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During the discussion of programme 8.2 (Oral health) at the 

seventy -ninth session of the Executive Board, several references were 
made to the expanded programme in oral health in partnership with the 
International Dental Federation (FDI). It was requested that the 
position paper on the subject, which is the basis for development of 

this partnership, be made available to the Fortieth World Health 
Assembly. 

1. The attached position paper formed the basis for discussion and development of an 

expanded programme in oral health within the WHO Secretariat and the International Dental 
Federation (FDI). Since preparation of the position paper, strong support for the initiative 
has developed both within the WHO Secretariat and within FDI. 

2. Concrete steps which have been taken are the funding by the Danish Dental Association of 
a dental officer to work with WHO's oral health programme (initially for two years from 
January 1987), the decision by the Nigerian Government to host the third Intercountry Centre 
for Oral Health (to be opened in Jos, Nigeria, during 1987), and the adoption of a resolution 
by the General Assembly of FDI in November 1986. 

3. In its report to the General Assembly the Council of FDI emphasized that the dental 
profession worldwide should be challenged to realize its potential and responsibility to 
improve the general well -being of people around the globe. It also expressed its belief that 
the transformation of this philosophy into practical policies and programmes would require 
extensive, close collaboration between independent, interested parties at local, national and 
international levels in the interest of all peoples. It therefore supported the proposed 
overall programme as a blueprint for gradual implementation on the understanding that it 
would meet with similar positive responses from other interested parties. 

4. The conviction was expressed that the potential beneficial effects of the programme were 
very great, in both developing and industrialized countries. The degree to which the 
potential could be mobilized would depend on many circumstances, which could not yet be fully 
assessed. The very nature of the programme required that the collaboration of Member 
Associations should be voluntary, bearing in mind the varying resources and practical ability 
to participate. The material results year by year would depend on many circumstances beyond 
the control of FDI, such as the response from the governing bodies of national dental 
associations, individual dentists, and outside sources. Such factors would also influence 
the pace and extent of the establishment of the proposed central structures and national 
resource pools. 

5. On the basis of that report, FDI's General Assembly adopted a resolution accepting the 
position paper as a basis for discussion with WHO and empowering its Executive Committee to 
continue discussions with WHO of ways and means of developing the expanded programme on terms 
acceptable to the General Assembly. 
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6. Clearly the dental profession is ready to be mobilized in a way which will: 

(1) apply, nationally and internationally, strategies and methodologies for better oral 
health, as developed jointly by FDI and WHO; 

(2) accelerate or establish, in the most efficient way possible, the trend towards 
improved oral health, keeping a carefully planned balance between prevention, treatment, 
and availability of appropriate personnel; 

(3) develop national resource goals and contribute to the complementary international 
resource pool to maximize bilateral and multibilateral collaboration towards achieving 
the best and earliest possible oral health for all; 

(4) extend its efforts beyond traditional limits, where the need is defined, to promote 
health through oral health activities. 

7. This readiness of a profession which accounts for over one and a half million health 
workers provides an opportunity for WHO, through a modified structure and at a minimal cost, 
to multiply the successes in improving oral health and, at the same time, enhance its overall 
drive for health for all. 



ORAL. HEALTH POSITION PAPER 

Expanded programme in oral health in partnership with the 
International Dental Federation 

1. Situation 
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Success in vastly improving oral health for whole populations has been the outcome of 
the sum total of the dental profession's activities in most highly industrialized countries 
and several industrializing /developing countries (Annex 1). That success has been achieved 

by a large range of preventive programmes, all based on improved oral hygiene, optimal use of 
fluorides and prudent use of sugars, complemented by curative, restorative and rehabilitative 
services. Though capability in prevention and care will become even greater, the successful 
approaches proven through national achievement already provide tools, which are powerful, 
universal and simple enough to make totally unnecessary and unacceptable the moderate to 
rapid trend towards deteriorating oral health in developing countries (Annex 2). 

Because of previous or existing high levels of oral disease, huge networks of oral 
health personnel have developed in many countries, maintaining positive health contact with 
large percentages of their populations and with almost the totality for some age -groups. 
Likewise, deteriorating oral health is resulting in similar networks, established or being 

established, in many developing countries. Where preventive programmes have been or will be 
successful, these networks offer an opportunity to expand the traditional scope of dentistry 

to cover other elements of health care and thus to promote the highest possible level of 
health through oral health with a quality of life approach (Annex 3). This situation also 
provides the opportunity for timely transfer of technology to obviate the need for many 
developing countries to increase existing systems further or indeed ever to develop large 
networks of oral health personnel. 

Closely related to the approach is the NCD Integrated Programme. Where large networks 
of oral health care personnel exist they can be trained and used to deliver the broad health 
messages and perform associated activities of the Integrated Programme, tailored to the needs 

of specific situations. Where no such networks exist and the main thrust is to avoid the 
need to develop them, transfer of appropriate oral health technology would be concentrated on 
training of other health personnel to include oral health messages and activities in their 
armamentarium. These alternative roles may vary from age -group to age -group, OR' entry 
points being especially well -developed in school services where such services exist. 

Based on the existing simple methodologies which exist to virtually eliminate dental 

caries and to trivialize periodontal diseases in all but a small percentage of any population 
at high risk of destructive forms of those diseases, OR' has concentrated on developing 
standard, orderly procedures by which to implement those methodologies and on seeking ways to 

extend and intensify their efficiency and effectiveness. A robust body of such standards and 
procedures has already been developed (Annex 4). 

A model (Annex 5) has also been developed to serve as the basis for an 

integrated /coordinated promotion of oral health and health through oral health. This is 

suitable for adaptation, to all existing situations, of the common oral health strategy 
(WHA36.14) on which it is built. It emphasizes primary health care coverage of populations, 
prevention and an integrated approach to disseminating health messages. The whole dental 
profession is poised to collaborate with WHO to implement this approach, using its wide 
network of entries to the population, its vast resource pool and its proven successful 
approach. 

2. Purpose and strategy 

The purpose of this proposal is to grasp the opportunity offered by the situation 

described, welding together all the positive factors and resources both to intensify the 
achievements already gained in oral health and to extend those health promotive effects to 

other underserved areas. The goals of the initiative would include those already in 
existence for oral health (Annex 6) and would build upon those goals not only in terms of 
oral health, but also in other health areas to be defined (Annex 7). 

Initiatives to implement the proposed strategy could come from different sources. Each 

WHO region could invite individual Member States to participate. Individual Member States or 
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national dental associations could take the initiative of their own volition. If the process 
were to commence in 12 countries per year, all WHO Member States would have participated by 
the year 2000. 

From the platform of the model for OR' and the common oral strategy (Annex 5), the basic 
approach would be to accelerate the major programme emphasis at country level, based on 
optimal prevention and complementary care, through the services of international and national 
resource pools (Annex 8) and to establish an intensified methodology development support. 
Development of this approach would depend on establishment of the resource groups at 
international and national levels, on a new structure of technical sections to support the 
country based activities and on further development in regional strategies mediated through 
Intercountry Demonstration, Training and Research Centres for Oral Health (ICOHs). Three 
sets of activities are proposed: 

(a) Promotion of and, where requested, involvement in implementation of the standard 
OR' national planning procedure by Member States (Annex 4, items 2, 5, 10). This 
procedure is invaluable even for the most highly industrialized countries as a 

self -evaluation and reorientation tool, as evidenced by participation in Phase I of the 
International Collaborative Study of Dental Manpower Systems (1973 -1981) and the 
intended participation in Phase II of this study now titled the International 

Collaborative Study of Oral Health Outcomes. The process includes provision for 
monitoring goal and programme achievement and also identification of obstacles to such 

achievements, if any exist, which are insurmountable without external collaboration. 
The whole exercise may be carried out by nationals alone or with the help of members of 
the resource pools to be developed. Where obstacles are defined requiring external 
collaboration, a time -limited project, definitively to remove those obstacles, is 

formulated. Funding of these country activities and assignments would come from 
country, regional, or global WHO regular budgets or extrabudgetary resources, or from 

national budgets. 

(b) Bilateral projects in response to any obstacles defined as an outcome of (a). The 

agreed projects would be performed by teams from the donor country resource pool in 
collaboration with national counterparts. They would concentrate on non -intervention, 
i.e. observation and self -care programmes, where possible, rather than on intervention 
and restoration. Funding would come mainly from bilateral aid sources, though with 
varying contributions from recipient countries. 

(c) Further development of standard approaches to support (a) and (b). This 

development would be structured in six interrelated sections: 

í. Epidemiology and information systems 
ii. Health education and promotion 
iii. Training 
iv. Research 
v. Methodology 
vi. Technology development 

These sections would update existing and develop new standard methods and provide technical 
support mechanisms, including an information system and training procedures, for use both at 
country level and in demonstration, training and research activities at intercountry 
institutions (Annex 9). Funding will be a blend of regular and extrabudgetary sources. 

3. Structure 

At the GLOBAL level a dual role secretariat is needed for the proposed programme. Each 

professional member of the secretariat will be assigned, according to his /her skills, to one 

of the six sections (Annex 9) having methodology development and country programme support 

functions, but will also be part of the international resource pool available for 

intercountry and country assignments. A joint WHO /FDI Advisory Board (Annex 10) would 

provide advice aid guidance through the office of the programme manager. 

At the REGIONAL level the normal administrative functions would continue which would not 

necessitate posts for ORB advisers at regional offices. Rather the technical aspects of the 

programme would be developed through the ICOHs (Annex 11). These centres would be able to 

draw on the international resource pool from the global level, but staff members from each of 
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the centres would be available for country assignments in addition to their intercountry 
functions. The present two ICOHs could increase to five. It seems unlikely that EURO would 
wish to establish such a centre. 

At the COUNTRY level there would be input from global and regional levels in terms of 
promotion of the common oral health strategy and, on request, assistance from the 
international resource pool drawn from either the global level or the ICO's as explained on 
page 4. This input would be complemented, as necessary, by bilateral project assistance 
through relevant national resource pools, which should be established through all national 
dental associations willing to participate in the programme (see Annex 12). 

4. Role of FDI 

Under the proposed partnership, the FDI would take a significant guiding role for the 
whole programme through the Advisory Board and for the work of each of the six sections 
through joint working groups with WHO and other FDI support mechanisms. 

Secondly, national member associations of the FDI would be encouraged to second four to 
six members to the central secretariat and thus contribute directly to the work of the six 
sections. As part of the international resource pool they would also be available for 
intercountry and country assignments. 

Thirdly, the FDI, through its Member Associations would develop a number of national 
pools of resource personnel, prepared for work in developing countries. They would be ready 
to undertake projects requested by developing countries where, previously, it was felt 
necessary to establish a WHO post or where bilateral assistance developed in a random 
fashion, mostly unrelated to the common oral health strategy collectively seen to be 
essential. Fourthly, the FDI would participate in activities supporting the joint raising of 
funds, mainly to finance the work of the national resource pools. The funds would then 
remain in the country where they were collected and would be allocated project by project. 
Such funds could also be used to support the work of the international resource pool, the 

sections aid the ICO's. The aim would be to raise $ 0.5 million per year, approximately 90% 
of which would be used for country projects. 

The first of these areas represents intensification of what the FDI presently does in 
collaboration with WHO, while the other three represent new initiatives. All four areas are 
additional to the country activities that the FDI has already embarked upon as part of the 
International Collaborative Oral Health Development Programme (ICOHDP), for example in 
Botswana and Haiti. They would also provide several opportunities per year for the WHO 
Secretariat to disseminate the IRK message to global, regional or consultant groups of the 
dental profession. 

5. Proposed response of WHO to the new FDI role 

Instead of the present distribution of 20 professional posts in OR' in equal proportions 
between country posts on the one hand and regional or global posts on the other, it is 
proposed that there be a planned transition, in relation to the needs and strategy of each 
region, to the complete elimination of country posts in favour of regional, including ICOHs, 
and global posts. The present functions of the existing country posts would not only be 
carried out by project teams but extended to become far more effective than is presently 
possible. A comprehensive approach to this strategy would justify, ultimately, as many as 
38 professional posts between the regional and global levels, 15 of these being in the 
expected five ICOHs. However, resources to cover that number of posts would have to develop 
gradually and may never be achieved in totality. For initiation of the proposed programme, 
it is foreseen that no new professional posts would need to be funded through the regular 
budgetary sources either in this biennium or the next. If the expected success is achieved 
in attracting extrabudgetary support, the whole initiative might be achieved without any 
continuing extra drain on regular budget resources. 

However, the greatest obstacle that is apparent for this and the next biennium is 

funding general services support staff, plus a modest amount of programme funds allocated to 

make sure that the six sections and the ICOHs can carry out their work and that the 
international resource pool assignments can proceed on request. Apart from two posts funded 

from extrabudgetary sources which now bring the global staff to five, a further five to six 
professionals funded from a variety of extrabudgetary sources are in prospect, supported by 
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only five general services personnel to create the embryo international resource pool. There 
is clearly the need for a further 2 to 3 general services posts which are less likely to be 

funded from non- regular budget sources than professional staff. Over the next biennium that 
need should grow further, but better hope of extrabudgetary resources for these personnel 
would have accrued in parallel with success of the programme. The opening of each further 
IC0' involves annual support for a minimum of five years of $ 50 000 from global resources 
and $ 100 000 from regional funds. Depending on the success of joint fundraising, 

consideration will need to be given to this requirement, especially in respect of the 
expected creation of a new IC0' in AFRO in 1987. 

Clearly these responses by WHO to the new FDI role can be achieved only after detailed 

discussions with the Regional Directors and appropriate regional and global staff to 
ascertain how each region and programme would wish, respectively, to develop the common oral 
health strategy and any expanded or integrated functions. Especially, in respect of the 

alternative leading and following roles of ORH in the NCD Integrated Programme, the former 
role being specially related to the health through oral health aspect of this proposal, it 
would be vital for regions and programmes to indicate what guidelines they would wish to see 
applied in deciding which role would be chosen in any one case and what range of activities 
should be considered beyond those which are traditionally ORH. 

6. Timetable 

April 1986 - January 1987 

WHO 

Preliminary informal discussions during WHA39 May 1986 
Discussion with regional directors and programme managers June - Sept. 1986 

- Visit of Regional Committee delegations and key persons to Sept. 1986 

Chiang Mai, ICOH 
- Definition of targets and functions of programme in detail Oct. 1986 

Identification of example countries and key persons Nov. 1986 

Preliminary contact with donors Dec. 1986 

- Presentation of full plan within WHO (actual occasion to be Jan. 1987 
designated) 

- Establishment of Joint FDI /WHO Advisory Board Jan. 1987 

FDI 

Discussions with individual Member Associations Apr. - Oct. 1986 

Formal presentation to Council and General Assembly Nov. 1986 
Establishment of national registers of personnel for Jan. 1987 

foreign service 
Identification of global programme personnel Jan. 1987 

Development of fundraising plan Jan. 1987 

February - December 1987 

WHO 

- Contact with Member States to define needs 
- Performance of situation analyses, planning and programming 
- Development of bilateral project documents 
- Extension of HQ activities of OHRRAG, AGEMOC and GODB 
- Establishment of sections 
- Expansion of DTRCOH programme 
- Implementation of first country projects 

FDI 

Ongoing for 
full period 

- Activation of fundraising Feb. 1987 

- Establishment of national personnel and funding resource pools Ongoing 
- Provision of personnel to central task force Ongoing 

Development of draft declaration for World Dental Congress Oct. 1987 
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ANNEX 1 

DECREASING ORAL DISEASE 

CARIES AFFECTED TEETH (DMF) 

HIGHLY INDUSTRIALIZED 

PEAK LATEST 

AUSTRALIA (NSW) 9.3 1.7 

DENMARK 6.4 3.4 

FINLAND 9.4 2.9 

NEW ZEALAND 9.5 3.0 

NORWAY 8.4 3.7 

SWEDEN 7.8 3.5 

SWITZERLAND 9.9 1.7 -3.6 

ENGLAND & WALES 6.3 3.1 

BEFORE 
INCREASE PEAK PRESENT 

INDUSTRIAL' ZINC 

HONG KONG 1.5 -2.0 4.3 1.8 

MALAYSIA 3.5 7.7 3.9 

SINGAPORE 1.5 -2.0 5.4 2.8 

THAILAND 0.4 4.4 1.5 

PERIODONTAL DISEASE PERCENT FREE OF DISEASE 

USA 

Female 

Male 

1960 -1962 1971 -1974 

31% 57% 

21% 45% 
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ANNEX 2 

INCREASING CARIES - DEVELOPING COUNTRIES 

BEFORE INCREASE LATEST 

IVORY COAST 0.9 2.9 

NIGERIA 0.0 2.1 

TANZANIA 0.6 1.5 -2.0 

ZAMBIA 0.1 2.3 

ZIMBABWE 0.6 1.3 

JORDAN 0.2 2.7 

BURMA 0.8 1.3 

INDONESIA 0.7 2.3 
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ANNEX 3 

HEALTH THROUGH ORAL HEALTH 

When one reflects on the oral cavity and adjacent structures it must surely be accepted 
that a great proportion of the sense of physical, mental and social well -being and enjoyment 
of life, or lack thereof, relates to this focal point of the body. Eating and drinking are 
necessities, but also pleasures. Social acceptability in terms of appearance, cleanliness 
and even expression of character are also closely associated with the oral cavity. Mutual 
attraction and sexual enjoyment are mediated through the face, lips and mouth. In addition 
there are obvious links between oral and general medicine in tackling diseases outside the 
oral cavity. All this calls for a closer collaboration between oral and general medicine 
than is always appreciated among the healing professions. 

Fundamental to oral health and well -being are cleanliness (hygiene), a prudent diet and 
proper function. These items are also fundamental to general health over a very broad 
spectrum. However, the health sector has tended to promote these elements of a healthy and 
enjoyable lifestyle by stressing the consequences of disease rather than by emphasizing 
well -being, enjoyment and social acceptability. The effects of appropriate health behaviour 
need to be presented in positive messages tailored to the critical target groups (age, sex, 

socioeconomic status) so that they will be accepted with enthusiasm rather than followed 
reluctantly in order to avoid something unpleasant. Probably no subsector of health services 
has promoted preventive behaviour more effectively than oral health which offers a massive 
health care infrastructure and multiple opportunities for dissemination of health messages. 

Other reasons for developing an expanded and intensified oral health programme also stem 
from demands to extend ORE, now that success with the two ubiquitous diseases has been 
achieved, to programmes for the elderly, disabled and other special groups of the 

population. It should also address problems of occlusal disharmony and many other less 
common oral and general health problems. Because of the network of entry points provided by 
all those involved in oral health, an early detection facility is offered for a variety of 

conditions, not least in respect of pre -cancer, cancer and the newest sensation AIDS. These 
demands and capabilities offer an opportunity to stimulate improved health behaviour over a 
broad spectrum through oral health. These pressures seem to be coalescing at this moment to 
create a climate favourable to a new initiative and different approach which might give 
Health for All by the Year 2000 a fresh momentum. 
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ANNEX 4 

LIST OF STANDARD DEVELOPMENT METHODOLOGY FOR ORAL HEALTH 

1. Standard survey methods 

2. Standard situation analysis for monitoring and evaluation 

3. Standard recording /reporting system 

4. Machine mediated diagnosis, scheduling referral and monitoring services 

5. Services and personnel planning system 

6. Performance simulation training 

7. Preventive armamentarium and technology 

8. Standardized kits of equipment and materials 

9. Global Oral Data Bank (GODB) system of information 

10. Measurable global goals for oral health 



DOCUMENT 1 

MODEL FOR OR' 

(to be extended for the expanded programme as defined) 

A. AT PERIPHERY 
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Whole population in or near dwellings, schools, workplace or other defined community 
agglomeration. 

1. ACTION Regular, positive contact and screening 

STANDARD Recording /reporting system, machine mediated diagnosis, scheduling, referral 

and monitoring 

PURPOSE Define status, set priorities, identify high risk, provide information flow, 

monitor 

2. ACTION Information, instruction, self -care 

STANDARD Range of preventive methods 

PURPOSE Maximize prevention and health maintenance through self -care 

3. ACTION Management of high risk (X% of population where X is less than 25) 

STANDARD Machine mediated diagnosis, scheduling, referral and monitoring 

PURPOSE Establish referral level aid need for special measures 

4. ACTION Information, instruction, special self -care 

STANDARD Range of preventive methods 

PURPOSE Maximize control of disease through self -care 

5. ACTION Minimal interventive care, surface in nature 

STANDARD (a) Machine mediated diagnosis, scheduling, referral and monitoring 
(b) Equipment and material kits and setting design 
(c) Range of preventive methods 

PURPOSE Maximize preventive and control effects, minimize need for referral 

PERSONNEL According to specific situation and existing or preferred structure, use of 

more than one or several of the following categories: single skill worker, 
primary health worker, volunteers, teachers, auxiliaries, dental auxiliaries, 
dentists 

EFFECT Prevention of oral diseases by as much as 85 -90% where prevalence is high, 

Preservation of the status quo where prevalence is low 
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B. AT REFERRAL LEVELS - STATIC & MOBILE 

ACTION Quality controlled care complementary to actions at periphery, and information 
flow 

STANDARD (a) Machine mediated diagnosis, scheduling, referral and monitoring 

(b) Equipment and material kits and setting design 

PURPOSE Maximize coverage and effectiveness of care to achieve diminishing need factor 

PERSONNEL According to specific situation and existing or preferred structure, and to 
level and range of referral, use of more than one or several of: dental 
auxiliaries, dentists, dental specialists 

EFFECT Progressive reduction in care needs where diseases are diminishing, 
Achieving of minimal care needs where diseases are stable 

C. AT PERSONNEL PRODUCTION LEVEL - ALL HEALTH TRAINING FACILITIES 

ACTION Personnel production coordinated with national plans and their subdivisions 

STANDARD Performance simulation 

PURPOSE Maximize efficiency and flexibility in achieving adequate numbers and types of 
& EFFECT personnel 

D. AT COUNTRY ADMINISTRATION LEVEL 

ACTION Goal setting, planning, implementation, supervision and monitoring 

STANDARD Survey methods, situation analyses, personnel and services planning, 
recording /reporting systems 

PURPOSE Ensure that maximum prevention and control and adequate complementary care are 

achieved in accordance with community wishes and means 

PERSONNEL Government, professional association, and personnel production representatives 

EFFECT Goal oriented programmes, periodically modified according to monitoring and 
evaluation of achievement 

E. AT MULTI -BILATERAL LEVEL 

1. CENTRAL 

ACTION Extension and updating of standards, dissemination, research and development, 
assignments in countries covering (a) situation analysis, (b) goal setting and 
planning, (c) identification of obstacles to plan achievement, (d) project 
formulation, (e) monitoring 

STANDARD Survey methods, situation analysis, personnel and services planning, global 

oral data bank, global goals 

PURPOSE Maintain appropriate methodology, achieve multiplier effect of successful 
programmes 

PERSONNEL Experts capable of developing standard methods and performing assignments, 

including (a) to (e) above 

EFFECT Achievement of global oral health goals 
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2. MULTI -COUNTRY 

ACTION Involvement with central activities and provision of outlet for demonstration, 

training and investigation methods and approaches, training personnel for 
foreign service 

STANDARD Survey methods, situation analysis, recording /reporting systems, machine 

mediated diagnosis, scheduling, referral and monitoring services, performance 
simulation 

PURPOSE Achieve accelerated extension of programmes in countries which form clusters of 
& EFFECT like structures and problems 

PERSONNEL Experts capable of demonstration, training and research in the application of 

standard methods and promotion of the common oral health strategy 

3. NATIONAL 

ACTION Select appropriate teams and perform projects on a bilateral basis 

STANDARD Survey methods, recording /reporting system, machine mediated diagnosis, 
scheduling, referral and monitoring, performance simulation, range of 
preventive methods, equipment and material kits and setting design 

PURPOSE Permanent removal of obstacles to national goal achievement 

PERSONNEL Resource pools of experts prepared for bilateral programme assignments in 
developing countries over a wide range of assignments in personnel production 
and organization of services 

EFFECT Multiplied development of the successful common strategy which has achieved 
vastly improved oral health in highly industrialized countries 
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DOCUMENT 2 

COMPANION TO MODEL FOR OR' 

PREAMBLE 

Document 1 is a telegraphic style outline of the elements of how to implement the common 
strategy for oral health (WHA36.14), the major part of which deals with essential oral health 
care. The document describes activities at the following levels: 

A) the periphery; 

B) referral; 

C) personnel production; 
D) country administration; 
E) multi -bilateral. 

At each level it cites one or more sets of ACTIONS to be taken, as well as the STANDARD 
METHODS to be used with those actions and their PURPOSE. The PERSONNEL NEEDED and EXPECTED 
EFFECT of the actions are also indicated. 

This companion document gives explanatory notes for selected sub -titles from Document 1, 

as well as a separate description of the standard methodology available for the programme. 

A. AT PERIPHERY 

Whole populations in or near dwellings, schools, work places or other defined community 

agglomerations. 

Regular contact is maintained with the whole population mainly through the usual social 
groupings or gatherings in the community - kindergartens, schools, work places, community 
centres or health centres. In situations where there are no existing, convenient facilities 
or occasions for such contact, informal examination /screening areas may be set up in areas, 
such as a temple or church, surrounding or near a market place, to provide contact points of 
maximum convenience to the community at large. The aim is to screen the whole population 
regularly, in order to keep people healthy rather than wait until problems occur. 

In the introductory year(s), although there would be concentration on target or priority 
groups of the community, i.e., school children, expectant parents, adolescents, 

institutionalized people; a policy to screen at least one person in every household should 
be maintained, so that the concept of "regular contact to keep healthy" is disseminated to 
the whole community. 

1. Action The screening examination provides a flow of information to 
individuals, and to the community. 

Purpose 

Individual's health status is recorded and explained. 

Data from the screening examinations of the population are summarized, 
and provided to local community decision- makers. 

Individuals at high risk are identified; criteria for identification 
of high risk persons depends both on the general level of health and 
disease in the community and on the specific conditions of the individual. 
For example, in a community where the mean DMFT is 3 or less at 12 years of 

age, all children with more than 3 teeth affected would be included in the 
high -risk grouping for caries. That figure would be raised or lowered in 
relation to higher or lower DMF means. 

In some communities, high -risk groups may be identified. Depending on 

the disease level and pattern, these may be pre -school or school -aged 
children, the elderly or those in institutions. 

2. Action For individuals, appropriate self -care actions needed to maintain 
health, and the different kinds of further care, such as surface or 
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referral care, needed and available are discussed. Usual self -care 
activities include correct mouth cleaning to combat periodontal diseases 
and appropriate use of fluorides either in toothpaste, or rinsing, to 

reinforce the hard tissues in the mouth, and prudence in dietary habits to 
reduce the frequency and severity of caries attack. 

Using the summarized data from the screening examinations, the health 
status aid treatment needs of the community are described in 
non -professional language to community leaders and administrators. 

Available and appropriate community measures for prevention and health 

promotion - such as water or salt fluoridation or water defluoridation - 
are discussed so that such measures can be implemented or improved as 
appropriate; data concerning the cost implications of various approaches 

to maintaining a healthy community are provided. 

Individuals are given information about the likely prognosis of the 

conditions if appropriate care is neglected, and also instruction 
concerning special self -care actions they should carry out to maintain 
their oral tissues in good health. Appropriate care is described - from 
surface care, such as sealants or solutions to arrest caries, and scaling 
to control periodontal disease, to referral care. Referral schedules and a 

more frequent screening contact are then programmed for such individuals, 
screening to be subject to special rules such as: 

(a) active decay treated with materials for arresting the process at 
intervals of 6 -12 months; 

(b) any sealed tooth at 12 -24 month intervals; 

(c) patients with completed treatment and more than 4 tooth surfaces 
filled at 12 -24 month intervals; 

(d) individuals who have more than 3 sextants with heavy calculus, at 6 -12 
month intervals after scaling; 

(e) where high -risk groups are easily accessible, special community -based 
self -care instruction programmes and practice may be considered. 

5. Action Surface care for oral health includes the following range of 
procedures for individuals: 

Personnel 

(a) sealants for initial and enamel caries on pit or fissure surfaces; 

(b) other caries arresting therapy, including topical fluoride application; 

(c) silver fluoride therapy for primary teeth with 1 surface decay that 

are not due to exfoliate in 6 months; 

(d) scaling or removal of hardened deposits from around the teeth. 

The responsibility for organizing minimal interventive care services 
should be maintained at community level, so that there is maximum 
adaptation to local conditions and living habits of the community and 
locally acceptable personnel are chosen to provide the care. Certain 
emergency care procedures will be an option in some situations. 

In situations where there is already an oral care workforce, the 

screening, self -care instruction and minimal care tasks may be performed by 

dental auxiliaries - expanded duty assistants, hygienists, therapists - or 
dentists. 

Where there are few oral care personnel, health workers such as 

community nurses, school health personnel and institutional nursing staff 
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Effect 

could provide these services as an extension of their existing tasks; 
alternatively, non- health personnel such as school leavers, unemployed, 
early -retired or interested parents could be specially recruited, or, where 
there is sufficient motivation, work as volunteers. 

An important factor is the use of locally known and accepted personnel 
to maximize community participation. 

During the first two years of provision of minimal interventive care, 
a rather high percentage of the community will need such care. In 
populations where there has been little or no oral hygiene practised, up to 
70 to 80% of the whole community may need scaling to preserve periodontal 
health. However, this very high initial percentage should decrease to less 
than 20 %, i.e., only the high -risk individuals, by the fourth or fifth 
year. For dental caries, there is a wide range of effects from maintenance 
of low caries prevalence to decrease of 70 to 90% in high prevalence 
communities. 

Prevention of oral diseases by as much as 85 to 90% where prevalence 
is high implies a level of only 1 or 2 decayed, missing or filled teeth at 
12 years and reduction in periodontal diseases to a level where there are 4 

or more healthy sextants per 15 -19 year old and 3 or more at age 35 to 44 

years. 

B. AT REFERRAL LEVELS - STATIC & MOBILE 

Restorative and rehabilitative care that is complementary to the peripheral screening 

and minimal interventive activities will be provided when adequate self -care has been 
demonstrated. 

Such care will be ideally organized in fixed, multi -operator facilities, so that routine 

quality control is possible, and to ensure rational use of the different specific skills of 

team members. The need for mobile teams or single operators is an option for situations 
which, logistically, necessitate mobility. 

The following guidelines give recommended care options for most oral diseases and 

conditions; the criteria are designed to ensure that the population does not become 
dependent on a care -repair cycle that is both very expensive and negative for oral health. 

1. Action Restorative and Rehabilitative Care Criteria: 

restorations - if there are caries and no other rule applies; where the 

number of surfaces to be treated exceeds 6, restore the priority teeth. 
For other teeth with carious lesions provide "arrest" programmes and 

remonitor at 6 -12 month intervals; restore any vital tooth or a non -vital 
tooth with satisfactory pulp care that can be adequately restored without a 
crown; 

replacement restoration - restore any previously restored tooth except 

those with pulp involvement or pain; 

pulp care - treat only teeth numbered 11 --13, 21 --23, 31 --34, 41 --44 where 

the tooth can be restored without a crown but with resin -bonded metal; 

partial dentures - provide for patients demonstrating self -care. i.e., 
plaque level less than 3 sextants, and aesthetic or functional reasons 

exist, a maximum of six teeth; 

complete upper dentures - provide only at patient's request and extraction 

indicated for all existing teeth; 

emergency care - provide pain relief and first aid for trauma and 

malignancies. 
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Tooth Extraction Criteria: 

1. pulp exposure (where endodontics not indicated); 

2. multiple, more than 6, teeth with deep carious lesions and pain, 

excluding teeth indicated for pulp care; 

3. non- restorable teeth; 

4. endodontic care not available or feasible; 

5. primary tooth with symptoms (pain); 

6. any carious primary tooth with several surfaces involved that is next 

to a sound permanent tooth; 

7. any carious 3rd molar, when 1st and /or 2nd are functional; 

8. any carious tooth with deep periodontal pockets, ) 6mm and mobile, 
painful or suppurating; 

9. non -functional teeth not indicated for pulp care, for which aesthetics 
is not an issue and patient is asking for extraction because of pain; 

10. primary tooth that is about to exfoliate; 

11. fracture in the root area; 

12. impacted 3rd molars causing pain. 

The following types of care, depending on resources available, are provided 
at the 2nd referral level only: 

1. care for neoplasms; 

2. care for trauma; 

3. lower full dentures; 

4. crowns; 

5. fixed cast prosthetics; 

6. orthodontics; 

7. pulp care for multi -rooted teeth. 

Personnel Clinical teams providing care may be composed of several different 
types of personnel including: 

(a) special auxiliaries, trained using performance logic, in a limited 
range of care procedures e.g., extraction, one and two surface 
fillings, pulp care for single -rooted teeth; 

(b) dental therapists; 

(c) dentists; 

(d) dental specialists. 



А40 /INF.DOC. /1 
page 18 

Annex 5 

Effect Restorative and rehabilitative care provided by well -trained teams of 
personnel with strict quality control, should succeed in progressively 
reducing oral care needs to a minimum after the initial backlog of 
untreated conditions have been cared for. 

Where peripheral care activities are successfully introduced they will 
reduce interventive care needed to a minimum. The residual care needs of 
the community should then be within the economic resources of all 
communities. 

C. AT PERSONNEL PRODUCTION LEVEL 

Courses for training members of the oral care workforce will be planned, organized 
and implemented in local, regional and /or national institutions. 

Training of care personnel to work at the periphery will usually be most 
appropriately located close to the working area; and portable training settings are 
available for this purpose. 

Special auxiliaries and therapists training is ideally located in regional centres 
rather than at the national capital. 

In addition to basic training courses for all personnel types, there is need to 
organize retraining sessions to refresh skills and to update training as new technology 
becomes available. 

D. AT COUNTRY ADMINISTRATION LEVEL(S) 

At either regional or national level, the full cycle of planning, monitoring, 

evaluation and replanning activities will be undertaken to set up maximal preventive 
services, including direct responsibility for community measures, such as fluoridation 
of water or salt or defluoridation of water, and complementary care services. 

The information from regular screening examinations at the periphery and via the 
reporting and management systems or minimal interventive and referral care provided, 
will be summarized to provide: 

(a) information needed for planning and implementing oral care services; 

(b) baseline data for monitoring and evaluating health care needs and programmes; 

(c) the basis for communicating and negotiating with communities about appropriate care 
that can be implemented within the economic resources available. 

Standard methods and standard kits of equipment, instruments, materials and drugs 
are also managed at this level(s). 

E. AT MULTI -BILATERAL LEVEL 

The strategy which integrates the central, multi -country and national subsections 

is to have a central pool of expertise from both regular budget and extra -budgetary 
resources to promote and help to implement the common oral health strategy, supported by 
the demonstration, training and research centres for oral health and complemented by 

national resource pools which will handle the bilateral needs relevant to the common 
strategy. 

F. OUTLINE OF STANDARD DEVELOPMENT METHODOLOGY FOR ORAL HEALTH (see also Annex 4) 

1. Standard survey methods 

Oral health surveys: basic methods - WHO manual giving standard: 
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- indices, criteria and survey forms 
- survey planning and sample design methods 

programme of assistance to investigators 
summarization and analyses programmes on mainframe and micro -computer 

2. Standard situation analysis for monitoring and evaluation 

Planning oral health services - WHO manual giving standard methods for: 

- data collection 
- collation 
- analysis 
- basic goal and programme guidance 
- identification of obstacles to goal achievement 

3. Standard recording /reporting system 

Oral health and care passport providing: 

recording codes and criteria 
standard reporting system 

- guidelines for monitoring and evaluation 

for (a) essential oral care services - manuals in draft 1986 

(b) comprehensive care services - system in development 1986/1987. 

4. Machine mediated diagnosis, scheduling, referral and monitoring services 

Standard programme to translate oral status data to patient diagnosis and treatment 
plans and to provide information flow to individuals, communities, administrators and 
care providers for (a) essential oral care and (b) comprehensive care services - 

preliminary drafts to final in 1986/1987. 

5. Services and personnel planning system 

Standard planning method resulting from the WHO /FDI joint working group 6, preliminary 

draft to final in April 1986. 

Standing orders manual for oral care personnel to be in draft by the end of 1986. 

6. Performance simulation training 

(a) numerical language - basic information document 
(b) introductory manual 
(c) simulator handbook 
(d) teaching manual for basic course, draft to final in June 1986 
(e) training courses for primary health workers in outline only for draft in 

September 1986 

7. Preventive armamentarium and technology 

TRS 713 on Prevention Methods and Programmes for Oral Diseases, Appropriate Use of 
Fluorides for Human Health in press and Planning Preventive Programmes in final draft 
giving: 

(a) Basic messages 

- oral hygiene 
appropriate use of fluoride 
dietary prudence - limit frequency of sugar intake 
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(b) Health education and promotion approach 

- through community groups and regular contact for screening 
- identify high -risk people /groups 
- information on self -care for high -risk groups 

(c) Set of specific methods for use in the whole range of situations encountered. 

Packages of basic information on self -care, rules /criteria to identify high -risk 
groups /individuals and special information packages re self -care for high -risk persons 
are being prepared in 1986. 

8. Standardized kits of equipment and materials 

Through the work of AGEMOC (Advisory Group on Equipment and Materials for Oral 
Care): 

(a) Guidelines defining basic essential kits of: 

- equipment 
- instruments 
- materials 
- drugs 

and providing standard clinic lay -out and services for: 

- peripheral care units (PIC) 

- referral care facilities 
- portable care settings 

are in draft. 

(b) Specifications for basic oral care unit designs and manufacture are expected in 

June 1986 

(c) Training settings for: 

- primary health care personnel will be developed by June 1986 
- oral tissue models will be available by the end of 1986 
- the simulator laboratory prototype exists from manufacturers and a pamphlet will 

be finalized in June 1986. 

9. Global Oral Data Bank (GODB) system of information 

Data are available for retrieval on - oral health and disease 

- factors affecting health 

sugar consumption 
fluoride use and availability 
toothpaste and sales 

- treatment needs 

- oral care services 

- oral care personnel 

- demographic patterns and trends 

10. Measurable global goals for oral health 

Global goals based on indicators of caries, periodontal disease, tooth loss and 

edentulous levels have been formulated, the first in 1979, and regional goals are 
available in WPRO and EURO. 
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RESOLUTION WHA36.14 ADOPTED BY THE THIRTY -SIXTH WORLD HEALTH ASSEMBLY 

ORAL HEALTH IN THE STRATEGY OF HEALTH FOR ALL 

The Thirty -sixth World Health Assembly, 

Recognizing that oral health is deteriorating in developing countries, despite the 
availability of effective preventive methods which have markedly improved, and continue to 
improve, oral health in many industrialized countries; 

Recognizing that bilateral cooperation focused on measures to arrest the deterioration 
in oral health in developing countries and to ensure permanent maintenance of any 
improvements achieved is not only possible but is particularly called for at the present time; 

Appreciating the clear and practical strategy available for achieving better oral health 

on a worldwide scale; 

1. CALLS upon all Member States to follow the available strategy when developing their 
national oral health strategies; 

2. URGES all Member States to use the facilities for coordination and collaboration 
available through WHO and in particular its International Collaborative Oral Health 
Development Programme mentioned in the attached strategy; 

3. REQUESTS the Director -General: 

(i) to mobilize available resources in setting up the International Collaborative Oral 
Health Development Programme in order to respond effectively to requests from Member 
States regarding all aspects of their national oral health strategies, thus taking 
advantage of a special opportunity to redeploy human and other resources to achieve 
health for all; 

(ii) to report on progress to future World Health Assemblies through his biennial 
report. 

Annex 

FOUR -POINT COUNTRY ACTION PROGRAMME 

Twelfth Plenary Meeting, 13 May 1983 

1. Establish a coordinated planning process in oral health, using the standard WHO system 
for analysing oral health situations. 

2. Within national plans thus formulated, emphasize prevention at the primary health care 

level and integrate oral health into the general health infrastructure including a 
relevant referral system. 

3. Identify obstacles to achievement of national plans. 

4. Use the WHO International Collaborative Oral Health Development Programme mentioned 
below to overcome those obstacles. 

ROLE OF WHO IN SUPPORT OF COUNTRY ACTION PROGRAMES 

1. Establish a WHO International Collaborative Oral Health Development Programme, as 

outlined in documents ЕВ71 /1983/RЕС/2, pages 175 -176 and A36 /INF.DOC. /2, page 3, 

incorporating the optimal deployment of all resources available to the Organization. 
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2. Collaborate with Member States in performing situation analyses, in developing national 
policies, goals, plans and programmes in the light of these analyses and in identifying 
obstacles to achievement of those goals. 

3. Participate with governments in identifying activities required and the support needed 

through the WHO International Collaborative Oral Health Development Programme. 

4. Promote and coordinate health services research and other research required to ensure 

the achievement of country goals in oral health. 
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FDI /WHO GLOBAL GOALS 

Goal 1 50% of 5 -6 year olds will be caries -free 

Goal 2 The global average will be no more than 3 DIF teeth at 12 years of age 

Goal 3 85% of the population should retain all their teeth at age 18 

Goal 4 A 50% reduction in present levels of edentulousness at age 35 -44 will be achieved 

Goal 5 A 25% reduction in present levels of edentulousness at age 65 and over will be 
achieved 

Goal 6 A data -based system for monitoring changes in oral health will be established. 
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OTHER AREAS FOR GOAL FORMULATION AND TO BE CONSIDERED IN THE PROGRAMME 

Positive messages which naturally extend from oral health to general health, would 
address: 

1. Hygiene through cleaning the mouth and teeth and extending to hygiene of the whole body 
and the individual or family environment. 

2. Habits, positive and negative, which affect health and well -being, commencing with oral 
habits of chewing tobacco, betel, chewing gum, smoking ('ARC Monograph No. 37 on the 
Evaluation of the Carcinogenic Risk of Chemicals to Humans, September 1985), bruxism, 

sucking of a pacifier or finger, cloth or lip- biting, biting of fingernails, pen, etc., 
and extending to other health -related habits. 

3. Nutrition in relation to enjoyment, hygiene and health, of course emphasizing fluorides 
and sugar prudence. 

4. Function, extending from an intact dentition throughout life, even to extreme age, to 
maintenance of other physical functions fundamental to leading an active and enjoyable 
life. 

5. Accidents extending from prevention and management of facial trauma associated, 
especially, with high speed travel and contact sports to overall messages and activities 
to be transmitted concerning accidents. 

Other messages that do not necessarily directly relate to oral health, but for which 

oral health care visits provide excellent opportunities, especially where there are 
deficiencies in the services otherwise provided, could also be included in the programme: 

- promotion of healthy ways of life 

- reduction of adverse effects of alcohol 

- promotion of personal aid family relations enhancing mental health 

- advocating physical exercise and at the same time reducing the dental, oral aid other 

health risks related to certain forms of sports and exercise 

- prevention of environmental health risks (water, air, soil, industry, traffic, etc.) 

- promoting occupational health / 
- family planning. 
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INTERNATIONAL AND NATIONAL RESOURCE POOLS 

Using the output of the six sections (Annex 9), country programme Resource Pools at the 
international and national levels will function differently, but in a coordinated manner, for 
the global, regional and country activities. At the global and regional levels it will 
consist of all professional staff members, regular and seconded, and consultants qualified 
for country assignments, as well as experts from dentistry and other disciplines who have 
offered their services to WHO. 

At the country level, a special drive would be made by the FDI to recruit throughout the 
member associations a pool of nationally nominated and funded consultants for service in 

other countries. 

All of these consultants would be cleared for service through the training activity 
(section iii). 

The national level division of the Resource Pool would be tapped to provide teams, 
usually of one appropriate nationality, to work with counterparts in those countries for 
which suitable bilateral programmes are defined. 

To the greatest extent achievable, assisting teams drawn from the Resource Pools will 
have a demonstration, teaching and guiding rather than a doing role. Exceptions may be made 
only if it is absolutely essential or uncompromisingly demanded by the recipient country. 

The Resource Pools will be the outreach operation for the whole programme, as an 
expanded International Collaborative Oral Health Development Programme (ICOHDP). In addition 
to country assignments, the Resource Pools would have tasks related to the work of the 

DTRCOHs /ICOHs. At the global and intercountry levels, they will deal with country 
assignments through the whole sequence of situation analysis, goal setting, planning, 
programme formulation, identification of obstacles requiring external collaboration, 
formulation of projects to provide that collaboration and subsequent monitoring of 

achievement. 

All existing oral health service structures, public and /or private, as well as dental 
educational facilities will be mobilized to participate in the expanded oral health 
programme. This involvement of all subsectors of oral health represents the mainstay of the 
rationale to promote health through oral health. It seeks to take advantage of the rather 
large oral health structures which exist in countries at all levels of development. In this 
vein it is well to remember that, globally, there is one dentist in the health workforce for 
every three physicians. 

Harnessing of that vast number of personnel for a relevant and health promotive role 
could have massive benefits for health. It is expected that both the developing and 
industrialized countries would benefit. The developing countries should benefit from a 
multiplier effect for better planned and preventively -oriented services which would also 
attain better coverage. The populations in industrialized countries would benefit from 
utilization of the existing massive oral health establishment for the application of the 

broader concept which is the basis of the expanded oral health programme. 



A40 /INF.DOC. /1 

page 26 

ANNEX 9 

SECTIONS 

The work of these sections will be vital both to the work of the Resource Pool and to 
guide the activities of the ICOHs /DTRCOHs (see Annex 11) as well as to provide information 
directly to Member States. 

Section 1. Epidemiology and information systems 

The Global Oral Data Bank will be extended beyond caries, periodontal disease and tooth 
loss to occlusal disharmonies, oral cancer and precancer, trauma and other oral and dental 
conditions. The cost of oral health care, oral health personnel levels and estimates and 
data from clinical records would be addeded. Additionally a range of items to be defined in 
relation to the new areas and activities which extend beyond traditional oral health would be 
included. 

A Global Information Network (GIN) would be an innovation relating to the Expanded Oral 
Health Programme. The system will be based on electronic mail combining all collaborating 
agencies and organizations with rapid and comprehensive means of communication and data 
exchange. 

Section 2. Materials for health promotion and education 

A production group will commence with the Oral Disease Prevention Manual and produce a 
"How -to" series for various ages, health worker categories, situations and languages. The 
"How -to" series will be extended to cover the organization and management of services and 
personnel and other areas of the expanded programme. 

Section 3. Training 

An in- service training course will be developed for the Resource Pool to familiarize all 

those available for assignment with the strategies and methodologies used in OR' and its 
extended activities. Additionally the course would prepare them for service in foreign 

countries over the range of short and long -term assignments likely to be commissioned. It 
will be essential to have endorsement through this procedure before individuals are accepted 
for foreign assignments. 

Methods and scope for this activity as well as where, how, when and by whom this 
activity will be performed will be identified by the section. A collaborating centre for 
this training might be established in an under -utilized dental school which could offer the 
required facilities. 

Section 4. Research 

This section will maintain up -to -date literature reviews on research pertinent to the 
programme, thus defining gaps and overlaps in research activities. For the former it will 
promote the preparation of protocols, as well as support the implementation of the studies 
thus proposed. Where desirable and feasible it will prepare protocols, as well as support 
the implementation of the studies thus proposed. Where desirable and feasible it will 
prepare protocols or commission them and engage in consequent research, especially in studies 
of a broad collaborative nature, such as existing projects studying fluoride ingestion from 
all sources and comparative strengths and weaknesses of a range of oral health systems. This 
section will collaborate closely with the International Association for Dental 
Research (IADR), if that association agrees. The section will also coordinate research 
activities between WHO collaborating centres, ICOHs /DTRCOHs and other institutions. 

Section 5. Methodologies 

This section will produce or update descriptions of methodologies for (1) situation 

analysis, (2) planning, (3) prevention, (4) organization of services, (5) education, and 
(6) monitoring and evaluation. 
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Though there will be a single approach for the first three of these areas, several 
alternative types of services which are suitable for various situations will be described. 
Illustrations will be given of the use of a wide variety of personnel at the primary health 
care level in different situations, appropriate personnel at the first referral level and 
progress towards an oral physician at the highest referral level. A wide range of curriculum 
examples will be prepared. Different educational approaches will be illustrated, covering 
various categories and configurations of health personnel, including education which provides 
for a career ladder. At each level extension beyond the traditional boundaries of oral 

health will also be addressed. 

Section 6. Technological development 

This section will have a specially intense and practical role in promoting local 

production of essential materials and equipment. Prior to that the section should develop 
specifications clearly describing what is essential and why. Where appropriate, patents will 
be taken out in the name of WHO or the FDI, such as in the case of the defluoridation device 
developed at the ICON, Chiang Mai, Thailand. 

The section should also provide a link for effective collaboration with the 
International Organization for Standardization (ISO) aid manufacturers and their associations. 
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PROPOSED COMPOSITION OF WHO /FDI ADVISORY BOARD FOR ORAL HEALTH 

Chief, Oral Health, ex officio 

Executive Director of the FDI, ex officio 

A representative of the IADR 

A representative of the Chief Dental Officers Conference 

The four FDI Commission Chairmen 

3 WHO nominees 

3 people appointed by the FDI Council 

Nominations will take into account the need to cover all six regions of WHO. 
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DEMONSTRATION, TRAINING AND RESEARCH CENTRES (DTRCOH) AND 
INTERCOUNTRY CENTRES (ICON) FOR ORAL HEALTH 

These centres should increase from the present two in Chiang Mai (ICON) and 
Damascus (DTRCOH) to at least five in number, mediating between global and country 
activities. A network of five such centres would cover the majority of populations living in 
the developing countries. These centres should pursue demonstration, training and research 
activities of a practical nature aimed at rapid implementation of what is appropriate in the 

host countries and surrounding Member States through collaboration between developing 
countries (TCDC). The existing centres have been funded to a large extent by the host 
country, WHO regional and global budgets and with some assistance external to both the host 
country and WHO. 

Especially taking the approach of the Damascus centre in relation to hygiene and 
nutrition and that of the Chiang Mai centre of testing a community care model, these centres 
will provide an important potential for promoting, demonstrating and disseminating health 
through an oral health approach embodied in the creation of the expanded oral health 
programme. Several more test sites linked to DTRCOHs /ICOHs, using the Resource Pool, would 
be set up within the first year of the programme to build on the preventive success already 
experienced. 



A40 /INF.DOC. /1 
page 30 

ANNEX 12 

ORGANIZATION CHART FOR EXPANDED PROGRAMME 

PROGRAMME 
MANAGER'S OFFICE 

ADVISORY 
BOARD 

S E C T I O N S 

WHO STAFF 
Regular & 
seconded 

EPIDEMIOLOGY 
AND 

INFORMATION 
SYSTEMS 

HEALTH EDUCATION 
AND PROMOTION 

TRAINING RESEARCH METHODOLOGY TECHNOLOGY 
DEVELOPMENT 

R E S O U R C E P O O L 

EXPERTS AVAILABLE 
FOR WHO ASSIGNMENTS 

FDI MEMBER 
ASSOCIATIONS 

DTRCOHs or ICOHs* 
EXISTING 2 INCREASING TO 5 

WHO STAFF 
Regular & 

Seconded 

COUNTRY PROGRAMME ** 

1) SITUATION ANALYSIS 2) GOAL AND PROGRAMME FORMULATION 
3) PROJECT FORMULATION 4) PROJECT IMPLEMENTATION AND COMPLETION 
5) MONITORING /EVALUATION AND REPLANNING 

Demonstration, Training and Research or Intercountry Centres for Oral Health. 

** All Resource Pool activities would be in collaboration with appropriate national 
staff. 


