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Abstract: Recognition, cultivation and granting of this right is a duty and an obligation for the adult, so that
long-term results of education to be a sun for the young adult's to be.

Aim. Change of the adult mentality regarding the child’s oral health, thereby increasing the compliance adults in
this direction.

Material and methods. In the period 2008-2009 it was carried out a pilot study in Iasi area; the study was done
on a total of 360 subjects, with chronological age limits 3.6 - 7.5 years. The study methods consisted in oral and
dental assessment (in according with WHO criteria) and in psycho-sociological evaluation: sociological inquiry,
structured interview with parents and children, questionnaire, Children’s Dental Fear Picture (CDFP) and
projective test of thematic draw.

Results and discussions. In terms of socio-family structure it was observed mainly parental families, with a
moderate upward for the age stage of 6.6 - 7.5 years. In term of behavioral aspect and of foreshadowing of
structuring alternations of child’s personality, in line with literature data and with results of our previous studies,
we find an upward trend for the extroversion at 7.5 years old (32%) in relation with stage age 4.6 years (25%).
The dynamic assessment of monitored children’s emotional patterns reveals prevalence of the fearful child for
the 3.6-6.5 years age stage, the prevalence of the emotionally insecure pattern for the 5.5-6.5 years age stage and
the prevalence of unfearing pattern for the 7-7.5 years age stage.

Conclusions. Children oral health education is an authentic dimension of human ecology as present and long-
term predictability. Educational models and methods are "proactive", coparticipative and interpersonal (“peer
education model”) particularized and also with empathy towards child.
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INTRODUCTION “When and with whom should we
The child’s education for health is one start our educational project in
of the child’s fundamental right (UNO — distressogene life kaleidoscope that is in a
1969), and recognition, cultivation and continuous moving?” (A. Toffer)
granting of this right is a duty and an However, since the quality of a nation
obligation for the adult (parent, educator rests upon the quality of its women” and
and decisional factor), so that long-term the quality of the family socialization (as
results of education to be a sun first child’s socialization), the educational
(Heraclitus) for the young adult's future in project addresses the futures mothers and
the society, as a decisive prerequisite of the families in the first place, then to the
harmonious development of emotional adult - decider, educator, and trainer - so
intelligence of children and of child and that the process could start and then
future adult life quality. continue with the child as its target [1,2].
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The goal of this study was the change
of the adult mentality regarding the child’s
health, the
compliance adults in this direction and

oral thereby increasing
education of the child’s dental emotional
behavior based on the socio-ecological
concept and on the medical model of the

child’s dental management.

MATERIAL AND METHOD
The
program (that represents a continuity of

strategy of our educational
our concerns and researches in the area),
has been and continues to be not only the
child’s education for health (motivated,
co-participative, involving and inter
but the

motivation, supporting encouragement and

personal), also education,

self education of parents and teaching staff
and last but not least the creation of a
social framework of health behavior

through  emerging  socio-cultural -
educational model provided by family-
teacher-medical team.

In the argumentation for the intended
purpose has been made in period 2008-
2009 a pilot study in lasi area; the study
was carried out in the Clinic of Pediatric
Dentistry lasi, in lasi kindergartens and
primary schools, on a total of 360 subjects,
with chronological age limits 3.6 - 7.5
years. Repartition in dynamics on age
stage, sex and affiliation (urban / rural
areas) are illustrated in Table 1 and Table

2.

Table 1. Distribution of study groups in dynamics.

GENDER BOYS GIRLS TOTAL
Evaluation year
2008 2009 2008 2009 2008 2009
Baseline
(years) 110 106 90 89 200 195
6.6 7.5 181 172 179 174 360 346
Total 14
Drops
Table 2. Subjects distribution on age stage and ecological membership.
Number of subjects
Total
Evaluation year 2008 2009 2008 2009
Ecological U R U R
membership
Baseline | 3.6-6.5 65 95 65 86 160 151
age
group 6.6-7.5 60 140 920 105 200 195
Total 125 235 155 191 360 346
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The study strategy included:
v’ the standardization of an unique work
method
v’ the written
parents, people and institution involved in

informal consent from
the program

v identifying the requisite of resources
and infrastructure

v teaching and motivated implication of
the adults

v interdisciplinary assessments — regular
one

v flexible
program in

application of prevention

monitored pediatric
communities.

The study methods consisted in oral
and dental assessment (in according with
WHO criteria) and in psycho-sociological
evaluation: sociological inquiry, structured
interview with parents and children,

questionnaire (with open and closed

questions), Children’s Dental Fear Picture
(CDFP) and projective test of thematic
draw.

RESULTS AND DISCUSSIONS

In this paper we will limit ourselves
exclusively on results obtained in the
psycho-social stages of 3.6-7.5 years and
6.6-7.5 years old, as major long term
significance of these stages in terms of
child’s socialization quality.

In terms of socio-family structure it
was observed:
v/ mainly parental families, with a
moderate upward for the age stage of 6.6 -
7.5 years;
v' one parent families and disorganized
ones are found in a low incidence but with
impact on quality of child socialization
(even more evident

families) (Table 3).

in  disorganized

Table 3. Family social structure

Subjects age stage
3.6 — 6.5 years 6.6 — 7.5 years
Family with two parents 87.4% 92.6%
One parent family 5.2% 3.8%
Disorganized family 5.4% 1%
Children grown by 2% 2.6%
grandparents

In term of behavioral aspect and of
foreshadowing of structuring alternations
of child’s
literature data and with results of our

personality, in line with
previous studies, we find:

v" a lower rate for the introversion for the
6.6-7.5 age stage (29.5%) comparing with
the age stage 3.6-6.5 (48.9%);
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v" an upward trend for the extroversion at
7.5 years old (32%) in relation with stage
age 4.6 years (25%);

v ambivertion more expressive in 6.6
years old (38.5%) in relation with age
stage 4.6 years (26.1%) (fig. 1).
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Figure 1. Childrens behavioral pattern.

Psycho-behavioral tinting at the age of
4.6 years is justified by the child's “first
crisis of the opposition” - a state of
normality for this stage of age - difficulty
and risk factor in child socialization and
behavioral shaping [3, 4].

From the view point of cultural and

educational model, it was found a
heterogeneous  structure of  subjects
(intellectuals, functionary, workers,
unemployed,  household, pensioners,

students), with a striking representation of
the intellectual structure in urban for both
analyzed age stages (45.8%).

The study revealed that the family
environment was proactive (72.8%) and
authoritative (27.2%).

Intra family communication has been
achieved in 27%

parents, in 62.4% especially with the

of cases with both

mother, in 6.4% especially with the father
and in 4.2% especially with grandparents.
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Intra family communication predominantly
maternal as well as child sanogenic habits
and skills that are promote proper the
mother (77.8%), are motivated by residual
affective mother-child psycho-affective
symbiosis and by the psycho-behavioral
specific of the age stages. [4,5].

The issues raised are projected as
[3] on
modulation or

“essential influences factors”
psycho-behavioral
demodulation of the child versus oral and
dental health and dental treatment [6].

The dynamic assessment of monitored
children’s emotional patterns reveals:
v’ prevalence of the fearful child for the
3.6-6.5 years age stage (more expressive
for 3.6-4.5 age stage) — 48.4%;
v" emotionally insecure pattern (5.5-6.5
years old) — 41%;
v’ unfearing pattern (7-7.5 years old) —

52.1% (fig. 2).
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Figure 2. Childrens emotional pattrens in dynamics.
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CONCLUSIONS.

Children oral health education is an
authentic dimension of human ecology as
present and long-term predictability.

To be an effective guarantor of health
programs, educational strategy it must be
individualized according to: socio cultural,
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