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Compliance & dexterity, factors to 
consider in home care and maintenance 
procedures

Adherencia e destreza: factores a considerar en 
programas preventivos

Abstract: Mechanical plaque control appears to be the primary means of controlling su-
pragingival dental plaque build-up. Although daily oral hygiene practices and periodic 
professional care are considered the basis for any program aimed at the prevention and 
treatment of oral diseases, these procedures are technically demanding, time consuming 
and can be affected by the compliance and manual dexterity of the patient. Individual 
skills and acquired behavior patterns determine effectiveness of a preventive program and 
oral hygiene practice. Successful preventive programs and home care procedures clearly 
depend on the interaction and commitment between the dental professional and the pa-
tient. Identifying the capacity of the individual to comply with the professional recom-
mendations and evaluating the dexterity of the patient to remove supragingival dental 
plaque will permit the implementation of an adequate preventive program and can help on 
the selection of adjunctive antimicrobial agents and devices needed to reach an effective 
oral care routine. 
Descriptors: Oral hygiene; Patient compliance; Behavior; Motor skills; Preventive health 
services.

Resumen: El control de la placa dental parece ser el mecanismo primario para controlar 
el crecimiento de la placa dental supragingival. Aunque la práctica diaria de la higiene 
bucal y el cuidado profesional periódico, son considerados la base para cualquier progra-
ma dirigido a la prevención y tratamiento de las enfermedades de la cavidad bucal, estos 
procedimientos son técnicamente exigentes, consumen tiempo y pueden ser afectados por 
la aceptación y la destreza manual del paciente. Las destrezas individuales y los patrones 
de comportamiento adquiridos, determinan la efectividad de un programa preventivo y la 
práctica de la higiene bucal. El éxito de los programas preventivos y los procedimientos 
del cuidado bucal en el hogar dependen claramente de la interacción y compromiso entre 
el odontólogo y el paciente. La importancia de identificar la capacidad del individuo para 
cumplir con las recomendaciones y la evaluación de la destreza del paciente para remover 
la placa dental supragingival, permitirán la implementación de un adecuado programa de 
prevención que podría ayudar a la selección de un agente antibacteriano coadyuvante y 
los dispositivos necesarios para alcanzar una rutina de cuidado bucal efectivo. 
Descriptores: Higiene bucal; Cooperación del paciente; Conducta; Destreza motora; Ser-
vicios preventivos de salud.
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Introduction
Several studies show that periodontal diseases 

can be controlled or minimized by utilizing super-
vised preventive programs.4,5,10 The introduction of 
preventive programs, as well as home care proce-
dures, is based on the evidence that accumulation 
of dental plaque is associated with gingival inflam-
mation (gingivitis), periodontitis and dental caries. 
The daily disruption of dental plaque by mechanical 
means, which include the use of toothbrush and in-
terdental aids, appears to be critical in controlling 
the potential of dental plaque to cause related oral 
diseases and is the primary means of controlling 
supragingival dental plaque build-up.10,11 However, 
toothbrushing and flossing are difficult tasks, and 
most of the patients are not able to completely re-
move plaque in all teeth surfaces. Mechanical plaque 
control is also time-consuming, and some individu-
als may lack motivation for these procedures.

The aim of this paper is to review the literature 
about compliance and dexterity in home care and 
maintenance procedures.

Mechanical methods of plaque 
control
Manual toothbrushes

Toothbrush size and design can vary, as well as 
their bristles length, hardness and disposition. The 
American Dental Association (ADA) has described 
the manual toothbrush admissible dimensions as 
follows: toothbrush surface length from 25.4 mm to 
31.8 mm; width from 7.9 mm to 9.5 mm, presenting 
between two and four rows of bristles and between 
5 and 12 bunches of bristles each row.33 However, 
most of the recent studies could not demonstrate su-
periority of one toothbrush design over others.13,14,31 
Although several brushing techniques have been 
described in the literature, there is no evidence that 
one is superior to the others.17

Electrical toothbrushes
When correctly performed during the proper pe-

riod of time, manual toothbrushing is highly effec-
tive, but most of the patients do not have the dex-
terity and motivation to remove dental biofilm. One 
approach to improve brushing motivation and skill 

is the use of an electrical toothbrush, which in some 
individuals can increase their interest in oral hygiene 
and improve their brushing skills.23

Studies evaluating electrical toothbrushes with 
counter-rotary movements show a dental plaque re-
duction from 63.6% to 98.2%, and a gingival in-
flammation reduction from 35.5% to 77.2%, when 
compared to traditional toothbrushes.24,41 On the 
other hand, studies assessing oscillating/rotating 
toothbrushes observed a dental plaque reduction 
from 16.1% to 79.8%, and gingival inflammation 
reduction from 3.5% to 75%.2,16,22

It is relevant to emphasize that the advantages 
offered by electrical toothbrushes are more evident 
facing special situations, for instance in the case of 
patients with orthodontic appliances, older subjects 
and handicapped individuals, among others.

Interdental plaque control
The interdental area offers favorable conditions 

for the establishment and maturation of dental bio-
film. Data have demonstrated that papillary gingi-
vitis is more prevalent than buccal or lingual gingi-
vitis, and that caries lesions on interproximal faces 
are more difficult to detect.15 Toothbrushing is not 
sufficient to control caries and periodontal disease 
in the interdental area. Therefore, additional tech-
niques are necessary for plaque control3,7 and to 
maintain periodontal health8,19 in that area.

Several methods and devices are used for the 
removal of interdental plaque: dental flosses, den-
tal wood sticks, interdental toothbrushes, special 
toothbrushes and a great variety of mechanical and 
electrical devices. Their indication should consider 
the patient’s age, his or her susceptibility to gingi-
vitis and to periodontal disease, previous history of 
periodontal disease, manual skill, knowledge and 
motivation.25

Periodontal literature suggests that methods of 
interdental hygiene should be performed between 
12 and 48 hours. Even though the “twice-a-day rou-
tine” is recommended, there is a consensus that the 
quality of this hygiene is more important than the 
frequency. Interdental hygiene methods, as well as 
their frequency, should be individualized according 
to the patient’s needs.
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Dental flossing and interdental 
toothbrushes

Dental flossing is rarely used by the general pop-
ulation, possibly due to the lack of knowledge, and 
to the difficulty of use, time, and fear of injuries.

Interdental toothbrushes seem to be more accept-
able by the population; however, their indication is 
limited to opened interproximal spaces.27 A study 
concluded that interdental brushes are preferable to 
floss for interdental plaque removal in patients suf-
fering from moderate to severe periodontitis.12

Compliance
Although there are clear advantages to the intro-

duction of oral preventive programs and home care 
procedures, behavioral and life-style factors can af-
fect dental health and compliance levels.26 Several 
studies report different risk factors associated with 
lack of compliance and dexterity: personal behavior 
and personal belief (vulnerability to a disease) as-
pects, positively related self-esteem, awareness, faith 
in the efficacy of care, novelty of the oral hygiene 
aid coupled with the lack of familiarity, family size, 
lack of parental supervision and geographical area 
factors.1,20,21,28,29,30,32,34,37,39,40

Some studies have divided factors determining 
compliance into those determined by the dental 
professional and those determined by the patient.6,9 
Dental professional factors such as communication 
skills, personal qualities and level of commitment 
have been related with the degree of compliance. On 
the other hand, attitudes toward disease, ability to 
understand instructions as well as communication 
skills have been classified among the patient relat-
ed factors. Baker6 (1995) reported that the level of 
compliance decreases in situations where there is a 
higher number of oral hygiene aids used and as the 
treatment time and complexity of the oral hygiene 
task increases.

Another aspect to consider is frequency of oral 
cleaning. Addo-Yobo et al.1 (1991) reported in a 
Ghana schoolchildren population that awareness 
was strongly associated with the frequency of oral 
cleaning. In this study, 38% of the population in the 
urban area used toothbrush versus 8% in the rural 
area, demonstrating that children in the urban area 

were more aware, had cleaner mouths and conse-
quently had lower needs for periodontal treatment. 
Likewise, family size and lack of parental supervi-
sion have been linked to reduced toothbrushing fre-
quency; this was reported in English schoolchildren 
from 31 secondary schools.30 Similarly, other studies 
have reported that toothbrushing frequency is posi-
tively related to self-esteem, suggesting that females 
brush more frequently than males.28,29

Daily oral hygiene practices and periodic pro-
fessional care are the foundations in any program 
aimed at the prevention and treatment of diseases. 
However, home care procedures are technically de-
manding, time consuming and can be affected by the 
compliance and manual dexterity of the individual. 
Freitas-Fernandes et al.18 (2002) reported limited ef-
fectiveness even after oral hygiene instructions were 
given to a group of Brazilian children with health 
hazards, poverty and lack of education. After 6 
months, the group that received oral hygiene instruc-
tions still had 32% of the dental surfaces with dental 
plaque accumulation, indicating that both motiva-
tion of the individual and his/her manual dexterity 
in the use of oral hygiene aids influence the success 
of home care procedures. Similarly, Olsson32 (1978) 
showed limited compliance in a group of Ethiopian 
children that received oral hygiene instructions. At 
the end of the study, half of the children did not fol-
low the instructions. Likewise, Tawse-Smith et al.38 
(2002) also reported limited dexterity in elderly pa-
tients. The moderate effectiveness of self-performed 
oral hygiene practices in removing plaque from im-
plant abutment surfaces was demonstrated after 
having oral hygiene instructions both with manual 
and electric toothbrushes.

Bakdash5 (1995) showed that toothbrushing and 
the use of fluoride toothpastes are frequent. On the 
other hand, flossing, mouthrinsing and other oral 
hygiene measures were less common than tooth-
brushing, suggesting that only a small percentage 
of the population practice them regularly and that 
oral hygiene practices appear to be related to socio-
economic status, enabling factors, individual values, 
attitudes and lifestyles. Although dental floss has 
been shown to be effective, this mechanical aid is 
not frequently used. It is evident that the use of ad-
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junctive devices to clean interproximal spaces is af-
fected by the complexity of the procedure and the 
time required performing it, as well as the fact that 
behavioral modification must be induced to achieve 
change.

It is clear from the literature that mechanical 
methods to control plaque may be supplemented 
when necessary with antiseptic agents.35,36 Nowa-
days, patients need more professional guidance in 
selecting the most appropriate oral health products 
and home care procedures based on the scientific ev-
idence available for each one of them. It is the dental 
professional’s responsibility to establish and rein-
force patient’s compliance with home care practices, 
and to objectively select products and procedures to 

improve compliance taking into account the indi-
vidual’s susceptibility and needs. Likewise, patients 
must understand the importance of communicat-
ing their limitations with given instructions, take 
responsibility and have a long-term commitment to 
their oral health, search for oral hygiene informa-
tion and participate in educational and preventive 
programs.

Conclusions
Limited compliance by people as well as the diffi-

culty in carrying out the different oral health proce-
dures strongly suggest the importance of implement-
ing adjunctive aids, such as antiseptic mouthrinses, 
to enhance mechanical plaque control measures.
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