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Preface

ilored and personalized advice and to thereby educatkange of government, new guidance and new policies a eet den

eir patients on the steps that are necessary to secure tahpublic health at a greater rate than other dental specialties. For
health. However, there is only so much that can be achievedthig reason, the intention of this book is to raise awareness and pro
such one to one, ‘downstream’ interventions. It is crucial that allide pointers and ags that can be followed up via more exhaustive
members of the dental team appreciate the wider determinami$ormation sources.
of health and the impact of lifestyle and life circumstances on the While the basic principles of the discipline are universal, a
health and oral health of their patients. e population has notcomplicating factor in writing a book on dental public health in
bene ted equally from the signi cant improvements in oral healttthe United Kingdom is the four di erent — sometimes very di er
observed over the past four decades. at one half of all diseasedt — models of care that have evolved in the constituent countries
teeth are concentrated in just 7% of 5 year olds serves to highligbitowing devolution in 1999. Where possible, attempts have been
the health inequalities that pervade our society. It is crucial thatde to illustrate di erences across the United Kingdom, but at
from the earliest stage of their training, the next generation ef detimes this is limited by the constraints of space.
tal professionals have an appreciation that the lives of others aree primary audience for this book is undergraduate dental,
frequently very di erent from their own. dental therapy and dental hygiene students, together with those

Dental students rightly spend the majority of their time learnin Dental Foundation and Core training and those preparing for

ing the theoretical, practical and clinical skills necessary te prd&dDFS or MJDF examinations. e book should also prove a-use
tise their chosen profession. O en it is only relatively late in theful resource for those preparing for the Diploma in Dental Public
course that their attention turns to the environment in which thejdealth examination or the Overseas Registration examination.
will have to deliver dental care and earn their living. It is importawhile at an entry level, the book may also act as an aide mémoire
to have an appreciation of the issues involved in the organizatidor, those undertaking specialty training, and may indeed be of use
commissioning and delivery of oral healthcare at dental practide,any member of the dental team who has an interest in the vast
regional, national and international levels. e principles of evi range of topics now embraced within dental public health.
dence based practice are of ever increasing signi cance in achiev e concepts arising in dental public health can be challenging
ing this. In its guidanc@reparing for Practicéhe General Den from an academic perspective. Twenty years teaching the subject
tal Council has placed great emphasis on learning outcomes thate taught me that it is one that students tend to love or hate. It is
fall within the remit of dental public health. All of these factorsy hope that this book might go some way to encouraging more

Mmbers of the dental team are in a unique position to o géhe factors in uencing public health practice evolve at a pace — a

emphasize the need for an understanding of the discipline. of the former and less of the latter.

e intention of this book is that ‘at a glance’ dental profession
als will be able to come to a basic understanding of the principles I.G. Chestnutt
and practice that relate to the science and the art of improving Cardi
oral health at both an individual and a population level. Of course, April 2015

vii
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What is dental public health?

Figure 1.1 Components of Dental Public Health Practice
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disease, promoting oral health and improving the qualitytbése relate to one another are shown in Figure 1.1. e core values
life through the organized e orts of society. of public health practice are as in Table 1.1.
In contrast to clinical dental practice, where the focus is on A comparison between clinical dental practice and dental pub
looking a er individual patients, in dental public health practicdic health practice is shown in Table 1.2.
the focus is on populations or de ned groups within a popula
tion. e de nition here refers to science Dental public health
requires a sound knowledge of the factors in uencing the aetiol .
ogy, detection, measurement, description and prevention of oralhe pUbllC health approach
disease and the promotion of oral health. It also refeast tois e Faculty of Public Health, the professional body that is respon-
involves advocacy, policy development and the politics of haible for setting standards in public health practice in the UK,
dental care is prioritized, organized, monitored and paid for idescribes the public health approach as:
societies. t population based

Dental public health is the science and the art of preventing orak key components of dental public health practice and how



Table 1.1 Core values of public health practice as de ned by the
Faculty of Public Health in the UK Oral epidemiology is the study of oral health and oral disease and

their determinants in populations.

t Equitable

t Empowering

L E ective

E Ev!dence based is refers to measurements and statistics that describe popula
ait tions. It involves recording factors such as the age structure of the

t Inclusive . . . . .
population, ethnic composition and educational attainment.

Table 1.2 A comparison between clinical dental practice and dental

public health Understanding numbers and the inferences that can be drawn
from them in reviewing disease trends and service provision is a
Individual clinical practice  Public health practice key skill, as is the ability to appraise and conduct dental research.
Individual patients Populations and de ned groups
within populations
Examination Epidemiology, surveys Health promotion is the process of enabling people to increase
'l?rlsgtﬁglnst lanning éfi?)?i?iszr:t?é]rtn g;ge;rggramme control over their health and its determinants and thereby to
planning improve their health. Health |mpr_oveme_nt recognizes that thg
Informed consent for Ethics and planning approval determinants of health can be outside an individual's control and is
treatment designed to address so calledler determinants of healduch as
An appropriate mix of care, Programme implementation education, housing and employment. It is also designed to address
cure and prevention the gaps in health between areas of high and low social and eco
Payment for services Programme budgeting/ nance nomic provision — gaps known dgalth inequalities’
Evaluation Appraisal and review

t emphasizing collective responsibility for health, its protectioR0ciology is the study of the development, structure and func
and disease prevention tioning of human societies. An understanding of these factors is
t recognizing the key role of the state, linked to a concern for tfaportant in improving health and organizing healthcare services.
underlying socio economic and wider determinants of health, as

well as disease
t emphasizing partnerships with all those who contribute to thigsychology is the branch of science that deals with the human
health of the population. mind and its functions. In a public health context, an understand

How this applies to dental public health is shown in Table 1.3. ing of psychology is important in relation to behaviour change.

Key d|SC|pl|neS In dental pUb“C healthHeaIth economics concerns the need for, demand for and supply
In order to practise dental public health, knowledge of the fellovf health and healthcare. In the context of dental public health, it
ing disciplines is important. relates to how resources are distributed and the e ectiveness and
e ciency of services. How care is commissioned and paid for is
: . ; an important element of how dentistry is organized and delivered,
Table 1.3 e public health approach as applied to dentistry and dental public health practitioners need a clear understanding
of these issues.

Dental public health:
t Is concerned with the oral health of populations
tin a city or de ned geographical area
dte'r’:l g‘ ?:”r'“cglzr grgﬁ,‘ﬁ’ d?g:hglggrp“g'?g de ned by a common penta| services are in competition with other forms of healthcare,
grapnic, €.g. ’ peop hether paid for by the state or by individuals. ey therefore need

t in a group of people with social circumstances in common, e.g. . X
homeless people, people with drug and substance abuse problefi§s be organized, managed and planned. Allocation of resources

{ Recognizes that responsibility for health and prevention of orawithin a publicly funded dental service should be done in propor
disease is shared between individual people and healthcare profggn to need and likelihood of bene t. Dental public health practi-

sionals, and that people should be empowered to look a er theifi,hqrs will be called on to give advice to health service managers

own health. d h . I . f d
t Is conscious that as health is markedly linked to people’s lifestyl@§d Nance o cers on the appropriate allocation of resources an

and life circumstances, it needs to take account of how the risk & 0 er guidance on how dental services are planned and delivered.
poor oral health is not equal across populations, e.g. levels of dental
caries in children are closely correlated with social and economic

deprivation. . T -
t Implies that to improve health, it is necessary to work on poHC)Ewdence based practice is designed to ensure that wherever pos

development at a high level and across disciplines. As an examp#le, the dental care that is delivered has been shown to be that
legislation making the wearing of seat belts compulsory is importarwhich is most e cient and e ective. It is the role of dental public
in preventing facial injuries in road tra ¢ accidents; taxing tobaccopeaith practitioners to facilitate such practice. ose responsible

sales is important in moderating smoking. In health improvemen : .
programmes in schools, dental public health practitioners need t[éor dental pl_Jb“C health need to_understand the theory of evidence
work outside health and collaborate with school teachers and-educBased dentistry to support the improvement of oral health and the

tion authorities. delivery of e ective care.



Health, oral health and their determinan

Figure 2.1 The determinants of health.  Source: Adapted from Dahlgren and Whitehead (1991). Reproduced with permission from Institute fo r
Futures Studies.
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Hea|th and are to a large degree outside their direct control. As an exam
ple, peer pressure may lead a teenager to feel compelled to have
an intra oral piercing, or advertising may persuade people te con
fne foods that are high in sugar (Figure 2.2).

e most widely accepted de nition of health is that o ered by the
World Health Organization in 1948, which states:

Health is a complete state of physical, mental and social wé
being and not merely the absence of disease or in rmity.

e key point in this de nition is that health is more than sim
ply not being ill. It encompasses all of an individual’s being. Today

health is also recognized as not solely a desired state to acquireyfsitaction with others and the support that they provide are rec

a means to enable individuals to live their lives to the full and ‘Bgnized as important determinants of health. Peer support and

all they can be' social interaction are necessary components of health for most
people.

Oral health

Mirroring the de nition of general health, oral health can be
de ned as follows:

Oral health is a standard of health of the oral and related tissoes
without active disease. at state should enable the individual to eat, the highest level, social and economic factors have a major
speak and socialize without discomfort or embarrassment and #onence on health. Policies decided at national and international
tribute to general wellbeing. levels have impacts on health. e ability of a community or coun

is means that while a patient may have no active dental decagty to provide basic education for its population, for example, will
or periodontal disease, if they are embarrassed by the appeararsg an impact on health literacy. e proportion of a country’s
of their teeth when they smile, then they cannot be said to be hgvess domestic product (GDP; i.e. the country’s wealth) that is
true oral health. is de nition also recognizes that good oral devoted to health services can in uence how easy it is to access
health is integral to good overall health. Older people who canmfedical and dental care. ere are large variations in the prepor
eat properly because they lack su cient teeth or have inadequaien of national wealth that is spent on health in di erent coun

dentures may become compromised nutritionally. tries. In 2012 the United States spent 17.9% of GDP on healthcare,
e impact of oral disease on individuals can be measuredvhile the United Kingdom devoted 9.4% and France spent 11.7%.
usingsocial dental indicators(Chapter 4). In developing countries the proportion of national wealth spent

on health services is typically low, of the order of 3-5%, while at
. he same time vast sums are o en spent on military and defence
Determinants of health and oral healtiemies P ’
Determinant simply means ‘factor in uencing’ Many things can e impact of the environment on health is of major concern.
in uence health. e diagram in Figure 2.1 was drawn by Dahl Worldwide issues such as global warming may in the long term
gren and Whitehead in 1991. It illustrates the concept of healfave signi cant implications for health. However, even in the pre
being in uenced by factors that operate at di erent levels. sent environmental issues can in uence health and oral health.
Overexposure to sunshine and lack of use of protective sunscreens
can cause skin cancers in the head and neck region. Underexpo
First, health is determined by factors innate to the individual. Soire to sunshine can result in lack of vitamin D and in diseases
age, gender and genetic make up will all in uence health. eseuch as rickets.
determinants are not easily amenable to change. For example, a
degree of attachment loss and periodontal recession is almost inev
itable as a patient ages, although this will probably re ecta mixtfe|fecourse analysis
of ageing and exposure to the next level of determiridetyle. s approach to understanding the determinants of health looks
at how events in early life or across generations can a ect sus
ceptibility to disease in adulthood. Lifecourse studies investigate
Health and oral health can be markedly in uencedlifgstyle.  biological, psychological and behavioural factors and how these
Diet, smoking, consumption of alcohol and lack of exercise all haygerate during gestation, childhood, adolescence and young
the potential to in uence health. Dental caries is caused by expalulthood to in uence disease in later life (Figure 2.3). ese
sure to excess fermentable carbohydrates (sugars), and smokjpgs of study involve following up a cohort of people over time.
tobacco is a signi cant risk factor in the aetiology of periodontaln example is the Dunedin Multidisciplinary Health and Devel
disease and oral cancer (Figure 2.2). opment study. is recruited a pool of children born in the Otago
Region in New Zealand in 1972 and 1973 and has examined them
at ages 3, 5, 7, 9, 11, 13, 15, 18, 21, 26, 32 and, most recently, at
While lifestyle can be thought of as things people do to themselvage 38 (2010-12). Oral health has been investigated as part of
(behaviours)life circumstancesare things that are donepeople this study.
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Basic epidemiology

Figure 3.1 What is epidemiology? Figure 3.2 The principle components of an epidemiological
study

Epidemiology is the study of the
distribution and determinants of

diseases and injuries in populations People
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— distribution = location
— determinant = cause or risk factor

Figure 3.3 UK population by age and gender 2011 and 2001.  Source:
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Epldemlology Oral cancer is more common in older people and in men. If we

Epidemiology, from ‘epi’ = about and ‘demos’ = people, is that br&ggdntergste? n dea/tAhs due t? orzl cancer, age an Ee?der act Ias
of science that deals with the study of the distribution of health S ounb Ing factors. s aresu t,_w en companEg . eaths from orr]a
illness and their determinants (or in uencing factors) in populatioﬁ'@,mcer etween two cities, it Is Important to take into account the

or groups of people, at a particular time or over a period of € a_nd gender structure of th_ose communmes._For example, a
(Figure 3.1). city with a large student population would have a di erent age and

us, in an epidemiological study three key elements can b ender _structure to a seaside town to which many older people
identi ed: people, place and time (Figure 3.2). ave retired.

- . . . Standardized mortality ratio (SMR)
DeSCrlblng dlsease In pOpUIatlonS To overcome this problem and allow comparison of deaths due to
oral cancer, taking into account confounding factorstaadard
Count data ized mortality ratio (SMR) is calculated:
e simplest measure in an epidemiological study is a count of the
number of people in an area a ected by a particular condition at SMR
one point in time. For example, it is possible to state that there were

x people a ected by oral cancer in a given country on a given dgy (o this, the deaths in a particular area are compared with a
(assuming that we could accurately identify and count this). isyider population. In the above case we could calculate the deaths
information can be used to plan services. Howeeemt dataon  j, gj erent age bands and for males and females in the whole
their own are of limited value. is is because they do not contaioyntry. is constitutes the expecteddeaths. We could also work
denominator data at means it is not known how many people ot the deaths in these same age bands and by gender in-our uni
have the condition out of those who could possibly be a ected. §é’rsity city or seaside town. is is thebserveddeath rate. e

in the oral cancer example, simply reporting the number of peopigtya| or observed number of deaths can then be compared with
with oral cancer gives no idea of whether a large or small propg{e expected number. e ratio of observed to expected deaths
tion of the population is a ected. It would not therefore be-posyjyes the mortality ratio, and is usually expressed as a percentage.
sible to identify changes over time (as the number of people at rigknortality ratio in the whole county is 100 (because the number
may change) or to make comparisons between di erent areas @rexpected and observed deaths is by de nition the same). If the
countries. For this reason, data in epidemiology are almost alwgys,jting value is greater than 100, that would indicate that oral

_ Observed number of deaths per yea
~ Expected number of deaths per year

reported asatesor proportions. cancer related mortality was unfavourable, even having accounted
for the age and gender structure of the population. A value of less
Prevalence than 100 indicates a more favourable mortality.

One of the most common ways of describing the amount of disease
in a population is by reporting th@evalence

Prevalence is the proportion of people with a disease at any @&mOg raphy

point (point prevalencior period geriod prevalencein time. Demography is the scientic discipline that studies popula
tions and how they are a ected by factors such as births, deaths,
Incidence gender, age structure and migration. Population structure can

While prevalence describes the amount of disease prasent P€represented by population pyramid, such as that shown in

given point or period in time, incidence describes the amount 5fgure 3.3. e population is plotted in ve year age bands, with
new disease that occurger a given period of time. numbers of males on the le and numbers of females on the

_ _ ) ) right. e shape can be used to deduce the relative number of old
Incidence is the number of new cases of a disease in a de red gRBUoungpeople in a population. e UK population structure
lation over a de ned period of time. Incidence measures eventss—tgpical of aNestern developed country, where the top of the
change from a healthy to a diseased state. pyramid is relatively broad, indicating a low young:old person

It is important to remember these terms and use them correctf@lio- A population pyramid for a developing country would have

In common usage, for example in the press and media, the teffn@uch broader base and more steeply sloping sides, indicating a

prevalence and incidence are frequently employed incorrectly afigh young:old person ratio. _
interchangeably without regard to their correct meaning. Increased longevity and a greater number of older people in the
UK population have seen the ratio of young top#dple decrease

: in recent years. Age structure can also be a ected by migration.
Standardized data Migrants tend to be young and to have maheldren. Health
Standardization is a technique that is used to account for the e eseofice planners need to make provision for spopulation
confounding factors in populations. changes.



Principles of measuring and recording o

disease and oral health

Table 4.1 Common dental indices and the conditions they

Table 4.2 Interpretation of the strength of agreement determined

measure by the kappa () statistic

Index Condition measured Value of Strength of agreement
DMFT/dm (decayed, missing Dental caries 1.00-0.81 Very good

and lled) 0.80-0.61 Good

RCI (Root Caries Index) Root caries 0.60-0.41 Moderate

Community Periodontal Index of Periodontal disease 0.40-0.21 Fair

Treatment Need (CPITN) — Basic <0.20 Poor

Periodontal Examination (BPE)
Plague Index

Modi ed Gingival Index

IOTN (Index of Orthodontic
Treatment Need)

PAR (Peer Assessment Rating)

Erosion Index

Dean’s Index
Modi ed DDE

Dental plaque
Gingivitis
Orthodontic treatment need

Orthodontic treatment
outcome

Erosion/non carious tooth
surface loss

Fluorosis

Developmental defects
of enamel

Table 4.3 Reasons for measuring and recording oral disease

At an INDIVIDUAL level

At a POPULATION level

Clinical management

To aid

diagnosis

To aid

treatment
To measure
individual
treatment need
To measure
individual

treatment outcome

To record the prevalence
of disease in a population

To aid understanding of
the aetiology of diseases

To provide an indication
of population treatment
need

To evaluate the
e ectiveness of public
health programmes

Research (e.g. in clinical trials)

To test

the e ect
of new
treatments
or products

Table 4.4 Oral Health Impact Pro le 14 (OHIP 14)

Dimension  Question — How o en in the last 12 months...
Functional Have you had troublpronouncing any words
limitation because of problems with your mouth, teeth or
dentures?
Have you felt that yowsense of taskeis
worsened because of problems with your
mouth, teeth or dentures?
Physical pain Have you hagbainful achingn your mouth?

Have you found itincomfortable to eat any foods
because of problems with your mouth, teeth or
dentures?

Psychological Have you beegelf consciousecause of your

discomfort mouth, teeth or dentures?
Have youelt tensdecause of problems with
your mouth, teeth or dentures?
Physical Has yourdiet been unsatisfactdogcause of
disability problems with your mouth, teeth or dentures?

Have you had titerrupt mealdbecause of
problems with your mouth, teeth or dentures?
Psychological Have you found itli cult to relax because of
disability problems with your mouth, teeth or dentures?
Have you been a l#imbarrassebecause of
problems with your mouth, teeth or dentures?
Have you been a hititable with other people
because of problems with your mouth, teeth or
dentures?
Have you hadli culty doing your usual jobs
because of problems with your mouth, teeth or
dentures?
Have you felt that life in general wass
satisfyingoecause of problems with your mouth,
teeth or dentures?
Have you beetotally unable to functiohecause
of problems with your mouth, teeth or dentures?

Social
disability

Handicap

Responses on a 5 point scale coded O=never, 1=hardly ever,
2=occasionally, 3=fairly o en, 4=very o en

SourceSlade 1997. Reproduced with permission from John Wiley & Sons.



What iS a denta| index? accountagreement that has occurred by chance. e Kappa sta

In order to record the presence of dental disease, a suitable mdifHg 1 _reported as a value between 0 and 1 and itis interpreted as
of recording the presence, extent and severity of the condition, ifrPWn n Table 4'2_‘ . .
consistent fashion, is required. Such recording systems are terrﬁe@uam' able — It IS an advantage if the output of a dental index
dental indices(singular dental index). Over the yeamsmerous IS amer):?\ble to st.atlstlc_al analysis.

dental indices have been developed and standardized wayst Sensitive— An ideal index should be able to detect and record

recording most dental conditions and pathologies exist. Exampl?g'a" chgr;?es in Ievzl§ (()jf d'siasfa dio] )
of commonly used dental indices are shown in Table 4.1. Reversible- A good index should respond to improvements in
the dental condition being measured.

t Future risk — It is an advantage if a dental index can give an

The properties Of an idea| denta| inde'y(dication of the future risk of disease.

An ideal dental index should have the following features: Few dental indices meet all of these ideal characteristics.
t Simple — e index should be simple to understand and easy

to learn. is is important if large numbers of clinicians are toly(yhy iS it necessary to measure and

be taught how to use the index in a consistent fashion. It sho .
also be simple to administer. An index that takes a long time tecord dental disease?

record reduces the e ciency of collecting data in epidemiologicélleasuring dental diseases can be viewed from two perspectives:
surveys, where clinicians need to record a large amount of datanirthe context of measuring disease either inirghvidual in

a short period of time. a clinical context or in anindividual as part of a population

t Objective — ere should be as little scope as possible fogroup. e reasons for measuring in these contexts are described
subjective interpretation on the part of the examining cliniciarin Table 4.3.

is limits the chances of di erent clinicians recording di erent Many dental indices were initially developed for use in research
levels of disease when examining identical clinical conditions. studies (e.g. plaque and gingivitis indices) and then subsequently
t Clear cut categories- e division between di erent categories used in clinical treatment settings. Other indices employed in the
or codes used within an index should be clear. It is also helpfullifignosis and clinical management of patients were derived from
these categories relate to distinct stages of the clinical conditindices initially developed for use in epidemiological surveys. For
being measured. If these distinct stages relate to di erent treaistance, the Basic Periodontal Examination (BPE) evolved from
ment needs, then it is possible to construct an index that not otthe Community Periodontal Index of Treatment Need (CPITN).
measures the presence of a disease, but can gimdi@ation

of treatment need Common examples include the Community . . .

Periodontal Index of Treatment Need (CPITN) and the Index obocio-dental indicators of oral health
Orthodontic Treatment Need (IOTN). e dental indicators described in Table 4.1 measure dental dis

t Valid — e index must measure what it is intended measure. eases from aormative perspective. at means that the disease
For example, an index designed to measure early dental deisayery much judged from a clinician’s perspective. erefore these
(white spots) must not be confused by developmental hypopla#iidices do not capture the full impact of the disease on the patient
(which can also appear as a white/demineralized spot). in terms of how they function, or the impact of the disease on
t Reliable —Each time the index is used it should record the sartieeir general health or on their lifestyle and daily living. A range
outcome (provided of course that the disease remains the sanagjndices callegocio dental indicatorshave been developed to

is relates to the properties of the index. capture the impact of dental and oral disease beyond the mainly
t Reproducible — Each time the index is used it should recorghysical signs and symptoms on which traditional indices rely.

the same outcome, either when two di erent examiners use the A commonly used socio dental indicator is tbeal Health

index to measure the same conditiamtér examiner reproduc-  Impact Pro le (OHIP) . When originally devised thisomprised
ibility ) or when the same examiner measures the condition &9 questions, buta more user friendly version with jusjtisétions

two di erent occasions ilfitra examiner reproducibility). is has been develope®KIP 14; see Table 4.4). is asks two

is provided, of course, that the condition being measured has mptestions on each of seven dimensions of impact. Patients are asked
changed between examinations. e degree of agreement betweesing a ve point scale how commonly they haperienced

or within examiners is measured statistically using Kappa these impacts in the past 12 months and a score is derived. is can
statistic (). is is a more robust measure than simpbgalculating be used to compare the impact with population norms or to inves
the percentage agreement between examiners, as takes ligate the e ect of providing di erent forms of treatment.



Epidemiology of dental caries

Figure 5.1 The DMF/dmfindex for r ecording dental caries

Figure 5.3 Calculation of the signi cant caries index.
f ... Adapted from Bratthall 2000 with permission fro m
John Wiley & Sons.
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Figure 5.5 Schematic r epresentation of changesinth e
distribution of dental caries in childr  enin the
United Kingdom 1970 and 2015
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Figure 5.2 Extent of dental decay as de ned in conventional
dental epidemiology surveys
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Figure 5.4 Obvious dental decay in 15 year olds in the
UK 1973-2013. f ... Health and Social Care Information Centre 2015.
(1973 = England & Wales only, 2014 = England, Wales and Northern Ireland)
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Recording denta| Caries in oral hea|thUnited Kingdom by local health bodies in collaboration with th

British Association for the Study of Community Dentistry. e
Surveys decennial and BASCD surveys have provided key information

oral health needs assessment and dental service planning.
The DMF/dmf Index

Dental caries is recorded using the DMF/dmf Index. is records . . ; .

the number of teeth that adecayedmissing offilled as a result Caries prevalence in the United King
of dental caries (DMFT/dm) or the number of tooth surfaces

(DMFS/dmfs) similarly a ected. Conventions for use of the index_hildren

for

dom

are shown in Figure 5.1. Figure 5.4 shows changes in the prevalence of dental carigs in

is is the most widely used caries index. Decay can be score year olds. is illustrates the remarkable improvement tha

at the Q, D, and D levels (Figure 5.2). e majority of dental there has been in oral health in the United Kingdom in the past f

surveys and clinical trials around the world have been conductgécades. It is di cult for the current generation of dergaldents

using the DMF Index, with caries scored at theldvel, or into  to appreciate a time when half of all 15 year olds had eight or m

dentine (Figure 5.2). e components of the index can be used tgecayed permanent teeth. e changes observed can to a large

calculate treatment need, provision and failure. be attributed to the introduction of uorideontaining toothpaste,
which became widely available from the early 1970s onwards.

ICDAS International Caries Detection and

Assessment System Adults

is index uses two scores per tooth surface. e rst code relates e number of sound untreated teeth by age in England is show

to the restorative status of the tooth, the second to the caries statugable 5.1. From this it is apparent that mean number of te

e ICDAS index was developed primarily to enable the degree afina ected by dental caries increased across all age groups bet

caries progress into dental enamel to be recorded in greater det8if8 and 2009. Changes in the pattern of tooth loss in adults

than is possible with the traditional DMF Index. Full details of thehown in Figure 9.1.

index can be found on the ICDAS website (www.icdas.org).

o _ Changes in the distribution of dental

Signi cant Caries Index caries in the population

is index was developed to take account of the skeweghnimportant change in the way dental caries is distributed acr

distribution of dental caries in populations. e large proportion the population occurred as oral health improved. In the ea

of caries free individuals can mask the true extent of caries 1970s, dental caries in children was normally distributed; t

a ectedindividuals by reducing the population mean (Figure 5.3)s while a small number of the population were caries free,

To calculate the Signicant Caries Index, individuals are sortgflajority of the population experienced decay to a greater or le

according to their DMFT values. e third of the population with degree. As oral health improved, the caries free proportion

the highest caries score is selected and the mean DMFT for this population increased, but the disease burden fell on a sm

subgroup is calculated. proportion of the population. e distribution of the disease
became skewed (Figure 5.5). ose a ected by caries increasin
were from more deprived social and economic circumstances

Epldem|0|oglcal SUVVeys for dental Caaﬁﬁer 19). is gives rise to the concept of a ‘high risk’ group i
There is a long history of oral health surveys in the Unitale population.
Kingdom.

Decennial SUrveys Table 5.1 Mean number of sound and untreated teeth by age in

Since 1968 a series of surveys of the oral health of adults and chil land, 1978-2009

has been conducted every ten years (traditionally adults in years

ending in 8, although the 2008 survey slipped to 200%Hldlen  Age (years) 1978 1988 1998 2009

in years ending in 3). ese initially covered all of the United 16-24 175 517 23.7 26.1

Kingdom, but following devolution of responsibility for health to 55 3,4 14.1 16.4 195 24.0

the Scottish Parliament, Scotland has not par