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"ROLE PLAYED BY THE DENTAL PROFESSION IN PUBLIC HEALTH PROGRAMMES"
Dr. Mala S. Dixit *

Whilst the history of medicine as a whole can be traced back
through many centuries, the concept of Public Health
Dentistry can only be traced back to the 18th century.
Perhaps because dental decay and diseases of the gingiva
and supporting bone are rarely direct causes of mortality,
one had to wait another 100 years for the first reference
to preventive dentistry which is the fore runner of dental
Public Health Services.

Dentistry has generally been regarded as a limited service
to the individual, aimed at preventing and treating diseases
of the teeth and supporting structures. Its relationship to
Public Health was not recognised until the early years of
the twentieth century, When the National Dental Association
in the U.S. of America now ADA founded an oral hygiene
committee. Prof. Ernst Jessen founded the first municipal
school dental clinic in Germany, and school children in
Great Britain began to receive instruction in oral hygiene
{Ennis 18967). In 1900, the Federation Dentaire Internationale
established a commission of oral hygiene which became the
commission on Public Dental Health Service and is now the
commission on Oral Health Research and Epidemiology.

Dental Public Health has been defined as the science and
art of preventing and controlling dental diseases and of
promoting dental Health through organised community
effort (Young and Stiffler 1969). It was well into this century
before the pattern of Dental health care showed the first
signs of changing from a problem for the individual and his
dentist to one falling within the scope of Public Health, for
modern research has shown that certain aspects of dental
health cannot be approached on an individual basis to be
effective on a large scale as preventive measures require
public health programmes.

With the changing society the outlook of man towards
dental health is also changing and this can be linked with
two aspects of changing society; urbanisation and the rising
standards of living. The resultant of this change has made
what were once luxuries into everyday necessities. But
again it is the sick individual who takes the initiative and not
the service. This can be reasoned out as inability to afford
the prospective monetary cost, unable to gain access to the

appropriate practitioner unaware of illness as is often the
case with dental diseases.

These practical factors are outweighed by more personal
and psychological ones like cultural norms or following folk
remedies. religious invoation etc. To sum up the equation
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of forces which decide whether or not the patient seeks
treatment may be in part practical, in part cultural values
of his saciety and in part his own-personal make-up which
includes physiological, psychological and sociological factors.

Dental pain is troublesome but rarely crippling or fatal, so
the determination to seek treatment depends on the value
attached to oral health. It is here where the community
Dentistry plays an important role in bringing about awareness
in the minds of the people regarding the various oral and
dental health maintenance programme by changing their
attitude towards dentistry and create an urge in the minds
of the people to look after their oral health. It helps them
to take a right decision i.e. rather than waiting for pain to
signal the need for treatment, he has ideally, to go to the
dentist before such warnings appear.

Certainly, if a dental care programme is ever to reach its
long-term goal of dental health or all, it must have a basis
in prevention of disease rather than treatment as its
consequences.

Thus the dental profession through community servies
makes an attempt to render services to all strata of the
population via the local and regional bodies in the respective
areas, through various voluntary organisations, through
mobile dental comps, and dental care delivery systems,
primary health centres etc. The manpower inludes qualified
dental surgeon, dental auxillaries and dental students who
are introduced to their community and to the rigor of his
professional career beyond the protective dental school
environment.

Community dentistry under takes programmes under 4
heads: :

|  Community Efforts
a) Community water fluoridation
b) School water fluoridation
c) Fluoride supplement programme
d) Fluoride mouthrinse programme
Il Individual
a) Fluoride dentifrices

b) Oral hygiene practices : teaching the population the
efficiency of tooth brushing rather than frequency
to maintain gingival health.

c) Importance of oral physiotherapy.

d) Helping the people to make the right choice of
tooth-brush and paste.




|l Professional

a) Topical tluoride application

b) Adhesive tooth sealants

c) Plaque control programmes

d) Diet counselling

e) Dental caries suseptibility tests.
IV Co-Operative efforts

Where there is interaction between the community,
individual and professionals eg. counselling of expectant
mothers.

The objectives of Community dentistry rightly put forward
by Royal Commission on National Health Service.

1) To encourage and assist individuals to remain healthy.
2) To provide equality of entitlement of health services.
3) To provide a broad range of services of a high standard.
4) To provide equality of access to these services.

5) To provide a service free at the time of use.

6) To satisfy the reasonable expectations of users.

7) Toremain a national service responsive to local needs.

For a decision making in Dental Public Health it is imperative
to know the oral health status of the population and its
determinants. This kind of epidemiological information
constitutes the base for formulating different strategies for
dental care including dental health education programmes
and dental manpower planning.®

Dental health education has usually been aimed atincreasing
the level of dental health knowledge or beliefs changing
attitudes or modifying dental health behaviour. This reaoning
is based upon the assumption that individuals are rational
actors tending to make health choices provided that they
have been given sufficient information on which to base
their choices.®

In this way health message may become meaningful in
communication with others. It follows from this reasoning
that during the process of communication a message may
produce two types of effects. Firstly a communication may
persuade other individuals to change attitudes or to adopt
a new behaviour. Secondly it may induce self persuation
process because when one speaks one may produce the
same effect upon oneself as on others. This means that
interpersonal communication may be a key variable in order
to modify health behaviour and the stimulation of
communication about a health issue, could be an important
goal for health education.®

It is generally agreed among health educationists that
children are an important target group of Dental health
education. Behaviour which is learnt during the child's first
years becomes deeply ingrained and resistant to change
Dental health education given to mothers and aimed at
children is more concerned with forming habits, rather than
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trying to change established routines. Intervention that
requires behavioural change at a later stage is more difficult
to implement and the chances of it benifiting dental health
are less. If positive dental health routines are taught in early
childhood later health education intervention can be of a
reinforcing nature.?

Dental care programmes have little chance of success
regardless of how effective the treatment is if individuals
and public authorities do not adopt effective preventive
measures. In addition individuals should recognise their
own dental needs (felt needs) and translate them into a
demand for service.

In conclusion, public health involves the efforts of man to
better his health through organised community efforts.
Prevention of disease is a prime objective of Public health
work and where team work is most often of great advantage.
Community responsibility may also include the treatment of
disease for certain gorup within the population and the
limitation of disability in the make of disease.*

Dentistry is a new corner to the field of public health
because good preventive measures have been lacking until
recenty because dental disease is only indirectly akiller. Yet
the place of dentistry in a public health programme is now
well established and new preventive measures are now
beginning to open the prospects of a successful reduction
of dental disease, to the point where treatment facilities for
the reminder will prove adequate. This challange arouses
our interest not only in the science of public health but in
the art of public health services.*
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