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BACKGROUND

International development and cooperation on health

The Millennium Development Goals (MDG) represent
an unprecedented global consensus about measures to
reduce poverty. The eight goals address targets to:
increase income; reduce hunger; achieve universal pri-
mary education; eliminate gender inequality; reduce
maternal and child mortality; reverse the spread of
human  immunodeficiency  virus  (HIV)/acquired
immune-deficiency syndrome (AIDS), tuberculosis, and
malaria; reverse the loss of natural resources and bio-
diversity; and improve access to water, sanitation and
good housing'. However, the burden of non-communi-
cable diseases (NCDs) is increasing in low-income and
middle-income countries, contributing to poverty and
becoming a major barrier in the development of strate-
gies to achieve the MDGs?. Effective actions proposed
to reduce NCD inequalities include: equitable early-
childhood development programmes and education;
removal of barriers to secure employment in
disadvantaged groups; comprehensive strategies for
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tobacco and alcohol control and for dietary salt
reduction that target low socio-economic status
groups; universal, financially and physically accessible,
high-quality primary care for delivery of preventive
interventions and for early detection and treatment of
NCDs; and universal insurance and other mechanisms
to remove financial barriers to health care®. Strength-
ening health systems is now considered as key to
achieving the MDGs®. It is also a key challenge to
improve the delivery of cost-effective interventions in
primary health care and thus achieve the vision of the
Alma-Ata Declaration’.

The recently formed NCD Alliance is a positive
initiative for cooperation among international non-
governmental organisations (NGO), of all relevant
sectors and stakeholders, to achieve common goals for
NCDs®. Alliance for action is recommended to
strengthen the performance of all existing actors while
expanding space and energy for fresh actors’. The main
objective is to generate and apply high-quality knowl-
edge to promote, restore and/or maintain the health of
populations® and to develop innovative technologies
and approaches’. If effective interventions exist for
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many priority health problems in low-income coun-
tries, part of the challenge is to get existing and emerg-
ing knowledge about more (and less) effective strategies
into practice’.

Rationale for oral diseases in primary health care

Primary health care is defined as being ‘essential
health care’ based on scientifically proven interven-
tions. The broader approach for primary health care
is seen as encompassing equitable distribution, com-
munity participation, an emphasis on prevention, the
use of appropriate technology and the involvement of
a diverse range of health and other departments'’.
The World Health Organisation (WHO) encourages
research to develop efficient methods to strengthen
primary health care and connect this action to the
overall improvement of the health system. Impor-
tantly, WHO, under Margaret Chan’s effective leader-
ship and together with her regional directors, has
reaffirmed its commitment to primary health care'’.
Despite their popularity, limited evidence is available
to support community-wide interventions based on
primary health care for the primary prevention of
NCDs through multiple risk factor intervention. To
meet the challenge of chronic diseases, primary health
care will have to be strengthened substantially. More
evidence is needed about the cost-effectiveness of pre-
vention and treatment strategies. Processes and out-
comes should be financially and logistically feasible'?.
Implementation of the immediate priority treatment
interventions needs a functioning health-care system
and a stepwise approach’?.

The health sector might be expected to be a finely
tuned enterprise, utilising its corporate knowledge in
a constant process of critically reviewing and improv-
ing its activities and processes. But in recent years,
new means of capturing, managing and exchanging
data have created new opportunities beyond current
approaches, whilst ever-increasing pressures on health
systems have produced strengthened incentives to con-
sider them'*.

FDI World Dental Federation — The Live.Learn.Laugh.
phase 2 programme

FDI World Dental Federation’s commitment to ‘lead-
ing the world to optimal oral health’ is all the more
relevant today, particularly in emerging countries'’.
FDI’s policy objectives are based on various actions:
encouraging access to health care; improving overall
health; and reducing inequalities by encouraging use of
health care and addressing common risk factors. The
implementation of a new paradigm for caries manage-
ment is necessary for the profession to respond effec-
tively to changing population health needs. Thus, the
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FDI Global Caries Initiative — a 10-year programme —
aims to develop and encourage implementation of a
new paradigm for caries management, one that would
contribute to a common vision of health'®. There are a
number of challenges associated with oral health. It is
faced with constraints and lacks long-term funding and
the appropriate structures and management to take
steps to strengthen capacities for optimising its
activities'”.

The development of these systems to improve dental
health and innovation is often hindered by shortcom-
ings relating to management, regulations, funding or
capacities. The unpredictable nature of research fund-
ing is a problem that affects most low- and mid-
dle-income countries, which have little money, an
underdeveloped infrastructure and few health-care
workers'®. International project management and the
summarising, validation and management of informa-
tion also leave much to be desired. Public health
actions have shown that individual, professional and
community measures are effective in the prevention of
most oral diseases'”. Local and international organisa-
tions, donors and financial backers usually collect a
vast amount of information; however, much of this is
lost or little known, either because it is never pub-
lished or because it is released in informal publica-
tions that are difficult to access. Finally, it should be
stressed that the level of involvement from oral health
development partners is generally low.

The Live.Learn.Laugh. (LLL) phase 2 programme
was launched in 2010 through a public—private part-
nership between FDI and Unilever, with a single,
focused goal of measurably improving oral health by
encouraging twice-daily brushing with fluoride tooth-
paste. Its objectives and organisation are similar to
those of a pilot programme, providing quality innova-
tive information concerning health-promotion models.
It includes a multi-sector, international and long-term
partnership programme over three years and is a
development model, which can resolve the highlighted
problems. It aims to facilitate decision making based
on factual information. It is also part of a process of
setting up an original central structure and a decentra-
lised, unified and efficient organisation. Scientifically
supervised by a panel of academics, 29 National Den-
tal Associations, in collaboration with local Unilever
Oral Care brands in 27 countries, have set up oral
health-promotion programmes supported by health
ministries, school structures, oral health professionals
and volunteers. These standardised programmes are
original in that they are structured by setting up three
categories of health promotion on an international
scale.

New concepts may lead to innovative actions with
a direct impact on diagnosis, prevention and treat-
ment, but also on the ethical and social aspects of the
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disease?®. The LLL phase 2 programme aims to draw
up and recommend strategies for already available or
new health-promotion interventions to improve access
to and use of these interventions by populations. It is
characterised by the need to adopt innovative
approaches and/or ensure that interventions imple-
mented in health-care facilities, schools or the com-
munity are effective. It focuses in particular on a
practical and acceptable objective*!’. In a bid to
enhance operational systems, it also seeks to acquire
knowledge about interventions, strategies and tools in
order to improve the quality or coverage of health
systems and translate convincing data into everyday
practices®?. This knowledge will be in three areas of
research: the research subject; the users of the research
results; and the usefulness of the research results.

As an international applied research programme,
LLL phase 2 requires (in addition to wide-scale cen-
tralised coordination) the following: the identification,
awareness-raising and training of qualified personnel
who are confident in their abilities and are efficiently
managed; appropriate funding with transparent and
controllable methods for fund allocation; and well-
funded research institutions and networks. Its main
challenges are to convey and standardise, as far as
possible, existing dental disease-prevention knowledge
in action programmes for industrialised and develop-
ing countries”®. It describes all the formal methods
that transform promising ideas into practical solutions
for improving health. WHO international collabora-
tive studies and other international studies of social
factors in dental caries, using the same methodology
as used in Programme ICSII in 1990, provide empiri-
cal evidence of social inequality in oral health across

countries and across oral health-care systems”*.

INTERNATIONAL HEALTH POLICIES:
LIVE.LEARN.LAUGH. PROGRAMME

Public health policy underwent substantial transfor-
mation during the latter half of the 20th century. The
importance of public health was slowly recognised
over the period spanning 1970 to 2000 with the pub-
lication of several reports from different organisations,
mainly WHO.

Investing in health

The Bamako Initiative (1987) aimed to increase access
to primary health care in Africa and Asia by raising
the effectiveness, efficiency, financial viability and
equity of health services whilst providing a ‘minimum
package’ of essential health services at basic health
units®>’. Recognised by the international community as
a genuine innovation that was capable of tackling the
health challenges faced by developing countries, the
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Bamako Initiative was a set of political reforms drawn
up in response to the rapid decline of health-care sys-
tems in the 1970s and 1980s. The financial participa-
tion of users of health services, by means of user fees,
was regarded as a way to improve community partici-
pation and access to primary health care in locations
where health systems were weak and underfunded?.
However, the Bamako Initiative was found to be lim-
ited in terms of achieving health-improvement objec-
tives for populations. Support for the principle of
‘user pays’ seems to have faded. Production and dis-
semination of evidence, as well as certain advocacy
networks, may have contributed to this change in dis-
course®’. The current priority is research that enables
actions to be tailored to the populations and supports
any decisions in their favour with a view to promot-

ing health?®.

Health promotion

The Ottawa Charter (1986) lists five strategies for
health promotion: the drawing up of public policies
promoting health; the creation of supportive environ-
ments; the strengthening of community action; and
the improvement of personal skills and the re-orienta-
tion of health-care services. Health promotion was
central to achieving health goals internationally. It
helped to clarify the types of actions needed: that indi-
viduals need to be provided with the supportive envi-
ronment and economic resources to be able to lead
healthy lives*”. Health promotion involves the effec-
tive and concrete participation of the community in
setting priorities, making decisions and drawing up
and implementing strategies with the aim of achieving
better health. Such multi-sector action is integral for
creating conducive environments to support healthy
behaviours®°.

Oral health promotion requires personal efforts and
professional care, as well as actions within the popu-
lation. By setting up the LLL programme with Unile-
ver, FDI is playing its role in coordinating and
promoting research to improve the health of popula-
tions. It is a project of faith in health promotion as
actors working in isolation cannot tackle health chal-
lenges successfully. The synergy produced through col-
laboration is seen as vital. Research is needed to
identify factors and processes that promote, as well as
inhibit, the production of synergistic outcomes>".

This partnership aims to improve the impact of
investments on institutions and populations as well as
to propose mechanisms tailored to needs and priori-
ties within the scope of national health research strat-
egies®®. It also aims to reinforce research governance
in countries by supporting and developing efficient
research systems capable of promoting health, science,
technology and innovation. Fundamentally, it is a
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long-term skills-reinforcement programme focusing on
creating tools and practical methods tailored to the
requirements of each country.

Integrated approach

The integration of health into all policies, accompa-
nied by inter-sector action and collaboration, is a
promising approach for boosting accountability relat-
ing to health in other sectors and the promotion of
health equity and the existence of integrating and
productive societies. The main focus of WHO’s
worldwide strategy to combat chronic NCDs is reduc-
tion of exposure to the main risk factors.

An integrated chronic illness-prevention approach
implies a reduction in risk factors and the active
involvement and participation from communities in
decision making about their health and the implemen-
tation of consensual strategies, which involves the
pooling of resources. Experience from high-income
countries that have been able to control NCDs shows
that responses must be comprehensive and multi-sector,
integrating health promotion and prevention and treat-
ment strategies, and involving the community as well as
the health sector. Such a multifaceted approach
requires well-functioning health systems. WHO has
established the Chronic Disease Action Group to
encourage, support and monitor action on the imple-
mentation of evidence-based efforts to promote global,
regional and national action to prevent and control
chronic diseases®>. Service integration is often seen as a
key element of primary health care. There is promising,
although limited, evidence on the effects of strategies to
increase integration of primary health-care services.
Cochrane Database reviews found limited evidence,
from four studies, on the effects of strategies for inte-
grating primary health-care services at the point of
delivery, from comparisons between integrated and
vertical approaches to delivering services®*.

Following WHO’s recommendations, the LLL phase
2 programme provided technical assistance and guid-
ance in the design, implementation and evaluation of
demonstration projects on evidence at community
level throughout the six WHO regions. It contributed
to the exchange of experiences among countries and
shared lessons learned from experience. Publications
of the results take a critical look at the strengths,
weaknesses, opportunities and difficulties of conduct-
ing such a broad programme within a global member-
ship-based NGO.

Political declaration on social determinants of health

At the WHO World Conference on Social Determi-
nants of Health (Rio de Janeiro, Brazil October 2011)
it was acknowledged that better governance for health
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and development would involve the development of
comprehensive research programmes and surveys to
determine policies and actions, strengthening interna-
tional cooperation to share experiences on policies
and strategies aimed at reducing health inequities
through action on the social determinants of health.
Furthermore, it was agreed that progress would be
monitored and accountability increased by promoting
research on the links between social determinants and
equity of health results and by focusing on evaluating
the effectiveness of actions.

The LLL phase 2 programme asked developing
countries to combine efforts with industrialised coun-
tries through international partnerships based on
high-priority oral health problems. The programme
was designed and implemented with the participation
of all players, particularly policy-makers, decision-
makers and oral health teams, which is ‘generally
lacking’. Toothbrushing twice daily with fluoride
toothpaste is the major indicator used to evaluate the
efficiency of the programme. Data on social determi-
nants were collected as part of the process.

Declaration on the sharing of knowledge and data

A Ministerial Conference on Research for Health in the
African Region, the Algier’s Declaration, organised by
WHO Regional Office for Africa in June 2008, high-
lighted the institutional, infrastructural and regulatory
shortcomings that prevent quality research from being
carried out in public health fields, products from being
developed, operational research from being carried out,
widespread access to the appropriate tools from being
provided and a good cost—efficiency ratio from being
achieved. There is a need for appropriate platforms for
sharing knowledge and evidence more efficiently in
order to clarify professional policies and practices to
produce a positive impact on the health of our popula-
tions and a need to make appropriate investments and
offer incentives in the field of research and develop-
ment.

Since the 1990s, the evidence-based approach has
gained interest, particularly in the area of political deci-
sion-making>. Research is not only a key tool for
improving health services, it is also a source of inspira-
tion for public health. The approved health measures
for the population provide a unique perspective in the
drawing up of public health policy. They provide gov-
ernments and national and international NGOs with
convincing data to determine priorities for research,
development, policies and funding®. As a result, the
people in charge of management and the health policy
need factual information in order to make wise deci-
sions about the programmes and general policy.

The foundations of the LLL phase 2 programme
require technically sound investments from credible
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scientific institutions with a certain level of indepen-
dence. However, the multi-sector nature of oral health
requires a cross-sector response to succeed. FDI’s
website (http://www.fdiworldental.org/fdi-at-work/live
learnlaugh/about-lll.aspx) provides public visibility of
the programme and FDI’s mandate, which, through
in-depth analyses, can help to strengthen health sys-
tems through research, analysis and political advice®”.

Oral health recommendations in public health

In several reports, WHO has stated the directives and
actions required to improve oral health, whilst various
resolutions of the World Health Assembly and regio-
nal committees highlight the role of oral health in the
health and well-being of the community®®. Fluoride
toothpaste, education about dental health for children
and mothers, and then other adults and at-risk popu-
lations, through a process of integrated health promo-
tion to school and health-care settings, by qualified
personnel and an active dental profession, are the cor-
nerstone of good oral health.

The LLL phase 2 programme is based firmly on
these foundations and is inspired by WHO recommen-
dations and resolutions on oral health over the last
few decades. Namely:

e Resolutions WHA22.30, WHA28.64 and
WHA31.50, which concern fluoridation and oral
health. The latest recommendation concerning the
use of fluoride toothpaste was: ‘As fluoride tooth-
paste is an effective way of combating tooth decay,
every effort must be made to develop products
which are affordable for developing countries’. The
use of fluoride toothpaste is a public health mea-
sure. Resolution WHA36.14 (1983) recommended
that the member states follow existing health strate-
gies when drawing up their national oral health
strategy, which was supported 6 years later by reso-
lution WHA42.39 (1989) that approved oral health
promotion as an integral part of health for all by
2000.

e Finally, and no doubt the most discussed of all, is
resolution WHA60.17 (2007) on oral health. This
stresses the need to incorporate oral health-promo-
tion and oral disease-prevention programmes into
chronic disease-integrated care and prevention pro-
grammes.

In addition to these global-scale resolutions, there
are regional-scale recommendations, which take into
account specific factors, for example:

e The Conference of Chiefs of Dental Health Services
in the African Region and the Regional Experts
Committee on Oral Health (1969; 1978) recom-
mended the creation of services based on the princi-
ples of public health.
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e WHO, FDI and the International Association of
Dental Research jointly prepared new objectives
including, among others, the seeking of balance
between health information, oral health priorities
and systems, health promotion and socio-environ-
mental conditions®?.

e Workshop AFR/ORH/07.1 (2007) pays particular
attention to vulnerable groups and the negative
consequences of risk factors. It encourages research
with the aim of providing factual proof of the effi-
ciency and cost of oral health actions.

e EDI Vision 2020 (2012) offers a unique opportu-
nity to tackle global challenges faced by the profes-
sion and to achieve the objective of optimal oral
health. One of its five main elements is to encour-
age fundamental research and technology.

DELIVERY OF LIVE.LEARN.LAUGH. PHASE 2
PROGRAMME FOR ORAL HEALTH MANAGEMENT
IN PRIMARY HEALTH CARE

Global concept

Equitable and universal access to affordable and appro-
priate quality oral health services should be based on
prevention-oriented services and multi-sector action,
especially in relation to participatory health education
and promotion®®. Appropriate information should be
provided to individuals, families and communities for
the promotion of healthy oral-health behaviour and
lifestyles. People should be involved in all stages of the
development of oral health education, promotion and
information materials. It is possible to develop public
knowledge and practices on health promotion and pre-
vention by implementing community health pro-
grammes. Good evidence shows that public health
interventions are most effective when they are rein-
forced in several sites where people make choices about
nutrition, physical activity, tobacco use and other life-
style factors®™. Child populations are likely to be
heavily influenced by parental behaviour. Informing
mothers on the benefits of appropriate oral health-
promoting behaviours can significantly improve their
confidence in managing the oral health of their chil-
dren. The increased usage of fluoride-containing tooth-
paste in children has been strongly correlated with the
decline in the prevalence and severity of dental caries.
The frequency of brushing is important, with the
current recommendation for good effect being twice
daily. However, there are profound disparities in chil-
dren’s oral health in various countries, and among
different regions within a given country, presumably
based on disparities in healthy behaviours. Even if
the most common oral diseases are preventable, a
large proportion of the community still lacks sound
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information, or does not benefit from, appropriate oral
health-promoting actions. The development of appro-
priate oral health-promotion strategies is urgently
needed to improve oral health behaviour and attitudes,
especially for children from some ethnic minorities and
for children from a poor socio-economic background.

Corporate sector and oral health community

Lack of resources, both in terms of contributors and
financial support, is identified as the key problem in
sustaining an NGO effort to examine effectiveness*!.
Technical, human and fiscal resource constraints are
major impediments to the establishment of effective
prevention and control programmes. Despite increas-
ing awareness and commitment to address chronic
disease, concrete actions by global partners to plan
and implement cost-effective interventions are inade-
quate*?,

Robust partnerships linking dental industry and
dental education have existed over long periods for
mutual advancement and benefit. The dental industry
helps oral health-care providers or the public directly
to achieve appropriate oral health objectives, as well
as those businesses that manufacture or supply goods
and services to the education sector. They are financed
either by the public health sector or by third parties,
such as health insurance companies, or are sponsored
by private organisations.

Public—private partnerships with large corporations
offer potential benefits to the health sector, but many
concerns have been raised, highlighting the need for
appropriate safeguards. Whilst each party in a collab-
orative effort chooses to participate to advance its
own objectives, the collaboration will be most effec-
tive if each participant also understands the objec-
tives, capabilities and capacities of the other
collaborators. Moreover, mutually beneficial collabo-
ration arrangements are frequently complex and may
differ significantly amongst differing regions, institu-
tions and cultures*>.

The different roles and objectives of both sectors,
the different operating environment of each sector
and areas of common interest should be identified for
collaboration®?. Partnership and collaborating more
effectively along the suggested lines should, almost
certainly, generate mutually beneficial outcomes,
whilst serving over the long term also to elevate the
public’s oral health status on a global basis. Collabo-
rations and partnerships among various institutions
are crucial in solving such problems**. The framework
proposed offers a basis to identify and contrast
research needs, projects and products at the interna-
tional level and to identify the actors’ agendas and
their influence®. Recognising that, of necessity, cor-
porations exist to make profit suggests that the rela-
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tionship of responsible companies with the profession
could often be looked at as a partnership in which
both sides benefit.

There is often ambivalence in the way in which the
oral health profession views the oral health-care indus-
try. On the one hand, there are the sceptics who view
corporate activities as suspect, calling into question the
validity of industry-sponsored research and considering
all promotional activities as self-serving. On the other
hand, there are those who will evaluate research,
whether industry sponsored or not, on its merits and
appreciate corporate philanthropy that aims to give
something back to the profession. In fact, at times the
expectations of the amount of financial support avail-
able from the industry are markedly in excess of the
actual profit gained from dental product sales*®.

Galea and McKee*” proposed five tests that public
policy makers may wish to apply when considering
engaging in such a public—private partnership. First,
are the core products and services provided by the
corporation health enhancing or health damaging? In
some cases, the answer is obvious, but the answers for
others, such as food and alcohol, are contested. Sec-
ond, do potential partners put their policies into prac-
tice in the settings where they can do so, namely their
own workplaces? Third, are the corporate social
responsibility activities of potential partners indepen-
dently audited? Fourth, do potential partners make
contributions to the general population rather than to
narrow programmes of their choosing? Fifth, is the
role of the partner confined to policy implementation
rather than to policy development, which is ultimately
the responsibility of government alone?

The primary challenge of such a private—public
partnership project, LLL phase 2, is to facilitate the
exchange of knowledge, programmes and expertise
between oral health professionals and federated asso-
ciations worldwide, thereby promoting higher stan-
dards in oral health through education in low-,
middle- and high-income countries of the world*®.
FDI and Unilever have mutually enhanced their
communications, networking and collaborations. The
programme results will allow for sharing of expertise
across borders and will open new areas of innovation
and stimulate other developments, all contributing to
increased efficiencies and improved health, to the ulti-
mate benefit of society in general®!.

Importance of school and educational settings in
promoting oral health

Good oral health is dependent on the establishment of
the key behaviours of toothbrushing with fluoride
toothpaste and controlling sugar snacking. Schools are
ideal settings in which to reach children and adoles-
cents and, through them, families and community
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members*’. At the global level, approximately 80%
of children attend primary schools, although there are
wide variations in school attendance between coun-
tries and gender. Schools remain an important setting,
offering an efficient and effective way to reach over
1 billion children worldwide, and through them, fami-
lies and community members’®. School oral health
school oral health programmes can offer health educa-
tion, dental screenings, sealants and dental and pre-
ventive dental services’'.

Primary schools provide a potential setting in which
behavioural interventions can support children to
develop independent and habitual healthy behav-
iours®2. Children are particularly receptive during this
period and the earlier that habits are established, the
longer lasting the impact®®. Schools can provide a
supportive environment for promoting oral health. It
is possible to develop public knowledge and practices
on health promotion and prevention by implementing
community health programmes.

More importantly, schools may be the only place
for children at highest risk of dental disease to have
access to oral health services. This is particularly true
in many developing countries, where intervention is
hampered by a lack of dental personnel. However,
with adequate training, schoolteachers can play an
important role in oral health activities.

Schools can also provide an important network and
channel to the local community. Health-promotion
activities can be targeted at the home and throughout
the community by school personnel. Similarly,
through the pupils, health-promotion messages can be
passed on to other members of the family.

Preschool health programmes for oral health educa-
tion should be created and maintained. The establish-
ment of preventive oral-health programmes (which
mainly include supervised daily toothbrushing with a
fluoride toothpaste) in kindergarten on a regular basis
has the potential to close the oral health gap in early
childhood between advantaged and disadvantaged
communities. It is an educational principle that in kin-
dergarten young children develop their own abilities
through playing and exercise. They are encouraged to
enhance their knowledge through the completion of
simple everyday tasks and are supported by teachers to
plan, do and review such activities.

Early Education and Child Care (EECC) pro-
grammes provide settings in which children, especially
those from low-income families, can be reached with
health-promotion and disease-prevention activities®®.
Preventive oral-health programmes in kindergarten,
centred on supervised toothbrushing, are generally
started by dental professionals. Suitably trained staff
members at the kindergartens then continue the pro-
gramme of training and monitoring children for effec-
tive brushing with regular support through further
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visits from dental professionals. Partners that may be
engaged include professional associations, dental,
medical and allied professions and NGOs.

WHO strongly recommends evaluation of school
oral health programmes so that the processes and out-
comes of programmes may be documented and
thereby experiences within and across countries can
be shared”. However, while a number of well-known
strategies are being applied, the full range of health-
promoting actions is not being used globally. A
greater emphasis on integrated health promotion is
advised in place of narrower, disease- or project-
specific approaches. Recommendations are made for
improving this situation, for further research and for
specifying an operational framework for sharing expe-
riences and research®®. Currently, there is insufficient
evidence for efficacy of primary school-based behavio-
ural interventions in reducing caries. There is limited
evidence for the effectiveness of these interventions on
plaque outcomes and on children’s oral health knowl-
edge acquisition. None of the included interventions
were reported as being based on or derived from
behavioural theory. There is a need for further high-
quality research to utilise theory in the design and
evaluation of interventions for changing oral health-
related behaviours in children and their parents’'.

Importance of health professionals in promoting oral
health

Integration of oral health promotion into general
health care has been highly recommended by WHO.
Primary-care physicians can — as part of their general
health care — promote and contribute to improved oral
health care. The management of health professionals
can be considered a key element of effective steward-
ship and a sine qua non for attainment of health-system
goals: improving health, responding to the legitimate
expectation of the population and fairness of the contri-
bution. The needs to be addressed using this strategy
include equitable and universal access to affordable and
appropriate quality oral health services based on a
proper balance between personnel types and population
needs. In order to strengthen research capacity and pro-
mote relevant research that responds to the oral health
needs of communities, a research culture should be
developed within national oral health programmes and
the findings widely disseminated and used for planning
purposes.

Methods of remuneration have been linked with the
professional behaviour of primary care physicians. In
dentistry, this can be exacerbated as clinicians operate
their practices as businesses and take the full financial
risk of the provision of services. The main methods
for remunerating primary care dentists include fee-
for-service, fixed salary and capitation payments.
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Financial incentives within remuneration systems may
produce changes to clinical activity undertaken by pri-
mary care dentists. However, the number of included
studies is limited and the quality of the evidence from
the two included studies was low/very low for all out-
comes. Further experimental research in this area is
highly recommended given the potential impact of
financial incentives on clinical activity, and particular
attention should be paid to the impact this has on
patient outcomes’’.

Policies and practices for screening for oral diseases
have profound implications for individuals, health sys-
tems and society as a whole. Early identification of
children with asymptomatic and long-standing, latent
oral disease is important in the primary oral care set-
ting and is an essential component of an oral health
programme. As a substantial proportion of people
have undiagnosed caries, the emphasis on earlier iden-
tification creates the opportunity to provide the bene-
fits of early intervention. Screening using an oral
health examination combined with adequate follow-
up oral health promotion can achieve major reduc-
tions in morbidity, especially in high-risk groups or
individual children. Depending on the organisation of
the educational and care system in each country,
screening programmes may be carried out in schools
or in other settings where the child population can be
easily reached. It is therefore critical to support oral
health promotion in school or in other community-
based programmes that focus on early signs and
symptoms of oral diseases.

Finally, it is necessary to concentrate efforts on
assessing the severity of tooth decay and untreated car-
ies in children and specific population groups in order
to optimise the profitability of health programmes or-
ganised within the scope of policies aiming to reduce
inequalities. Although the risks of carious lesions affect
only a relatively small proportion of the population in
certain industrialised countries, in others, their preva-
lence remains moderate or high.

Importance of mothers in promoting oral health

Oral diseases are, without doubt, related to behav-
iour. Although oral health knowledge does not neces-
sarily relate to better health behaviour, it is
considered to be an essential prerequisite. People who
have assimilated this knowledge and feel a sense of
personal control over their oral health are more likely
to adopt self-care practices’®. Oral health education
given to mothers by general health staff is a valuable
tool to prevent caries in infants and toddlers®®. Par-
ents are important role models who help shape chil-
dren’s development and influence their lifestyles.
Parents are responsible for providing packed lunches
and, in many developing countries, toothbrushes for
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their children to use in schools®®. In many countries, a
considerable number of children have limited knowl-
edge of the causes and prevention of the most com-
mon oral disease. Similarly, mothers’ oral health
knowledge is generally poor, and schoolteachers’ oral
health knowledge, while better than that of the moth-
ers, remains unsatisfactory.

Children are likely to be heavily influenced by their
parents’ behaviour. It is possible to develop public
knowledge and practices on health promotion and
prevention by implementing community health pro-
grammes. Even if the most common oral diseases are
preventable, a large proportion of the community still
lacks sound information or does not benefit from
appropriate oral health-promoting actions. Informing
mothers on the benefit of promoting appropriate oral
health behaviours can significantly improve their con-
fidence in managing the oral health of children.

The key to oral health promotion and disease pre-
vention relies on anticipatory guidance and education
of the parent, early detection and timely referral for
appropriate intervention. As an integral component of
overall health, this is accomplished best by the oral
health provider to whom many women entrust their
own health during pregnancy and their newborn’s
health during infancy and early childhood.

Maternal level of education has been closely associ-
ated with dental caries experience in their children.
Women’s knowledge about nutrition, prevention of
dental caries and periodontal diseases are critical to
their health and that of their infant. It is possible to
develop public knowledge and practices on prevention
by implementing a wide campaign of information and
sensitisation among communities. Mothers are the
best vehicles of information inside the family and in
the community. Informing mothers on the disease, the
risks and the appropriate health-promoting behaviours
can significantly improve their capacity to prevent
poor oral health in their children.

Fluorides as the principal component of oral health-
promotion programmes

Good oral hygiene is of proven value in the preven-
tion of periodontal disease and dental caries. The sci-
entific literature reinforces the importance of daily
toothbrushing with fluoridated toothpastes for pre-
venting dental caries®'. Strong evidence exists between
the caries-preventive effect of daily use of fluoridated
toothpaste and the prevention of dental caries®”. The
decision of what fluoride levels to use for children
under six years of age should be balanced with the
risk of fluorosis®®. Using a fluoridated supplement
with a high fluoride concentration in children under
six years of age may increase the risk of fluorosis.
Therefore, the provision of fluoride toothpaste is
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considered as an effective community strategy for pre-
venting tooth decay in the permanent teeth of children
and young adults. Such strategies mainly concern
high-risk groups who are socially and economically
disadvantaged. Topical fluorides, in the form of tooth-
paste, mouth rinse, varnish and gel, are effective car-
ies-preventive measures. However, there is uncertainty
about the relative value of these interventions®*. One
Cochrane review®* suggests a substantial caries-inhibit-
ing effect of fluoride varnish in both permanent and pri-
mary teeth; however, the quality of the evidence was
assessed as moderate, as it included mainly studies with
high risk of bias, with considerable heterogeneity.
Fluoride toothpastes, in comparison with mouth
rinses or gels, appear to have a similar degree of effec-
tiveness for the prevention of dental caries in children.
Acceptance is likely to be greater for fluoride tooth-
paste. Cochrane reviews of paediatric dentistry were
of high quality. They provided strong evidence that
topical fluoride treatments and sealants are effective
for children and adolescents and thus should be
implemented in practice. However, a substantial num-
ber of reviews yielded inconclusive evidence®. Evi-
dence suggests that low-fluoride [<600 parts per
million fluoride (p.p.m. F)] toothpastes provide less
caries protection than do standard (1,000 p.p.m. F) or
high (1,500 p.p.m. F) concentration formulations.
However, low-fluoride toothpastes are appropriate for
very young children (under seven years of age) at low
caries risk, particularly if living in fluoridated areas.
For other young children, higher concentrations of
fluoride should be used. Small amounts of toothpaste
are comparable in efficacy to large amounts. Cochrane
reviews revealed that sealants are effective in high-risk
children but information on the magnitude of the ben-
efit of sealing in other conditions is scarce. The rela-

tive effectiveness of different types of sealants has yet
to be established®’.

PERSPECTIVES

Three major health challenges of the next 20 years are
advanced®®. The first domain is the health challenges of
vulnerable groups in low- and middle-income coun-
tries. Seventy per cent of the world’s poor now live in
middle-income countries rather than in low-income
countries; thus achievement of the grand convergence
will require attention to be focused on lower-income
groups in rural subregions of middle-income countries
and populations in low-income countries. The second
domain is that a second demographic transition is
occurring: a bulge in the adolescent band of the popula-
tion pyramid®’. This group will soon be entering adult-
hood and can be reached now with health-preventive
interventions, vaccination and education to improve
the quality of their life and health in the future. The
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third domain is the effect of medical expenditures on
households and societies. As the GDP of low- and mid-
dle-income countries rises, health spending will inevita-
bly increase, and these countries will need to take steps
to prevent unproductive cost escalation. Prompted by
the 20th anniversary of the 1993 World Development
Report, a Lancet Commission revisited the case for
investment in health and developed a new investment
framework to achieve dramatic health gains by 2035,
NCD Alliance propose five overarching priority actions
for the response to the crisis: leadership; prevention;
treatment; international cooperation; and monitoring
and accountability®>. The priority interventions were
chosen for their health effects, cost-effectiveness, low
costs of implementation and political and financial fea-
sibility. This approach aims to encourage policy-mak-
ers to take scientific evidence into consideration when
developing new policies. International organisations,
such as FDI, have undertaken to contribute to the pro-
duction of knowledge, either through their own publi-
cations or through the co-financing of research in the
academic world. It is certain that the work developed
in phase 2 was only an intermediate step towards a bet-
ter understanding related to the promotion of oral
health strategies. At the end of this partnership, the sus-
ceptible elements issue from LLL phase 2 should con-
tribute to a wider public health perspective.
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