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The practice of dentistry has been long regarded as a good example of 
private enterprise. Its history is a proud one and its future is assured, 
however with the changing attitudes to health matters, as they affect people 
in the mass, a greater measure of governmental influence in the overall 
planning of dental health services is to be expected. 

Today is the day of the common man of all races and his health in terms 
of the oharter of the World Health Organization is the responsibili~ of 
natioRS. Readiness to assume this responsibili~ and to act according~ 
accouAts for the world-wide interest which is being shown in the planning of 
public health programmes at national levels. 

The Dental Health Problem is universal. Every country is facing it 
but the programme instituted to deal with it must be related very close~ to 
the current level of social, economic and professional development of the 
respective countries concerned. 

There are two fundamental ways of coping with the problem: (1) prevent 
dental disease and (2) treat it. But in the light of present knowledge, 
treatment must heavi~ reinforce prevention. Ideal~ a comprehensive national 
dental health programme should contain five basic components: (1) a programme 
of dental health education and information, (2) the application of preventive 
procedures, (3) provision of dental care, (4) leaderShip in professional 
development, and (5) research activities. . 
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Not ever.y countr.y will be able to develop a dental health programme 
incorporating all five of these components and no two countries will be able 
to engage in a particular activity to the same degree and in exact~ the same 
way. The extent of the country's development and its available resources will 
de termine this. 

Programme Pri~~ities must, therefore, be established and these should 
be selected on the baois of (1) the size and seriousness of the problem, (2) 
the feasibility of the proposed programme, (3) its scope, (4) its potential 
for expansion and development, (5) its public relations or political values, 
and (6) the expressed needs of the population. 

Pro ramme Ob ectives should be established, name~: (1) ultimate or 
long-range objectives, 2 immediate or short-range objectives, designed to 
allow for development by stages to the ultimate objective, and (3) evalua
tion of the programme at periodic intervals. 

Dental Personnel - The programme should be directed by a dentist 
with status equal to that of other health directors. Professional staff 
should consist basical~ of ful~ qualified dentists, and of government 
employed auxiliaries special~ trained to meet the country's particular 
requirements, and possibly unqualified dental practitioners duly registered 
for the purpose .. 

Dental Treatment should be aimed at removing pain, discomfort and 
oral sepsis from all sections of the commucity with particular reference to 
children and expectant and nursing mothers. The children should be provided 
for on a strict~ organized and oontinuing basis. Acc~mmodation, materials 
and technical procedures and organization at a local level should be stan
dardized" 

Dental Health EducaM.on should be simple and positive and have as 
its objective ~provement~aral hygiene and the restriction of refined 
carbohydrate. Th5.s in itself constitutes a means of prevention but where 
feasible the fluoridation of communal water supplies, or the use of fluoride 
in drinking water, or tablet form, or as a local application should receive 
consideration. 

Research in lesser advanced countries should be allotted a priority 
which circumstances dictate. 

Conclusion - Dental health planning, particularly in countries where 
the dental needs are great and the resources necessary to meet them small, 
should be realistio.. Modest but systematic planning is most likely to prove 
successful. 
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It would be safe to say that there is not a nation in the world today 
whose people are not affected by dental and oral diseases and the problems 
this creates in terms of pain, discomfort and loss of efficiency is appalling. 

So great has the problem become, with the so-called advance of socie
ties, that it is no longer just the problem of unfortunate individuals but 
of the nations as a whole, and their governments in particular. 

Nations have advanced at different rates. Some are socia~, econo
micall3 and professionall¥ developed to a marked degree alread3', while others 
are on13' now taking their first steps forward. Yet all of them have a dental 
health problem and whereas the more advanced have established health services, 
which have grown and expanded along with their social and economic develop
ment, the less advanced have not. To meet their problems they must start from 
scratch as it were. This being so, not all plans for an adequate dental 
health service for the people who need it can possib13 be the same. Acceptance 
of this as a primary and logical assumption is essential to a clear apprecia
tion of the complexity of the subject which, as the title implies, attempts to 
deal in a general way with dental health planning at a national level. 

Fundamentall¥, there are two ways to cope with the dental health 
problem: (1) prevent dental disease, and (2) treat it. It would be pleasant, 
but unrealistic, to think that the problem can be solved by the first method 
alone. It would be far less expensive and in interests of all if it could be 
done, but it is not like13' that the prevention of dental diseases can be 
achieved over night or even in the foreseeable future. 

In the first place, science, although making great strides, has not yet 
given us the complete answer to dental diseases. In the second place, all too 
few people appreciate the importance of even the cardinal rules for dental 
health, namel3, sensible eating and keeping their mouths clean. 

Many preventive measures are known. Nevertheless, for a long time to 
come control by treatment must reinforce prevention in the battle against 
dental disease. But there are obstacles in the way of achieving even this, 
the most formidable being the lack of dental man-power. As the dean of a 
leading American dental school puts it, "If all the dentists in the United 
states were lined up on the East Coast and moved westward taking care of the 
needs of the population, by the time they reached Harrisburg, Pennsylvania, 
they would have to go back and begin all over again.", and that in a country 
more highlJr professionalized than any other in the world todayl 

This graphic statement, of course, was based on need not on demand 
and here we encounter two more major obstacles - cost and the public awareness 
of the need for dental attention. Reduced to its simplest terms, therefore, 
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the dental health problem is to find sufficient dental man-power and suffi
cient money to meet the need for dental health and then to create public 
demand for it. Planning to this end should determine the programme of all 
countries regardless of the stage of their advancement, but the means to 
this end will necessari~ var,y. 

Planning of a dental health service cannot be reduced to a simple 
exercise which when completed will provide a standard pattern for all such 
services. On the contrary, there are so man,y factors to be taken into account 
and so many alternative methods of dealing with eaoh that no hard aDd fast 
rules can be laid down. There are, however, certain fundamental principles" 
which serve as a guide and when applied in a manner appropriate to the cir
cumstances preva1l1ng in the country for which the service is inteaJed will 
provide a solid foundation upon which to build. 

2. GUIDING HUNCIPIES OF DENTAL HEALTH PIANNIW 

What then are these guiding principles? As expressed by a leading 
figure ill the public health field in the United states, Dr. D.J. Galagan, 
"A comprehensive national dental health programme should contain five basic 
components: (1) a programme of public health education and information, 
(2)" the application of preventive dentistr,y, (3) prov1sion of direct care of 
a remedial or corrective nature, (4) leaderShip in professional development, 
and (5) researoh activities. Not every country will be able to develop a 
dental programme incorporating all five of these areas and no two countries 
will engage in a particular activity to the same degree or in exactl3' the same 
way. Dental programmes must be related very closely to the current level of 
soc181, eoonomic and professional development within the particular countr.y. 
However, the fact that there is a strong inter-dependence between eaoh of them 
also produces a combined effect which might be termed the dental-social climate 
of the country. It 

This 1mmediate13 raises the question of priorities or the need to for
mulate a programme which appears to meet the primary requirements of the oount17 
concerned and, bearing in mind the facilities currentl¥ available" one whioh 
promises the greatest measure of success. To assist ill estabUshillg priorities 
and - as a logical corollary - to enable the most realistic programme to be 
adopted, certain specific criteria are available, namely, to again quo~ 
Galagall n(l) the size and seriousness of the problem, (2) the feasibillV of' 
the proposed programme, (3) its soope - that is, the number of people who will 
benefit, (4) its potential for expansioll alld development, (5) its publio 
relations or political values" aDd (6) the expressed needs of the people." 

Evell a casual glance at these criteria, when related to the guid1ng 
prillcip!es of programme plan.niDg will show that the marked dif'ferences in the 
dental health problems of the various nations preclude al\Ything in the llatura 
of a dogmatic approaoh to the subject of planniDg at a natiolBl health level. 
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In so far as the lesser advanced countries are concerned, while their 
ultimate or long-range objectives could well be similar to those of countries 
which are more advanced, immediate or short-range objectives would be more 
clearly visible and would provide ample incentive to progress in a positive 
manner with the least amount of delay. 

3. DENTAL HEALTH PROORAMMES IN ADVANCED COUNTRIES 

Tald.ng the United States of Amerioa as one of the more advanced 
cOWltries we find here the example of a highl¥ professionalized society where 
health services are comparativel¥ well developed. In the field of dentistry 
these are provided in the main by private dental practitioners and to a very 
limited extent by state agencies and educational institutions. 

Having regard for the traditional form in whioh the J.ftctice of den
tistry has, in common with most Western societies developed in this cOWltry, 
the planning of State and colM'lWlit,y dental programmes by official health 
agencies pre-supposes the continuation of this form of providing dental 
service. Programmes are largel,y directed, therefore, towards ensuring, on 
the one hand, tha t those who need these services are made awaro of their need 
and are suitably cared. for, and on the other, that the need itselt is reduced 
by means of public health education and the application of such preventive 
moasures as research to date has shown to be effective. No~1thstand1ng the 
relativeq favourable dentist-population ratio (1 to 1713) in this h1ghl¥ 
professionalized and dentalJ.y conscious soc1etg, it is beooming inoreasingl¥ 
obvious that even under these conditions the public dental needs cannot be 
met. This is borne out by the recent report of th€J Commission 00 the survey 
of Dentistry in the United states whioh contains reeommelXlations 3rJIphasizing 
the need for more preventive dentistry, more res6arch aId at least f:IJ 000 
more dentists annuallJ' by 1975. In a further effort to step up the dental 
manpower it is recolrJlleooed that additional facilities be provided f:;r the 
training of auxiliary personnel. 

Turning to the United Kingdom as another exam~le of an advanced societq 
with established health services, we find again that in the dental field the 
services are provided predom1oantly by private dental practitioners. This 
traditional form is maintailled in the National Health Service but unlike the 
United States of America the patient does not pay the dentist for the services 
he receives - at least he is not consciousl3' aware of doing sol Treatment 
is available to all, yoWlg and old, however, under the nAct" expectant, and 
nursiog mothers, and. children are given priority. There is a School Dental 
Service employing sCila.ried dentists but it is desperately short of staff. 
Here again then we find that the dental needs have outstripped the manpower 
resoU1'QOS of the tlltion and, as in the United States, dental schools are being 
geared to produce more, am. yet more dentists and auxiliaries are being trained, 
on an eJlper1mental basis as yet, to undertake treatment for the children. 
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Although on~ two social~ advanced countries have been mentioned, 
it could be said equalJ¥ trul¥ of others that the dental health problem is 
indeed serious. Education of the public in proven methods of controlling 
dental disease, notab13 oral h3'giene and the restriction of fermentable 
carboh¥draws in the diet and the adoption of known preventive .Deasures, such 
as the fluoridation of water supplies, and last, but not least, research, 
offer the onl¥ hopeful ways of meeting the problem completely. 

4. PROFESSIONAL PERSONNEL IN DENTAL HEALTH PROORAMMES 

It has already been contended that it is impossible to suggest a 
universal plan for developing dental health programmes to meet the require
.Dents of all countries. In the case of those which have on13 recentl3 Under
gone social, economic and professional advancement, in terms of western 
standards, it would be preswnptive to attempt to do so for there are so man,y 
subtle factors - social, religion and cul tural- which are ful13 understood 
onl,y by those in close touch with the situation aDd. these must have a pro
found bearing on the outcome of any plan. Certain guiding principles have 
been referred to and the experiences of two of the more advanced countries 
have been cited in order to exemplify the application of these principles and 
the limits which can be imposed on the full implementation of ~ consequent 
programmES by iD.sufficiency of dental manpower. If this bas been t~ experience 
of the more highl3 professionalized countries the problem of the lesser 
advanced countries must be viewed ~ this light. 

Although it has been shown that even countries enjoying a relativeJ.y 
high dentist-population ratio are faced with the problem of unfulfilled dectal 
Aeeds, it is not the intention to 1mp13 that other oountries should. hast1J.y 
seek recourse solely' in the introduction of professional personnel with less 
tra1ning than a dentist to meet their particular problems. 

Full3 qualified dentists must be regarded as the basis of apY' dental 
health scheme which very properl¥ should have as its ultimate objective the 
establishnent of a comprehensive health service befitting the state of social 
and eoonomic development ultimate13 antiCipated in the oountry iD. whioh the 
scheme has been conceived. Failure to recognize this fundamental requirement 
could result in purelv expedient planning and the creation of further problems 
which subsequently could prove difficult to rectify. The ultimate aDd ideal 
objective should be kept f~ in mim and whatever the immediate objective 
may be the programme should be so planned that it allows for further expansion. 
and refinement beyorn the level of initial attainment. The lack of dentists 
is obviously the most critical aspect of the dental health problem confront
ing the lesser advanced countries and it is, therefore .. a pr1.mary essential 
of sound planning that the governments concerned should be persuaded to take 
steps to provide the neoessar,y facilities for their education and training. 

The education of a dentist is a lengtb¥ process. Dent.i.stry as a pro
fession and a science has undergone considerable progress in the last half 
oentury, but at the same time problems have been created due largely to the 
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increase in time now necessary to educate dentists and to the increased value 
of their services either as private individuals or employees of the state or 
community. As a consequence it has been found necessary aod profitable to 
utilize within the framework of the profession, several kinds of auxiliary per
sonnel to supplement the services of qualified dentists. It has, of course, 
long been the practice in the field of medicine to recruit persona with less 
training and experience than the professional men to assist and work under 
direction at lower levels of responsibility. In the dental field, the idea 
is more recent. Bearing in mind the essential need for dentists to train, direct 
and supervise the duties they perform, auxiliary personnel provide a positive 
answer to the acute shortage of dentists in lesser advanced countries. 

Auxiliary personnel is a very general term and their functions and res
ponsibilities vary wide~. For example, some are allowed to have contact with 
the patient While others are not; some are permitted to work in the mouth, 
others are not. It all depends upon the purpose for which they are intended and 
for which they have been trained. The type of auxiliary most suitable to supple
ment the services of highly qualified dentists in a more advanced form of 
society would not be the type best suited to a lesser advanced country con
fronted with a major public problem and with insufficient dentists to direct and 
supervise the lesser qualified personnel. In this case, the requirement will be 
for aUXiliaries opecial13' trained to assume a relativel3' wide range of personal 
responsibility and whilo subject, of course, to some degree of professional 
supervision less dependent upon constant guidance and direction. 

Many countries ara already using dental auxiliaries to perform specific 
types of operations in the mouth under the direct or indirect supervision of 
dentists. The idea is being adopted more and more widely as Governments, health 
authorities and dental professions alike are being forced to conclude that the 
appropriate usc of auxiliaries appears to present the on13' meana by which the 
vast dental needs of the communities can be met. Since the biggest obstacle 
in the way of providing a dental health service for the lesser advanced countries 
is lack of sufficient professional staff to educate and treat the people, aU 
types of auxiliaires would seem to warrant attention, some of course more so than 
others. By way of explanation the various types of auxiliaries which are 
employed and the manner in which they fit into the general framework of dentistr,y 
will be mentioned. 

5. TYPES AND FUNCTIONS OF AUXILIARY PERSONNEL 

5.1 The chairside assistant 

The chairside assistant is regarded as an indispensable auxiliary in 
a~ dental service where the operations are performed by fully qualified dentists. 
On economic groun:is alone it is important that the maximum use be made of them. 
In the case of operators, who are themselves auxiliaries, and whose time is 
therefore not as valuable as that of fully qualified dentists, the necessity for 
cha1rside assistants must be judged not only on the basis of cost, but on other 
factors, such as the conservation of the time and the energy of the opera-OOr. 
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The chairside assistant, as the term implies, is pure13' an assistant 
to the dentist or operating auxiliary, and she does not as a general rule, 
undertake any work in the mouth. The possible exception to this is that the 
chairside assistant, who has been addi tionall,y trained to take dental x-rays 
of a routine nature. Normalls the duties consist of such things as the pre
paration and after-care of the patient, the suppls and sterilization of instru
ments and the processing and mounting of x-rays. A measure of responsibilltq 
for instruction in methods of oral ~giene is occasionalls given to this 
assistant. . 

5.2 The dental technician 

The dental technician is sole13' concerned with the technical operations 
involved in the fabrication of prosthetic and orthodontic appliances, and in the 
construction of inlays and such like reconstructions of the teeth. He works 
either in direct association with the dentist or as a member of the staff of a 
dental laboratory. He is neither trained nor, in most countries, permitted by 
law to carry out any of the operations in the mouth appurtaining to the work 
upon which he is engaged as a technician. 

5.3 The dental gvgienist 

This type of auxiliary was first introduced in the Un! ted states of 
America with the object of assisting the dental practitioner to provide a wider 
preventive service and they represent the first attempt to develop an element 
of team-work in the provision of dental care. 

Dental ~gieoists are young women speciallY trained to undertake certain 
proph.Ylactic procedures which involve working in the mouth and to carry out 
instruction in methods of oral h.Ygiene. 

They are employed in private dental offices, institutions, or public 
health services, but in all instances they are under the close supervision and 
direction of a fulls quaU1'ied dentist. 

Similar use is now made of this type of auxiliary in countries other 
than the United States of America. They provide valuable assistance in the 
field of preventive dentistry but OWing to the limited nature of their functions 
it is a personal opinion that they are more appropriate to countries with a 
relatively satisfactory dentist-population ratio. Where this is not the case, 
and the proopect of it ever been so in the foreseeable future is very unlikely, 
the dental l\Ygienist has a very restricted value. What is required under these 
circumsta.oces are auxiliaries who are trained to Wldertake various operative 
procedures in addition to the duties of the dental h.Ygienist. 

5.4 Assistant dental practitioners 

This type of auxiliary dental personnel has been developed to a limited 
extent in the Islands of the South Pacific. Assistant dental practitioners 
are the counterpart of the assistant medical practitioners. Their purpose is 
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to provide a limited health service for the people of less advanced countries 
where there are insufficient ful~ qualified practitioners to provide the neces
sary service and where the standard of general education is not adequate to 
support a university training in medicine or dentistry. These practitioners 
both medical and dental are trained at the expense of their respective govern
ments and can practice on~ under direction and as offioers of a government 
service. 

One of the conclusions arising from the first Dental Health Seminar 
arranged by WHO in 1954 was that "this type of auxiliary s.hould not be 
introduced unless general conditions rende.r~rl it impossible to develop a better 
service" and although this conclusion strikes a disparaging note the writer 
reoalls that this was not the intention. In the ax-eas in which he is employed 
the assistant dental practitioner has proved. to be a valuable addition to the 
dental health team. 

5.5 The school dental nurse 

This type of auxiliary originated in New Zealand where it now forms 
the basis of a well developed school dental service. As it is attracting a 
great deal of attention from countries anxious to supplement their dental man
power resources, it is asswued that a rattler full description of this type of 
auxiliary is expected of the writer, as well as an outline of their training, 
the functions they perform and an expl.a.aation. of how they fit into the national 
dental health programme. 

6. HISTClUCAL BACKGROUND 

Apart from chairside assistants and dental teohJlicians, who have been 
employed in New Zealand for maqy years, the use of auxiliar,y dental personnel 
(in the form of school dental lJlrses) dates from 1921. 

At the time of the First World ~iar 1914/18, the poor dental condition 
of recruits to the New Zealand expedi tiooary forces focussed attention on the 
very low standard of dental fitness of the youth of this country. The serious 
nature of the situation prompted the profession in general, and certain. indivi
dual members in particular, to make a move to rectify it. In their wisdom 
these men saw as their primary objec~ive the provision of a dental care programme 
for the children. The first plan, which eventuallJ' was adopted in the immediate 
post-war years, envisaged the establishment of a sehool dental service staffed 
by ful13 qualified dentists in the employment of the Government. It soon 
beoame apparent, however, that the available· dental manpower of the country was 
tota~ inadequate to allow for the implementatioJII. of a plan of this nature. 
As a practical alternative the idea evolved of training specia~ selected 
young women to undertake what might be termed the routJ.ne or straight-forward 
dental operations for children. 
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This at that time represented. a complete departure from accepted 
prinCiples and was viewed with some ooncern by the profession, on the grounds 
that it appeared to constitute a threat to the future of recognized den.tal 
practice. Unaccustomed, as they were, to delegating responsibil1ty in the 
manner of their medical oolleagues it was not surprising that dentists should, 
at least initial4r, consider this novel approach an enoroaohment on their 
exclusive preserves. In point of faot, however, it soon became evident that 
there was a place for both sectors in the field or dental services - the private 
dental practitioner on the one hand, and the State employed auxil1ary on the 
other. Moreover, instead of restricting the opportunities of the dentist in 
the practice of his profession, the use of auxiliaries, by illCreasing tb3 demand 
for dental treat.meDt, has had the effeot of extend1ng these opportUllities. 

7. THE NATURE OF DE:NTAL SERVICES IN NEW ZEAIAND 

The dental servioes fall into two main categories: those rendered b.r 
dentists in their own offioes on a striotly private basis, and the sooial 
dental services which in turn fall into three groupsJ the public hospital 
dental service, the Armed Forces dental service, am the national dental 
service. 

7.1 The public hospital dental service was first introduced in 1913 to pro-
vide dental treatment free, or at low fees, for parsoRS of limited income. 
This service has not developed. Today oaly five hospitals have a dental depart
ment employigg full ... time dentists although almost all other hospitals have 
individual arraagements with private practitioners to carry out urg8llt treat
ment for hospital io-patients. 

7.2 The Armed Forces dental service provides tree dental treatment to the 
regular members of the Armed forces. The dental administration of aU three 
brallches, ArlD¥, Navy and Air is centraUzed ift the Direetor of Dental Service, 
who is all arD\Y delltal officer. 

7.3 The national dental serv1ce is adm1A1stered by the Director of the 
Division of. Dental Health Of the Department c:C Health. It 1s the major social 
dental service ill New Zealand and prov:1des, .free dental treatmellt for all children 
up to 16 years of age. It is organized ill two sectioJlS: 

(a) A school dental servioe available to pre-sohool ohildren a.nd to 
all others attendiJlg primary or 1Ater.med1ate grade sohools, that is, children 
from 2-1/2 years of age up to approximateJ.y lJ-l/2 years. 

(b) An adolesoent dental service for post-primary aDd post-l.o.termediate 
sohool children up to the age of 16 Y8l:lrs, 
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The school dental service is staffed by school dental nurses, or in 
other words the auxiliaries who will be described io some detail. 

The adolescent dental service is provided io two ways - to a very 
small extent by state employed dGntal officers operating in departmental 
dental clinics, but in the main by private dental practitioners, who enter 
into a contract with the Crown to treat the ehildr-Jn on a fee-for--service 
basis from the time they leave the school dental service until they are 
16 years of age. 

8. THE NEW ZEALAND SCHOOL DENTAL NURSES 

In New Zealand, school dental nurses aM trained and employod as 
members of an organized Gcrlerrunent Health Service. They do not practice 

~ individual~ nor may they be employed in their special work by private dental 
practitioners. Furthermore, it has never been intended that they should 
replace dentists aD¥' more than general nurses replace doctors. What has been 
found in this country is that by including trained dental nurses in the 
health team to care exclusive~ for ohildren, large numbers of children oan 
be kept dentallf fit with onlf the minimum number of dentists directing, 
controlling and augmenting t"le work. 

7' 

8.1 The train1llg of school dental nurses 

The training of school dental nurses is in the hands of the Department 
of Health and not the University. It is regarded as a matter of fundamental 
pollcy that, as auxiliary personnel, dental nurses should be traineci in their 
own sohools and not in the atmosphere of a University Dental School. A girl 
who aspires to train as a dental nurse must be at leaat seventeen years of 
age, be physically fit, have good natural teeth, and be the holder of the 
school certificate, whioh represents three to four years of secondar,r educa
tion. The stUdent dental nurse undergoes an intensive course which in the 
space of two calendar years makes tcr proficient in her own particular field, 
name~, the routin3 dental care of children of pre-school and primary school 
age. During th.3 first year of study she gains a general knowledge of the basic 
medical sciences, with speciCll reference to the dental and oral aspects. Six 
months are spent in cavity preparation and the placing of fillings in natural 
teeth mounted in phantom heads, combined with assisting and observing at the 
chairside. ExC0pt for the subjects mentioned below, the whole of the seoond 
year is devoted to the actual dental treatment of children, during which time 
the student dental nurse works under the close supervision of dentist instruc
tors, and dental tutor sisters. Also during this second year, special 
attention is devoted to instruction in health education, and the curriculum 
includes a course in the principles of teaching, which is taken at the 
Teacher's Training College. Instruction is also given in clinic organization 
and administration to ensure uniformity in these matters throughout the 
Service. In addi'~ion, every student dental nurse must gain the St. John 
Ambulance certificate for first aid to the injured. Examinations are held at 
various stages of the couroe, and the final examination is cooducted by a 
board of examiners on whioh pr:vate dental praotitioners are represanted. 
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8.2 Function of school dental nurses 

When trained, school dental nurses are appointed to dental clinics 
attached to primary and intermediate schools. Normal~ they are stationed 
with an experienced dental nurse in the first instance. In New Zealand these 
clinics, of which there are more than nine hundred, are actual~ in the 
schools or precincts, and are built and equipped to a standard pattern. The 
nurses work sing~ or in pairs according to the size of the school or group 
of schools under their care, and are appointed on a ratio of 1 to approximate~ 
450 children. Stated brief~, the duties of a school dental nurse are to 
maintain her group of 450 children in a state of sound dental health, and to 
instruct them in oral f\ygiene and in the prevention of dental disease. Every 
child is made dentall3' fit on entering school at five years of age (or during 
pre-school years wherever possible), and is given such treatment as is 
necessary every six months thereafter. Every endeavour is made to enrol 
children of pre-school age. 

Treatment by school dental nurses is standa~zed as far as possible 
and consists of prop~laxis, topical application of sodium fluoride, fillings 
in permanent and deciduous teeth, aad extractions (with local anaesthesia 
onJ.,y) where necessary. Children requiring treatment beyond the scope of the 
school dental nurse are referred to a dentist and if this treatment is not of 
a speCialist nature it is provided free of cost. Dental nurses are taught to 
recognize malocclusion and to recommend parents to seek the advice of their 
dentist. In this case, as with all special1st1reatment, the cost is met by 
the parents. The records of a school dental clinic are designed in such a 
way that every child I s name is brought to notice every six months, and the 
fact that the child has been called up, examined and treated each hal£ year 
is duly recorded with all necessary details. 

Supervision and control are exercised through the principal dental 
officers of the nine districts into which New Zealand is divided for the 
purpose of dental adm1nistration. These officers are responsible to the 
Director of the Service for the effioiency of their districts, and they have 
technical and clerical staffs to assist them. No provision is made for 
irrlI1'ediate and continuous supervision of school dental nurses, nor has this 
been found necessary UAder New Zealand conditions, but frequent visits are 
paid by inspecting officers~ The dental nurse knows that her work is liable 
to come under the critical ,\otioe of her controlling officem at any time and. 
this, together with her highl1 develope9. sense or responsibility and "esprit 
de corps", ensures the maintenance of a high standard of treatment, which 
meets not only with the approval but with the commendation of the dental 
profession. 
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The organization of the school dental servioe is founded on the basio 
prinoiple of prevention - the maintenanoe of good dental health so that the 
need for extensive rehabilitation of broken-down mouths does not arise. In 
praotioe, this involves organized dental treatment at sixwmont~ intervals, 
oombined with mass and individual instruction in oral qygiene, and the routine 
use of sodium fluoride by topioal applioation. Health education is a feature 
of the New Zealand sohool dental servioe and the work of the dental nurses in 
this field is notable for enthusiasm, initiative, and originality. 

For every sohool dental olinio, there is a dental olinic committee of 
representative local citizens charged with the local administration of the 
clinio. For this purpose the Committees are provided with funds by the Govern
ment, whioh meets the whole cost of the servioe. These committees form an 
important link with the parents and the publio. 

8.4 Advantages of the dental nurse system 

As the result of 40 years' experience of this system in New Zealand, 
the advantage s may be summarized thus: 

(i) The scope of the treatment that a dental nurse is trained 
to give as a member of the dental health team is suoh that 
a limited number of dentists oan, with their aSSistance, 
provide organized dental care for a large number of ohildren. 

(li) The work of the dental nurses (within their limited sphere) 
is of a high standard. 

(iii) Being women, they have a natural gift for dealing with 
children. The children aooept their treatment and respond 
to their teaohing most readiJs. The dental nurses bring a 
freshness and enthusiasm to their work that make a most 
favourable impression on both children and parents. 

(iv) They develop a high degree of pride in their own work and in 
that of the Servioe as a whole and they readi~ aooept the 
restriotions and the disoipline that are inseparable from a 
service. 

(v) In the present state of our knowledge, dental treatment of 
ohildren offers the best prospeot of controlling dental 
disease. If dental nurses are not used, a great~ increased 
number of dentis1:B would be required. 
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8.5 Results obtained by usigg dental nurses 

To anyone who was familiar ui th the concii tion of the teeth of New 
Zealand school children forty years ago, the contrast tod~ is striking. 
At that time, septic mouths and broken-down teeth were accepted as inevitable. 
Toothache was an every-day complaint from which few children escaped. The 
proportion of children who attended a dentist regular~ was so small that it 
was almost negligible. The extraction of an off3nding tooth was considered 
normal treatment. Today the reverse is the case, and it is rarely that one 
sees a school child with neglected teetho 

In 1921-1922 the ratio or teeth extracted by school dental nurses to 
teeth pre~erved by filling was 114.5 extractions to each 100 fillings. By 
1934-1935, the ratio had been reduced to 17.5 extractions to each 100 fillings 
and since 1947 has ranged from 6 to 5 ex~ractions to each 100 fillings, final~ 
falling to 3.6 in 1960-1961. During this last year the total number or fill
ings performed by school dental nurses was in excess of 2 000 000, while 
extractions numbered 72 648, but of all extractions on~ one unsavable per
manent tooth required extraction for each 475 children. 

Another result is that over the years, the attitude of the child 
towards dental treatment has undergone a change. New Zealand children have 
long since come to regard dental care as a normal part of their lite. It 
holds no terrors for them, and they cheerful~ attend their school dental 
clinic, and later their dentist, looking on it mere~ as part of normal 
routine. 

9. DENTAL H&Ar:I'H PIANNING IN lESSER ADVANCED COUNmIES 

Turning fi08l13' to dental health planni~ at a national level in lesser 
advanced countries, we reach the point at which the problem becomes at one 
at the same time more difficult and more simple. More difficult beoause of the 
magnitude of the colleotive dental needs of vast numbers of relative13' uni
formed people and the total13' inadequate professional resources to cope with 
the situation. In a sense more simple because of the absence of any long 
established and fir~ entrenched professional organization which could con
oeivabl.Y have very fixed ideas of its own as to the future course of their 
countries professional development. To repeat a phrase alrea~ used, "less 
advanced countries are starting from scratch" and planning under these cir
cumstances is uncomplicated by the need to concede to principles and practices 
alread3' established. To this extent, the task of planners is more simple -
but we are talking only of plans! The difficulties involved in putting them 
into operation are far from simple. 

9.1 Principles of planning 

In terms of the guiding principles a dental health programme should 
include: education, prevention, treatment aed research. In order to implement 

r 
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such a programme the Government of each country should as initial step set up 
a Department or Division of Dental Health however modest, the head of which 
should be a dentist with a standing equivalent to that of a director of other 
health services. 

Priority in the prograrrune, whatever its form, should be given to pre
school and school children and to expectant and nursing mothers. Although 
recognizing the pressing need for treatment of an urgent or casualty nature 
for all sections of the community, the public health programma for the children 
should, from the outset, be based on the principle of complete and regular 
treatment for each child. The development of such a service will be slow, 
nevertheless sure. To attempt more than the personnel resources will allow, 
will result in dis-organization of the programme and failure to achieve its 
planned objectivew 

Types of service and training of personnel 

The type of services which may be utilized in the development of the 
programme are, to the extent that they exist or can be developed: (1) private 
practice, (2) public dental health services, in particular school dental 
services, (3) hospital dental services, (4) maternity and child welfare centres, 
and (5) industrial dental health services. 

Dental personnel should comprise dentists and dental auxiliaries. It 
has alrea<\v been emphasized that, notwithstanding the acute shortage in less 
advanced countries, dentists should be the basis on any dental health soheme 
although the widest possible use should be made of suitab~ trained auxilia
ries since they offer the most practical solution to the immediate problem 
of providing dental care for the main priority group - the children. 

All classes of personnel should be catered for in the training programme 
including those unqualified persons who are to be allowed to continue to practice 
after any form of registration has been introduced. Auxiliary personnel should 
be trained in their own school as distinct from a University Dental School and 
when trained should be employed in a Government Service under the general control 
and supervision of ful~ qualified dentists. The conditions of service of the 
auxiliaries should be sufficient~ favourable to discourage them from practising 
dentistry outside the scope of their official duties. 

9.3 Treatment 

The subject of treatment could be dealt with at some length. Brief~, 

however, the scope will depend upon the need and the resources available to 
meet it, but relief of pain, for humanitarian reasons alone, must be a primary 
consideration. Nevertheless, a systematic plan to conserve teeth by means of 
regular examination and treatment should be instituted at the earliest oppor
tunity and the logical place to begin is with the children. 
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Initial~ the loss of teeth through extraction will be heavy in order 
to cope with the accumulated effects of untreated dental decay but gradual~ 
as the plan unfolds and personnel becomes more plentiful a greater degree of 
conservation will be possible. If conservative treatment must be limited, the 
greatest effort should be concentrated on the fiv&- to six-year old group of 
children and the effort maintained on a continuing basis with the object of 
retaining the permanent dentition intact. 

In this connection, it is preferable to restrict treatment, other than 
oasual~ treatment, to manageable groups of children rather than to spread the 
available resources too wide~, at least until such time as it is feasible to 
do so. Essential rather than elaborate forms of treatment should be the key
note of initial planning. 

9.4 Dental health education and prevention 

Concurrently with treatment, an active plan of education should be 
pursued. Dentists, "auxiliaries and non-dental educators should be encouras-ed 
to apply themselves vigorously to this phase of the programme. Adequate teach
ing in the principles of prevention of dental disease should be given in 
teaohers colleges, throughout the educational syste., in schools of medicine, 
dentistry, nursing, domestic science and allied profeSSions, and in maternity 
aDd child welfare centres. Active co-operation of aU health and educational 
agencies in this and all other phases of the programme is essential for its 
success. 

In organizing a programme to educate the people of a nation ~;:1.1ch is 
not yet well developed, due regard must be given to the degree of I1t&..racy, 
to their social and economic state, the availability of dental services and the 
incideace and nature of the dental diseases which affect them. The p1'Ogranll18 
should be directed towards arousing the country's awareness of its dental needs, 
informing it oT the ill-effects of dental disease and methods ot preventing it, 
aDd final~ of removing fear and prejudice concerning dental treatment. 

A clear, simple and positive approach should be adopted and should be 
aimed at the reduction of refined sugar and sticky carbohydrates in the diet am 
the promotion of oral health by means of the toothbrush or natural equivalent. 

The accent in dental health education in the lesser advanced countries 
should be on indoctrination in the rudiments of oral health; motivating programmes, 
such as are employed in the mare advanced countries, must be adapted to the social 
environment in which it is intended they should operate. In other words, what 
constitutes a motive for an American citiZen to raise his standard of dental 
health is perhaps something which has little meaning to a person in a lesser 
ad.vanced country and vice versa. 

A cynical appraisal of the results achieved from dental health educa
tion in the more advanced societies might suggest that a great deal d. time, 
money and effort is expetded unprofitably. Adm1ttedl¥ the incidence of dental 
disease is very high but there is substantial evidence to show that conscien
tious regard for the Simple rules of prevention d.oes pay dividends in terms of 
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better dental health. Notwithstanding nwnerous factors, many still obscure, 
which predispose to dental decay the primary oause of the disease is destruc
tion of the enamel of the teeth by acid arising from the fermentation of 
carboqydrate food debris. It is because of this that the adoption of the 50-

called "civilized" diet of refined carboqydrate is always associated with an 
increase in dental decay and in the absence of a corresponding adoption of 
civilized methods of maintaining adequate standards of oral nygiene, the 
results are disastrous. For this reason education should occupy a prominent 
part in the dental health programme. 

9.5 Fluoridation 

The role of fluoride in the development of teeth and the resistance to 
dental deoay which it confers is now well known. Its application as a public 
health measure takes several forms, the most convenient and most effective 
being the fluoridation of communal water supplies. 

As this presents diffioulties in the absence of well developed reti
culated systems, less advanced countries are likelY to find little opportunity 
for adopting this method of making the fluoride available to the growing popula
tion who need it. Other methods, however, are available and should be exploited 
wherever practicable, 

9.6 Research 

Facad with the immediate problem of removing pain, discomfort and gross 
infection from the mouth of large numbers of the population and with few pro
fessional people to do it, it is obviously unrealistic to expect that anything 
io the nature of major research should be incorporated in the dental health 
plan for the lesser advanced countries. 

Should surveys be considered desirable in order to assess the treatment 
requirements and the dental manpower to meet it, these should not be elaborate. 
In the face of the obviOUS, surveys involving time conSuming, detailed dental 
examinations are quite unnecessary. Fact finding examinations of a more cursory 
nature conducted on a mass scale should provide quite sufficient guides to 
initial planning. 

10, CONOLUSION 

The dental health plan for the lesser adVanced countries should be 
directed by a dentist and. be simple and positive. It should be based on the 
need to provide freedom from pain and gross infection in the community as a 
whole and to develop a systematic treatment service for the children. The plan 
for the latter should be firmly based on the idea of gradual expansion, commen
cing with the lowest age group and extending upwards only when the group 
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below has been brought to a satisfactory standard dental fitness and can 1::e 
maintained in that condition by the staff available. The professional staff 
should consist of dentists and government employed auxiliaries and plans for 
their respective training should be primary consideration. 

In the case of dental health services, which are direct~ administered 
by goverrunents, physical resouroes in the shape of building, equipment and 
materials, should as far as possible be standardized. This applies also to 
technical procedures and the system of organization at looal levels. Periodical 
supervision, inspection and evaluation of staff and services are essential. 
Dental health education should be conducted concurrently with the provision of 
treatment and preventive measures should be introduced whenever practicable. 

Research is a phase of dental health planning which in lesser advanced 
cOWltriescannot expect the attention it receives in countries better equipped, 
both technical~and profeSSionally, to conduct it. On the other hand, original ~ 
research relating to indigenous phenomena should be encouraged, if at all 
feasible. 

It must alwvs be remembered that fundamentally there are two ways to 
oope with the dental health problem: (1) prevent dental disease and (2) treat 
it. Whatever plan is adopted it should have these objectives in view. 

j 
I 
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