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1. INTRODUCTION  

An intercountry meeting for oral health focal points was held from 31 May to 2 June 
2011 in Isfahan, Islamic Republic of Iran with the support of the WHO Collaborating Centre 
Chair, Community Oral Health Department Chief Dental Officer, Ministry of Health and 
Medical Education. The key objectives of the meeting were to: 

 Review the current status of the national oral health programmes in the WHO Eastern 
Mediterranean Region; 

 Agree on the main components of a regional strategy and its plan of action; 
 Agree on a regional framework for mainstreaming oral health within national public 

health programmes; 
 Formulate draft national plans to operationalize the framework and its plan of action; 

and 
 Suggest a set of recommendations to be used as a road map for promoting oral health in 

the Region and supporting mechanisms for its implementation. 

The meeting was attended by 16 experts in oral health from 9 countries and the United 
Nations Relief and Works Agency for Palestine Refugees in the Near East (UNRWA) in 
addition to many national experts from different institutions in the Islamic Republic of Iran. 

The meeting opened with addresses by Dr Zaher Esfahni, Governor of Isfahan and Dr 
Shahin Shirani, Chancellor of Isfahan Medical University. Dr Ambrogio Manenti, WHO 
Representative in the Islamic Republic of Iran, delivered a message on behalf of Dr Hussein 
A. Gezairy, WHO Regional Director for the Eastern Mediterranean. In his message, Dr 
Gezairy noted that oral health was part of general health and was essential for well-being. 
Unfortunately, the public health component of oral health had so far been neglected, and it 
was time oral health received the attention it deserved.  

The meeting agenda and list of participants are attached as Annexes 1 and 2, 
respectively.  

2. SUMMARY OF TECHNICAL PRESENTATIONS 

Dr Haifa Madi, Director, Health Protection and Promotion, WHO Regional Office for 
the Eastern Mediterranean, presented a regional situation of oral health highlighting the 
burden of oral health diseases. While acknowledging the progress made in the area of oral 
health, she noted that there were still many challenges. 

 Limited policy support and commitment 
 Cost of treatment 
 Low investment and resources allocated to oral disease prevention 
 Allocation of resources to emergency oral care or pain relief, mainly focusing on cure 

rather than prevention 
 Provision of service, with most treatments based on demand for care provided by 

private practitioners 



WHO-EM/HLP/070/E 
Page 2 

 

 Inequitable access to oral health promotion and care, particularly in rural areas, 
affecting the most vulnerable population groups 

 Low oral health literacy among the general population with potential cultural, social 
and gender barriers 

 Shortage of oral health professionals, particularly in rural areas 
 Inadequate quality of health care 
 Lack of conducive environment for preventing oral diseases and their risk factors 
 Lack of data on oral health status to support policy and programme development. 

Dr Madi highlighted the 10 priority action areas identified by the World Oral Health 
Report (2003) for global oral health, which represent effective entry points for developing 
efficient interventions in the area of oral promotion, namely: 1) oral health and fluorides; 2) 
diet, nutrition and oral health; 3) tobacco and oral health; 4) oral health through health 
promoting schools; 5) oral health of youth; 6) oral health improvement among the elderly; 7) 
oral health, general health and quality of life; 8) oral health systems; 9) HIV/AIDS and oral 
health; and 10) oral health information systems and evidence for oral health policy and 
formulation of goals. She noted that the proposed regional framework on oral health 
promotion for the Region was developed based on the regional oral health needs and the 
regional strategic directions should constitute the basis for developing country plans on oral 
health promotion. 

Dr Paul Erik Petersen, Oral Health Programme, Chronic Disease and Health Promotion, 
WHO headquarters, presented the burden of oral disease at global level, strategies for health 
promotion in the 21st century, the response of the WHO Global Oral Health Programme to 
new challenges in health promotion and disease prevention. He also presented the WHO 
global policy for improvement of oral health and the principles and implementation of the 
World Health Assembly resolution WHA60.17 (2007). He said that the oral disease patterns 
have been influenced by demographic factors, living conditions, culture, lifestyle, self-care, 
oral health care systems, the population-directed/high-risk strategies and environmental 
factors. Dr Petersen emphasized that oral health promotion means considering oral disease 
beyond a medical model and taking into account social determinants of oral health such as 
income, education, place of residence, gender, living conditions and lifestyles. These 
modifiable risk factors are common to many chronic diseases and injuries that should be 
addressed if oral disease is to be prevented in an equitable manner. Approaches to oral health 
promotion should be holistic, and national oral health programmes could be developed based 
on four strategic approaches: common risk factors; community strategies; professional 
strategies; individual strategies. 

The main components of WHO oral health policy focused on integrating oral health 
with general health and linking it to quality of life. The correlation between several oral 
diseases and noncommunicable diseases was also made, as both have common risk factors 
and proper oral health care can reduce premature mortality. The settings approach is proven 
to be effective in promoting oral health such as school settings (addressing the health of 
children, their families and communities as well as school personnel) and settings in primary 
health care facilities and communities.  
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Dr Faten Ben Abdelaziz, Regional Adviser, Health Education, and Acting Regional 
Adviser, Healthy Lifestyles and Oral Health, WHO EMRO and Dr Petersen, WHO 
headquarters, presented the regional strategic framework for oral health promotion in the 
Region in respect of strategic directions and domains for interventions. After discussion the 
participants agreed that the 2007 World Health Assembly resolution on oral health 
(WHA60.17) should be the basis for advocating and developing the regional strategy and its 
plan of action as well as development of national action plan for promotion and integrated 
oral disease prevention.  

3. COUNTRY PRESENTATIONS 

3.1 Iraq 
Dr Nabeel Hasan, Director, Oral health Department, Ministry of Health 

The results of the national surveys on decayed/missing/filled teeth (DMFT) conducted 
in collaboration with WHO in 1998 showed a low DMFT index and a high prevalence of 
90.3% of bleeding gum and calculus. Based on the survey results, it was recommended to 
implement a comprehensive programme of fissure sealant for permanent molar and premolar 
and periodontal programme on oral hygiene care as well as systemic plaque control through 
daily tooth brushing and dental health education. In 2001, a national oral health survey 
targeting 15 year-olds showed a higher DMFT index and increased rate of periodontal 
disease. The main recommendation was to improve pre-school and schoolchildren’s oral 
health status through  a dental health education programme for pre-school and school children, 
teachers and primary health care workers. In Iraq, the school health programme covers about 
only 60% of schoolchildren in the country. The programme targeting schoolchildren included 
training on ART, special courses for general practitioners, dentists, oral hygienists and school 
teachers. One key direction for oral health promotion in Iraq is to conduct a national survey 
on DMFT for 12 year-olds and investigate the concentration of fluoride in water, promote the 
use of fluoride mouth rinse in primary school and conduct training courses on oral disease 
prevention.  

3.2 Islamic Republic of Iran 
Dr Arezoo Ebn Ahmady, Head of WHO Collaborating Centre for Training and Research 
in Dental Public Health, Ministry of Health and Medical Education, and Dr M.H. 
Khoshnevisan, Director WHO Collaborating Centre 

In the Islamic Republic of Iran there are about 23 000 dentists (1 per 3200 population). 
Of them, 10% are working in the public sector and 90% working in private practice. The data 
show an increase of the DMFT from 1.54 in 1999 to 1.86 in 2004 and there was a noticeable 
decline in dental caries from DMFT of 4 to 1.5 in 12 year-old children. A national survey on 
periodontal status was conducted in 2002, which shows that 80% of children aged 15–19 
years were either normal or needed just primary prevention for the periodontal problems 
(bleeding and calculus) and more than 50% of the age group of 35–44 years showed severe 
periodontal problems requiring extensive periodontal treatment.  
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There are three levels of oral health care interventions in the country. The first level is 
health houses and health posts, which conduct oral health education, periodic examination of 
teeth, referrals, follow-up and supervision of sodium fluoride mouth rinsing. The second level 
is the rural and urban health centres which conduct filling, pulpotomies, extractions, fluoride 
therapy and scaling and also supervise the first level activities. The third level is the district 
health centre, which conducts treatment and specialized services and also supervises the first 
and second levels. These three levels of interventions are supported by the university health 
centre, which provides technical, logistical and managerial support. The public oral health 
programme focuses on three priority population groups: pregnant and lactating mothers, 
children under 6 years of age and children between the ages of 6 and 12 years. 

Population-wide approaches such as water and salt fluoridation are not available; 
however, feasibility assessment is being conducted. Topical application of fluorides is 
available for 50% of the population and fluoridated toothpaste is available for 90% of the 
population. Progress made in the area of oral health is insufficient, particularly among 
children, due to a lack of resources and comprehensive national oral health policies and 
programmes.  

3.3 Jordan 
Dr Suleiman Mohammad, Directorate of Oral and Dental Health, Ministry of Health 
Jordan)  

Besides the abundance of oral health workforce, most of the oral health professionals in 
Jordan work in the private sector (about 77% of dental workforce). During 2009 the public 
sector conducted about 1.5 million dental consultations and procedures. The oral health care 
expenditure represented 8%of the total health expenditure. There is still a high demand for 
oral health care in Jordan. But the lack of available data on dental particularly for adults, 
dental caries among children living in deprived communities and the high burden of dental 
caries among young children, shows the need for development of policy and programme on 
oral health.  

3.4 Oman 
Dr Salahudeen Al Bulushi, Director of Dental & Oral Health Department Ministry of 
Health 

The oral health system in Oman is carried out by 623 dentists including 184 dentists in 
the Ministry of Health, 314 dentists in private practice, and 21 dentists in non-Ministry of 
Health governmental institutions, 61 specialists, 44 hygienists, 209 dental surgery assistants 
and 70 dental laboratory technicians. Oral health status data show that 98.2% of surveyed 
population brush their teeth at least once daily, 53% of them visited the dentist and the main 
reason was pain in 91.5% of cases. The mean DMFT index for 12 year-olds was 1.3 and for 
15 year-olds it was 2.0. Only 7.9% of students aged 12–15 years have fissure sealant, 22.8% 
of the population have full sound teeth. Periodic research showed a decline over time in the 
DMFT index in both age groups 12 and 15 years. The school oral health programme covers 
94% of schoolchildren. It aims at preventing dental caries in permanent teeth and promoting 
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good oral health among schoolchildren. This is done through regular screening for grades one 
and two, topical fluoride application for the medium and high risk group, and fissure sealants 
placement to first permanent molar teeth of high risk group, simple sealant restorations 
whenever appropriate and tooth-brushing drills. A key priority for the Omani Ministry of 
Health with regard to oral health care is to build a strong partnership with key stakeholders to 
increase access to high quality, responsive and comprehensive oral health services throughout 
life.  

3.5 Qatar 
Dr Abdulla AL-Emadi, Supervisor Public Health Unit, Public Health Department 
Ministry of Health 

The oral health unit was established in 2009 with the mission to improve the oral health 
for people of Qatar. The main function of the unit is to design strategies and policies on oral 
health promotion and oral diseases prevention, to coordinate with other noncommunicable 
disease programmes, conduct a national oral health survey and to develop and implement 
national oral health plan. The main components of the national oral health plan were 
developed based on the oral health programme of the Gulf Cooperation Council (GCC) that 
includes a GCC week on oral health. The newly established unit will focus on the 
development and implementation of programmes for the prevention and control of oral 
diseases. Baseline data will be generated through a national oral health survey. 

3.6 Tunisia 
Dr Fathi Soubani, Co-coordinator of Oral Health, National Programme, Ben Arous, 
Ministry of Health 

The oral health care system in Tunisia is served by 512 dentists, 478 dental chairs and 
418 dental nurses. In Tunisia, oral health care is provided at three different levels. The first 
level is primary health care centres and district hospitals, for basic care. The second level is 
the regional hospital and regional centres of medical school and university, and the third level 
is at university hospitals and universities of dentistry. The main goal of the oral health 
programme is to promote oral health among young people through health education, early 
detection of oral diseases, accessible services for pupils and students, continuous training and 
monitoring different activities. Dr Soubani presented the achievements of the programme 
with early interventions targeting pre-school and school children, free-of-charge services for 
students and for the population enrolled in social security or with free treatment cards. In 
Tunisia the average consumption of sugar was 15kg per person per year in 2010, 83% of 
students and 84% of adults have tooth brushes and 61% of students and 87% of adults use 
tooth brushing, and tap water is fluoridated. In addition, there is a health information system 
where data collection is conducted at health centre level and analysed at local, regional and 
central levels. 
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3.7 Sudan 
Dr Taha Hassan Mohamed, Focal Point for Oral Health, Federal Ministry of Health 

A 1992 survey showed that 50% of children in Khartoum State had dental caries. In the 
year 2000, another survey conducted by the WHO indicated that the DMFT was about 1.6 for 
the age group 12–15 years old and that 30% were affected with periodontal disease. School 
oral health programme in Sudan focuses on the following preventive measures: Fluoride 
application using 2% sodium fluoride solution, fissure sealant and health education. The 
programme is implemented jointly by school health dental clinics, mobile dental clinics and 
faculties of dentistry. 

3.8 UNRWA 
Dr Ali Khader (Chief Health Protection &Promotion) and Dr Amjad Matooq (Senior 
Dental Surgeon Jordan 

UNRWA is delivering oral health services to 5 million Palestine refugees through 108 
fixed clinics and 10 mobile dental units providing 708 260 dental consultations and 256 356 
dental screenings. In addition to the curative and restorative approach, the UNRWA oral 
health programme is oriented towards prevention focusing on five levels of interventions, 
namely, community, health centre, women of childbearing age, preschool children and 
schoolchildren. UNRWA is in the process of conducting a DMFT survey among a 
representative sample of seventh grade schoolchildren (aged 12–14 years) in five areas/fields 
of operation (Jordan, Lebanon, Syrian Arab Republic, Gaza and the West Bank). This survey 
will be conducted according to WHO standard procedure in collaboration with the WHO 
Collaborating Centre in Milan, Italy.  

Following the country presentations, participants were requested to review and reach a 
consensus on key strategic directions for oral health promotion and components of a 
framework for a regional strategy building on Ottawa Charter on Health Promotion. 
Following a dynamic and interactive discussions in plenary and group work, the participants 
agreed to the following key components for the regional strategy on oral health promotion.  

 Advocacy for political commitment to oral health promotion. 
 Reduction of the burden of oral and dental diseases through prevention and promotion. 
 Integration of oral hygiene in existing settings, including schools, workplaces, 

hospitals. 
 Integration of oral health preventive measures into the primary health care. 
 Establishment of a monitoring, evaluation and surveillance systems for oral health. 

3. THE WAY FORWARD 

Participants were provided with a presentation on evidence-based interventions for oral 
health promotion (Annex 3) and worked in groups to develop the framework for a regional 
plan of action. A summary of the group work is attached as Annex 4. Participants then 



WHO-EM/HLP/070/E 
Page 7 

 

worked to develop their national and subregional (GCC) draft plans of action on oral health 
promotion in accordance with the components identified earlier.  

The participants concluded that oral health still represents a challenge for the Region 
due to the high burden of oral disease. They agreed that certain key approaches are needed to 
secure the political commitment and support necessary to trigger action to reduce the burden 
of oral and dental diseases. Among these are integrating oral health promotion into primary 
health care services, with special attention to vulnerable groups such as rural populations and 
the poor, and establishing oral health information systems that include indicators on risk 
factors, outcome and quality of care. Systems are also needed for sharing experiences within 
and across countries of the Region. 

4. RECOMMENDATIONS 

To Member States 

1. Adopt and adapt the regional framework on oral health promotion. 
2. Designate an oral health focal point at the Ministry of Health. 
3. Allocate human and financial resources for oral health promotion. 
4. Finalize national plans of action for oral health promotion with related policy goals for 

oral health with achievable targets. 
5. Integrate oral health within public health and primary health care programmes. 
6. Increase oral health literacy among health professionals and build relevant capacity 

primary health care level.  
7. Promote oral heath literacy among the general public using strategic interventions such 

as the healthy settings approach and events such as national oral health day to raise 
awareness about oral diseases and their risk factors. 

8. Promote policies protecting oral health such as banning sales of carbonated beverages 
in schools and of tobacco products near school premises.  

9. Improve equitable access to oral health services to cover disadvantaged populations 
group by providing mobile/portable dental units as part of outreach activities and oral 
health interventions in schools. 

10. Set up oral health surveillance systems with relevant monitoring and evaluation 
programmes for oral health, using the WHO standardized methodology, and conduct 
oral health surveys on a regular basis to assess oral health needs and effectiveness of 
interventions. 

11. Strengthen partnership and collaboration between all oral health care providers and 
related national sectors including the private sector, charity organizations, academia, 
education and others. 

To WHO 

12. Set up a regional database on evidence-based successful oral health interventions. 
13. Develop capacity-building programmes and tools on oral health care for dentists at 

primary health care level.  
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14. Provide necessary technical support to Member States on public health interventions in 
the field of oral health. 

15. Support Member States in the development of pre-service curriculum for dental health 
personnel.  

16. Support the development of educational materials to be used by primary health care 
personnel. 

17. Propose a monitoring and evaluation framework with a set of core regional indicators 
on oral health and promote the sharing of successful experiences. 

18. Provide technical assistance in developing national oral health information systems in 
accordance with the monitoring and evaluation framework.  
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Annex 1 

AGENDA 

1. Inaugural session 

2. Adoption of the agenda and election of officers 

3. Objectives of the meeting 

4. WHO global policy for improvement of oral health 

5. Formulation of a regional policy and planning of strategies for oral health in the Region  

6. Elements of oral health programme planning and evaluation 

7. Evaluation of national/community oral health intervention and monitoring of 
programmes 

8. Field visits 

9. Oral health country report and sharing experiences 

10. Tools for screening of populations for oral disease 

11. Organization of primary oral health care 

12. WHO collaborating centre in oral health 

13. Way forward and recommendations 

14. Closing session 
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Annex 2 

LIST OF PARTICIPANTS 

ISLAMIC REPUBLIC OF IRAN  
Dr Arezoo Ebn-ahamdi 
Head of WHO Collaborating Centre for Training and Research in Dental Public Health 
Teheran 
 
 
IRAQ 
Dr Nabil Hassan 
Director, Oral health Department  
Ministry of Health  
Baghdad 
 
 
JORDAN 
Dr Suleiman Mohammad 
Directorate of Oral and Dental Health 
Ministry of Health 
Amman  
 
 
LEBANON 
Dr Mounir Doumit 
Dean of Faculty of Dentistry 
Lebanese University 
Beirut 
 
 
MOROCCO 
Dr Najat Halabi 
Chief of Oral Health 
Ministry of Health  
Rabat  
 
 
OMAN 
Dr Salahuddin Al Balushi 
Director 
Department of Dental and Oral Health 
Ministry of Health 
Muscat  
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QATAR 
Dr Abdullah Asad Al-Emadi 
Focal Point for Oral Health 
Ministry of Health 
Doha  
 
 
SUDAN 
Dr Taha Hassan 
Federal Ministry of Health  
Khartoum 
 
 
SYRIAN ARAB REPUBLIC  
Dr Moutaz Alken 
Head of Maxillofacial Surgery Department  
Damascus Hospital 
Damascus  
 
 
TUNISIA 
Dr Fathi Souabni 
Co-coordinator of Oral Health National Programme 
Tunis 

OTHER ORGANIZATIONS 
 
United Nations Relief and Works Agency for Palestine Refugees in the Near East 
Dr Ali Khader 
Chief Health Protection and Promotion 
Amman 
JORDAN 
 
Dr Amjad Matooq 
Senior Dental Surgeon in Jordan Field 
Amman 
JORDAN  

WHO SECRETARIAT 

Dr Haifa Madi, Director, Health Protection and Promotion, WHO/EMRO 
Dr Ambrogia Manenti, WHO Representative, WR/Iran 
Dr Faten Ben Abdelaziz, Regional Adviser, Health Education, WHO/EMRO 
Dr Paul Eric Petersen, Dental Officer , WHO/HQ 
Dr Sima Sajedinejad, National Professional Officer/HPP, WHO Islamic Republic of Iran 
Dr M.H. Khoshnevisan, WHO Temporary Adviser, WHO/EMRO 
Ms Haideh Bashash, Programme Assistant, WHO Islamic Republic of Iran 
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Annex 3 

ORAL HEALTH INTERVENTIONS 

Regional 
strategic 
directions 

Recommended 
approach/target population 

Action 

1. Reduce the 
burden of oral 
and dental 
diseases through  
prevention and 
promotion  

1:1 Nutrition Counselling 

Control the sale of high sugar snacks at schools and 
kindergartens 

Encourage countries to produce sugar-free products.  

Advocate healthy diet, containing protective factor 
“milk, cheese” 

Promotion of “one sweet a day” 

1:2 Fluoridation Implementing systemic water fluoridation 

Using different vehicles for fluoride exposure “salt, 
milk, toothpaste, gel, varnish” 

1:3 Tobacco Encouraging a free tobacco environment 

Applying alarming labels on tobacco products 

Participation in anti-tobacco programmes and 
campaigns 

Implementing tobacco cessation evidence based at 
dental setting 

1:4 Stress management Promoting a healthy lifestyle 

 1:5 Promoting oral hygiene 
practice 

Distribution of tooth brush and toothpaste in schools and 
oral health campaigns 

1:6 Advocacy Media campaigns  

Producing educational materials for television and radio 
programmes 

1:7 Improving oral health 
literacy 

Producing educational material for target groups 

Conducting seminars for public and professionals 
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2. Integration of 
oral hygiene in 
existing settings  

2:1 At schools “students, staff 
and parents” 

Integrating oral hygiene topics in school curriculum 

Commencing an oral hygiene exhibits at schools 

Providing hands on experiences to gain necessary skills 
for proper oral hygiene practices 

Upon availability, conducting activities through mobile 
and/or portable dental units by hygienist, therapist, 
dentist for regular screening and check-ups with data 
sharing 

Commencing an oral health days and campaigns with 
active participation of teachers and parents 

Disallowing the sales of carbonated beverages and 
snacks high in sugar content 

Identifying champions within and between students. 

Expanding the umbrella of dental insurance to school 
children 

Ensuring safe environment at schools 

 2:2 At workplaces, companies, 
factories, prisons…etc. 
“employees and their families, 
occupational health staff, 
prisoners and police authorities” 

Oral health days and campaigns 

Water fluoridation 

Providing adequate sanitary facilities 

Regular screening 

Health education messages 

Training personnel on oral health issues 

2:3 At shopping and crowded 
places “ staff, consumers” 

Promotion of low cost tooth paste and tooth brushes 

Free oral and dental examination 

Promoting corporate social responsibility by sponsoring 
oral health activities 

Food targeting children to include oral health messages 
and nutritional facts 

Oral health days campaigns and exhibitions 

Peer education  

 2:4 At community-based 
organizations “mosques, youth 
centres, sport clubs, elderly, 
disability and women’s  
programme centres” 

Integrate oral health education in general health 
education 

Oral health exhibitions 

Peer education 

Conduct activities through mobile and/or portable units 
of hygienist/therapist/dentist for regular check-ups 

Oral health days 

Oral campaigns 

Ban sales of carbonated beverages 

Water fluoridation 

Expand the umbrella of dental insurance 
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3. Integration of 
oral health 
preventive 
measures in the 
primary health 
care 

3:1 Health staff “nurses , 
medical doctors, paediatricians, 
midwife” 

Motivation 

Education on oral health issues 

Providing health staff with an audiovisual and 
educational materials 

 3:2 Dental staff Motivation 

Training on public health 

 3:3 Preconception and pregnant 
women  

Counselling, examination and referral conducted by 
trained nurses, dental hygienists 

Treatment 

 3:4 Pre-school children Examination at 1 year old for detection of early signs of 
early childhood decay together with mother counselling 
and education on oral health issues  

This activity is performed by a trained nurse or dental 
hygienist 

Examination at 2 years old for application of fluoride 
varnish twice/year 

Referral to dentist if needed 

 3:5 Schoolchildren  Screening upon school entry 

Application of fissure sealant to first permanent molar 
with a system for follow up 

Biannual fluoride varnish application 

Referral to dentist if needed 

 3:6 Elderly patients Examination and counselling 

Periodontal and conservative treatment 

Referral for prosthodontic services if needed 

Monitoring precancerous lesions referral 

 3:7 Noncommunicable disease 
patients 

Examination and oral health education 

Periodontal and conservative treatment referral 

4. Monitoring, 
evaluation and 
surveillance  

4:1 Identification of common 
risk factors using recommended 
WHO components “oral 
hygiene, diet, tobacco and 
alcohol consumption”  

Self reported questionnaire 

Physical measurements with needed materials, tools and 
training 

 4:2 Epidemiological studies Conducting a DMFT, CPI studies for targeted age 
groups 

Precancerous and cancerous lesion  

 4:3 Effective communication 
system  

Production of data bank  

 4:4 Evaluation programme  Re-evaluation of agreed upon indicators 
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Annex 4 

SUMMARY OF GROUP WORK 

Group 1 worked on public health interventions to reduce the burden on oral 
disease. The group identified the most common oral health conditions to be considered 
namely, dental caries, periodontal disease, tooth loss, oral cancer and HIV/AIDS. Evidence 
based public health interventions to address them based on identified modifiable risk factors 
are healthy diet, water fluoridation, personal oral hygiene, tobacco control, advocacy and 
increasing oral health literacy. Other elements to be considered include occupational safety, 
teeth wear and periodontal health.  

Group 2 worked on integration of oral health in existing settings. The group 
identified different settings for integration such as, schools, working places, shopping centres, 
refugees/displaced population, prisons and community-based organizations (mosques, youth 
centres, sports clubs, elderly centres, disability centres, women’s programme centres, e.g. 
handicraft centres). 

At schools to target schoolchildren, teach staff and parents. The proposed interventions 
are to integrate oral health education in school curriculum, oral health exhibitions, hands on 
experience (skills), conduct activities through mobile and/or portable units of 
hygienist/therapist/dentist for regular check-ups, oral health days, oral campaigns, nutrition, 
ban sales of carbonated beverages in schools, water fluoridation, monitoring/research DMFT, 
KAP data sharing, identify champions within and between schools and expand the umbrella 
of dental insurance for school children. 

The identified means by the group are, developing health education package for school 
nurses and for teachers and the availability of personnel and equipment. 

The expected most important constrains are the availability of resources in terms of 
equipment, staff, adequate spaces, conflict of interests between vendors and oral health 
promoters, resistance to change, teaching staff commitments, limited parents participation 
and limited intersectoral collaboration.  

At workplaces targeting employees and their families and occupational health staff, 
conducting oral health days and campaigns, banning sales of carbonated beverages, providing 
water fluoridation, screening, adequate sanitary facilities and health education messages and 
training of occupational staff on oral health issues. The needed tools are the health education 
package and oral examination set.  

At prisons targeting prisoners, health staff and the police, conducting oral health days, 
campaigns, banning sales of carbonated beverages in the prison canteen, providing water 
fluoridation, regular screening, adequate sanitary facilities and placement of health education 
messages and training of health staff. The tools to be used are the health education package 
and oral examination set.  
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At shopping centres and crowded places targeting working staff and consumers, 
implementing the following interventions: 

 including oral health messages in food targeting children 
 placing oral health booth next to sweets/sugar section 
 promoting low cost toothpaste and brush 
 promoting oral health screening/examination in crowded places 
 promoting corporate social responsibility by sponsoring oral health activities.  

At the level of community and community-based organizations, targeting holy 
places, youth centres, sports clubs, elderly, disability and women’s programme centres 
conducting oral health education, exhibitions, peer education, mobile and/or portable units of 
hygienist/therapist/dentist for regular check-ups, oral health days, oral campaigns, banning 
sales of carbonated beverages, water fluoridation and expanding the umbrella of dental 
insurance. The main constraints expected are weak organization of communities, limited 
support from other sectors and conflicts of interest among different stakeholders. 

Group 3 worked on the integration of oral health preventive measures in primary 
health care and suggested motivating dental staff, conducting training courses on public 
health dentistry, training and promoting oral health among non-dental staff, covering the 
following suggested topics. 

 Role of sugar in dental decay (balanced diet)  
 Role infectious nature of cario-genic bacteria 
 Importance of fluoride  
 Oral hygiene instructions 
 Importance of health teeth 
 Oral habits 

Group 3 identified 5 groups to target as follows 

 Mothers, pre-conception clinic clients and pregnant women: providing counselling, 
examination, treatment and referral during their attendance at nursing stations, dental 
clinics, health houses and health posts. This activity can be conducted by nurses and 
health workers. 

 Pre-school children: providing counselling, examination at one year of age and another 
examination at 2 years with fluoride varnish application for at risk groups during their 
attendance at nursing stations, dental offices or at kindergarten. This can be conducted 
by nurses or dentists. 

 Schoolchildren: providing screening, fissure sealant, topical fluoride, examination and 
referral. This activity can be conducted by the nurses and dentists at schools or in the 
dental office. 
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 The elderly: conducting examination, dental prophylaxis and monitoring for 
pre/cancerous lesions. This can be conducted by the dentist and nurses in the dental 
clinic or in the geriatric station. 

 Noncommunicable disease patients: conducting examination, dental prophylaxis and 
health education at the dental office and noncommunicable disease clinic by the dentist 
and nurses. 

Group 4 worked on monitoring and evaluation and a surveillance system: the group 
suggested the establishment of an information/surveillance system in all countries of the 
Region, providing a common data framework and agreeing on a core set and optional 
indicators for programme evaluation every 5 years. 

The group identified different sets of activities to reduce sugar consumption, such as 
community education with more attention to high risk groups, advocacy with food industries 
to provide different types of products with labelling, limiting sugar consumption in 
ceremonies and meetings and using sugar substitute. The main barriers identified were 
difficulties in situation analysis, persuading policy-makers and resistance to change. 


