
E-Mail karger@karger.com

Review

 Med Princ Pract 2014;23(suppl 1):3–9 
 DOI: 10.1159/000356937 

 Strengthening of Oral Health Systems: 
Oral Health through Primary Health Care 

 Poul Erik Petersen  

 Global Oral Health Programme, Prevention of Non-Communicable Diseases, World Health Organization, 
 Geneva, Switzerland  

 Introduction 

 Around the globe many people are suffering from oral 
pain and other problems of the mouth or teeth. This pub-
lic health problem is growing rapidly in developing coun-
tries where oral health services are limited. Significant 
proportions of people are underserved; insufficient oral 
health care is either due to low availability and accessibil-
ity of oral health care or because oral health care is costly. 
In all countries, the poor and disadvantaged population 
groups are heavily affected by a high burden of oral dis-
ease compared to people who are well off. Promotion of 
oral health and prevention of oral diseases must be pro-
vided through financially fair primary health care and 
public health intervention. Integrated approaches are the 
most cost-effective and realistic way to close the gap in 
oral health between rich and poor. The World Health Or-
ganization (WHO) Oral Health Programme has devel-
oped policies and strategic directions for the improve-
ment of oral health in the 21st century  [1] . Four strategic 
directions provide the framework for focussing WHO’s 
technical work for oral health: (1) reducing the burden of 
oral disease and disability, especially in poor and margin-
alized populations; (2) promoting healthy lifestyles and 
reducing risk factors to oral health that arise from envi-
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 Abstract 

 Around the globe many people are suffering from oral pain 
and other problems of the mouth or teeth. This public health 
problem is growing rapidly in developing countries where 
oral health services are limited. Significant proportions of 
people are underserved; insufficient oral health care is either 
due to low availability and accessibility of oral health care or 
because oral health care is costly. In all countries, the poor 
and disadvantaged population groups are heavily affected 
by a high burden of oral disease compared to well-off peo-
ple. Promotion of oral health and prevention of oral diseases 
must be provided through financially fair primary health 
care and public health intervention. Integrated approaches 
are the most cost-effective and realistic way to close the gap 
in oral health between rich and poor. The World Health Or-
ganization (WHO) Oral Health Programme will work with the 
newly established WHO Collaborating Centre, Kuwait Uni-
versity, to strengthen the development of appropriate mod-
els for primary oral health care.  © 2014 P.E. Petersen, Geneva 
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ronmental, economic, social and behavioural causes; (3) 
developing oral health systems that equitably improve 
oral health outcomes, respond to people’s needs and le-
gitimate demands and are financially fair, and (4) framing 
policies in oral health based on integration of oral health 
into national and community health programmes and 
promoting oral health as an effective dimension of devel-
opmental policy of society.

  In 2007, the Oral Health Programme was given a 
unique mandate for strengthening the work for oral 
health by its two governing bodies, i.e. the Executive 
Board and the World Health Assembly (WHA). A com-
prehensive report on global oral health was prepared by 
the Secretariat (WHO Oral Health) for the governing 
bodies, and the WHA subsequently agreed on a resolu-
tion (WHA.60.17) which reads: ‘Oral health: action plan 
for promotion and integrated disease prevention’  [2, 3] . 
This statement is a wide-ranging policy that gives direc-
tion to better oral health for people in the 193 member 
states. The WHO statement is an impetus for countries to 
develop or adjust national oral health programmes, and 
the policy is a strong support for the global actions that 
have been carried out by the WHO Oral Health Pro-
gramme in recent years. The action plan for oral health 
promotion and integrated disease prevention encom-
passes several elements.

  The Resolution Urges Member States to: 
 • Adopt measures to ensure that oral health is incorpo-

rated into policies for the integrated prevention of 
chronic non-communicable diseases 

 • Take measures to ensure that evidence-based ap-
proaches are used 

 • Consider mechanisms to provide essential oral health 
care and incorporate oral health within the framework 
of primary health care 

 • Consider the development and implementation of flu-
oridation programmes 

 • Take steps to ensure that prevention of oral cancer is 
an integral part of national cancer control programmes 

 • Ensure the prevention of oral disease associated with 
HIV/AIDS and the promotion of oral health and qual-
ity of life for people living with HIV 

 • Develop and implement oral health promotion for 
school children as part of activities in health-promot-
ing schools 

 • Scale up capacity to produce oral health personnel 
 • Develop and implement, in countries affected by 

noma, national programmes to control the disease 
within national programmes for the integrated man-

agement of childhood illness and reduction of malnu-
trition and poverty 

 • Incorporate an oral health information system into 
health surveillance plans 

 • Strengthen oral health research 
 • Address human resources and workforce planning for 

oral health as part of every plan for health 
 • Consider increasing the budgetary provisions that are 

dedicated to the prevention and control of oral and 
craniofacial diseases and conditions 

 The Resolution Requests the Director-General to: 
 • Raise awareness of the global challenges in improving 

oral health, specifically, the needs of low-income coun-
tries and of poor and disadvantaged population groups 

 • Ensure that WHO provides advice and technical sup-
port to member states for the development and imple-
mentation of oral health programmes 

 • Promote continually international cooperation and 
interaction with and among all actors concerned with 
the implementation of the oral health action plan, in-
cluding collaborating centres and non-governmental 
organizations 

 • Communicate to UNICEF and other organizations of 
the United Nation system that undertake health-relat-
ed activities 

 Policy Frameworks for Primary Health Care 

 The Ottawa Global Conference on Health Promotion 
in 1986 was the first of its kind focusing on healthy envi-
ronments and lifestyles, and health systems oriented to-
wards health promotion and disease prevention. In 2009, 
the 7th WHO Global Conference on Health Promotion 
took place in Nairobi, Kenya, and for the first time in his-
tory, oral health was addressed through a special session 
organized by the WHO Oral Health Programme  [4] . Ac-
cording to the general concept of the conference, the dis-
cussions focused on community empowerment, oral 
health literacy and health behaviour, strengthening oral 
health systems, oral health through schools, partnerships 
and intersectoral action, and capacity building for pri-
mary health care and oral health promotion. The oral 
health inputs for the Nairobi call for action included:
  • A declaration that oral health is a human right and es-

sential to general health and quality of life 
 • Promotion of oral health and prevention of oral dis-

eases must be provided through primary health care 
and general health promotion; integrated approaches 

http://dx.doi.org/10.1159%2F000356937
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are the most cost-effective and realistic way to close the 
gap in implementation of sound interventions for oral 
health around the globe 

 • National and community capacity building for promot-
ing oral health and integrated oral disease prevention 
requires policy and appropriate human and financial 
resources to reduce the gap between the poor and rich 

 Recently, WHO initiated a global analysis of social de-
terminants of health and an important report from the 
WHO Commission on the social determinants of health 
was issued  [5] . From the very beginning, the WHO Glob-
al Oral Health Programme contributed to the work car-
ried out by the Commission by focusing on the social de-
terminants of oral health. In a subsequent WHO publica-
tion  [6] , equity and implications for public health 
programmes have been outlined with the focus on prior-
ity problems in public health. The oral health chapter of 
this publication  [7, 8]  suggests several entry points for 
public health action and development of primary oral 
health care is considered most important for countries 
tackling the persistent inequities in oral health.

  Primary Health Care 

 The WHO Alma-Ata declaration of 1978 defined pri-
mary health care as  [9] :

  ‘Essential health care based on practical, scientifically 
sound and socially acceptable methods and technology 
made universally accessible to individuals and families in 
the community through their full participation and at a 

cost that the community and country can afford to main-
tain at every stage of their development in the spirit of 
self-reliance and self-determination. It forms an integral 
part both of the country’s health system, of which it is the 
central function and main focus, and of the overall social 
and economic development of the community. It is the 
first level of contact of individuals, the family and com-
munity with the national health system, bringing health 
care as close as possible to where people live and work, 
and constitutes the first element of a continuing health 
care process.’

  The 2008 World Health Report was confined to revi-
talization of primary health care  [10] . According to WHO, 
the service delivery reforms advocated by the primary 
health care movement aim to put people at the centre of 
health care to make services more effective, efficient and 
equitable. Health services that do this start from a close 
and direct relationship between individuals and commu-
nities and their caregivers. This, then, provides the basis 
for person-centeredness, continuity, comprehensiveness 
and integration, which constitute the distinctive features 
of primary care. Primary health care is commonly viewed 
as a first level of care or as the entry point to the health 
care system. It can also be taken to mean a particular ap-
proach to care concerned with continuing care, accessi-
bility, community involvement and collaboration be-
tween sectors.  Table 1  summarizes what the WHO sees as 
the differences between primary health care and care pro-
vided in conventional settings such as clinics or hospital 
outpatient departments or through disease control pro-
grammes that shape many health services in resource-
limited settings.

Table 1.  Dimensions of care that distinguish conventional health care from people-centred primary health care [10]

Conventional ambulatory medical care 
in clinics or outpatient departments

Disease control programmes People-centred primary care

Focus on illness and cure Focus on priority diseases Focus on health needs

Relationship limited to the moment of 
consultation

Relationship limited to programme 
implementation

Enduring personal relationship

Episodic curative care Programme-defined disease control 
interventions

Comprehensive, continuous and person-
centred care

Responsibility limited to effective and 
safe advice to the patient at the moment 
of consultation

Responsibility for disease-control targets 
among the target population

Responsibility for the health of all in the 
community along the life cycle; responsibil-
ity for tackling determinants of ill-health

Users are consumers of the care they 
purchase

Population groups are targets of disease-
control interventions

People are partners in managing their own 
health and that of their community

http://dx.doi.org/10.1159%2F000356937
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  Policy for Primary Health Care 

 The 2008 World Health Report on Primary Health Care 
 [10]  highlights the importance of four essential reforms: 
(1) coverage reforms that ensure that (oral) health systems 
contribute to equity in (oral) health and social justice and 
end exclusion, primarily by moving towards universal ac-
cess and social health protection; (2) service delivery re-
forms that re-organize (oral) health services around peo-
ple’s needs and expectations to make them more socially 
relevant and responsive to the changing world while pro-
ducing better oral health outcomes; (3) public policy re-
forms that secure healthier communities by integrating 
public health actions with primary care, pursuing healthy 

public policies across sectors and strengthening national 
and transnational public health interventions, and (4) 
leadership reforms that replace disproportionate reliance 
on command and control on the one hand and laissez-faire 
disengagement of the state on the other by inclusive, par-
ticipatory, negotiation-based leadership.

  Oral Health Care Globally 

 Many people around the globe suffer from oral pain or 
discomfort. It is a human right, however, that people be 
served by essential oral health care for ensuring quality of 
life. In numerous countries significant proportions of the 
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  Fig. 1.  Mean number of dentists per 100,000 populations in coun-
tries, by national income level  [11] . 
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  Fig. 2.  Mean oral health care coverage (%) in adults 18+ years of 
age with expressed need, by national income level  [12] . 
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population are not covered by such care; in particular, 
this is the case in low- and middle-income countries with 
a critical shortage of oral manpower. The availability of 
dentists across countries is shown in  figure 1   [11] . Infor-
mation about the number of dentists per 100,000 people 
is presented according to national income level. The 
availability of dentists is dramatically low for developing 
countries. In such case, primary health care workers spe-
cially trained in oral health and other ancillary staff may 
assist in early detection of illness or disease and provide 
essential care. The shortage of oral manpower is one im-
portant reason for the low coverage of oral health care 
observed in these countries. Less accessibility is another 
determining factor for people’s use of oral health services. 
Oral health care is costly and imposes a heavy barrier on 
the use of services for many poor people. The global in-
equities in oral health care based on findings from the 
World Health Survey are illustrated in  figure 2   [12] . 

Among adult people with an expressed need for oral 
health care, the mean oral health coverage varies substan-
tially from the level of 40% in low-income countries to 
about 80% of people in high-income countries.

  The unmet need for oral health care is well document-
ed by country surveys carried out in all 6 WHO regions 
 [13] . According to the WHO Global Oral Health Data 
Bank  [14] , in some countries the prevalence of dental car-
ies among children may well remain moderate or low; 
however, the d/D component of the dental caries experi-
ence index is very high; such information for children 
aged 5–6 and 12 years for selected countries are given in 
 figures 3  and  4 . A parallel pattern of relatively high D 
component is observed among young adults of several 
countries ( fig. 5 ). Universally, from low- to high-income 
countries, the poor and disadvantaged population groups 
have a high burden of oral disease and are underserved 
compared to well-off people. The lack of affordable oral 
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  Fig. 4.  Mean number of permanent teeth 
with experience of dental caries (DMFT) 
among 12-year-olds of selected countries 
within WHO regions. DT = Decayed Teeth; 
MT = Missing Teeth; FT = Filled Teeth 
 [14] . 

DT
MT
FT

0 5 10 15 20

Japan
China

Thailand
Indonesia

Denmark
Hungary

Iran
Kuwait

Madagascar
Burkina Faso

Brazil
USA

Co
lo

r v
er

si
on

 a
va

ila
bl

e 
on

lin
e
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health care because of direct payment or limited cost-
sharing mechanisms frequently makes oral health a po-
litical issue. Within a country, variations in the individu-
al’s need for care and effective use of curative or preven-
tive services are caused by structural factors like educa-
tion, personal income, employment, accessibility of oral 
health services and existence of third-party payment sys-
tems  [7] . Around the world there are also significant dif-
ferences in oral health care coverage by age group; the 
political priority in oral health care is mostly given to chil-
dren while older people are a highly neglected target 
group. A call for public health action for better oral health 
care of older people was expressed recently by WHO  [15] .

  Primary Health Care for Oral Health 

 The WHA60.17 resolution is a political call for coun-
tries to strengthen their oral health systems by incorpo-
rating primary oral health care into national public health 
programmes. The development or adjustment of oral 
health systems in particular must consider the needs of 
the underserved poor and disadvantaged population 
groups and reach out to the community. Important ac-
tivities for primary oral health care to address are the fol-
lowing:
  • Healthy and safe environments for oral health  
 • Food supply and nutrition 
 • Water and sanitation 
 • Health-promoting schools 
 • Age-friendly primary health care for oral health 
 • Maternal and child oral health care 
 • Health communication/oral health education 
 • Disease prevention methods 
 • Early detection 
 • Pain control – emergency care for oral health 
 • Provision of essential drugs 
 • Treatment of common oral diseases and injuries 
 • Comprehensive oral health care 
 • Continuity of oral health care 
 • Supportive referral systems 
 • Priority to those people most in need 

 Primary Oral Health Care – An Important Area of 

Work for WHO Collaborating Centres 

 Currently, the WHO Oral Health Programme facili-
tates the development of primary health care models ap-
plicable to different community settings around the 

world. For further progress in this work, the Programme 
initiated the designation of the Kuwait University as a 
WHO Collaborating Centre (WHOCC) for Primary Oral 
Health Care. It is hoped that the designation of this new 
WHOCC will help optimal WHO assistance to countries 
for improved oral health care coverage and effective ori-
entation of public health intervention towards health 
promotion and integrated disease prevention.

  What is a WHOCC? Institutions are designated as 
WHOCC by the Director-General under a formal mech-
anism of collaboration to carry out activities in support 
of the Organization’s programme at all levels. Overall, 
WHOCCs work on a diverse range of subjects across all 
WHO’s technical programmes. Their activities include, 
for example, carrying out research for WHO, assisting in 
the development of WHO guidelines, gathering and ana-
lysing data for a WHO report, dissemination of informa-
tion, providing a training course by request of WHO, 
standardization of terminology, or provision of technical 
advice to WHO.

  WHOCCs have been designated since the establish-
ment of WHO. As of 2012, WHO’s network of WHOCCs 
brings together more than 800 highly regarded academic 
and scientific institutions in over 80 countries, support-
ing WHO technical programmes (e.g. the WHO Oral 
Health Programme) and priorities with time, expertise 
and funding. The designation is initially agreed for 4 
years, and can be renewed before it ends. During the pe-
riod of designation, the centre implements an agreed list 
of activities in support of WHO technical programmes 
independent of financial support given to the institution 
by WHO. The collaboration brings benefits to both par-
ties. WHO gains access to top centres worldwide as well 
as the institutional capacity to support its global health 
work and ensure its scientific validity. Institutions benefit 
from enhanced visibility and recognition by national au-
thorities, calling public attention to the health issues on 
which they work. The designation also opens up im-
proved opportunities to exchange information and de-
velop technical cooperation with other institutions, in 
particular at international level, and to mobilize addition-
al resources from funding partners. Collaborating centres 
are encouraged to develop working relations with other 
centres and national institutions recognized by WHO by 
setting up or joining collaborative networks with the sup-
port of WHO.

http://dx.doi.org/10.1159%2F000356937
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  Conclusions 

 The public health staff of Kuwait University has dem-
onstrated considerable technical expertise in primary oral 
health care and as a WHOCC it is foreseen that the staff 
may further assist WHO in its ongoing work of creating 
appropriate primary health care models for oral health. 
The terms of reference and the 4-year work plan provide 
details of the activities planned for the years 2013 through 

2017; WHO highly appreciates the engagement by the 
WHOCC staff for effective implementation of these ac-
tivities and better oral health for all.

  Disclosure Statement 

 The author declares no conflict of interest. 
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