, objectives and
anticipated outcomes (Fig. 1).

The project organizers developed contacts
with community members and identified natural
community leaders and service providers who
were able to assist with strategies to reduce the
incidence and severity of ECC. The three guiding
principles were community identification and
relationship-building, oral health promotion and
education and research and evaluation.

Evaluation activities were approved by the
university’s Health Research Ethics Board. A chro-
nology of HSHC research endeavours appears in
Table I. HSHC initiated several projects in order to
evaluate its effectiveness in oral health promotion
and ECC prevention and to assist with ongoing and
future tailoring of health promotion activities.

* Baseline Study of ECC Prevalence and Risk
Factors
A survey in pilot communities was needed to
establish prevalence and risk factors for ECC
and a baseline to help evaluate community-
developed prevention initiatives. Children
under 71 months of age underwent a dental
examination while parents and caregivers
completed a questionnaire. Findings have been
published (6,18). Results were shared with each
community to assist with their community-
development strategies.

¢ Follow-up Epidemiological Study
Five years after communities implemented
their health promotion campaigns another
cross-sectional study on ECC was conducted,
using the same methods to measure changes
in knowledge and awareness of ECC and any
impact on childhood oral health.

¢ Evaluation of the Impact of Capacity-Building
Workshops
A convenience sample of service providers and
community members attending HSHC work-

shops on ECC prevention completed a ques-
tionnaire before the workshop and again one
month later.

* Qualitative Focus Group Evaluation with
Service Providers and Community Members
Familiar with HSHC
Focus groups held with service providers and
community members assessed knowledge
and awareness of oral health and evaluated
the impact of HSHC. Three sessions involved
parents and caregivers of young children who
attendedregularcommunity programsfamiliar
with HSHC, while the other three involved
service providers who previously attended a
HSHC workshop and received resources.

* Qualitative Focus Group Evaluation of Cultural
Perspectives on ECC
Focus groups with parents and caregivers from
four cultural groups were conducted to learn
how each defined preschool oral health and
viewed ECC. The intent was to use the findings
to help tailor future oral health promotion with
urban Aboriginal, Hutterite, immigrant and
refugee populations.

RESULTS

* Baseline study

Four hundred and eight children participated
in the study, 53.7% of this total having ECC.
Sharing findings (knowledge transfer) with
communities proved to be a useful tool. It
led to further engagement with community
members and providers in identifying strate-
gies to address the prevention of ECC. HSHC
provided support in the form of a project coor-
dinator who assisted communities in taking
“ownership” of the issue and the development
of innovative strategies.

Capacity-building and educational activi-
ties were undertaken with existing programs
and services reaching infant, preschool and
prenatal populations, including pre- and
postnatal programs, Aboriginal HeadStart,
parenting programs and day cares. Capacity-
building methods included informational
meetings, presentations on the causes and
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Table L. HSHC project chronology with emphasis on research and evaluation activities.

Year Activity

1999 The Manitoba Collaborative Project for the Prevention of Early Childhood Tooth Decay
partnership begins. It included representatives from different Manitoba Regional Health
Authorities, the University of Manitoba, Manitoba Health, Health Canada and the Manitoba
Dental Association.

2000 The project members developed a logic model for community-development activities.

HSHC identified four pilot communities for the trial project and engaged their community
leadership. Pilot communities included one northern FN, one southern FN, one northern urban
centre and one southern urban centre (6).

2000-2001  HSHC conducted an epidemiological baseline study of prevalence and risk factors for ECC in
each of the four pilot communities (6,18).

2001—2002  The results of the epidemiological baseline study were shared with participating communities
(knowledge transfer).

Community-specific profile reports were developed for each community on ECC prevalence
and risk factors.

2001—2005  Capacity-building and early childhood oral health promotion activities occurred in each community.

The project provided assistance to communities for developing educational resources and teaching
tools (e.g., fact sheets, the Action Plan Workbook & Toolkit, games, anticipatory guidance bags,
Think About Your Baby’s Teeth poster, games, etc.).

Resources were posted online for communities to download at:
http:/fwww.wrha.mb.ca/healthinfo/preventilljoral _child.php

2005-2006  An epidemiological follow-up study evaluating the effectiveness of the project in the four pilot
communities was undertaken.

2006 The HSHC project is expanded beyond the four pilot communities to the entire province of Manitoba.

A staff of five community facilitators and a project coordinator promoted the project in the different
regions of the province.

2006~Present Community facilitators and project coordinators worked to engage communities throughout
Manitoba, conducted capacity-building workshops, built relationships with community members
and service providers and shared teaching resources.

2007 The impact of the capacity-building workshops on improving early childhood oral health knowledge
is evaluated in some communities.

2007-2008  Qualitative evaluation is done of the Healthy Smile Happy Child project with service providers and
community members in targeted Manitoba communities.

2008 Qualitative study of cultural beliefs of early childhood oral health and ECC with urban Aboriginal,
Hutterite, immigrant and refugee groups.

consequences of ECC and hands-on demon-
strations on how to use resources developed
by communities. The goal was to encourage
community-developed promotional activities
that could be sustained and integrated into
existing services. Age-specific teaching tools
were developed by the various communities
(Table 2).

Follow-up epidemiological study

Results following years of community engage-
ment in the pilot communities revealed an

improvement in oral health knowledge, atti-
tudes and parenting behaviours. Parents were
significantly more likely to report that baby
teeth were important, children should see
the dentist by their first birthday and bottle
feeding after one year of age is harmful to
teeth. While there was no change in preva-
lence, a significant reduction in the number
of primary teeth with untreated caries was
found (2.1x3.4 [standard deviation baseline]
vs. 1.6+2.7 [follow-up], p=.017).
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* Evaluation of the impact of capacity-building
workshops
Initially, many participants had limited under-
standing of early childhood oral health and
ECC prevention. Uncertainty about first
dental visits, caries risk assessment and early
identification of ECC existed. Post-workshop
evaluations indicated significant improve-
ment in knowledge. More were aware of the
importance of dental visits by 12 months of
age, caries risk assessment, oral hygiene and
supervised brushing. Capacity-building work-
shops increased oral health knowledge and
self-reported behaviours, supporting the idea
that non-dental HSHC staff can effectively
provide oral health education.

e Qualitative focus group evaluation with

service providers and community members
familiar with HSHC
Parents and caregivers stressed the impor-
tance of good nutrition and oral hygiene for
oral health, but acknowledged that these
choices can be difficult to implement at
home. They indicated that hands-on activities
and visual teaching methods are effective in
providing information and that personalinter-
action was important to promote preschool
oral health.
Service providers focused on oral health
practices like early initiation of oral hygiene
routines and ensuring that nutritious choices
are available for children. They commented
that families have difficulty accessing dental
care because of cost and the limited avail-
ability of dentists who will see young children.
HSHC workshops increased their knowl-
edge and awareness and they liked project
resources. They were motivated to incor-
porate early childhood oral health informa-
tion into their health promotion activities.
Some felt more emphasis should be placed
on practical suggestions on how to use HSHC
resources and identifying key oral health
messages for parents,

* Qualitative focus group evaluation of cultural
perspectives on ECC
Urban Aboriginal and Hutterite parents
mentioned the link between healthy teeth and

childhood well-being. Immigrant and refugee
parents discussed the relationship between
healthy baby and adult teeth. All agreed
that oral hygiene and nutrition were impor-
tant. The biggest challenge parents faced
was getting their child to cooperate with oral
hygiene. There was little mention of the cost
of dental care or access issues. Aboriginal and
Hutterite participants reported high rates
of dental surgery whereas immigrant and
refugee participants mentioned few signifi-
cant oral health problems. All participants
mentioned the importance of peer networks,
interaction and personal relationships when
promoting oral health in their communities.
They suggested that activities could “piggy-
back” on existing programs in the commu-
nity. These results will assist in tailoring future
oral health promotion activities for different
cultural communities.

DISCUSSION

Oral health education must move beyond tradi-
tional health education approaches and address
health determinants from a community perspec-
tive (19). HSHC worked to build capacity with
community members and existing commu-
nity services. The focus has been on strength-
ening communities rather than developing new
services (20).

The success of oral health promotion is often
measured by direct or short-term indicators, but
others have proposed more realistic indicators of
success (10,21). Process outcomes such as part-
nerships, developing community capacity, policy
change, development of promotional tools,
funding and engagement of service providers are
important.

Recent partnerships have been formed to
prevent ECC and promote childhood oral health
(22—24). While some have formed alliances and
consulted with communities (22,25,26), the
HSHC partnership went further, including the
community as a key participant. Partnerships
must continually strive towards empowering
the community to assume its role in promoting
healthy living, including oral health (7).
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There is no “magic bullet” to prevent ECC.
Approaches must incorporate evidence-based
strategies, policy development, community
action, system and organizational change and
education (7,27). These actions should foster
sustainability (7).

Other researchers are wusing epidemio-
logical evidence to plan community-develop-
ment approaches to improve oral health (28).
Several have implemented innovative programs
to combat ECC (29-32). Some have embedded
oral health promotion into existing services
for expectant women and young children (29).
Others have undertaken community participa-
tory approaches, used community-based educa-
tion, health fairs and even the media to spark
community awareness and interest in oral health
(30,32). Some population health campaigns have
shown improved community awareness and
knowledge of preschool oral health and have
reported improved dental status (32). However,
single strategies that focus solely on hygiene
behaviours are insufficient to reduce the caries
burden (33).

For oral health promotion to be successful on
alarge scale, it must be realized that a “one-size-
fits-all” approach cannot suit all communities.
Balance between providing timely dental treat-
ment for those with ECC and evidence-based
oral health promotion at the community level is
needed.
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