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PROGRAMME FOR ORAL HEALTH AND FUTURE STRATEGIES 

During the discussion on the proposed programme budget for 
1984-1985 at the seventy-first session of the Executive Board, the 
Director-General was requested to submit an information document to 
the Thirty-sixth World Health Assembly to be considered in the 
context of its review of the oral health programme. Both in its 
current programme and strategies for the future, WHO's efforts to 
develop cheaper mechanisms and tools for oral health care are 
particularly relevant to countries about to launch comprehensive oral 
health programmes for the first time or to reorientate their existing 
structures. The oral health programme aims at maximizing well-
managed prevention at the primary health care level, thereby 
intensifying the trend towards reduction in oral disease and reversing 
the trend now affecting most developing countries. It concentrates 
on a single approach in which simple preventive methodology is 
complemented by efficient care within a planning mechanism designed to 
react quickly and appropriately to services and manpower needs. 

1• Analysis 

1.1 The latest information from the Global Oral Health Data Bank, as of March 1983 , 
reconfirms two major trends in oral health status: 

-deterioration for most of the developing countries； 

-improvement for most of the highly industrialized countries. 

1.2 In the developing countries periodontal disease prevalence remains very high, and dental 
caries prevalence continues to increase, especially in urban populations. In industrialized 
countries very large reductions in dental caries prevalence have occurred, and periodontal 
disease prevalence appears to be reducing to moderate or even low levels (see Annex for 
details)• 

1.3 When a global mean of three decayed, missing or filled (DMF) teeth at 12 years of age was 
first proposed in 1979, it was expected that: 

(i) any increase in dental caries prevalence could be halted for most of the developing 
countries at or below the level of three DMF teeth; 

(ii) it could be reduced to that level for most of the highly industrialized countries 
and those developing countries which had already exceeded it; and 

(iii) periodontal disease prevalence would be reduced simultaneously to moderate or low 

1.4 Since 1979 the data indicate that many of the highly industrialized countries will do far 
better than expected, reducing the caries prevalence well below three DMF teeth and, in 
addition, very markedly reducing periodontal disease. Unfortunately, only a very few 

levels 

(9> J “ л i,川L y W ) ‘八 

kC. Л 



developing countries seem to be halting or reversing the increase in caries prevalence, which 
may far exceed three DMF teeth. Similarly, few seem to be making any impact on the high 
prevalence of periodontal disease. 

1.5 Wherever success has been achieved in prevention the basic formula has been: oral 
hygiene, optimal use of fluorides, and dietary control of refined carbohydrates� The first 
two factors have been most effective in improving oral health and, where fluorides are used in 
rinses or pastes, they have been jointly applied. Except for water and salt fluoridation, 
which require a moderately sophisticated technology and central administration, methods for 
administering fluorides are based on extremely simple technology and resources at community 
levels. They are ideal for application at the primary health care level. They can be 
carried out by non-dental personnel with only minimal, intermittent supervision from 
auxiliary or professional dental personnel• It is also possible to set up an examinatioi^/ 
referral system at the primary health care level so that dental personnel would only be 
encountered at the first referral level to provide curative, restorative and rehabilitative 
services complementary to the main preventive efforts. 

1.6 The need for highly sophisticated technology is thus minimized and the essentials can be 
provided even in the poorest of economies ； the technology and strategy are available, but the 
coordinated planning and good management required for successful implementation are lacking 
almost everywhere. 

1.7 In fact, the actual situation is alarming because, where prevention is succeeding, 
surpluses of dental manpower are developing and in most cases there seems to be a lack of 
coordinated planning and a high degree of dependence on the eventual effect of market forces• 
On the other hand, where prevention is not being adequately applied and disease is increasing, 
modern capabilities and new strategies seem to be ignored, and the costly response, similar to 
that used more than half a century ago, emphasizes the training of dentists rather than dental 
auxiliaries or primary health workers, and the curative, restorative and rehabilitative 
approach rather than the fundamental preventive philosophy. 

2• Current WHO programme 

2.1 The plan of action for the medium-term programme on oral health is described in 
document Рв/84-85, pages 132-133. Some additional information follows. 

2.2 The programme offers a standard, simple, inexpensive methodology for situation analysis 
and preparation of coordinated oral health plans based on measurable goals.1 Direct 
collaboration is available also through WHO staff members and consultants in any of these 
activities. Dissemination of the methodology is not only achieved in this way at country 
level, but also through the work of the demonstration, training and research centres for oral 
health, which provide an excellent opportunity for effective TCDC because of their unified 
approach and methodology. 

2.3 The programme advises, as requested, on the planning, adaptation and use of oral health 
delivery systems to achieve national goals； in addition, by developing, testing and adapting 
a new community care model using personnel trained in a performance simulation system, it 
addresses the implementation phase of oral health plans in a very special way. This model is 
particularly appropriate to the universal three-level strategy illustrated in the following 
diagram. 

1 Oral health surveys，basic methods• Geneva, World Health Organization, 1977 ; 
Planning oral health services. Geneva, World Health Organization, 1980 (WHO Offset 
Publication No, 53). 



It emphasizes community involvement at the primary health care level and the use of multiple 
office facilities at the other two levels, with special attention to the efficiency of all 
procedures and quality control. 

2.4 All the aspects of the standard approach to oral health considered in paragraphs 2.2 and 
2.3 can also be serviced through the international collaborative oral health development 
project. This project^ aims to take advantage of the existing or potential surplus of dental 
manpower in highly industrialized countries to achieve a better and lasting effect on oral 
health in developing countries. Each project, of limited duration, would relate to the 
achievement of specific goals in the country receiving such assistance which could not be 
attained as quickly or to the same extent without bilateral cooperation. The work would be 
carried out by a team from the donor country in collaboration with national staff and would be 
subject to direction and monitoring both by a senior member of the team and a national 
counterpart. These teams can cover a wide range of assignments in the development of 
services and manpower production. The role of designated staff within the oral health unit 
would be to match supply and need on the basis of completed situation analyses in which 
appropriate projects are identified and to facilitate negotiations and project evaluation. 
This would provide tremendous possibilities for sparing the developing countries the subsequent 
major expenses for oral health which at present seem highly probable. 

See document ЕВ70/1982/REC/1, p. 23. 



3• Strategies for the future 

3.1 With the principles of the Global Strategy for Health for All by the Year 2000, the 
global oral health situation and the current WHO programme firmly before us, it is possible 
to assess the need for action by Member States and WHO. 

3.2 Although precise, achievable targets have been defined for the year 2000, they are 
unlikely to be achieved by present endeavours. Adequate, simple, inexpensive technology is 
available to achieve the targets, but it has been almost exclusively the highly industrialized 
countries that have optimized or are optimizing their preventive programmes. 

3.3 Fundamental reappraisal of oral health is necessary in all countries in terms of 
appropriate community care and manpower production. Whether the delivery system is 
predominantly private or public, the basic structure requires a high degree of community 
involvement especially at the primary health care level, and a change toward multiple - rather 
than single - unit facilities at referral levels, emphasizing management, quality control and 
system evaluation. 

3.4 Those reappraisals require commitment from all components of oral health so that 
decisions on goals, programmes and appropriate manpower production will be coordinated. A 
very firm administration is required to achieve that essential multi-component commitment, 
especially where more than one government ministry is involved. Attempts to change the oral 
health situation have generally been piecemeal, so that even those steps which appear to be 
in the right direction do not have the full effect or relevance to health for all that could 
be achieved in a coordinated system. 

3.5 The quantity and type of manpower trained, as well as the retraining of existing 
personnel, must come under very close scrutiny both to respond to fundamentally changed 
community needs in industrialized countries and to ensure an appropriate structure for 
developing countries. The concept of a specialist in oral health (oral physician) - a fully-
integrated member of the health team - who, from the final referral level, would be 
responsible for dental auxiliaries of varying types at the first referral level and for the 
oral health activities at the primary health care level, is most appropriate. The manpower 
and community care structures indicated in the diagram in paragraph 2.3 would in fact be 
applicable to all communities provided that the trend of increasing dental caries can be 
halted in developing countries and the opposite trend maintained in industrialized countries• 

3.6 Because of the common approach which can be used by all countries, it is practical to 
consider the concept of a "task force" in oral health to promote the basic principles of that 
approach in a cohesive and uniform manner, in the shortest possible time. The field component 
of this task force should be maximized, but should be implemented mainly by personnel on 
specific short-term (two-week to two-month) assignments to respond to countries1 individual 
requests, or through the demonstration, training and research centres on a TCDC basis, rather 
than by filling posts in the oral health services or training institutions in Member States. 
The latter can be handled much more comprehensively and effectively by teams developed as part 
of the international collaborative oral health development project at no cost to WHO's budget. 

3.7 The fundamental aim of the "task force11 would be to ensure that the existing WHO staff 
and consultant resources employed in the oral health programme at all levels function as a 
single team focusing on helping countries to adapt and implement the basic approach. The 
team would also service the international collaborative oral health development project, the 
global oral health data bank, and the further development of methodologies for prevention, 
measurement and alternative systems, such as the performance simulation training and community 
care system. 



4. Conclusion 

At present oral health services cost most industrialized countries between 5 and 11% of 
their total health expenditure - a situation which could easily become a reality in 
developing countries, despite the availability of simple technology methods. There is need 
for urgent action now by Member States and WHO to prevent wastage of abundant resources in 
industrialized countries and to avoid, permanently, the need for such resources in developing 
countries. 



ANNEX 

INDICATORS OF ORAL HEALTH STATUS - GLOBAL DATA BANK, 1982 

1. 1982 was the first year in which data collected from developing countries recorded a 
higher mean caries prevalence (37 data sets: weighted mean 4.1 DMF teeth per 12-year-old) 
than for industrialized countries (17 data sets: weighted mean 3.3 DMF teeth per 12-year-
old) . 

2 . Preventive achievements in large population groups in industrialized countries have 
resulted in the DMF mean per 12-year-old dropping from levels of 7 to 10 down to the range of 
2 to 4. 

3. Several industrialized countries where caries prevalence is dropping have shown a 
reduction each year over a 10-year period, with no sign that the trend is coming to an end, 
even though the mean has passed below 3 DMF teeth at 12 years • 

4. Though, in 1982，44 developing countries had a mean of no more than 2 DMF teeth at 
12 years, virtually all had higher levels in their urban populations, very often in the range 
of 3 to 5 DMF teeth. 

5. In 1982 there were 32 developing countries with a DMF teeth mean between 2 and 4 at 
12 years, and 23 had a mean above 4; 39 still had no representative data. 


