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1. INTRODUCTION 

The world-wide prevalence of dental diseases is a constant 
reminder of the universal need for effective oral health education. 
In spite of wide-spread dental health activities, materials and audio
visual aids that have been developed in various countries, many 
people do not avail themselves of existing dental services nor do 
they practice personal preventive measures which can assist in the 
maintenance and improvement of oral health. 

To assist health personnel and other persons who influence 
community and individual dental health practices, a review of 
dental health facts including the causes, frequency and prevention 
of oral disorders is presented. Providing dental health information 
alone seldom results in a substantial change in dental health practices. 
Knowledge must be followed by applying the information. While the 
following will serve as a review for health personnel already very 
familiar with basic dental health facts, various approaches and 
certain selected information will need to be adapted to the needs 
and educational levels of individuals and groups for whom dental 
health education is provided, according to the areas of activity of 
different health personnel. 

2. STRUCTURE AND FUNCTION OF TEETH AND ORAL CAVITY 

2.1 Oral cavity 

The oral cavity, which includes the teeth, is lined with a thin 
layer of soft tissue called the mucous membrane that also forms 
the gingiva (gums) around the teeth. Various structures of the oral 
cavity provide for the first stage of digestion of food. 

2.2 Tooth structure 

The teeth are hard calcified structures held firmly in bony 
sockets of the upper and lower jaw bones by strong fibres (Fig. 1). 
Each tooth consists of two major parts: 

CROWN 

ROOT(S) 

located above the gingiva and visible in the 
mouth 

located below the gingiva In the bony socket 

Teeth are composed of four different tissues: 

ENAMEL the hardest tissue in the body, covering the 
crown portion 



DENTINE 

PULP 

CEMENTUM _ 

a softer tissue forming the bulk of the tooth 

centre portion of teeth containing connective 
tissue, small blood vessels and nerves which 
connect at the tip of the root to other parts of 
the circulatory and nervous systems of the body 

a thin bone-like layer surrounding the root of 
the tooth. 

~~Alv'eOlar Bone 

FIG. '- - THE TOOTH ANO SUPPORTING STRUCTURES 

2.3 Deciduous and permanent teeth 

People have two sets of natural teeth (Fig. 2). In the first set, there 
are twenty primary or deciduous teeth, ten in each dental arch. Tiny 
tooth buds of the primary teeth start to develop as early as the 
fourth to sixth week of prenatal life. The child's first two teeth 
(lower central incisors) usually appear in the mouth at six or seven 
months of age. Eruption of the remaining 18 primary teeth takes 
place throughout the first two years of age, approximately at the 
rate of one more tooth per month. Some parents feel that these 
"first" teeth do not need great care as they will eventually be 
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replaced by permanent teeth. The extent to which primary teeth 
are commonly neglected is staggering. Early decay and oral infection 
of primary teeth contributes to general ill health of the child as 
well as to poor development of permanent teeth. Primary teeth 
are important for: 

chewing 

learning to speak 

providing form to developing facial structures 

maintaining space in the dental arches for the 
permanent teeth. 

Many of the irregularities in the position of permanent teeth 
(malocclusion) can be prevented if the primary teeth are properly 
cared for and retained in a healthy condition. 

DECIDUOUS TEETH 

Incisors 
Cuspid 
Molars 

• A, B 
• C 
• D. E 

20 PRIMARY TEETH 
erupt from 

6 to 36 months of age 

PERMANENT TEETH 

Incisors 
Cuspid 
Bicuspids 
Molars 

• 1, 2 
·3 
·4.5 
• 6, 7, 8 

32 PERMANENT TEETH 
erupt from 

6 to 12 years of age 
except last molars 

"wisdom" tooth erupts 
at 18 to 21 years 

_·six·yeclr molar 

FIG. 2. - DECIDUOUS AND PERMANENT TEETH 
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In many countries, it is widely believed that the in~ant cannot 
chew solid or semi-solid foods until the teeth have erupted. This 
is entirely erroneous. By four months of age the jaws and gums 
are quite strong enough to allow mastication of semi-solid and even 
solid foods. Supplementary (semi-solid) feeding should not be delayed 
because of absence of teeth. 

There are thirty-two permanent teeth in the second set, sixteen 
in each dental arch. If cared for properly, they will last a lifetime. 
The first permanent tooth erupts at about six years of age behind 
the last primary molar at the back of the jaws. These six-year 
molars, which are often referred to as the "keystone of the dental 
arch", help to determine the position and biting relationship to all 
the other teeth and their preservation is therefore crucial. Between 
the ages of six and twelve years, the primary teeth are gradually 
replaced by erupting permanent teeth. This period is known as 
one of mixed dentition, with both deciduous and permanent teeth 
present. The last permanent teeth to erupt, between the ages of 
seventeen and twenty-one years, are called "wisdom teeth". However, 
these third molars are frequently impacted in the jaw bones and 
may fail. to erupt, or erupt abnormally. 

2.4 Functions and types of teeth 

(a) for mastication (chewing) - teeth are classified by their shape 
as related to different chewing functions:-

incisors - at front of mouth; for cutting food 
cuspids - at corners of mouth; for tearing food 
bicuspids - behind the cuspids; for crushing food 

molars - in back of mouth; for grinding food 

(b) for speech - teeth and different shapes of the oral cavity 
assist in producing a variety of sounds, e.g. the incisors assist 
in making a "th" sound. 

(c) for appearance - employment, social life and general physical 
well-being are enhanced by a pleasant appearance of the 
teeth and mouth. 

2.5 Supporting structures of the teeth (Fig. 1) 

Gingiva - soft pink stippled tissue covering the jaw bones and 
extending to the crown portion of the tooth; often referred to as 
the "gums". 

/ 

" 



Plate I 

DENTAL DISORDERS 

A. Decay in primary teeth B. Decay in permanent teeth 

C. Advanced gingivitis D. Spongy gums 

5 

E. Gingivitis & periodontitis F. Advanced periodontal disease 

t ·i , 

I . J ': .• ~ •.... '. {I I..... \ ""''J .. \ 
r l ',. 

G. Protrusion of lower jaw H. Late mottl ing of teeth 
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Periodontal membrane - supporting tissues holding the teeth in 
bony sockets of the jaws, composed of various sets of tiny crossed 
elastic fibres that help hold the tooth in position and serve as a 
cushion during chewing "peri" meaning around, and "odonlal" 
referring 10 tooth. 

Alveolar bone - supporting base around root of tooth in jaw 
bone. The alveolar socket is lined by the periodontal membrane 
which actually holds the tooth. This bone is continually being rebuilt, 
as with other bones in the body. 

3. PRINCIPAL ORAL DISORDERS 

:3.1 Dental caries (tooth deeay) 

3.1.1 Occurrence and conse'quences 

In countries with high standards of living and even in many 
developing countries today, practically the whole population suffers 
from dental caries. Many children are affected by this extremely 
common disease even in the first two or three years of life. Some 
typical examples of advanced carious lesions as observed in the 
Western Pacific Region are shown in Plate 1 (A and B). Tooth decay 
can cause pain, inflammation spreading in the mouth and even to 
the jaw bones, loss of teeth and, if the lalter occurs in the primary 
dentition, malocclusion of the permanent teeth may result. Associated 
with dietary changes, dental caries is increasing and in some cases 
becaming rampant in urbanizing (and even rural) areas in a number 
of countries in the Western Pacific Region (Fig. 3). 

FIG. 3_ - DENTAL CARIES WITH TOOTH LOSS 

3.1.2 Causes 

(a) Excessive intake of refined carbohydrates, especially sugars, 
is considered to be a major cause of tooth decay. In many 
parts of the world there is a parallel between an increase 
in the number of teeth affected by decay and an increase 
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in the consumption of sugar and refined carbohydrates, 
especially in the form of sticky foods, such as, candies, sweets 
and desserts, and refined wheat products, such as, bread 
and biscuits. These sugars and starches are readily retained 
on the surfaces of the teeth, and acid fermentation sets-in in 
a matter of minutes. A dramatic increase in tooth decay is 
observed when such foods are eaten between regular meals. 
Sugars in solution form, and taken only during meals, do 
not appear to contribute to excessive dental caries. The 
form and frequency of eating refined carbohydrates is more 
important than the actual amount of sugar consumed. 

(b) Dental plaque is a key factor in initiation of dental cavities. 
Plaque is a sticky film-like deposit found on most tooth 
surfaces, consisting of mucoid substances and various micro
organisms from the saliva. Vigorous rinsing of the mouth 
and poor toothbrushing methods fail to remove this tenacious 
deposit. By adhering to the surfaces of teeth, plaque attracts 
food particles and converts them to a culture medium. The 
acidity level which rises in this medium from the inter-action 
of bacteria and saliva is further increased with the presence 
of carbohydrates. When the degree of acidity reaches a 
critical point, decalcification of tooth enamel begins, and 
decay and cavity formation gradually develop. 

(c) Enzymes and micro-organisms. Micro-organisms have an 
essential role in initiating dental caries. Present research 
indicates that certain streptococci are more important in this 
relationship although other organisms such as lactobacilli 
are also involved. The metabolism of micro-organisms in 
relation to the action of enzymes in the dental plaque is 
vital for the caries process. 

3.2 Periodontal diseases 

3.2.1. Occurrence and consequences 

There is a variety of disorders of the gingiva and other supporting 
structures of the teeth, collectively called periodontal diseases. These 
diseases usually begin with simple gingivitis (inflamed and tender 
gums) and proceed to destructive processes of the supporting 
structures of the teeth, sometimes called "pyorrhea". They may 
eventually be responsible for the loss of teeth. It is important to 
distinguish this condition from scorbutic gums. In scurvy, the papillae 
(gingiva between the teeth) are swollen, congested and purplish in 
colour; the changes are generalized, not localized to a few papillae 



only. The gingiva is swollen and bleeds easily on pressure in both 
conditions, but with advanced periodontal disease there usually is 
associated pus, loss of bone structure and heavy deposits of calculus 
and plaque. The gingiva responds to toothbrushing and professional 
cleaning of the teeth only in the early stages of periodontal disease 
(Plate 1, C, D, E and F). 

Inflamed gingiva, retained food debris, irregularly placed and 
ioose or missing teeth contribute to improper chewing of food and 
poor digestion, as well as being unattractive. As food debris and 
dental plaque accumulate around the teeth, the mouth may become 
tender thus making toothbrushing uncomfortable, so that a vicious 
circle develops. A separation between the attached gingiva and root 
of the tooth known as a "periodontal pocket" may form, which 
collects food particles, bacteria and calculus. These irritants further 
impair the oral and general health condition. Oral and systemic 
infections from an imbalance of bacteria and other micro-organisms 
may develop. Teeth may gradually become loose in their bony 
sockets, as the fibres wh ich once held the tooth firmly in position 
are destroyed and infected. Finally, the supporting structures of the 
teeth are completely destroyed and the teeth are lost one after 
another. The early recognition and treatment of periodontal diseases 
are often neglected since they rarely cause pain. More teeth are 
lost from periodontal disease, especially in adults over thirty-five 
years, than hom caries. In remote parts of many developing countries 
in the Region, the mouths of many older adults are largely edentulous 
and/or severely affected by grossly decayed teeth and advanced 
forms of periodontal diseases including abscesses and osteitis. While 
the results of progressive periodontal diseases are most often observed 
in adults, the early stages can be seen frequently in mouths of 
adolescents and even children in the form of inflamed gingiva which 
unless treated or intercepted will ultimately become a more severe 
periodontal disease (Fig. 4). 

FIG. 4. - ADVANCED PERIODONTAL DISEASE WITH TOOTH LOSS 
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3.2.2 Causes 

There are multiple factors which cause periodontal diseases but 
poor oral hygiene is the basic cause. Poor general health, irregular 
eating habits, mixed dentition, malnutrition, vitamin deficiencies, 
heredity, malocclusion and general degeneration of tissues with age 
also may be contributing conditions. The accumulation on tooth 
surfaces of soft oral deposits which lead to the formation of dental 
plaque and calculus is considered to be the starting point of 
periodontal diseases. 

(a) Debris (soft deposits) is largely composed of retained food 
particles that can be removed by regular, thorough tooth
brushing, mouthrinsing and other oral hygiene techniques. 

(b) Dental plaque is a tenacious film-like substance that forms 
regularly on the teeth. Its composition is affected by such 
factors as the consistency of the saliva, position of teeth, 
micro-organisms and diet. Plaque is considered to be a 
key factor for the onset of dental caries as well as periodontal 
diseases. This deposit cannot be removed by mouthrinsing 
as distinct from soft deposits but can be controlled and 
removed daily by effective oral hygiene, in particular thorough 
toothbrushing and use of dental floss. It can be visibly 
seen on the teeth through the use of water-soluble "disclosing 
solution or tablet". 

(c) Calculus (tartar) is a rough, hard calcareous deposit formed 
from plaquej it collects on outer surface of teeth near 
gingiva, with especially heavy deposits near the salivary 
duct openings in the mouth (tongue-side of lower incisors, 
cheek-side of upper molars). 

The action of bacteria in the surface layer of calculus 
near the gingiva damages the tissues causing inflammation 
and infection. The gums become red and swollen, and may 
bleed under slight pressure. Once formed, calculus cannot 
be removed by ordinary toothbrushing (whereas debris and 
plaque can be). A regular professional oral prophylaxis by 
a dentist or dental auxiliary is therefore necessary, using 
dental instruments to clean and scale around the teeth and 
beneath the gingiva, removing all tiny flecks of calculus and 
other deposits (Fig. 5). 
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FIG. 5. - PLAQUE AND CALCAREOUS DEPOSITS NEAR THE GINGIVA 

3.3 Malocclusion 

3.3.1 Occurrence and consequences 

Malocclusion is on irregularity in the position ond bite of teeth 
and jaws, often caused by early loss of primary teeth, which may 
affect chewing, speech and appearance. Severe forms of malocclusion 
may lead to social and emotional disturbances. Malocclusion usually 
occurs early in childhood (Plate 1, G). 

3.3.2 Causes 

Hereditary 

certain family characteristics, such as the size and shape af 
teeth and jaws, often influence the position of teeth; examples 
ore: excessive protrusion of upper or lower jaws, retrusion 
of lower jaw, overlapping of teeth, crowded or missing teeth. 

Acquired 

mouth habits, such as prolonged thumb or finger sucking, 
lip-biting, mouth breathing alter the shape of the dental arches. 

early loss of primary teeth (often due to tooth decay) causes 
the remaining teeth to shift out of position and reduce the 
space in which the underlying permanent teeth should erupt; 
consequently, they emerge out of proper alignment. 

3.4 Congenital oral defects 

Congenital oral malformations present serious physical and mental 
handicaps to children born with these conditions. Clefts of the 
palate and/or lip are one of the most common of all birth defects; 
about one child in 800 is affected. The defects involve failure of 
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the developIng structures of the roof of the mouth to meet and grow 
together, which leaves an opening that affects the whole or portion 
of the palate. The lip can also be involved along with the palate 
or by itself. 

Babies born with these severe defects have great difficulty in 
swallowing, may be unable to suck and consequently are often 
severely malnourished. Treatment involves extensive surgery by a 
team of medical and dental specialists as soon as possible, usually 
before the child is six-months old. Rehabilitation prospects for 
children who suffer from such congenital defects have been trans
formed by the collaborative efforts of a wide range of health specialists. 

3.5 Oral cancer 

Oral cancer has a particularly high prevalence in the Western 
Pacific Region. The exact causes are unknown, but there are certain 
predisposing conditions and habits. Common sites of oral cancer 
are the lip, tongue, mucosa and other parts of the oral cavity. Lip 
cancers usually occur on the lower lip and at the corners of the 
mouth, beginning as a small growth which may bleed readily and 
become hard and painful. At times ulceration, which resists the 
most varied forms of treatment, evolves progressively and is 
accompanied by spread of the cancer to the lymph nodes. Cancer 
of the tongue is particularly serious since it spreads rapidly through 
the lymphatic system associated with the tongue. 

Oral cancer primarily affects people over the age of forty 
years and generally is more common in men. As early pre-cancerous 
conditions are almost never suspected by the individual, it is 
important for the dentist, physician or nurse to examine the entire 
oral cavity for any small spot that could be suspected of developing 
into a cancer. If oral cancers can be detected and diagnosed early, 
the chances for successful treatment are relatively good. 

3.6 Other dental disorders 

Numerous other oral disorders are common in many countries 
in the Western Pacific region including such conditions as dental 
attrition, enamel hypoplasia and mottling of teeth due to fluorosis. 

In dental aHrition, the cutting surface. of incisors and grinding 
surfaces of molars may be worn down and flattened. This condition 
seems to be related principally to the rough texture of the diet, 
especially its content of hard foods requiring prolonged mastication. 
A certain amount of dental attrition with advancing age is normal. 
This condition only becomes a problem where it is excessive or a 
large part of the tooth structure is worn away. 
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a. attrition in permanent teeth b. attrition in primary teeth 
FIG. 6. - DENTAL ATTRITION 

Enamel hypoplasia, or defective enamel formation, is usually 
generalized on the tooth surface, especially the middle third. This 
condition occurs during the calcification stage of tooth development. 

FIG. 7. - ENAMEL HYPOPLASIA AND EROSION IN PRIMARY TEETH 

Enamel erosion and abrasion usually occur in areas around the 
gingival margins in crowns of primary teeth. Enamel abrasion in 
permanent teeth is said to be caused by excessive and incorrect 
toothbrushing, continued use of abrasives to clean teeth and poor 
oral hygiene. General mouth acidity is one of the causes of enamel 
erosion. 

a. dentifrice abrasion (wood ash) b. brushing abrasion (betel.nut husk) 
FIG. 8. - ENAMEL ABRASION CAUSED BY CONTINUED USE OF WOOD ASH, ANO 

HUSK OF I3ETEI-·NUT 
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Dental fluorosis or mottling of the teeth is caused by the 
consumption of water containing excessive amounts of fluoride 
(usually more than 2 parts per million) over a long period of time 
during the formative stages of teeth. The permanent teeth are mainly 
affected by this condition which varies from very mild mottling in 
the form of a few small white patches to severe cases where the 
enamel structure may be lost and disfiguring discoloration occurs 
(Plate 1, H). It should be stressed that with community water 
fluoridation programmes, the fluoride content is adjusted to around 
1 part per million to achieve optimal prevention of dental caries 
and at the same time to avoid fluorosis. 

Health personnel involved in the planning of dental health 
surveys to assess various dental diseases and oral conditions either 
for school or community groups may wish to refer to the following 
WHO materials for information on recommended recording, reporting 
and classification procedures for oral diseases: 

WHO (1971) Oral Health surveys: basic methods, Geneva 51 p. 

WHO (1969) International classification of diseases - application 
to dentistry and stomatology, Geneva, WHO/DH/69.83 
(This document is presently being revised for publication in 1972) 

4. PREVENTIVE MEASURES 

While the preceding sections concern a general descriptive review 
of basic dental health facts, information on the following preventive 
measures should be included in dental health educational activities 
in helping individuals and the community to apply such practices. 
Selected basic dental health information and advocated preventive 
measures will need to be adapted to local conditions, social and 
cultural practices of each particular community. 

4.1 Use of fluorides 

4.1.1. Fluoridation of community water supplies 

The most effective, practical, economical and safe public health 
measure for the prevention of dental caries is water fluoridation. It 
is presently being used in thirty-two countries and territories serving 
over 135 million people around the world. 

EFFECTIVE In communities where children have suffered a 
great deal from dental caries, the consumption 
of fluoridated water since birth has generally 
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resulted in less than half the number of decayed 
teeth as compared with children from similar 
communities without fluoridated water. 

PRACTICAL Fluorides occur naturally in various amounts in 
all water supplies and in most foods. Most 
water contams too little fluoride to have a 
beneficial effect on teeth, although occasionally 
the natural fluoride level may be excessive. 
Controlled water fluoridation consists of adjust
ing the actual level of fluoride in a given 
community water supply to an optir.lUm level 
(usually around one part fluoride per million 
parts of water) for the prevention of tooth decay. 

ECONOMICAL 

SAFE 

The cost to a community in supplying each person 
with fluoridated water for a lifetime IS less 
than the cost of repairing one decayed tooth. 

More than twenty-five years of careful and 
intensive epidemiological research studies have 
demonstrated that controlled water fluoridation 
is completely safe. 

While water fluoridation is recommended by WHO* for communities 
where it is technically feasible to introduce this proven public health 
measure, many people throughout the world live in isolated rural 
areas which are often supplied by individual well or spring water 
sUPPlies. Huoridation of these water sources is not generally possible 
nur technically sound as a public health measure. Other methods, 
although not as effective as water fluoridation, are available for 
individuals not served by community water supplies. 

4.1.2 Topical applications of fluoride compounds 

(a) By denial personnel - Various types of fluoride compounds, 
such as sodium, stannous or acidulated phosphate fluoride 
may be applied by dental personnel directly to the teeth 
of individuals at different age levels and time intervals. This 
method is effective in preventing tooth decay (about 30-40%) 
in communities with a high prevalence of this disease, but is 
time-consuming, costly when compared with water fluoridation 
and requires repeated applications by dental personnel. 

*WHO (1969) Twenty-Second World Health Assembly. Part 1. Resolutions and Decisions. 
(Official Records of World Health Organization. No. 176) Geneva, D. 12-18. 80·91. 
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(b) Self-application Fluoride-containing toothpastes and 
mouthwashes have shown varying degrees of effectiveness. 
This procedure requires motivation and the meticulous effort 
on the part of individuals to use them regularly. One 
available method is a fluoride mouthwash containing about 10 
ml of 0.05% sodium fluoride solution. After thorough tooth· 
brushing, the solution is held in the mouth with vigorous 
rinsing for one minute before expectorating. This method 
has been successfully used in several Scandinavian countries 
for some time and is under study in North America. It is 
planned to develop controlled studies and wider application 
of this latter method in the Western Pacific Region, considering 
its relatively low cost. 

4.1.3 Vehicles other than water 

Fluorides have been tried in other vehicles including table salt, 
milk, flour, tablets and vitamin preparations with varying degrees 
of effectiveness, efficiency, and desirability. All of these vehicles 
require the active and continued co·operation of the individual and 
except in the case of fluoride tablets, it has been difficult to determine 
what concentration of fluoride is needed in such vehicles for effective 
prevention of tooth decay. Variations in dietary patterns from country 
to country also pose problems. 

4.2 Oral hygiene 

Effective oral hygiene helps to improve appearance, to maintain 
healthy gingiva and to prevent dental plaque from forming on the 
teeth. Neglect of daily oral hygiene leaves the mouth with residual 
food debris, deposits, stains and odours. The first step of good 
oral hygiene is regular and systematic toothbrushing. There are 
several different methods for toothbrushing, each useful for various 
conditions that exist in the mouth, at different ages, and with special 
problems of different individuals. The dentist or dental auxiliary is 
able to instruct on individual on special toothbrushing methods as 
adapted to his orol hygiene needs. Although many people "brush" 
their teeth regularly, few people thoroughly clean their mouths. 
There is a difference, and effective oral hygiene sometimes called 
"plaque control" requires time, patience and training. Refer to Annex I 
on general "Guidelines for effective oral hygiene" and to Plate 2 
illustrating a toothbrush method. 
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4.2.1 Oral hygiene aids 

Toothbrush - There are many different shapes, sizes and textures 
of toothbrush. Each person should have his own brush which is 
cleaned and allowed to dry thoroughly after each use. 

General qualities in selecting a toothbrush include: 

straight handle with flat brushing surface 

firm bristles (various textures of hard, medium and soft 
bristle are available depending on oral conditions) 

bristle part of brush small enough to reach all areas of 
mouth easily 

toothbrush should be replaced when bristles become soft, 
loose, bent or broken. 

Dentifrices - Dentifrices (toothpastes or powders) aid in cleaning 
the teeth and help to make toothbrushing more pleasant. The use 
of toothpastes containing fluorides may be recommended for their 
action in helping to prevent tooth decay providing such toothpastes 
have been tested and certified. Toothpastes and powders are 
essentially the same except powders have a coarse texture while 
pastes are smooth. Baking soda and salt (in a mixture 2:1) may 
be used as a substitute for a manufactured dentifrice. Either of 
these may also be used alone. 

Disclosing tablets - The effectiveness of thorough removal of 
plaque and soft deposits can be determined through use of "disclosing 
solution or tablets". These contain water-soluble dyes which colour 
areas of the teeth that have not been thoroughly cleaned. The 
stained deposits can then be removed as the person visually learns 
which areas of the mouth need more attention for effective oral 
hygiene (Fig. 9). 

a. before using the dis
closing solution 

b. aress which have not 
bee n thoroughly 
cleaned are disclosed 

Co stained deposits 
(plaque) are re
moved with elfeetive 
toothbrushing 

FIG. 9. - THE USE OF DISCLOSING SOLUTION OR TABLETS 
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Oral rinsing - Rinsing the mouth well after toothbrushing helps 
to remove any loose particles of dentifrice or debris and to keep 
the mouth clean. Commercial mouthwashes may be used; however, 
water is just as effective. Except for fluoride mouthwashes and special 
medicated mouthwashes prescribed by a physician or dentist for a 
specific disease, mouthwashes are merely solutions having a pleasant 
taste and odour. There is little effect in "reducing the bacterial 
flora" of the mouth through use of manufactured mouthwashes. For 
information on a fluoride mouthwash see section 4.1.2 (b), page 15. 

Dental floss/tape - The toothbrush alone cannot thoraughly 
clean the surfaces between the teeth. Dental floss or tape can be 
effective in removing deposits and plaque from between the teeth 
and behind the last tooth in each dental arch. Care should be 
taken to avoid damaging the gingival papillae. 

Dental appliances - Oral hygiene practices do not stop with 
the loss of natural teeth. Food debris, stains, plaque and calculus 
collect on dentures and removable appliances the same as they do 
on natural teeth. Dentures and removable partials should be brushed 
after each meal and rinsed in cold running water before being replaced 
in the mouth. The mouth should be brushed with a soft toothbrush 
and rinsed well with warm water before replacing the cleaned 
dental appliances. 

4.2.2 Developing action for oral hygiene 

Motivation - Effective oral hygiene requires motivation on the 
part of the individual to practice thorough cleaning methods for the 
teeth, gingiva, tongue and soft tissues of the mouth. Medical 
practitioners, nurses and other health personnel should all be able 
to offer suggestions on general oral hygiene and toothbrushing 
techniques. Dentists and dental auxiliaries are able to provide more 
specific suggestions as adapted to the individual's oral hygiene status. 

The over-riding concern is not only to instill into the minds of 
parents and children sound concepts of effective oral hygiene as a 
component of personal hygiene, but most essentially to ensure that 
such concepts are put fully into practice. 

Community programmes - Much wider coverage should be 
achieved by nurses (especially in school health services) and/or 
dental auxiliaries who can initiate toothbrushing drills in schools 
and incorporate dental health education in their regular activities. 
Schoolteachers, after proper orientation, can also motivate and guide 
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toothbrushing drills. Each child should purchase or be issued a 
toothbrush two to four times annually. The brush should be kept 
on a numbered rack at school; another one should be used at home. 

Toothbrushing should actually commence by preschool age under 
the supervision of parents. Therefore, dental health education for 
mothers both during pregnancy (for their own sake!) and during the 
early years of childhood, should be a regular feature of maternal and 
child care. Preschools and day-care centres also provide excellent 
opportunities to guide young children and their mothers in oral hygiene 
practices. 

For all these reasons, the elements of oral hygiene and dental 
health should be included in both basic and in-service courses for 
all general health personnel, to supplement the work of specific / 
dental personnel who cannot possibly cover the whole population. 

4.3 Food and nutrition 

Throughout the growth and development of the child the same 
nutritional requirements are needed for the teeth as for other parts 
of the body. During the period from about six months before birth 
through eight years of age, the teeth may be affected by changes 
in the diet as related to the supply of protein, calcium, phosphorus, 
fluoride and certain vitamins, especially A and D. Once the teeth are 
completely formed, calcified and have erupted in the mouth, additional 
calcium is not necessary for their growth nor will the teeth benefit 
particularly from further intake beyond normal dietary levels. The 
soft tissues of the mouth require good nourishment throughout life 
of a well-balanced diet as they are particularly sensitive to any 
imbalance of vitamin that may result from poor nutrition. Some 
foods are relatively rich in fluorides, e.g. sea foods, coconut, some 
tubers (taro, sweet potato) and should be encouraged in the daily 
diet. It is precisely these foods which tend to be less used in the more 
sophisticated diets of urbanizing areas. Tea contains fluoride also; 
even in weak tea the level is about 1 ppm. Thus concluding a meal 
with unsugared tea, and especially rinsing the mouth afterwards are 
good oral hygiene practices. 

While carbohydrates (sugars and starches) are necessary 
components of the diet, to maintain dental health they should be 
consumed only in proportion to other foods and eaten only during 
meals, after which the mouth is thoroughly cleaned. Care should be 
taken to avoid in-between meal snacks of highly refined carbohydrates, 
such as cookies, cakes and sweets. If such snacks are taken immediate 
toothbrushing or at least mouth-rinsing, should be practised. Fibrous 
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foods, such as fruits and vegetables, help to clean the teeth and 
massage the gingiva. Professional advice about dietary supplements 
for oral health should be sought especially during pregnancy and 
old age. 

4.4 Professional dental care 

Professional dental care of the mouth and teeth remains vitally 
important in maintaining good oral health. Early diagnosis and 
treatment of dental caries, periodontal diseases and other oral 
disorders is essential in preventing further complications to dental 
and general health. Early and routine dental services are necessary 
os well as the most conscientious preventive efforts of individuals 
and the community. 

Children should first visit the dentist at around three years of 
age, soon after all the primary teeth have erupted. The general 
condition of the first teeth should be examined although extensive 
dental treatment is not usually needed at this young age. 

Adults should visit the dentist as often as he recommends. While 
many people usually require annual dental treatment, some oral 
conditions may demand more frequent professional care. The close 
co-operation of the individual and dentist in the prevention and 
early treatment of dental diseases is essential in maintaining oral 
health. Neglect of the mouth can lead to serious complications, 
discomfort, pain and possible loss of teeth, all of which can be 
prevented providing that early and regular dental care is obtained. 

While the complete prevention of dental diseases is not yet 
possible, there are several preventive measures, which applied through 
the combined efforts of the community, the individual, the dentist 
ond dental auxiliary and other health workers, can help control 
the prevalence of dental diseases (Fig. 10). 

a. fillings in permanent teeth b. sealing of teeth to remove calculus 
FIG. 10. - EXAMPLES OF PROFESSIONAL. DENTAL. CARE 



5. SUMMARY 

A review of dental health information has been presented to 
assist persons who have opportunities to include dental health 
education in their contacts with children, parents, health personnel 
and community leaders. Common oral disorders are described and 
their causes discussed, as well as preventive measures to promote oral 
health at the community and individual level. The selection of 
appropriate dental health information and preventive measures to 
be adopted should be adjusted to meet specific local needs, depending 
on the social and cultural patterns of a given community as well as 
the prevailing oral disorders. For a further review of dental health 
education concepts, guidelines and needs, the reader is referred to 
a recent WHO Expert Committee Report on Dental Health Education*. 

Summary rules for oral health 

Practise oral hygiene daily - including thorough cleaning 
of the mouth through toothbrushing, mouthrinsing and use 
of oral hygiene aids. 

Have an annual oral prophylaxis (professional cleaning of 
the mouth) by a dentist or dental auxiliary, as well as 
regular dental care. 

Drink fluoridated water if available - otherwise use fluoride 
supplements and mouthwashes, especially for children. 

Eat nutritious foods and limit refined carbohydrates in the diet. 

FIG. ' 11. - HEALTHY TEETH AND GINGIVA 

"'WHO Expert Committee on Dental Health Education (1970) Report (Wid. Hlth. Org. Teeh. 
Rep. Ser .. 449). 



Plate 2 

TOOTHBRUSHING 

BRUSH DOWNWARDS FOR UPPER TEETH 

A. Cheek & Lip Side B. Repeat Tongue Side 

BRUSH UPWARDS FOR LOWER TEETH 

D. Cheek & Lip Side 

ALSO 

G. Clean Tongue 

E. Repeat Tongue Side 
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H. Rinse Mouth 
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T o·a nd·fro for 

C. Chewing Surfaces 

To-and-fro for 

F. Chewing Surfaces 

I. Select good toothbrush 

J. Teach children early, the toothbrush habit 
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ANNEX I 

GUIDELINES FOR EFFECTIVE ORAL HYGIENE 

Clean the mouth after eating and before retiring at night. 

Brush the teeth the way they grow - downward strokes for 
the upper teeth; upward strokes for the lower teeth. 

Place the side of the bristles lightly on the gingiva and teeth, 
and roll the brush with a sweeping action. 

Brush teeth in each dental arch in a definite order and in 
segments. Four strokes for each segment are sufficient. 

Brush the inner surfaces of the teeth in the same way as 
the outer surfaces. 

Brush the chewing surfaces of upper and lower teeth with back
and-forward strokes. 

Use a definite brushing order, then all surfaces and all teeth 
will be carefully cleaned. 

cheek and lip sides of teeth 
tongue side of teeth 
chewing surfaces of teeth 

Brush the surface of the tongue wh ich also collects debris. 

Rinse the mouth with water. 

Develop pride in children for clean teeth and the toothbrush habit. 

'Teach children as early as possible to learn the toothbrush habit. 
Starting at 2 to 3 years of age they must be taught to brush 
all surfaces of teeth, slowly and thoroughly. 






