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Emblem for Qral health

The emblem is based on the concept of a tooth with:
~ the two "legs' representing the roots of the tooth;
~ the outer concentric white ring representing the enamel;
- the dotted concentric ring representing the dentine; and

-~ the inner black circle representing the dental pulp {(blood and nerve
tissue).

It also represents possible intervention to prevent or care for oral
disease.

(1) Initial caries can remineralize (heal) through preventive measures
{primary prevention: outer white ring).

{2) Caries destruction which has reached the dentine can be treated cnly
by replacement of destroyed tissue with a filling (secondary intervention:
dotted concentric ring).

(3) Caries deszstruction which has reached the pulp results in the "death"
of the tooth {tertiary care: black circle).

The area of each of the white, dotted and black areas represents the goal
far future distribution between primary, secondary and tertiary care
(prevention) in oral health.

The angle between the roots ("legs™) is 40° (= 360° - 9). The

proportion of national health budgets spent on oral health can be up to 117
(1007% - 9).

The angle between the roots ("legs') also represents oral health as an
entry to healthy lifestyles (or self care in oral health), or as a mouth
through which healthy lifestyles can be controlled (drugs, alcohol,
sanitation, nutrition, smoking, polluted air and water, etc.).
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Preface

A Workshop on Formulation of National Goals for Qral
Health was held in Turku, Finland, from 7 to 10 October
198&. The workshop was attended by 18 participants and 5
observers representing 17 different countries in Europe.
The cbjective of the workshop waz to product guidelines on
how to formulate Natiomal Goals for Oral Health by the Year
2000. The workshop was made possible through the generous
contribution and hospitality of the Finnish Government and
was organized by the National Board of Health, Finland, and
the World Health Organization, Regional Office for Europe,
Copenhagen.

As a follow up to the above-mentioned workshop, the
Austrian Ministry of Health and Social Welfare and the Fund
for "Healthy Austria" generously offered to host a Workshop
on Achievement of National Goalsz for Oral Health, This
workshop was held in Vienna from 8 to 11 November 1988 and
was attended by 20 participants and 6 observers from 18
different countries in Europe.

The content of this document is the outcome cf the
discussions which took place during the above-mentioned
workshops. The document has been drafted by Mr K.K.
Colquhoun and Mr M. Downer, United Kingdom, Dr M. Kelman,
Israel, Professor K.G. Konig, Netherlands, Dr §. O'Hickey,
Ireland, and Dr E. Schwarz, Denmark, who served as
rapporteurs during one or both of the workshops.

Ingolf J. Moller

Regional Officer for Oral Health
World Health Organization
Regional Office for Europe
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1. Introduction

Following the unanimous adoption of the Alma-Ata Declaration (1) - in
which the primary health care concept was reinforced - the World Health
Organization in 1979 passed a resolution calling for the attainment of Health
for All by Year 2000, 1In this context health was defined as an acceptable
level of health that will permit people "to lead a socially and economically
productive life". An acceptable level of oral health will and must be
interpreted differently by each country in the light of its social and
economic characteristics, health status and morbidity patterns of its
population, and state of development of its health system. On the basis of
existing epidemiological data and projectiom of disease trends, the World
Bealth Organization, in collaboration with the International Dental Federation
(2), adopted six global goals for oral health by the year 2000. These goals
are!

Goal 1 50 per cent of 5-6 year olds will be caries free,
Goal 2 The global average will be no more than 3 DMF teeth at 12 years of age.

Goal 3 85 per cent of the population should retain all their teeth at the age
of 18 years.

Goal 4 A 50 per cent reductiom in the present levels of edentulousness at the
age of 35-44 years will be achieved.

Goal 5 A 25 per cent reduction in the present levels of edentulousness at the
age of 65 vears and over will be achieved

Goal 6 A data based system for monitoring changes in oral health will be
establighed

With these global goals as a guide each country is urged to formulate its
gwn national goals according to itz individual situation and resources.
However, the lack of reliable baseline data for geveral oral conditions makes
it gometimes difficult to get measurable and attainable goals. Goal 6,
therefore, should be seen not only as a goal for year 2000 but rather as an
intermediary target which should be achieved as soon as possible.

In addition to the above-mentioned global goals the following goals for
periodontal health were formulated for the countries in the European Community
(EC) during a workshop held in Copenbagen in December 1982 (3):

Goal 1 At age 18, 90% will have acceptable gingival health to the extent that

each person has at least three healthy sextants (CPI = Q)

Goal 2 At age 35-44, 75% will have acceptable gingival health to the extent
that each person has at least three healthy sextants (CPI = 0)

Goal 3 At age 65 and over, no more than 10 sghould have one or more sextants
with severe periodontal destruction (CPI - &)
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In the Eurcopean Region of WHO the goals for achieving health for all are
contained in the target document in which 38 tarpgets are formulated and ways
of achieving them are described. Unfortunately oral health has not been
considered by the European Member States of enough importance to have its own
targets. Oral health iz contained in target 4 which says that: By the year
2000 the average number of years that people live free from major disease and
disability should be increased by at least 10 .

2. Collection of data and information

The data necessary to formulate national goals for oral health extend
beyond the normal range of data which can be collected through oral
epidemiological surveys. Additiomal accurate and objective information on
personnel, financial resourcesz and political interest must alsc be considered.
An indication of the data and information which should be available and the
sugzested methods of its collection is given below in the following table
(Table 1).




Topies on which
information
should be available

Table 1

Specific conrents

T
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Soyrees of information

2.1 Oral health sracus

age bands 3=6&

risk groups,

2.2 Population development

for the same age bands
“as listed above

2.3 Political expressions

2,4 Oral health services

percentage caries free
average DMFT .
No. of missing teath (MT)
percentage edentulous
Pexrcentage edentulous

projections
regarding whole country

Tegarding regions and
other stratifications

legal or publicly expreszed
intentions or formulated
policies on

denrcal health

nutricien, sugar (tasxes)
health care system
hezlrh education

en_supplys
dental manpower:
training number, type
age structure,
morrality, distribution

Ccompetence

01 _Service svstem:

disrribution:

private/public
urban/rural

targering:

populacion groups
preventive/curative

CosLg:

direcr/Indirect
service range
public/privace

on demand:

socio—economic indicators
arricudes

urilizarion {drop-out)
trends

by epidemionlogy
by epidemiology
by epidemiology
by interview survey
by interview survey

by epidemiology

by negotiations with
Narional Statistigal
Bureau ourlining
requirements for
proper analysis

supplied through

Ministry of Heglth,
demographic surveys,
professional organizations

dentzl register or
professional orgeanization
OT Survey or

dental college files

relevant registers or
Surveys

SUrveys
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2.1 OQOral health gtatus

The availability and accessibility of data on oral health status will be
different within the Member States of the European Region. Even those with a
tradition in collecting health data may not yet be familiar with more recent
developments in oral epidemiology. Therefore it seems feasible to collect
oral health information by two approaches, resulting in a standard data set
and an extended data set, respectively.

The standard data set is a limited number of figures consisting of one
key parameter characterizing each of the internationally accepted age groups
or bands 5 (-6), 12, 18, 35-44, and 65-74 years (refer to Table 1).
Calibration of examiners for collecting these data is relatively easy and will
require little or no expertise in oral epidemiology. The samples examined
will need to be carefully selected to ensure that they are truly
representative. The standard data set can be collected and made known to the
WHO Regionmal Qffice in regular intervals by all Member States as an overall
health indicator.

An extended data set should be used by Member States for gathering
additional information regarding more specific aspects of oral health in
populations or population subgroups. Examples are periodontal health to be
assessed by CPITN, or distribution of caries for assessment of treatment needs
in c¢hild populations at various ages, and identification of special risk
groups. The contents of national data sets may vary according to the specific
situation, but the procedures used should be chosen according to the
standards and methods described in the WHO publication: Oral Health Surveys,
Basic Methods (4). It should be considered whether the data set should also
include: (1) coverage of the population by service, and (2) economic
efficiency (i.e. cost per case treated or cost per head of population).

2.2 Population development

Realistic and comprehensive planning can only be achieved if there is an
accurate profile of the population. The present numbers in the accepted age
bands are required and the projections for 20 and possibly 40 years.

This information is essential on a country wide basis but additional
regional information could be advantageous. Regional information is
particularly relevant when there are varying methods of providing dental
care. Changing local populations combined with either an increase or fall in-
the local economy may have a rapid and profound effect on behavioural
patterns, ental awareness and expectations. Population statistics are
normally available from a National Statistical Office or Bureau and
registration may be processed and presented in the form which the dental
services require.

2.3 Political expressions

Important variables determining oral health services and demand for these
services in a specific Member State are the political expressions in the
society.
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Individual lifestyles, nutrition, {oral) health, education, political
constrictions and so on interact with sociceconomic status, number of
children, age structure, choice of where to live and demand for (oral) health
sarvices. :

The result of this interaction is the subdivision and stratification of
the population. The economic status of a Member State and of secioceconomic
subgroups within it determine attitudes towards (oral) health, the demand for
and choice of service provided, the attitude towards health education and
acceptance of preventive measures. Governments' legislation on health care
may be based initially on individual attitudes and publie demand but the
decisions taken and strategies adopted can be influenced by macroeconomic
factors, popular initiatives and traditions within the administration.

The prosperity and future development within a Member State will have a
major influence on the provision of health services while the prosperity of
the individual will have an equal influence on self care, expectations, and
demand for different types of (oral) health services.

The impact of these sociopolitical factions should be recognized. Their
influence on the present situation, and how they may affect (oral) health care
in the future should be analysed and the results taken into account during the
process of formulating national goals.

2.4 Qral health services

Planning and adjusting human resources to respond to the need for
promoting and maintaining oral health should be a comtinuing process. Human
resources relate not only to the dental profession but to all categories of
auxiliary personnel who make up the dental team. In this respect it is
necessary to review from time to time the "team mix" which can most
effectively cater for changing needs of the population.

Particular attention has to be focused on the most highly trained members
of the team. The age pattern of the profession should be available and
matched to projected dates of retirement and mortality levels. The increasing
proportion of female dentists, and the variation in working years which this
presents is a complicating factor which has to be considered.

In most caszes the information necessary is available from National Dental
Registers, professional organizatiomns, colleges and Dental Schools.

While there may be economic recessions from time to time, the overall
economic situation of the community tends to improve. Projections should
therefore take into account the overriding tendency for people to become more
aware of their health and more desirous of a high standard of dental care.
Coupled with this, advancing technology may improve the quality of care but in
s¢ doing, costs go up. It has been said that the cos t of treating any
particular dental problem doubles every three or four years! - Compare the
cost, in time and money, of treating an abscessed second upper molar tooth,
thirty years ago - extraction, and today, — root treatment, post and bonded
porcelain crown,
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3. Formulation of national goals

The procedures for introducing and formulating national goals may vary
according to the different methods of administration and traditions within
Member States.

It is essential that goals should be formulated and presented within a
politically approved framework. Established national decision-making
processes should be adapted, with accurate information clearly and concisely
presented to illustrate the main problems.

On the basis of the data, establish - what is the situation today? If we
do nothing — what will the situation be at target dates? If we utilize
available technology what can be achieved by target dates? If everyone
cooperates and we are very lucky what is the best possible situation by target
dates?

In erder to further the procesg 2 national working group should be set up
consisting of dental and lay administrators, representatives of the dental
profession, representatives from the scientific community and representatives
from related health care professions. According to local practices other
members of the dental team might be included and it would be advantageous to
have representatives from the educational system, i.e. facultiegs of dentistry,
dental colleges and training institutions for -auxiliary personnel.

One of the first tasks for the working party would be to reach a
consensus on what the problems are, how they are perceived by different
groups, and the prioritieg with which they ghould be mer, Although it may
take some time it is essential to reach a congensus early in the discussions,
ctherwise future progress may be hampered and negotiations break down at a
later stage. If consensus is not reached at an early stage, the process may
be hampered later due to different interpretations of the present situation,
and at that stage consensus would have to be reached anyway.

The information collected will include projections on oral health and
demography beyond the year 2000. Although national goals at present are
targeted for year 2000 it should be borne in mind that most nations have
population projections which go as far as year 2025-2040 and that changes in
the composition of the population may have relevance for the goalz as well as
for the priorities. Since dentists and other dental personnel educated in the
B0's are likely to be in practice in the 2020's, projections until year 2000
are not sufficient., As the year 2000 comes closer, it would seem justified
and more realistic to formulate national goals for the year 2020 or 2025
already now.

The main task is to assess the most realistic, practical and cost
effective goals for their country to aim for and which have a reasonable
chance of suceess. Each Member State should decide what is possible and aim
for a little bit more; a spot which will be somewhere betwesen the most
realistic and the ideal extremes.

The concrete formulation of the goals should be in measurable terms
according to the global oral health goals. Individual countries may find the
global goals either under or over ambitious. In thisz connection it is
important to consider the global goals as a guideline which may be amended
according to the needs of the countries.
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Once the working group has formulated goals it would be a natural
development to seek their official recognition, and it might be relevant to
inelude them in the country's overall health programme. The goals should also
be made known to all the relevant professicnal groups so that they become
generally accepted.

In individual countries it should be considered to what extent enabling
legislation is needed to enhance the achievement of the goals formulated.
This, however, will be dependent on the tradition etc. in the individual
country.

The global goals for oral health by the year 2000 as formulated jointly
by the World Health Organization and the International Dental Federation in
1982 may require some adaptation to reflect the position of particular
countries. In many northern countries of wegtern Eurcope the goals for 5 and
12 year olds have already been achieved. This section considers first some
posgible modificationg to the goals.

In Goal 1 where possibly the age group needs to be more precisely defined
ag "5 year olds", i.e. children who have reached their fifth birthday but have
not reached their sixth birthday. Where for any reasen it iz not possible to
obtain adequate samples of 5 year old children then samples of similarly
defined 6 year olds may be utilized instead, but must clearly be identified as
such. Five year old children form the age group of choice as this is probably
the last opportunity to see and assess the deciduous dentitionm as a whaole. Any
concomitant assessment of permanent teeth at 5 years of age should be reported
separately (similarly, if the 6 year old age group is chosen).

As well as reporting the status of the 5 year olds (or 6 year olds) as
prevalence data, i.e. proportions of the population affected or caries-free,
it is desirable to report the d, m, £,(t) levels separately, and as total
dmf (t), wherever circumstances permit, Criteria will need to be set to ensure

that primary teeth which are probably exfoliated are not included in the dmft
seore.

The original Goal 2, relating to care is status at 12 years of age, as
expressed by average DMFT should also include the averages of the component
parts, i.e. BT, MT, and FT.

The individual data needed for monitoring and evaluation, i.e. goal 1:
caries—free, goal 2:; DMFT per person, goal 3: MT per person, goal 4:
edentulous, goal 5: edentulous, are the minima and will probably need to be
supplemented, especially at national, regional and local level.

Data collection on anomalies of occlusion and/or dentofacial anomalies is
problematic because there is no generally accepted method yvet devised., For
this reason no global goal is recommended for these conditions. At mational
level, objective and clearly defined criteria a are necessary wherever
orthodontic services are provided in the public sector. The c¢riteria should be
primarily based on functional aspects of orthodontic need, though account will
also need to be taken of gross disturbances in the appearance of the dentition.
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Goals for 2025

European Goals for Oral Health for the Year 2025 should be formulated.
The data to be ecollected (original goal 6) should be available at two levels,
i.e. first at a relatively basic, simple level and second, at a relatively
sophisticated level. The first level data are necessary while the second
level are desirable though not essential.

A zuggested list of goals for 2025, in the same sequence as the goals for
2000, is:

Goal 1 80% of 5 year olds will be caries—free.
Goal 2 Average DMFT at 12 years of age shall be 1.5 or less.
Goal 3 None of the 18 year olds shall have any tooth mizsing due to caries.

Goal 4: More than 99% of 35-44 year olds shall be dentate. Each dentate person
ghall have at lest 20 natura -teeth, of which not lesgg than 8 shall be
in ong jaw.

Goal 5 The data gathering system/s should be based on valid representative
statistical samples, whether local, regional or nationmal., The
system/s should be compatible with the WHO system/s and national data
should be freely available throughout the European Region.

The current state of the public's knowledge, attitude and behaviour is a
barrier to achieving the national goals for oral health. To a considerable
extent this is the result of misinformation from many sources, not least the
dental profession.

There is evidence to believe that many people still have a confused
appreciation of such basic topics as the role of diet in causing cariesz, the
importance of frequency of sugar ingestion, role of sugar substitutes, the
relationship of toothbrushing to periodontal health (not, as commonly
believed, caries control), and the role of toothbrushing as a vehiecle for
fluoride. '

General dental practitiomers have a vital role to play as disseminators
of correct information on a continuing basis to their patients.

The oral health care professions, both public and private, should be
given opportunities to reeducate first themselves and then the members of
related health care professions, e.g. physicians and nurses. ©School teachers
as educators must also be involved as they perform the fundamental role of
forming attitudes in the young.

Adviece from and participation by professional media experts is essential
to successful dissemination of the oral health messages. These should be
integrated with general health promotico n on a continuing basis.

Target groups for integrated health promotion are pregnant women, mothers
of young children, adolescents. Adult groups also need te be reached in order
to dissipate misinformation, for example, belief in the inevitability of tooth
loss with age, "physiclogical and progressive edentulousness'.
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More emphasis is required on promoting healthy lifestyles. A positive
approach to the use of sugar substitutes, for example, and a scientifically
based approach to diet generally, including sugar consumption, is needed to
counteract the psychology of "living to eat" and the "goodness" and
*naturalness" of refined sugars.

For the past few years there has been a small but growing tendency for
young adults, including young parents, to regard oral health as the norm to
the extend that there is a danger of complacency. A positive appreoach to
general health care, including an oral health element, is essential to
maintaining good levels of oral health.

The influence of the organized dental profession is pivotal to
achievement of goals. An example of this is its influence on the
pharmaceutical industry to produce antibiotics in sugar-free syrups for oral
administration. This influence depends upon the invelvement of the profession
within zociety to act in common with the other health professions on policy
makers.

Dental education has a vital role te play in goal achievement. Schools
of dentistry should be encouraged to establish departments of community oral
health where these do not already exist with teaching and resgsearch commitments
in the area of publiec health. The preventive philosophy should permeate the
entire curriculum and staff. New dentists should be produced with the
attitudes and skills appropriate to the new and changed needs of society.
Funding from cfficial and commercial sources to promote oral health services
research must be actively pursued.

The state iz involved at different levels but especially at the funding
level. The proportion of the general health budget which is devoted to oral
health is an indication of its priority. The state has a duty to promote
health and to prevent diszease, from both humanitarian and economic
congiderations and the population's levels of oral health fall within this
remit.

For administrators there is always a competition between the curative
(reparative} and preventive budgetary philosophies in the area of oral health

. care services. Thig makes it imperative to have a strong and informed dental

influence at different levels of public administration, local, regional and
national alike. At all three levels there must also be a similar and strong
consensus, with no division on the priority accorded to health promotion and

- disease prevention,

In the competition for health funding, oral health has a distinct
advantage in that it ecan exhibit elear regults relatively quickly. 1In thisg
way it can demonstrate its cost-effectiveness. However, oral health must
compete with other high profile health needs, such as campaigng to reduce high
blood pressure and prevent heart dizeasge. Policy-makers will have their own
views of priorities and the dental profession will need to make its voice
heard. The existing dental work force which has bheen in practice for some
years requires progressive retraining. This could be done through continuing
education schemes, for example by distance learning and strategies such as
ceredit relicensing. The health promotional approach and use of preventive
measures must be stimulated through such mechanisms as the method of
remuneration. The introduction of capitation as an alternative to fee for
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item of service should be considered. Such a measure iz designed to encourage
a strategy of minimum intervention and discourage outdated restorative
concepts.

Monitoring of progress is an essential element in achieving goals and
modern technology in the field of informatics will be of considerable help in
this regard. Control, as exercised through monitoring, must be implemented at
the three geographic levels: local, regional and national.

As previously stated, there are goals at different levels of
administration. These, as well as being constantly monitored must be reviewed
at regular intervals.

The approach most likely to lead to achievement of goals is a mixture of
ctrategies, which are appropriate to prevailing conditions. The chosen
strategies must not compete with each other but must, rather, be complementary
and all directed ultimately towards achievement of the goals. Examples of the
proposed complementary strategies are mixtures of the primary health care
approach plus public health education and health promotion.

Qther strategies include ensuring that resources are available to those
aged 18 years and under because the first three goals relate to this segment
of the population. The use of alternative methods of paying dentists must be
considered to encourage the use of preventive methods in practice. The
development and intreoduction of a preventive oral health auxiliary worker
could be an important innovation in some countries. Oral health care workers
at all levels must initiate and participate actively in outreach programmes
such as the healthy city, town or village approach. This involves cooperation
with other health care workers, for example physiciansg and nurses.

For the individual in the community, the primary health care approach
must encourage healthy lifestyles, including regular habits of oral hygiene
plus, in the case of those susceptible, the regular professional removal of
calenlus. The goals for periodontal health and retention of natural teeth are
very much dependant upon individual self-care.

In order to encourage self-care, financial inducements should be
congidered, such as reduced patient contributions to the cost of care as
rewards for achieving stated levels of good gelf-care. Likewise, members of
the oral health care team will respond positively to financial arrangements

~designed to promote the preventive approach. Momitoring, built into the
- payment system, should discourage overprescription and unnecessary treatment
and thus avoid a major cause of iatrogenic oral disease.

The new preventive approach in dentistry requires a new type of dentist,
To produce the new dentists, curricular changes are needed in the dental
schools, and also cleoger integration of the schools with the community
programmes in which undergraduate students become involved in community health
care activities (kindergartens, old folks homes, institutions for the
handicapped) is one example that should be encouraged.

Currently a number of countries are considering the problem of
overproduction of dental students and dentists, but the quality of entrants as
expresged through attitude and behaviecur and not seolely academic achievements
is equally important. Re-education of practising dentists in the new style of
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oral health care is vital to reaching the goals. A particular example of what
is required is the desirability of encouraging continuity of care, that is to
say, a continuing relationship between the dentist (and oral health care team)
and the individual patient aimed at achieving the maximum Jevel of oral health
for the latter. As the community is made up of individuals, then all must
ultimately benefit.

4, Selection of strategies

A strategy is a series of steps which has been formulated in order te
achieve a stated objective. Alternative strategies should be prepared. In
practice, factors which may influence the effectiveness of any strategic path
are often subject to change. They may interfere with progress. If different
possible paths to the objective are prepared then it will be easier to select
the most appropriate strategy to be used at any stage in the process.

There may be factors in the enviromment which affect the success of a
particular strategy. These should if possible be mobilized to facilitate
success. They include, for example, political and public opinion, economice
changes and international influences.

The goals are achieved by selecting the best of pogsible strategies that
is the one which has the msot chance of success. There iz no point in basing
a strategy on the construction of 500 new clinics in a poor country, or in
recommending fluoridation of drinking-water in a community served by a
reticulated water system.

Oral surgeons will not rum a fissure sealant programme; experts in
implantology cannot handle health education programmes for children; teachers
of dentistry will not cooperate_in plans to increase the student-teacher
ratio, shorten courses, or decrease the intake of undergraduates. The human
rezources must be tailored to the needs of the community as expresszed by the
"goals for oral health” - and not the reverse.

The overall strategic plan must include an analysis of all means,
measures and parts of health-promoting programmes which are instrumental in
reaching the final goals, in order to be sure of the acceptance of every
single step along the strategic path envisaged. For example:

- if a certain way of fluoride administration is not acceptable,
alternative ways should be explored;

vherever possible, school health education programmes should be developed
and introduced to improve health mindedness and acceptance of
health-promoting measures in the whole target population on a long-term
basis; however, one must be sure that school teachers accept the new
task, and enabling legislation may be necessary,
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4,1 A series of three major questions which Furopean chief dental officers
should sddress forms the basis of the next section of the report

4.1.1 What changes are needed in the exisgting national oral health care
delivery systems in order to promote health rather than treat digease?

The profession, dental schools, health insurance providers and local and
national government have traditionally been treatment—oriented. This is
because treatment can be seen to have been carried out it is what the public
wants {or is thought to be what the public wants), it usually relieves pain,
improves aesthetics and is tangible.

The cost of treating dental and oral disease in the long term is very
much higher than the cost of prevention. Health insurance providers should be
asked a number of pertinent questions.

- What is the actual cost of dental care in specific age groups?

— What will be cost be in each age group when demand inecreazes and
eventually approaches need?

-~ How long before treatment needs to be repeated?
~ How do you ensure quality?
- How much is it worth investing in prevention?

- Would you provide insurance cover against burglary without insisting on
doors being closed and locked and alarm protected?

~ Do you not encourage preventive precautions in other forms of insurance?
Why not therefore in health?

local and national government should be made aware of the real benefits
accruing from a preventive commitment to health issuwes. Absenteeism from
school and workplace will certainly be reduced. Appearance will probably be
improved and there will be less pain and suffering in the community.

Most national and private insurance programmes do not encourage (some
actively discourage) preventive procedures, usually elaiming that you cannot
check if the work has been done. However, fraudulent claims, and even worse
over—treatment, have become a growing concern of health service providers in
recent years. A change in attitude would improve health and save money.

The counventional methods of reporting national data should be augmented
by health promotion indices. Examples might be:

-~ How many people are free of disease/dentally fit/have clean mouths?

- How many toothbrushes/fluoride toothpaste is/are sold per annum per head
of population?

— How many children/eclaszzes/schools/communities are members of "healthy
mouths” club?
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How many dentists/hygienists using fissure sealants/topical fluorides?

How many annual hours of TV time are allocated (and used) for oral health
promotion?

Chief dental officer appointments with administrative, advisory and
managerial functions should be encouraged at local and national levels. If,
as is often the case, no budget is available, then such appointments could be
honorary to start with., Setting up an oral health department brings prestige
to prevention and health promotion.

The use of alternative noncariogenic sweeteners should be encouraged. In
this respect it should be emphasized that the recommendations of natiomal
dental associations carry great weight and influence the public more probably
than government preonouncements.

Community involvement in health promotion is wital., The example of
Austria is considered to be an excellent model for involving all sectors with
tresponsibility for oral health.

The "care on demand"” system should give way to an "outreach" approach. As
in many other diseases, so in dentistry, early detection prevents serious
disease and disfigurement and costs much less. Those not seeking care are
very often those most in need.

Personnel trainipng must take into account this change in orientation.
The present stress on treatment rather than oral health care in dental schools
should be replaced by a more positive emphasis on health promotion and
preventive procedures in the curriculum. Wherever possible more dental
hygienists should be trained and efforts made to overcome the traditional
opposition of the profession to the training of hygienists in these countries
where up to now they are not recognized. It should be pointed out that a very
strict approach to drafting the law which would demand direct supervision of
hygienists and forbidding of independent practice may help to gain the support
of the profession to their introduction.

4.1.2 What are the means by which a chief dental officer can penstrate the
mechanism of governmental policy formulation in order to reach
decision-makers and and thereby make gure that oral health has
appropriate inclusion in the national health policy?

The existence of a national health policy is not ways evident. Its
content, if known, may exist only on paper and in "showcase" form, but without
any mechanism, or indeed for real intention for implementation.

The position of a national chief dental officer (CDO) in the hierarchy,
and his participation in the decision-making process is by no means clear,
often not defined, and may even vary in the sam Ministry from time tc time.

In some health systems, particularly where the national health poliey is
clearly stated and published by the govermment, the CDQ will have access to
the decision-makers, at least when policy comes up for periodic review and
revision., In other cases the CDO may have no influence or even input to the
system.
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Where policy does not exist, has not been defined or expressed or is so
vague as to be meaningless — "Health is good for you' and the like, the
situation may be, potentially, very much better,

The CD0, or where such a post does not exist, the most concerned and
involved individual or agency, whether university, public clinie, dental
association or politician, should endeavour to initiate an interdisciplinary
discussion group, at first on an informal basis attempting to involve all
parties concerned, dental schools, local dental associations, insurance
companies, welfare agencies, toothpaste and tocothbrush manufacturers.

Such an informed group could develop a proposed oral health policy which
could then be presented to govermment as the consensus view of all parties
concerned. Such a policy might be adopted, at least in principle, by
government and would be a step on the way to having an officially ganctioned
oral health programme.

An oral health policy must be feasible both from the standpoint of human
and budget resources. Over ambiticus and unrealistic demands will almost
certainly not be accepted, or even worse, accepted unreservedly without any
resources being made available for eventual implementation.

Citing progress in oral health poliey making in other communities or
countries may often influence decision-makers to implement their own health
promotional and primary care dental programme.

Policy cannot be formulated without basiec data and clearly stated and
time~framed goals. There must be constant monitoring, periodic review and
adequate reporting government and public.

It may well be that in some cases the complaint of a chief dental officer
that he has no part in the decision-making process, is in truth his
rationalization of the fact that he has not got a realigtic and feasgible
policy, programme, or plan.

4.1.3 What would be the approaches or strategies which would most likely
lead to an achievement of national goals for oral health?

It should be reiterated that the most effective, safe, feasible and cheap
way of reducing the incidence of dental caries is fluoridation of community
drinking-water. Fluoridation will be most cost-effective in large urban areas
served by a limited number of water treatment plants where the caries level is
high. A country whiech has an ongoing national fluoridation programme ig
likely to continue and fluoridate in an areas with a low caries incidence. A
country which has not as yet embarked on fluoridation is unlikely to start
where DMFT at 12 years is 2.0. Where water fluoridation administration should
be instituted, bearing in mind that compliance remains the major drawback. A
planned fluoride programme is the most likely strategy to succeed in the
achievement of HFA.

Dental health promotion and education programmes which are designed for
and directed to mother and child centres and kindergarten and primary school
children with the aim of establishing positive health - promoting behaviour
are a potentially important strategy for HFA.
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Human resources planning and training should be modified towards a more
preventive approach. The use of topical fluorides and figsure preventive
gealing by clinicians in circumstances where these measures are likely to be
cost-effective zhould be encouraged both by university teachers and by health
service providers. Budget allocation should be directed to this end.

Community involvement is of paramount importance, coordination with
national and local programmes directed to improving the gquality and length of
life, will enhance the chances of influencing the community towards positive
dental health.

Involvement of professional aszsociations and commercial interests in
approved health promotion in the media, particularly television is a very

worthwhile strategy.

5. Implementation of the programme

On completion of formulation of national goals the implementation process
begins.

Stage 1 - acceptance

No programme has any chance of successful implementation unless and until
it has been presented, discussed and accepted by all sectors of the
administrative and political environment, the professional community and the
public.

The formulated goals should be widely circulated in draft form and
opportunities should be given at all levels for discussion and consideration
by the various interests involved.

Dental public health officers, epidemiologists and public health officers
in the field should be brought together on a district, regional or national
basis depending on the conditions in each country and the results of their
deliberations should be brought for discussion with the dental professions and
with other groups involved. This process of ongoing dynamic consultation will
eventually result in a national consensus of acceptance of the goals as
formulated and amended.

The accepted gaals should now be costed and presented as a draft proposal
for approval by the appropriate government agencies according to circumstances.

It should be emphas}zed that goal implementation may not necessarily
involve additional budget allocations but may need imaginative rethinking of
current allocation of resources and reestablishment of priorities in the light
of the goal setting philosophy.

A peed for flewibility is paramount since the very setting of goals and
their acceptance may so influence the process as to demand review and
reassessment on a continuous basis.

As an example of the type of change that may be indicated one could
suggest reconsideration of fee schedules in mational health or dental
insurance programme in order to encourage preventive procedures by according
them appropriate or attractive remuneration.
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It iz important to consider in great detail the effect of the plan on
educational needs of all members of the oral health team from basic training
up to and including research, academic and administrative levels.

Systems of information dissemination and reporting should be as widely
developed as possible in order to maintain and encourage cooperation. This as
part of the monitoring system will create an inbuilt "feedback" component.

Stage 2 ~ approval

The plan is now submitted for Government approval and ratification as an
official national poliecy. This may involve a necessity for reopening
discussion or reconsidering planning in the light of political reaction to the
plan. Enabling legislation or other legislative instruments may be desirable
or even esgential according to individual national administrative procedure.

6. Evaluation and monitoring

Both process evaluation and outcome evaluation are necessary throughout
the planning period, and both require adequate monitoring systems.

Frocess evaluation should make sure that all steps along the strategic
path lead to the intermediate goals envisaged. Monitoring of the process must
be set up in a way to enable project staff to become aware of difficulties and
to correct the course of events at short notice.

Qutcome evaluation should be based on data collected according to
standard metheods (WHO Oral Health Surveys). Besides findings obtained by
epidemiclogical studies and surveys, treatment records centrally collected by
ingsurances or national health service administrations are useful. In order to
verify changes and results obtained after implementation of health-promoting
programmes, baseline data regarding relevant oral health parameters should be
collected, followed by periodically repeated sampling, examination and
analysis.

In addition to informatiom and data obtained by process evaluation and
monitoring of oral health status, informationm regarding the variables
described earlier under 2.2 and 2.4 should be periodically collected, fed into
the monitoring system and finally used in the process of analysing and
interpreting the oral health data. As a result goals may be changed or
modified, resources reallocated and personnel promoted or transferred.

Evaluation will take into account all the factors, environmental,
political, and technological and may result in change of strategy or direction
of thrust of the particular activity,

7. Recommendations

~ That Member States be urged to initiate formulation of national goals for
oral health in order to comply with the WGQ programme for health for all
by the year 2000,

- That Member States set up systems for collecting information for
monitoring of the oral health status in their population.
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That where monitoring systems are not yet available provisional goals
should be formulated on the basis of available information as soon as
possible.

That although a number of countries have already achieved some of their
goals for oral health by the year 2000, goals require periodic revision
and updating in the light of new information obtained from comtinuous
monitoring.

That Chief dental officers and advisers to governments should devise
strategic plans directed towards achieving their goals. Strategiles
should take into account persomnel and other resources and suffiecient
funds should be identified for implementation of those strategies. They
ghould be cost-effective and should include a time scale. They should be’
feasible and acceptable to administrators, consumers and providers.

That innovative methods of education should be implemented for all oral
health personnel and the content of education directed towards achieving
national goals through health promotiom, preventive services, primary
health care and community involvement.

That the way of utilizing financial resources for oral health care should
encourage prevention. Therefore, methods of remumeration should be
developed to supplement or replace the common methods of payment by fee
for item of service and/or salary.

That Chief Dental Officers of Member States maintain close communication
between each other on matters pertaining to the oral health of the
community in the Region, and to this end regular meetings should be
organized by the Oral Health Unit, World Health Organization, Regional
Office for Europe. )
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Annex 1

COUNTRY EXAMPLES

Finland

Inzpired by the "Joint FDI/WHO Global Goals for Oral Health by the Year
2000" (Federation Dentaire Internationale, 1982) specific national goals have
beenr agreed upon for the population of Finland.

The following list of Finnish national goals is bazed on the same health
indicators and age groups as the global goals suggested by FDI/WHO. For
comparison, the global goal for each age group is given in parentheses after
the Finnish national goal (Table 1).

Goal 1 At 5-6 years of age at least 70% (50 ) of children should have
intact teeth

The global goal (50%) was already practically reached in 1980. Since the
enforcement of the New Public Health Law in 1972, the caries situation among
preschool age children has continued to improve and the trend appears to be
persisting. As there seems to be no reason for this trend to alters the
Finish goal of 70% is realistic.

Goal 2 At 12-years of age the average number of DMF (decayed, filled
and carious extracted) teeth should be no more than 1.5 (3.0)

At this age, achievement of the global goal (3.0 DMF) was
already in sight in 1980. The very high DMF scores of 1972
(8.6 DMF) had by 1982 dropped to 4.0. As the present trend
seems to indicate continued improvement for this age group as
well, it is realistic to set the Fimmish goal in the year 2000
at 1.5 (3.0 DMF),.

At 18 years of age 98% (85%) have lost no teeth due to dental
disease

This global goal (85%) has already been reached in Finland. As
the oral health of children and adolescents is continually
improving, there is no reason to doubt that practically all
Finnigh 18 year olds will in the year 2000 enjoy a full set of
teeth.

At 35 to 44 years of age the proportion of edentulous subjects
is reduced by 50% (50%)

This age group was born between 1956-65 and their first
permanant teeth erupted between 1963-72. The older members of
the group grew up at a time when the caries incidence was very
high. The younger members of the age group were already too
old to draw full benefit from the successful preventive
programme of the 1970's. The interval of years between 1970
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and 1980, however, saw a slight decrease in the proportion of
edentulous subjects in the 35- to L4-years age group., With the
improvement in attitudes to dental health and easier access to
care, it gseems realistic for Finland to adopt the global goal
of 507 reduction in edentulousness at this age.

At age 65 and over the proportion of edentulous inhabitants in
Finland does not increase (is reduced by 25 )

In 1980, 67% of this age group had no natural teeth. The
percentage had increased by 13% since 1970. Increased
edentulousness was also recorded during the same 10-year
jinterval for the age group 50- to 65-years. As this trend has
persisted since the 1950's there is no reasom to believe that
the proportion of edentate elderly people will decrease by the
2000, especially as the longevity of the population is also
increasing. A marked improvement in the dental condition of
people aged 65 and over is not likely in Finland much before
the year 2030.

In conclusion, it would appear that the Finnish natiomal oral health
goals for the year 2000 can be set at a higher target than the global goals
for the age group 5 to 6 years, and 12 and 18 years. Due to the poor oral
health prevalent in Finland in the 1960s, the national goal equals the global
goal for the age group 35 to 44 years. As to the natiomal goal for the age
group 65 years and over, the poor state of oral health of the Finnish adult
population will have a lowering effect on the global goal.

It is accepted that the national goals will not be automatically
achieved. A successful outcome will require a combination of further research
inte oral health services and the implementation of a carefully planned
national oral health care strategy.
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German Democratic Republic

Great attention is being focused on the medical and social care of the
people in the German Democratic Republic. The right to the preservation and
restoration of health has been embodied in the constitution and governg the
responsibility of the state for the development of medical care according to
the scientifie level of knowledge.

Dental care is integrated in the general system of medical care. The
planning and coordination of oral care are implemented by the Ministry of
Fublic Health in compliance with state health directives. The counties are
responsible for the implementation of this care. The number of dentists
graduating and other oral health personnel required is determined by the
Ministry of Higher Education in coordination with the Ministry of Public
Health. The establishment of new surgeries, both in outpatient’s departments
and state dental surgeries, is within the responsibility of the councils of
the counties which c¢oordinate their plans with the Ministry of Public Health.

Delivery of oral care

At present (1986) the average dentist to population ratio is 1:1 416. A
ratio of 1:1 2300 is the goal for 1990, which iz then to be maintained by
scientifically based planning. Dental hygienists primarily assigned to
preventive duties are being trained. since 1972, It is plammed to obtain a
dentist to dental nurse to dental techmician and dental hygienist ratio of
1:1.3:0.7:0.2 by 1995.

Patients have a free choice of dentists. In all towns there are
outpatient departments where patients are cared for by several specialists in
general stomatology, pedodontics, orthodontics and maxillofacial surgery. In
smaller towns and rural areas individual treatment is usually carried out by a
general practitioner; difficult cases calling for special treatment are
transferred to the appropriate specialist.

For children attending school there is an outpatient system that provides
for routine examinations and treatment by a pedodontist. 1In larger towns
there are youth dental clinics caring exclusively for children. The aim is to
provide regular oral examinatioms and, if necessary, dental treatment for all
children at pre-school and school age.

At present, curative treatment has priority but greatest attention is
directed to the systematic development of the preventive and rehabilitative
care including water fluoridation which has been introduced in Karl-Marxz-5Stadt
in 1959. About three million inhabitants in more than 40 municipalities and
rural communities are supplied at present with fluoridated water.

Further attention is also heing devoted to the improvement of oral care
for factory workers.

Lavel of dental care

The GDR's participation in the "Intermational Collaborative Study of
Dental Manpower Systems' of the WHO (IC5-I) on the one hand, has shown the
advantages of a national dental care system for the individual and, on the
other, offered the basis for working out the goals of oral health to be aimed
at up to the year 2000.
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The oral health status is mainly determined by the prevalence of caries
and marginal periodontal diseases. Caries is at an average level in children
and adolescents. In the 12 year olds are found DMF/T-numbers between 3.5 and
5.5, in the 12 to l4 year olds, between 4.0 and 6.7. Caries prevalence in
towns with water fluoridation or well organized fluoridation by means of
tablets has considerably approached or exceeded the age-specific global goal
of the WHO (DMF/T = 3).

Ne caries decline has been cobserved in any other regions since 1959. The
level after completed treatment in children, in spite of low DMF/T-numbers,
comes up to only 40 to 60 per cent as a result of the fluctuating
accessibility and acceptability of the dental facilities.

The frequency of dentofacial anomalies requiring treatment is very hard
to estimate due to the insufficient definition of the standard term, as in so
many cases. However, the IC5-I1 comparison underlines the advantage of dental
care from the viewpoint of children dentistry; yet, the proportion of
successfully treated children comes up to 28 per cent, a level that is
remarkable also on an international basis.

The oral health status in the adult population is reflected by a low
caries prevalence (DMF/T in 35 to 44 year olds = 14 to 15.4) and a high number
of functional teeth (24 teeth) with a small number of total edentulous
(0.3 per cent) at the medium adult age.

Mainly slighter degrees of intensity that can be controlled were located
at the individual teeth in spite of the assumed pattern of pericdontal disease
prevalence. Destructive states of periodontal diseases requiring
therapeutical intervention were found in 7 to 10 per cent of the subjects only.

The prosthetic care can be considered satisfactory in particular from
the viewpoint of the preservation of the oral biolegiecal structure. Of
course, the number of extractions in the treatment increases with advanced age
and involves a high prosthetic demand which could also not be satisfied in
60 per cent of the 35 to 44 year olds.

Dental care has reached a high level in the German Democratic Republie.
Nevertheless, the efficiency level with its measurable result only represents
the accumulation of curative and rehabilitative single measures which could be
higher both in quality and quantity with the same resources as to personnel
and material in case of a modified strategy of dental care. National goals to
obtain a higher health status up to the year 2000 have been formulated for the
German Democratic Republic taking the present oral health status as a basis.

National goals for oral health

(1) 5-6 year olds: 60 per cent caries-free.
(2) Not more than 3 DMF teeth in 12 year olds.

(3) Fully preserved teeth in 90 per cent of the populatiom at an age
of 18,

{4) 24 functional natural teeth in the age group from 35 to 44.
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(5) 20 functional natural teeth in 50 per cent of those older than 64 in
which the percentage of edentulousness should not exceed the 25 per
cent limit.

For the periodontal health status we orientate in: 18 year olds for %0%
with at least 3 sextants TN O/subject; 35 to 44 year olds for 75 of the
subjects with at least 3 sextants with TN 0 and a no more distinet pocket
depth than TN 3; 63 year olds for not more than 10% which do not have one or
more sextants with TN 4.

A densely branched network of dental care facilities exists today
according to the demographic structure as a result of whieh the German
Democratic Republic is divided in 15 counties and 227 districts. Children and
adolescents, younger adults and employees of large—scale enterprises are
considered special target groups.

Although the formulated objectives confirmed by the Minister for Public
Health are representative for an oral health status to be achieved in the
German Democratic Republie, they need both an adaptation to the regiomal and
the territorial situation. Naturally, there are variations which have to be
taken into account in preparing perspectives on dental care oriented on
priority for a period of five years. The knowledge of the oral disease
prevalence (community diagnosis) and the strategy of care to be derived from
this under consideration of the resources available are essential
preconditions for manpower planning to be carried out.

In order to achieve an enhancement of the care as it is carried out up to
now, it is necessary to establish a recall system for certain target groups
and thus introduce the "progressive form'" where the patient is invited by the
dental facility for preventive care or treatment.

The tasks have to be planned in defined steps to realize the goals.

1. To achieve the goal in 5 year olds regquires a thorough enforcement of
primary prevention in all kindergartens, which will result in a higher
oral health status of all gchool beginners in 1990,

2. The DMF index in 12 year olds will thus be under 3 already in 1895.

3. At the same time, the organizational level for secondary prevention will
be raised s0 that the 18 year olds dismissed from pedodonties can be
trangferred to adult care with fully preserved and treated teeth. This
also invelves the precondition for a higher oral health status at middle
age. -

4, The number of preserved natural teeth will inerease due to a preventive
strategy of care in all dental fields both within the framework of
controlled self-care (prevention of pericdontal diseases) and at the
place of work, and also by a rehabilitative care of high quality
preserving the oral residual structure,

5. The aimed care of those that are at an age of 50 today is just as
important to prevent the destruction of teeth as it is characteristic at
present for those older than 65.

T
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Significant crucial points for care are provided by drinking-water
fluoridation and also the application of individual and collective measures in
all age groups, the full utilization of material and personnel, not only in
the care for children and adolescents, but also for adults, and the
improvement of dental facilities in schools and enterprises. All this
requires the accurate knowledge about the level of preventive care, the
demographic situation and the future trends of developments, the oral disease
prevalence (community diagnosis), the cooperation of other social forces
(school authorities) and the possibility to use fluorides as well as the state
of routine pedodontic care including the qualification and availability of the
dental staff. A quality control of the routine dental care will be carried
out to obtain a result of the evidence of preventive measures: number of
caries-free children; number of natural teeth per subject; periodontal
health status (CPITN); number of subjects with balanced occlusion.

The preventive, curative and rehabilitative requirements to determine the
demand of treatment and care have to be acquired by mass examinations.

A econtinuous actualization of the defined strategy of care will in future
be enabled by the correlation of the treatment need, the expenditure of care,
the capacities available and the services rendered, and the focus will be on
the comparison of the national goal and the results obtained territorially.
Not only the level of stomateological care within the whole country can be
determined by this but an international comparison is also feagsible without
acquiring additional data.

Accordingly, the WHO Collaborating Centre at the section of stomatology
of the Medical Academy in Erfurt with the support of the Ministry of Public
Health will also support the efforts of the WHO and the FDI to organize a
globél data bank in future (Table 2).
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Ireland

In May 1977 the Thirtieth World Health Assembly of the World Health
Organization (WHQ) took the decision that the main social target of
governments and of WHO in the coming decades should be the attainment by all
the citizens of the World by the year 2000 of a level of health that would
permit them to lead a socially and econeomically productive life,

This important decision was followed in September 1978 by the Declaration
of Alma-Ata on Primary Health Care. This Declaration was drawn to the
attention of Member States of the European Region of WHO by the Regional
Committee who urged that it be taken into consideration in all national health
programmes and plans. There is therefore within this United Nations Agency a
strong political commitment to the primary health care approach being the key
to attaining an acceptable level of health for all by the year 2000.

That oral health is an integral part of general health has never heen
doubted. In line with the decisions of WHQ therefore the General Assembly of
the International Dental Federation (FDI) at its meeting in September 1981
adopted an official statement of global goals for oral health in the year
2000. There are six goals described as follows:

[

(1) 50 per cent of 5-6 year olds will be caries free.

(2) The global average will be no more than 3 DMF teeth at 12 years of
age.

(3) 85 per cent of the population should retain 21l their teeth at the
age of 18 years.

(4) A 50 per cent reduction in present levels of edentulousness at the
age of 35-44 years will be achieved.

(5) A 25 per cent reduction in present levels of edentulousness at the
age of 65 years and over will be achieved.

(6) A databased system for monitoring changes in oral health will be
established.

The essential attributes of these goals are that they are stated in
measurable oral health terms and, at the global level, they are deemed
realizable and therefore realistic. However, since then there has been only
limited progress made in the setting of either regionmal or more importantly
national goals for oral health in the year 2000. Indeed a recent article drew
attention to the fact that in the absence of stated oral health goals,
discussicng about oral health manpower levels and types and hence the
organization of preventive and curative services are virtually meaningless.
Such discussions about services usually foecus on the strategies to be adopted
leaving unstated for what purposes they are being implemented. Oral health
services directed solely towards meeting normative needs, i.e. as defined by
dentists, may do little in achieving oral health for the community. Indeed
they may only serve to develop a more sophisticated treadmill for oral health
workers of all types to work on if oral health goals are not stated. A good
example of this is the effects of the British National Health Service as
evidenced by the results of the first Adult Dental Health Survey. They show ,
that twenty years of trying to meet normative needs had done little to promote
oral health but much to increase dental treatment. The two are not synonymous.
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What appears to be essential in the planning of all types of oral health
services {preventive and curative) together with the organization of manpower
training programmes is a clear statement of the oral health goals to be
achieved in a specified time. It is then that different strategies can be
examined and the most appropriate one selected, implemented, monitored and
evaluated.

Formulating oral health goals for Ireland

The global goals set by the FDI are intended as a guide for the
development of national goals. To be realistic such national goals must
reflect national circumstances taking into account present levels of oral
health and the likely resources available in the next fifteen years to improve
them. Although any final decision on national oral health goals in Ireland
should be delayed until the results of the current National Survey of
Children's Dental Hezlth are available it iz the intention of this article to
examine already available data and pose oral health goals for discussion by
all interested parties.

Using the FDI Global Goals as a framework it is possible to examine
existing data systematically to derive national goals for Ireland. BSuggested
National Oral Health Goals for Ireland by the year 2000 are summarized in
Table 3.

Table 3. A summary of national oral health goals
for Ireland by the vear 2000

50-70% 6f the 5-6 year old population will be caries free.

12 year old children will have on average no more than 1.5 to
2.0 decayed, missing or filled teeth.

907 of all 18 year olds will retain all their teeth.
No more than 6% of 35-44 year olds will be edentulous.
No more than 54% of those 65 years and over will be edentulous.

n

All health-boards will have established a standardized data
based system for monitoring changes in oral health.

The percentage of the 5-6 year old population who will be caries free in
the year 2000

Dramatic improvements have already been achieved in this area since the
introduction of water fluoridation in 1964. However, as yet it is estimated
that only about 60% of the population receive fluoridated water. Improvements
are therefore likely to be patchy. Nonetheleszs it seems reasonable to set a
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national figure higher than that given as the global goal (50%). Recent data
from fluoridated and nonfluoridated sreas would suggest that between 28.6% and
42.6% of five year olds are now caries free. For the year 2000 it is
suggested that the range should be 50-707% of five year olds caries free.

The number of decayed, missing and filled teeth (DMFT) at 12 vears of ape

Current data for twelve year-olds are not readily available. There are,
however, data for 1l and 13-14 year-olds, which can provide a satisfactory
basis for discussion until the national survey data become available. The
current range would appear to be between 4.4 and 2.1 DMF teeth on average per
child. Again it would seem reasonable therefore to suggest a goal for the
vear 2000 lower than the suggested global figure of an average of 3 DMF teeth
per 12 year-old Irish child. However, in the light of the following goal it
must be assumed that this would be composed almost entirely of decayed and
filled teeth.

Total retention of teeth at age 18 vears

The FDI goal ig that 85Z of eighteen year-olds should retain all their
teeth., Current trends would suggest that a slightly higher figure might be
achievable here. Ninety per cent is therefore suggested, although it is
recognized that in Ireland there is a relatively high level of need for
orthodontic care which may well result in the extraction of teeth for
orthodontie treatment purposes. These are excluded from the FDI global target.

The percentage of the population edentulous at 35-44 vears

A survey of Irish adults aged 16 years and older was conducted in 1979 by
0'Mullane and McCarthy. Overall 26% of the adult population were found to
have lost all their teeth., At the ages of 35-44 years 12% had no teeth
although it varied between the sexes and the regions. The FDI goal is that
this figure should be halved. The propesed goal for Ireland is therefore that
by the year 2000 only 6% of the 35-44 year age group will be edentulous.

The percentage of the population edentulous at 65 years and over

The figure from the 1979 survey referred to above is that 72% of all men
and women of 63 years and over had no teeth. The FDI goal is to reduce this
by a quarter. The goal for Ireland for the year 2000 should therefore be that
54% of 65 year olds and over should be edentulous.

The establishment of a data based monitnriﬁg system

All health boards should establish a standardized data based system for
monitoring changes in oral health.

Discussion
Although this paper ig short we believe it to be central to the
development of a coordinated programme invelving all sectors of the dental

profession to achieve the overall goal of health for all by the year 2000.

However, unless such goals are to be no more than mere slogans a much
deeper understanding will have to be gained of what is meant by Primary Health
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Care Approach as it relates to Oral Health in Ireland. To confuse primary
health care with the primary health care approach iz all too often to fall
back into a treatment—oriented, professional health worker dependant system.
Such methods of providing health care fail no matter what level of
sophistication or simplicity of care is provided. The objective of the
primary health care approach is to help ordinary people to manage and maintain
their own oral health with a minimum of professional supervision and
intervention. It is believed that this can only be achieved when individuals
and communities feel able to be actively involved in health matters. There is
therefore a strong component of health in education inherent in the primary
health care approach, which of necessity will be linked to the programmes of
health promotion. In Ireland after twenty years of water fluoridation (in
many areas) oral health is making real advances. Yet with one of the hiphest
sugar consumptions in Europe (the per capita daily sugar available for
consumption in 1978 was 130 g in Ireland and in the UK 112 g in 1976) and many
people still outside even the possibility of the benefits of fluoridated water
mainly for gecographical reasons, much remains to be dome, but nonetheless
Ireland has a good head start over all her neighbours.

That the adoption of the primary health care approach in oral health will
have implications for the primary oral health services canmot and must not be
denied. Primary oral health care services should:

— be built on the principle of community participation,
- be staffed by a multidisciplinary team,

- serve as first point of comtact to the whole national oral health
serviceas,

— be supported by an effective referral system,

- prevent oral diseases, promote oral health, care for and rehabilitate
people with respect to their oral health,

- maintain g continuity of relationship with every member of the population
it serves, ’

- reach out inte all homes and workplaces systematically toﬁidehtify those
at highest risk,

w

- help people assume greater responsibility for their own oral health.

Clearly changes will take time to be developed but having clear goals
will at least focus the attention of those involved on what is to be
achieved. After implementation they will also form a valuable part of the
monitoring and evaluation system.

Clearly in the attainment of oral health goals by the year 2000, it will
be necessary to set interim targets, some of which may relate more to the
levels of treatment than to the absence of disease.

Such changes will also have important implications in the training to be
given to future generations of oral health workers of all types as well as to
the retraining through continuing education of existing workers. The J
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discusgions of the WHO European Intercountry Workshop onm Organized Changes in
Educational Systems for Oral Health Manpower , held this September in Trinity
College, Dublin, are particularly important in this respect. What may be the
most difficult task to accomplish will be a reasonable level of attainment of
the oral health goals by all sectors of the community. That preventive and
curative services are responded to differently, with different outcomes, by
different sectors of the community is well documented.. Indeed fluoridation
alone was shown in the study cited to be insufficient to eradicate the effects
of differing social backgrounds on children's exsperience of dental caries. In
Ireland it c¢an be predicted that similar differences exist and may, in the
present economic situation, be increasing. Such differences may not always
exist but that they c¢an occur should re-emphasize the need to meonitor
regularly the effects of these programmes on all sections of the community.
Reducing these social c¢lass differences in oral health must be one of the
preoccupations of all those involved in the oral field if the setting of oral
health goals is to mean anything in terms of benefits to other than a
relatively small sector of the population.
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Annex 2

CLOSSARY

The manipulation of service inputs to test
their relative impact in controlled experiments.

A general category of work performed by
personnel in the attainment of an objective.

Studies carried out usually to analyse the work
of groups or individuals over a given period.

The allocation of activities and resources in
manner and gquantity sufficient to permit the
achievement of desired objectives.

The ﬁlanning, programming and evaluation of an
activity.

The distribution of resources, tasks,
responsibilities to and within a programme.

Means or metheds of attalning an objective or
target.

Methods, procedures, techniques and equipment
that are scientifically valid, adapted to local
needs and acceptable to the community and which
cant be maintained and utilized with resources
the community or country can afford.

The degree to which one alternative set of
activities and resources has the potential for
ameliorating health status relative to that
inherent in other alternatives.

Data reflecting the state of affairs at the
beginning of a programme or programme phase,
which serve as a point from which subsequent
changes can be measured.

The limits of flewibility that the planner has
in choosing alternatives to be submitted to the
decision-maker.

A system for accepting and storing data
concerning defined groups of persons, events or
institutions in such a way that the information
may be aggregated and retrieved according to
the user's needs.
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Effect

Effectiveness

Efficacy

Efficiency

Epidemiology

Evaluation

Feedback

Forecast

Goal

CGuidelines

Health information system

Impact

Indicator

Input

Management

Monitoring

A general term covering the impacts, outcomes
and results, but distinguishing these from the
direct outputs of activities per se.

The degree to which a plan, a programme or a
project has achieved its purpose within the
limits set for reaching its objectiwve,

The benefit or utility to the individual of the
services, treatment regimen, drug, preventive
or control measure advocated or applied.

The effects or end results achieved in relation
to the effort expended in terms of money,
resources and time.

The study of the factors determining the
frequency and distribution of diseases in
humans.

The systematic and scientific process of
determining the extent to which an action or
sets of actions were successful in achievement
of predetermined objectives.

The flow of information from a later phase of a
process Lo an earlier phase.

Conjectural estimate of something future;
prediction (see also technological forecasting).

The intended outcome of a programme or project.
Document which sets cut the steps to be taken

in performing a task or implementing a policy
and the manner of doing so.

A mechanigm for the collection, processing,
analysis and transmission of information
required for organizing and operating health
gervices and also for research and training.

The overall effect which a programme has.
Variable which can meagure changes direetly or
indirectly in a valid, objective, sensitive and
specific way,

The basic resources required in terms of human
resources, money, materialz and time.

The guidance of an undertaking towards the
achievement of its purpase.

The continuous follow-up of activities to

“ensure that they are proceeding according to

plans.
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The end result a programme seeks to achieve.

The =mctual result of a certain activity
representing one of the major parameters in the
assessment of effectiveness.

The amount of benefit or the effect produced as
a result of the use of certain resources.

Measurable or quantifiable characteristic or
feature.

A process by which provision is made for
resources required in the future on the basis
of available knowledge and through specialized
methods and techniques.

Course of action.

An integrated series of activities, each
focused on one or more agpects of a central
problem.

An organized interrelated set of activities
designed to accomplish a specified objective
over a prescribed period of time with a
specific amount of resources.

The logical consequences of assumed courses of
action or events.

Compliance with the needs and social and health
policies and priorities a programme has been
designed to meet.

Broad lines of action required to achieve a
certain target.

An intermediate result towards the objective
that a programme seeks to achieve within a
given period of time.

One of the units of work into which an activity
can be subdivided.

Scientific discipline for prediction of future
technological or scientific breakthroughs.
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Annex 3

PARTICIPANTS OF MEETING IN TURKU

AUSTRIA

Dr Lindi Kalnoky
Society for Preventive Medicine, Gra=z

BULGARIA

Professor Nicolas Atanassov
Stomatological Faculty, Sofia

CZECHOSLOVAKIA

Profegssor Vliadimir Sicha
Director, Institute of Further Education of Paramedical Personnel, Brno

DENMARK
Dr Eii Schwarz .

Chief Dental Officer, National Board of Health, Copenhagen
FINLAND

Dr Helmer Nordling
Chief Dental Officer, National Board of Health, Helsinki

GERMAN DEMOCRATIC REPUBLIC

Professor M. Waurick

Medizinische -Akademie, Sektion Stomatologie, Erfurt
GERMANY, FEDERAL REPUBLIC QF
Dr Friedrich Albers

Vice-Chairman, German Panel Dentists' Association, D-Jever
HUNGARY

Professor Sandor Orsos
Director, Central Institute of Stomatology, Budapest
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IRELAND
Dr Seamus 0'Hickey
Chief Dental Officer, Department of Health, Dublin
ISRAEL
Dr Mosghe Kelman
Director of Dental Health, Ministry of Health, Jerusalem
NETHERLANDS
Professor Klaus Konig
Head, Institute of preventive and Community, Dentistry University of
Nijmegen, Nijmegen
NORWAY
Dr Qle W. Sandbekk
Assistant Deputy Director, Division of Dental Health Services,
Directorate of Health, Oszlo
POLAND
Professor Barbara Juszczyk-Popowska
Institute of Stomatology, Medical Academy, Warsaw
SWEDEN
Dr Hanszs Sundberg
Chief Dental Officer, National Board of Health and Welfare, Stockholm
USER

Dr Lidiia P. Belekourova
Chief Specialist in Stomatology, USSR Ministry of Health, Moscow

I
1.

UNITED KINGDOM
Mr N.K. Colguhoun

Chief Dental Officer, Scottish Home and Health Department, Edinburgh
YUGOSLAVIA

Dr Marjan Premik
Adviser, Department of Stomatology, University Clinic Centre, Ljubljana
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OBSERVERS

Professor Hannu Hausen
Department of Community Dentistry, University of Kuopio, Faculty of
Dentistry, Finland

Dr Aira Lahtinen
Editor, Finnish Dental Journal, Helsinki

Professor Markku Larmas
Institute of Dentistry, University of Oslo, Norway

Dr Anneli Milen
Department of Dentistry, University of Kuopio, Finland

Dr Maunc Ruokola
Chief Dental Officer, Turku Health Centre, Finland

LOCAL COORDINATOQR

Dr Heikki Tala
Chief Dental Officer, National Board of Health, Helsinki

WORLD HEALTH ORGANIZATION

Regionalpbffica for Europe

Dr I.J. Moller (Secretary)
Regivnal Office for Oral Health

Ms Alice Schaumburg
Seétretary, Oral Health

Headquafters
Dr D.E, Barmes
Chief, Oral Health
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Annex 4

PARTICIPANTS OF MEETING IN VIENNA

AUSTRIA
Dr Lindi Kalnoky

Society for Preventive Medicine, Graz
CZECHOSLOVAKIA

Professor Viadimir Sicha
Director, Institute of Further Education of Paramedical Persomnel, Brno

DENMARK
br Eli Schwarz

Chief Dental Officer, Natiomal Beard of Health, Copenhagen
FINLAND
Dr Helmer Nordling

Chief Dental Officer, National Board of Health, Helsinki
GERMAN DEMOCRATIC REPUBLIC

Frofessor Walter Kunzel
" Director, Faculty of Dentistry, Medical Academy, Erfurt

GERMANY, FEDERAL REPUBLIC OF

£y

Professor Busse
Bundesgesundheitsamt, Berlin (West)

HUNGARY

Professor Sandor Orsos
Director, Central Institute of Stomatology, Budapest

TRELAND

Dy Seamus O'Hickey
Chief Dental Officer, Department of Health, Dublim
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ISRAEL
Dr Moshe Kelman
Director of Dental Health Ministry of Health, Jerusalem
ITALY
Dr Livia Ottolenghi
Viale Tiziano 110, I-Rome
NETHERLANDS
Professor Burgersdijk
Dental Department, University of Nijmegen
POLAND

FProfessor Barbara Juszezyk-Popowska

Institute of Stomatology, Medical Academy, Warsaw
SPAIN
Dr Pedro Baturno

Deputy Director General of Health Planning and Education, Ministry of

Health and Consumer Affairs, Madrid
SWEDEN
Dr Hans Sundberg

Chief Dental Officer, National Board of Health and Welfare, Stockholm
USSR,
ﬁr Vliadimir I. Pianzin

Chief, Stomatological Department, Ministry of Health of the USSR, Moscow
UNITED KINGDOM
Dr M.C. Downer

Chief Dental Officer, Department of Health, London
YUGOSLAVIA
Dr Marjan Premik

Adviser, Department of Stomatology University, Clinical Centre Hrvatski,
Ljubljana
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Professor Marke Vulovic
Director, Institute of Dental Care, Faculty of Stomatology, University of
Belgrade, Belgrade

REPRESENTATIVES OF CTHER QRGANIZATIONS

International Dental Federation (FDI)

Ir J.E. Ahlberg
Executive Director, Lendon, United Kingdom

OBSERVERS

Benedikt Birgit
Jugendzahnkliniken, Selzergasse 28, A-1090 Vienna, Austria

Hans Cwetler
Jugendzahnkliniken, Selzergasse 28, A-1090 Vienna, Austria

Irmgard Gal
Praterstrasse 34, A-1020 Vienna, Austria

Johanna Gever
Section VI, Department of Public Health, Vienna, Austria

Johannes Lembacher
Universitatsklinik fur Zahn-, Mund-und Kieferheilkunde, Vienna, Austria

Peter Petrin
Universitatsklinik fur Zahn-, Mund-und Kieferheilkunde, Graz, Austria

WORLD HEALTH ORGANIZATTION

-

Regional Office for Europe

Dr I.J. Moller (Secretary)
Consultant, Oral Health

Miss Alice Schaumburg
Secretary, Oral Health

Headquarters

Dr D.E. Barmes
Chief, Oral Health




