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Materials for Older African Americans
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Abstract: Oral diseases disproportionately affect older Americans from minority populations.
Approaches to reducing such disparities include increasing community-based interventions
that target vulnerable older adults. To help in developing and implementing such programs,
the U.S. Department of Health and Human Services suggests using the MAP-IT technique,
from a strategic planning guide to address public health issues in the community. This
approach served as the method of investigation for the Take Charge of Your Oral Health
educational program, a health promotion initiative targeting older African Americans. This
paper describes the development and evaluation of the program. A total of 111 African
American elders from 7 senior sites in Philadelphia participated in the program. A 6-item
pre-test and post-test indicated a significant improvement in mean test scores from baseline
(p<<.001). The program demonstrated merit in improving oral health knowledge among
community-residing, inner city, older African Americans.

Key words: Older adults, ethnicity, race, health promotion, oral health education, health
literacy, health disparities.

dvances in modern dentistry have resulted in a substantial decline in total tooth

loss and dental caries in the United States; these advances, however, mask dif-
ferences in oral health among racial and ethnic subpopulations.'” The 1988-1991
National Health and Nutrition Examination Survey (NHANES III) of adults aged 18
to 75 years reported that, while Whites did not differ from African Americans in the
proportion who retained some natural teeth, they were likely to retain more teeth than
African Americans.* The 1988-1994 and 1999-2002 NHANES reported racial/ethnic
differences in tooth loss, as well, with non-Hispanic Black adults retaining fewer teeth
than non-Hispanic White and Mexican American adults.® African Americans aged 60
years and older experienced more tooth loss than did Whites aged 60 years and older.*
Minority populations also differ from the majority with respect to dental caries, with
non-Hispanic Whites having a lower prevalence of untreated decay than non-Hispanic
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Black and Mexican Americans.® African Americans have a higher rate of coronal and
root surface caries than both Whites and Mexican Americans."** Periodontal disease
risk profiles for older people indicate that African Americans have an elevated risk for
periodontitis compared with other racial/ethnic groups.” National studies indicate an
increased use of dental services by people aged 65 years and older over the past 20
years; non-Whites in this age group, however, are less likely than Whites to have visited
a dentist during the year.® In summary, racial and ethnic minority older adults have
considerable unmet dental care needs and have been characterized as being problem-
oriented, episodic dental care utilizers.>*

It has been reported that many older people do not understand oral diseases and
perceive tooth loss to be a natural part of the aging process.'*'* Slaughter and others
reported that urban African American elders had misconceptions in dental knowledge
and perceived that there was little the dentist could do to prevent periodontal disease
and subsequent tooth loss.'* Although perceptions and attitudes regarding oral health
differ across elderly birth cohorts,'*"? previous studies report that low-income African
American elders have more negative attitudes than do White elders towards dental
care and dental health.”** Kiyak and others report that among low-income racial/eth-
nic elder groups, African Americans had less understanding of good oral health and
attributed less importance to oral health than White or Asian elderly people did.*
In a prospective cohort study, Gilbert and others proposed that African Americans’
underutilization of dental services may result from a perceived lack of benefit, based in
part on cultural norms.* Beliefs about oral health and perceptions of dental providers
strongly influence one’s decisions both to perform personal hygiene practices and also
to seek out dental care.”

National health promotion initiatives presented in Healthy People 2010, Oral Health
in America: a report of the Surgeon General,** and the National Call to Action® provide
guided strategies to help reduce health disparities. One of these strategies is providing
community-based programs to promote oral health among vulnerable populations.
The current project was designed to implement this recommendation. A plethora of
oral health educational materials exist that provide good information targeted towards
multi-ethnic and older adult populations.”** Few of these materials, however, are
targeted specifically towards African American elders. Fewer still have incorporated
educational guidelines that follow an evidence-based approach.

This paper describes the development and evaluation of the Take Charge of Your
Oral Health educational program, which followed the five-phase U.S. Department of
Health and Human Services MAP-IT guidelines.?”” The central question was whether a
community-based oral health educational program for older African Americans that
utilized culturally sensitive content and presentation style would result in improved
knowledge about oral self-care practices and effects of oral health on overall health.

Conceptual framework. The MAP-IT technique served to guide the development
of the program.” The Office of Disease Prevention and Health Promotion and the
U.S. Department of Health and Human Services developed Healthy People in Healthy
Communities, a strategic planning guide that explains how to use Healthy People 2010%
objectives to address public health issues considered important in one’s community. One
piece of this guide is known as the MAP-IT technique, and it guided the development



870  Culturally sensitive oral health education

of the program described here.” Figure 1 illustrates the proposed MAP-IT approach.
Five steps in the process are defined: Mobilize the development of a coalition of indi-
viduals and organizations that care about the health of the community; Assess the areas
of greatest need in the community, as well as the resources and other strengths that
can be tapped to address those areas; Plan an approach, starting with a vision of the
goals, then add strategies and action steps to help achieve that vision; Implement the
plan using concrete action steps that can be monitored and make a difference; and,
finally, Track progress over time. It is suggested that by, using this approach, one can
devise a step-by-step, structured plan that is tailored to the needs of the community.
The MAP-IT steps as operationalized for this project are described here together with
the results of each step.

Processes. Step I: Mobilize (community partnerships). The Philadelphia Corporation
for Aging (PCA), the area agency on aging, was approached to help form a coalition
focused on oral health promotion. The challenge of acquiring and sustaining PCA’s
support was minimized because of prior relationships with the principal investigator
and the Division of Community Oral Health at the University of Pennsylvania School
of Dental Medicine (SDM). The MAP-IT technique recommends that sufficient data be
available to show the importance of targeted issues. We discussed with the Director of
PCA and the Health Promotion staff general information about oral health disparities
among older African Americans and possible ways to address the gaps. Selected senior
centers were subsequently brought on board by PCA to participate in the project.

Step II: Assess (preliminary studies and content development). We conducted 2 prelimi-
nary studies in 6 West Philadelphia senior centers: structured focus group interviews
with 25 participants to ascertain the perceptions of older African Americans regarding
oral health,” and a quantitative study with 146 participants that compared actual or
objective clinical dental care need with elder’s perceived needs."

The probing questions included in the focus group interviews were prepared using
the Health Belief Model (HBM)***' and Social Cognitive Theory®* as the conceptual

M | Mobilize key individuals and organizations that care about the health of the
community into a coalition.

A Assess community needs, strengths, and resources to address the targeted
health issue.

P Plan your approach and create an action plan with concrete steps to achieve
the vision of the coalition.

I Implement your plan using concrete action steps that can
be monitored and will make a difference.

T Track your progress over time.

Figure 1. MAP-IT technique: conceptual framework utilized for program development.
Source: U.S. Department of Health and Human Services. Healthy people in healthy communities.
Washington, DC: U.S. Government Printing Office, 2001 Feb.
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framework. The HBM**? proposes that behavior is determined in part by the follow-
ing beliefs: susceptibility (perceived chance of getting disease, in this case gum disease
and dental decay), severity (perceived seriousness of the disease), benefits of the action
(in this case, brushing, flossing, and preventive dental visits), barriers to performing
the action, and self-efficacy (confidence in one’s ability to carry out some action).
Questions also assessed beliefs regarding the value of teeth and expectation to retain
natural teeth with increasing age. Gaps in dental knowledge were identified based on
the common themes expressed by the interview respondents. The primary aim of both
the focus group study and the quantitative study was to evaluate perceptions that may
influence the oral self-care behaviors of brushing, flossing, and the use of preventive
dental services among community-residing older African Americans and to use this
information to develop a culturally sensitive health promotion program.

The demographic characteristics of participants from both studies are shown in
Table 1. The participating senior centers located in West Philadelphia were targeted
because the University of Pennsylvania is located in this area and promoting the health
and well-being of this community is a priority mission for the University at large.

Table 1.

DEMOGRAPHIC CHARACTERISTICS
FOR TWO PRELIMINARY STUDIES

Focus group study Clinical study
(n=25) (n=146)

Characteristic n % n %
Race

African American 25 100 146 100
Gender

Male 2 8 31 21

Female 23 92 115 79
Dental visit behavior

Within 6 months 4 16 13 9

One year ago 5 20 33 23

Two years ago 2 8 19 13

Three or more years ago 14 56 65 44

Don’t know NA NA 16 11
Age (years)

60-69 NA NA 28 19

70-79 NA NA 59 40

80-89 NA NA 51 35

90-99 NA NA 8 6

Mean Age: 77

NA = data not available
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The clinical examinations identified common oral conditions, such as cavities (38%),
soft tissue lesions (53%), abnormal gingiva (38%), and retained roots (39%) that were
not perceived or recognized as being a problem by the elders themselves. As seen in
Table 2, when controlling for the assessed oral conditions, elders who reported pain
were four times more likely to perceive a dental problem than elders reporting no pain.
The perceived need for dental care was mostly associated with symptoms of oral pain.
Respondents generally had misconceptions regarding the causes of dental decay and
gum disease; they believed that gum disease and tooth loss were inevitable with aging
and that there was little the dentist could do to prevent gum disease. From a health
promotion perspective, the results of both studies suggest that information for inclusion
in educational communications directed to the target population should emphasize
non-painful oral signs and symptoms, increase knowledge about the preventive benefits
of the thorough cleaning of teeth, and increase awareness of the links between oral
health and general health. Additionally, the information should be framed within the
context of promoting elders’ sense of self-care or increasing self-efficacy for making
informed health care decisions.

Based on the aforementioned evidence from our preliminary studies, the following
health promotion themes were used as the platform to develop the content for the
program:

 Bacteria from dental plaque gets under your gums and between your teeth, and
if this plaque is not removed, it can cause dental cavities and gum disease.

o Brushing keeps your teeth clean, but you cannot thoroughly remove plaque just
by brushing. Flossing cleans plaque under your gums and from between your
teeth.

o Good oral hygiene helps to keep your body healthy, too. Oral infections may
affect conditions such as diabetes and heart disease.

o Your dentist and hygienist can clean deeply enough to remove the plaque from
all parts of your teeth and under your gums. Your dentist and dental hygienist

Table 2.

LOGISTIC REGRESSION RELATING THE OUTCOME
PERCEIVED DENTAL PROBLEM TO CLINICALLY
ASSESSED DENTAL CARE NEED (n=142)

Predictor Variable OR (Cn X2 p-value
Clinical Condition
Pain 4.32 (1.01-18.45) 3.91 .05
Cavities 1.88 (.79-4.47) 2.06 .15
Soft tissue lesions .60 (.17-2.10) .63 43
Abnormal gingiva 1.48 (.56-3.88) .63 43

Retained roots 1.21 (.42-3.44) 12 73
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also can show you how to keep your teeth clean, and together you can keep your
teeth healthy.

Step III: Plan (Development Stratagem and Action Plan). The Oral Health Coalition
visualized a broad-based educational campaign to promote awareness of dental health
using the Take Charge of Your Oral Health program. This included targeting senior sites
located in more economically deprived areas of the city, in particular, those that had little
or no prior exposure to dental health outreach programs. The Philadelphia Corporation
for Aging agreed to use its resources to support the campaign, to identify the senior
sites for the program, and to make initial contact with the identified site directors to
inform them about the campaign and to request scheduling to conduct the program.
A prototype program, Take Charge of Your Health Speaker Kit, a health presentation
for seniors developed by Michelle Lombardo, D.O., President of OrganWiseguys®,* was
selected to modify for the current project. This kit includes presentations for diabetes,
heart disease, and nutrition, as well as handouts that promote interaction with the
audience. A key program feature is the use of overhead projector slides with colorful
graphics and a presentation script to enable non-health-trained people (senior center
coordinators, senior high-rise directors) to review the intended promotion messages
and to facilitate the program easily. This feature was a central reason for choosing this
delivery mode. The format may improve the availability of oral health educational
materials to diverse elder groups that may not presently have access to consistent
outreach programs in their communities.

The planning phase in the MAP-IT technique recommends creating an action
plan with concrete steps that will help achieve the vision of the coalition. Our action
plan began with establishing a collaboration with OrganWiseguys®** to modify and
develop materials on oral health utilizing the Take Charge of Your Health kit as the
model. Specific instructions were submitted to the graphic artist that outlined how the
overhead presentation materials should be drafted to represent the intended content
for our program.

A literature search was conducted using the PubMedPlus database to investigate
approaches to structuring educational materials to our target population using the key
words African American education, cultural sensitivity, oral health education, and risk
communication. We found no reports on developing oral health educational programs.
Strategies were noted, however, that were successful in developing culturally sensitive
communication materials for breast/ovarian genetic counseling to African Americans.*
These strategies included using non-technical images to explain concepts® and both
female and male images so that the information seems more personal, which, it is
suggested will make it more understandable.***¢ Other reported strategies to focus
participants on intended messages involve the use of color and brief text that is not
noticeably formal or academic.”

These suggestions were used to personalize messages to older African Americans in
the Take Charge of Your Oral Health educational program in several ways. Robust and
well-dressed older African American men and women, standing in graphically as peer
educators, were portrayed conveying concepts throughout the program. For example, to
discuss the association of plaque with periodontal disease, in Figure 2 we used simple
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images to depict bacteria and tooth loss that incorporated words and phrases commonly
expressed in our West Philadelphia focus group study among older African Americans.
The focus group participants most frequently said pyorrhea, teeth become loose, and gum
disease is a terrible thing when discussing the reasons for having teeth extracted. The
program used these words when explaining the causes of periodontal disease and its
deleterious effects on maintaining good oral health and good overall health. To further
personalize the information, Figure 3 shows a woman holding her dentures saying, “I
took care of my teeth, I kept them clean, but I still lost my teeth” These illustrations

Plaque Bacteria

Dental Decay

Pyorrhea
(Gum Disease)

The problem is
PLAQUE. Bacteria from
food and sweets not
completely cleaned from
teeth causes plaque!

Figure 2. Explains the relationship of plaque bacteria and oral diseases. Color graphics
may be requested from the first author.
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I took care of my
teeth, I kept them clean,
but I still lost my teeth.

ave you heard this
before? 1 sure have.
{ Well, I'm here to tell you it
does not have to be
this way.

Figure 3. Addresses the misconception that only brushing teeth is enough to thoroughly
clean teeth.

provide an introductory context for explaining the benefits of flossing for thorough
plaque removal and to address misconceptions that solely brushing one’s teeth keeps
them clean. To personalize the discussion of the benefits of preventive dental care visits
versus using services primarily when experiencing oral pain, we used Figure 4, which
shows the image of a woman holding her face saying, “Just pull it,” with the dentist in
the background saying, “It does not have to be this way.” These images were designed
to raise awareness of non-painful oral signs and symptoms that require professional
care, particularly the early warning signs of oral cancer. The message that oral health
and body health are linked is depicted in the Take Charge of Your Oral Health logo,
utilizing a tooth and a body holding hands (Figure 5).

One goal of the program was to encourage elders to transfer knowledge to members
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What sends you stepping to the dentist?

Do you wait until you are in pain?

It
does not
have to be
this way.

Pain is not the only sign that that
there is a problem.

Just pull it!

Figure 4. The message conveys that visiting the dentist does not have to be limited to
tooth extraction services.

of their family networks. Figure 6 shows three generations of a proud African American
family proclaiming knowledge of preventive dental practices. It has been argued that
decisions to seek health care are greatly influenced by advice and information that are
passed among family and friends concerning the effectiveness of treatments.” Faith
is important to African Americans and the incorporation of spiritual strategies in
education and counseling may foster acceptance and perceived relevance of presented
material.*** Previously reported studies among older African Americans have included
spirituality to promote cardiovascular health,*® blood pressure screening,” and breast
cancer screening.” For our program, a summary of the health promotion messages
was adapted to the well known spiritual song, “Go Tell It on the Mountain” [excerpt:
Go tell it on the mountain, over the hills and in the street, go tell in on the mountain
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Figure 5. This graphic is modeled to stress the importance of the links between oral
health and general health.

that we don’t have to lose our teeth. I am so much wiser, for now I know the way, brush-
ing and flossing together take plaque bacteria away]. Participants sing the song at the
conclusion of the presentation. It is intended that this interactive activity will reinforce
major messages discussed in the program.

Step IV: Implement (pilot testing). A single session of the Take Charge of Your Oral
Health educational program was implemented at 7 senior center sites located in the inner
city of Philadelphia. The delivery format for the program was overheads. Table 3 shows
the descriptive characteristics of the participating sites which were located in South
Philadelphia (n=1), West Philadelphia (n=2), and North Philadelphia (n=4). These
sections of Philadelphia predominately encompass African American neighborhoods.
The West Philadelphia and South Philadelphia sections of the city tend to have more
resources than North Philadelphia. Following the Oral Health Coalition’s action plan of
targeting senior sites in more economically deprived areas, the majority were located in
North Philadelphia. All sessions were conducted by the same African American dental
professional (A.S.) and each lasted approximately 45 minutes. All were audio-taped and
reviewed to ensure consistency across sessions. Attendance across sites ranged from 8
to 34 people; a total of 157 older adults participated in the program. All were African
American and the most (78%) were female. Age was not recorded.

Step V. Track (evaluation and analysis). The MAP-IT guideline recommends data
collection and analysis to determine the progress of the action plan.” There were three
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Make oral health a family affair!

Qur
tist taught us :
tl:lettlw: can save My hygienist taught us
o) teeth how to floss our teeth!

We have check-
ups every year!

Figure 6. Oral health can be promoted within the family unit. This intergenerational
transfer of knowledge can help younger generations to retain their teeth with increasing
age.

components to the evaluation. (1) The program was independently evaluated by the
Philadelphia Corporation for Aging (PCA) as part of its quality management program.
A member of PCA’s Health Promotion staff observed random sessions for this purpose
and rated it as excellent. (2) The agency required that the Senior Coordinators at each
senior center site evaluate the program utilizing PCA’s standard service verification
form. This entails identifying the type of program and the number of participants,
and summarizing the responses from participants as being either favorable or unfavor-
able. In these evaluations, all the program sessions were rated as favorable. Overall,
the summary comments indicated that the program itself was very informative, the
overhead materials visually appealing, and the song fun and entertaining. (3) Finally,
the evaluation also included a six-item pre-post test designed by the investigators to
focus on the major themes discussed in the educational program. Participants were
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Table 3.

DESCRIPTIVE CHARACTERISTICS FOR
PILOT TEST PARTICIPANTS (n=157)

Senior site Location Male (n) Female (n)

A Northcentral Philadelphia 11 10
B Northcentral Philadelphia 10 22
C Northcentral Philadelphia 3 31
D Northcentral Philadelphia 4 25
E West Philadelphia 1 12
F West Philadelphia 5 15
G South Philadelphia 1 7

Total 35 122

Total (%) 22 78

issued a form with the pre-printed responses of True, False, or Don’t Know. Prior to the
program, the facilitator read each item aloud and participants were asked to respond.
At the conclusion, a new form was issued, with items in reverse order, and the same
process used. (See Table 4.)

Data were entered and verified and the analyses were conducted using SAS version
9.1.% Total scores could range from zero to six; the difference in pre-test and post-test
scores was calculated by subtracting the pre-test score from the post-test score for
each participant. The UNIVARIATE procedure was used in order to determine if the
changes in pre- and post-test scores were approximately normally distributed and if
there was a statistically significant difference between them. The General Linear Model
(GLM) procedure was used to determine if there was a statistically significant difference
between the areas of the city in which the senior centers were located.

While 157 elders participated in the program, only 111 (71%) participants completed
both the pre-test and the post-test. A total of 12 participants (8%) completed only the
pre-test; 26 participants (17%) completed only the post-test; and 8 participants (5%)
had incomplete responses on both the pre-test and post-test. These 46 were dropped
from further analysis. Overall, the mean and median post-test scores each increased by
1 point (p<<.001; t=5.93). Prior to the intervention, the mean score was 4.72 (SD=1.14)
and the median score was 5 out of 6 correct. After the intervention, the mean score
was 5.42 (SD=.96) and the median score was 6 out of 6 correct. Sixty-five percent of
the participants got 6 out of 6 correct on the post-test, compared with 27% on the pre-
test. Figure 7 shows the range of changes from baseline. Fifty-five participants (50%)
improved their test scores by 1 or 2 points, and an additional 7 (6%) improved their
scores by 3 or 4 points. Thirty-eight participants (34%) showed no change in their test
scores, and 11 participants (10%) had a negative change in their test scores (-1 to —4).
There was no significant difference in change of test scores across senior center sites
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Table 4.
CORRECT RESPONSES TO INDIVIDUAL ITEMS (n=111)

% Im-
Pre-test Post-test provement t-value p-value

Item n % n %

Dental decay is caused
by plaque 73 (65.77) 101 (90.99) 25 4.76 .001

Your dentist and hygienist
can help keep you from
losing your teeth 96 (86.49) 101 (90.99) 5 1.27 .10

Brushing your teeth is
enough to keep your teeth
healthy and clean 75 (67.57) 88 (79.28) 12 2.58 .01

If you have dentures, you

still need to go to the dentist

for a check-up at least

once a year 104 (93.69) 103 (92.79) -1 -.26 NA

Pyorrhea or gum disease is
caused by plaque 74 (66.67) 102 (91.89) 25 5.23 .001

Plaque in your mouth can
mess with your body health 102 (91.89) 107 (96.40) 5 1.47 .10

:Sample size not equal to same number of program recipients (n=157). Only those that completed
both the pre-test and the post-test were included in this analysis.

NA = Not Applicable. There was a negative improvement in the pre/post test score; therefore, p-
value cannot be calculated.

(p=.06; £=2.85). Table 4 shows the individual item evaluation. Overall, improvement
was achieved in the majority of items at post-test.

Discussion

The purpose of this project was to develop and test an educational program to com-
municate oral health information that was relevant for and culturally sensitive to older
African Americans. Our findings indicate the MAP-IT approach is an effective guide to
educate community members about oral health. Following the recommended process,
the content for the program was based on our assessment of the oral health needs in the
community and was helpful in mobilizing community support and resources and in for-
mulating an action plan to implement the program in the community successfully.
Concerning biology, one area of the program described plaque as a cause of gum
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Figure 7. Distribution of change in pre and post test scores.

disease and subsequent tooth mobility and tooth loss. Additionally, the program related
plaque bacteria to general health and was focused on associating oral health with sys-
temic diseases. Concerning self-care, content included the benefits of regular flossing
to clean plaque in between teeth, non-painful oral signs that require professional care,
and the benefits of going to the dentist when not experiencing oral pain.

Overall, over one-half of the participants (56%) demonstrated improved test scores
at post-test. Our expectation was confirmed that an important part of the program
would be addressing ageist perceptions that tooth loss is a natural part of aging. The
items showing the greatest improvement in dental knowledge were that gum disease is
caused by plaque (67% correct on pre-test and 92% on post-test) and that dental decay
is caused by plaque (66% correct on pre-test and 91% on post-test). Based in part on
these two salient findings, we conclude that the program demonstrates educational
merit. Increasing awareness that there are realistic measures one can undertake to
prevent tooth loss, coupled with increasing expectations to retain natural teeth, may
prove to be motivators that influence more regular dental service utilization among the
study population.*? National studies report older African Americans tend to use dental
services more frequently when experiencing dental pain than for preventive dental
care.” Our findings showed the majority of participants (86%) at baseline believed that
the dentist and hygienist could help prevent tooth loss. This suggests that participants
comprehend that this can be accomplished and consider preventive dental care impor-
tant. Yet, many participants at baseline lacked definite knowledge concerning the role
of plaque bacteria causing dental caries and gum disease; these items showed the most
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positive changes in dental knowledge. These findings suggest that elders must be more
active on their own behalf asking questions when visiting their dental providers, or
that dental providers must present information in ways that facilitate comprehension.
In either case, our findings suggest that tailored oral health educational interventions
can influence changes in dental knowledge among the study population.

Concerning self-care, our expectation was confirmed that an important part of
the program would be emphasizing the benefits of flossing to clean teeth thoroughly.
Although most participants (68%) responded correctly on the pre-test that brushing
teeth only was insufficient to clean teeth, there is clearly a need for improvement in
this area concerning the benefits of flossing. Over three-fourths (79%) of participants
responded correctly on this item on the post-test. One reason for the pre-test score being
high may be that participants were aware of flossing, but that they lacked confidence or
self-efficacy to practice the behavior. The program included a section demonstrating how
to use floss as well as other oral hygiene products, such as stimudents, floss holders, and
proxa brushes that can be easier than floss to manipulate. During the program, many
participants claimed no prior awareness of these alternate aids to cleaning between
teeth. Therefore, this particular finding may point not only to improved knowledge of
flossing among participants, but also to improved self-efficacy among those participants
who were aware of flossing but found it difficult to perform. Previous studies among
African Americans report that a lack of knowledge of flossing and perceived low self-
efficacy are key barriers to performing this behavior consistently.***

The evaluation also provided insight into how the program may be enhanced. Nearly
all participants (92%) responded correctly at baseline that plaque bacteria can affect
their bodily health. This item is not sensitive enough to ascertain whether participants
associate oral infections with diabetes or heart disease. We suspect that their responses
stem more from associating having an infection in their system with having an abscessed
tooth, as reported in our preliminary study.”® Information regarding the association
of plaque bacteria with specific systemic diseases is presented towards the end of the
program. Perhaps including this material early in the program, when discussing plaque
bacteria and dental diseases, would have a greater impact on elders’ associating oral
health with general health.

Nearly all of the participants (94%) responded correctly at baseline that people with
dentures still required annual dental check-ups. It is possible that respondents said what
they perceived as the socially responsible answer given their misconceptions regard-
ing the causes of tooth loss. This item was too general to emphasize the importance
of annual oral cancer screenings (its original intent). This information is emphasized
most when discussing non-painful oral conditions that require professional dental care.
The benefits of preventive dental care visits must be underscored throughout the entire
program. Perhaps this change will reinforce the message that self-care together with
regular professional care are required to maintain good dental health. As discussed,
the authors recognize the possible ceiling effect at baseline for the aforementioned
items. Thus, revisions of these items to gain better specificity are in progress in order
to assess knowledge outcomes more precisely in future trials.

There were some limitations to this project. The data are not sufficiently rich to allow
for a regression analysis. The content was based on focus group information from older
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adults residing in West Philadelphia, raising the possibility that the information included
in the program may not be applicable or relevant to people who reside outside this
community. This does not appear to be the case, however, in that there was no difference
in test scores among participants from the West Philadelphia, North Philadelphia, or
South Philadelphia sites (all of whom had the same racial/ethnic background). All of
the participating senior sites were located in the inner city of Philadelphia. Therefore,
it is more accurate to say that our findings may not be representative of older African
Americans that reside outside Philadelphia or in its more affluent neighborhoods.
Members of the participating senior centers are representative of the heterogeneity
of older African Americans who reside within the city limits. Given lack of sufficient
demographic information (age or most recent dental visit) it is not possible to ascertain
whether those who failed to complete both the pre-test and post-test (and thus were
removed from the analyses) differed from the remainder (n=46). Most of the non-
completers did not take the pre-test because they were late coming to the presenta-
tion. It could be that the non-completers represent those with more knowledge about
dental health or represent those that are regular dental care attenders. Given that the
changes in scores were approximately normally distributed, with 35% of participants
having no change in their test scores, this lack of data is not likely to severely bias the
validity of results.

Conclusion. The Take Charge of Your Oral Health program was demonstrated to be
effective in improving oral health knowledge in older African Americans, but requires
further evaluation to determine its effectiveness in changing behavior. The intent of
the program was to tailor materials for African American older adults. Potential utility
for use with other populations should be tested. The ultimate goal is to increase the
availability of relevant and culturally sensitive oral health promotion communication
materials that improve dental knowledge and promote preventive care behaviors among
all older adult sub-groups. The Take Charge of Your Oral Health program has been
recently converted to a video format to facilitate future implementation and evaluation
of the program among other older adults.
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