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Abstract: 

India, a developing country where there is a 

considerable rise in the burden of oral problems like dental 

caries, periodontal disease and oral cancer which ultimately 

results in deprived quality of life. This urges the need for 

implementation of various primary preventive measures at 

public level under the co-ordinated efforts from various 

sectors of the country to have a successful program. Hence, 

the decision makers should encroach upon the various oral 

primary preventive measures and their applicability in India 

and also to assess the ongoing program for their future 

buttress.  
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education, Dental health promotion 

Introduction:  

India is primarily a rural community with 72.2% of its 

population being the village occupants and the rest 27.8% are 

residents of urban area 
[1]

. In perspective of oral health, most 

of the Indian populace is affected with the common oral 

problems like periodontal disease being 90-95% followed by 

dental caries affecting nearly 60-80% of children, 

malocclusion about 30% and oral cancer which accounts for 

almost 30-35% of the total diagnosed cancer cases. However, 

most of the Indian studies have shown that, greatest burden of 

all these oral problems is on the disadvantaged and socially 

marginalized people 
[2]

. 

The reasons for such greater sheer magnitude of oral 

problems are not known, but these oral problems are known 
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for their unique disposition of being 

progressive in nature leading to lack of remission 

or termination if left untreated, need for technically 

demanding, expensive and time consuming 

professional treatment 
[3]

. Further, these oral 

problems are significantly associated with pain, 

agony, functional and esthetic problems; also loss 

of working man-hours. These adverse features in a 

long run will have a substantial amount of negative 

impact on quality of life at biological, 

psychological and social levels 
[4].

Hence, oral 

problems are considered to be one of the few 

categories of diseases emerging as a public health 

problem in India 
[5, 6]

 .  

This necessitates for a return to primary 

health care principle of focus on prevention. 

Application of various preventive measures could 

be one of most cost-effective tool in the prevention 

of oral problems in enhancing the individuals and 

the community to lead a socially and economically 

productive life 
[7]

. However, in India most common 

approach to combat these oral problems at the 

population level is of curative in nature which does 

not appear to be cost-effective as compared to 

preventive approach 
[8]

. Where as in developed 

countries like Scandinavia, there was a 

considerable decline in the prevalence and severity 

of dental caries following implementation of 

preventive strategies at the public level 
[9]

. 

Application of preventive approach is further 

strengthened by the World Health Organization 

(WHO) where the emphasis was given to 

prevention in setting global oral health goals for 

the year 2020 
[10]

. 

The term prevention takes its origin from a 

Latin word “praevenire” which denotes to stop 

something from happening in the field concerned 
[11]

. When the strategies of prevention are applied 

to a group of people at an early stage for the 

benefit of health constitutes public primary 

prevention. Prevention has been categorized into 

four levels namely: primordial, primary, secondary 

and tertiary levels. However, due importance is 

given to the primary level of prevention where the 

action taken prior to the onset of the disease so that 

the disease exists no longer 
[12]

.  

Hence, the purpose of the current review is 

to give an overview of applicability of various 

primary preventive measures for oral diseases at 

public/community level in India (Table. 1). This 

can help in choosing the best possible methods of 

primary prevention for India and also assists in 

developing the policies which could enhance the 

future trends in rising utilization of primary 

preventive measures.  

Public primary prevention of dental caries: 

Dental caries is a slowly progressive, 

irreversible microbial disease of multi-factorial 

nature affecting the calcified tissues of the teeth, 

characterized by demineralization of inorganic 

portion and destruction of organic portion leading 

to cavity formation. Further, caries is proven to be 

sugar dependent infectious disease of the teeth. It is 

the one of the most prevalent chronic oral disease 

which persists permanently in the form of 

restoration or tooth loss 
[13]

. This can be prevented 

at public level through: 

a) Health education and dental caries: 

Dental health education should aim at altering 

the public’s perception and their behavior towards 

decay free dentition. This should provide more 

emphasis on sugar consumption by advising in 

reducing the amount and restricting frequency to 

no more than three times a day. Further, public 

should be motivated to use of fluoride containing 

tooth pastes and also should encourage them to use 

correct method of tooth brushing for effective 

removal of dental plaque. This education should 

not only direct the adult population but also school 

children and parents. Special concern should be 

given to the mothers on infant dental care and on 

early child hood caries 
[13]

. 

However, Kay EJ, Locker D in their systematic 

review on dental health education have shown that, 

health education can have only a small positive, 

but temporary effect on plaque accumulation; no 

discernible effect on caries increment and a 

consistent positive effect on knowledge levels 
[14]

. 

Similar limitations are encountered in India too as 

a result desirable changes in caries trend cannot be 

achieved only through health education. This can 

be overcome through periodic reinforcements and 
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application of effective methods of motivation 

techniques which can help the public in adopting 

the healthier practices in the prevention of dental 

caries.  

b) Use of fluorides:  

Over fifty years of extensive research in the 

field of fluorides were carried over throughout the 

world. Reports have consistently demonstrated the 

safety and efficacy of optimal fluoride level 

(1ppm) in preventing dental decay. The scientific 

basis for the use of fluoride and its safety has been 

accepted by numerous scientific bodies, expert 

groups and government agencies 
[15]

. Hence, 

benefits of fluoride can be administered at a public 

level through various forms like: community water 

fluoridation, school water fluoridation, salt 

fluoridation, milk fluoridation, fluoride mouth 

rinse programs.  

Community water fluoridation is a 

population based method of primary prevention for 

dental caries. It provides low concentration of 

fluoride to the teeth over a long period as it 

circulates through the blood stream and gets 

incorporated in the developing teeth and bones. 

After teeth erupts fluoride contacts directly through 

salivary secretions. Hence, it has both pre-eruptive 

and post eruptive effects on the teeth. Most of the 

studies have shown that, community water 

fluoridation can effectively reduce the caries by 

50-65% 
[16]

. Further, the efficacy is greatest for the 

deciduous dentition, with a range of 30-60% less 

caries in fluoridated communities 
[17]

. Taking this 

into consideration, current estimates of mean 

DMFT among 12-14 years Indian children of 2.3 

will be reduced to nearly 1.1in the future years if 

India avails community water fluoridation.  

Thus, community water fluoridation is 

found to be safe, most effective, efficient, 

economical, environmentally sound, and socially 

equitable public health measure to prevent dental 

caries and thus bringing the benefits of fluoride to 

whole community 
[18, 19]

. Truman et al mentioned 

that fluoridation of drinking water has been the 

basis for primary caries prevention for more than 

five decades and has been recognized as one of the 

ten great achievements in public health 
[20]

. 

Further, Pizzo G et al reported that water 

fluoridation can be one of the relevant public 

health measures in poor and disadvantaged 

populations 
[21]

. 

Despite of its enormous benefits over dental 

caries, it has got limited applicability in India. This 

is mainly due to the lack of complete coverage of 

communal water supply to all the citizens of India. 

However, implementation of such supply systems 

requires extensive economic input and the public 

should be motivated to use only the treated water 

for drinking and cooking purpose. Further, there is 

no political eye view in support and establishment 

of water fluoridation plants in low fluoride zones 

of India 
[22]

.  

An alternative to community water 

fluoridation program is school water fluoridation as 

the major benefits of fluoridation accrue to 

children whose teeth are in the process of 

formation. Thus public health agencies of India 

should seek ways to bring the benefits of water 

fluoridation to children residing in areas without 

central water systems. In this program it is 

recommended to fluoridate water at 4ppm than the 

optimum level of fluoride, because children remain 

in school only 4 to 5 hours a day and in a year 

there are only about 200 working days 
[23, 24]

 

However, literature reviews have shown that, this 

method of fluoridation is known to have an 

approximate of 40 % reduction in caries rates 

among the school going population 
[25]

. According 

to Jacovone and Lisanti (1960) "Even the small 

amounts of fluorides consumed at school when no 

fluorides are ingested at home resulted in a 

definitely lower caries incidence" 
[23]

. Based on the 

confirmed benefits of school water fluoridation, 

this can be recommended as one of the best 

approach for Indian school children.  

But, the main drawback is, extra budget 

which is required for the installation of fluoridation 

plant in the schools and the recurring expenses, 

also requirement of trained personnel. Despite of 

the technical problems encountered in the 

establishment of this plant, a major obstacle is the 

number of school going children in India who are 

still in the stages of up growth which entails the 

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Pizzo%20G%22%5BAuthor%5D


10 

 

JIOH Volume 3; Issue 5: October 2011                                                                                       www.ispcd.org 

fact that hardly very few children will be availing 

the benefits of fluoride. Thus, school water 

fluoridation has limited applicability in developing 

countries like India. Moreover, this approach has 

minimal pre-eruptive benefits on the teeth as 

compared to community water fluoridation 
[8]

. 

Salt fluoridation is of the public measures in the 

control of caries and it confers a reduction of caries 

prevalence on a community level similar to that of 

water fluoridation. This method utilizes a 

controlled addition of 200-350ppm of fluoride to 

the domestic salt and has an added advantage of 

being safe and cheap with easy maintenance 
[26]

. In 

India, the salt fluoridation is viable and feasible 

method of fluoride supplementation as its supply 

can be banned for endemic belts which require no 

supplemental fluoride. But, there is no precise 

control over the program as some people eat more 

salt and some very less and there are international 

efforts to reduce sodium intake to control 

hypertension 
[27]

. 

Further, milk was considered as a suitable 

vehicle for supplementing children’s fluoride 

intake in areas with fluoride deficient water 

supplies. But, majority of children population 

living in rural and urban areas of India cannot 

afford milk daily and there doesn’t exist a central 

milk supply systems in these areas thus restraining 

the benefits of fluoridated milk in India 
[27]

.  

Apart from these, fluoride mouth rinsing program 

is indicated where water fluoridation is not 

possible or has not been implemented on daily 

basis and fortnightly in schools. The practical 

applicability of fluoride mouth rinses in India is 

very high as water fluoridation has not been 

implemented even in areas where piped water 

supply is available to the population. But, the 

major draw back for its success is compliance of 

the patient 
[27]

. 

Alternate to the above mentioned other dietary 

fluoride supplement programs like fluoride tablets, 

lozenges, oral rinses and mouth washes, drops and 

fluoride-vitamin preparations, fluoride tooth pastes 

etc can be supplied to the public at affordable cost. 

But, India has not modernized in use of fluoride 

supplements 
[27]

. 

c) Dental sealants: 

Dental sealants, a thin coating bonded into the 

pit and fissures of the chewing surface of teeth, are 

nearly 100 % effective in preventing tooth decay. 

When properly placed and retained, dental sealants 

are a highly effective primary preventive measure 

towards tooth decay by creating a physical barrier 

between the teeth and decay causing bacteria. 

Sealants also stop cavities from growing and can 

prevent the need for expensive fillings 
[28]

.  

Moreover, school based sealant programs are 

most effective means to reduce dental caries but, 

they are not cost-effective to our Indian situation 

and its application is urged to be more technique 

sensitive which demands the requirement of proper 

isolation without which retention of sealants are 

questionable. Further, such community based 

sealant programs requires periodic evaluation to 

assess the success or failure of the program. 

d) Promotion of research:  

This helps us to fountain the knowledge on 

the risk factors related to dental caries, also helps 

to generate the innovative and the best approaches 

of primary prevention for caries involving the 

social networks or communities 
[29]

. But in India 

research hold a delicate part as, scientific training, 

funds, inter-sectorial interaction, confidence, 

material availability are in a state of meager 
[30]

.  

e) Lobby efforts:  

There are a lot of industries whose products 

might be detrimental to oral health and these 

industries might wield considerable strength. For 

instance, confectionary industries play a major role 

in promoting consumption of sugar and sugar 

containing products. These industries are very 

powerful and advertise heavily to maintain or 

increase sales and market share. We should not be 

surprised at this, since this is what their 

shareholders expect of them. That does not mean 

that the health professionals should approve and 

accept their action. It is very reasonable that the 

dental profession seeks to minimize advertising 

and sales of these products to vulnerable people 

and educate the public the role of sugars in the 

causation of dental caries 
[31]

. But in India, there is 

no as such a strong lobby effort towards the 
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confectionary industries which necessitates 

mounting of the lobby efforts against dental caries.  

 

Public primary prevention of periodontal 

diseases: 

Prevalence of periodontal disease in India has 

been reported close to one-hundred percent and of 

greater severity as compared to advanced countries 
[2]

. Also, strong correlation between the state of 

oral hygiene, as determined by the plaque and 

calculus accumulations has been established. 

Hence following approaches can be best adopted 

for Indian scenario: 

1. Health education and regular oral 

prophylaxis:  

This should aim at providing dental health 

education programs, stressing on the plaque control 

measures with repeated instructions and 

demonstrations to maintain oral hygiene. 

According to Chawala TN et alfrequent 

professional scaling and regular tooth brushing are 

the main public health measures available for 

preventing and controlling periodontal disease. 

However, more intensive measures (quarterly 

prophylaxis) will further improve the periodontal 

health and lessens the calculus accumulation 
[32]

. 

Tewari A et al of India recommended that, 

attempts should be made to increase awareness and 

utilization of oral hygiene care services through 

mass education programs. But for many 

populations it is totally unrealistic economically to 

propose regular scaling on a population basis. 

Scarce resources would be the most predominant 

factor in developing countries like India to better 

apply these preventive public health services 
[33]

.  

2.  Promotion of research efforts: 

While there is adequate information to 

commence programs for the primary prevention of 

gum disease in India, but research is needed to 

better inform policies and strengthen programs. 

Research must also identify economic and 

acceptable methods by the public for utilizing the 

primary preventive dental services. It is also 

important to focus on the interventional programs 

towards tobacco control as it is one of the 

promoting factors for gum diseases. The researches 

must also aim at periodically to evaluate the 

community based programs. Further, efforts should 

also be made to formulate the dentifrices which are 

effective in controlling plaque and gingivitis. Still 

there are immense researches in the 

microbiological aspect of periodontal disease and 

results of which have been demonstrated in the 

availability of various over the counter products. 

But as mentioned earlier there are problems faced 

by the research field in India 
[30]

. 

3. Lobby efforts: 

It is the role of dental and other allied members 

to influence the government and other agencies to 

initiate the programs against the agents that are 

detrimental to oral health. Efforts should be made 

to prohibition of tobacco and its products which are 

harmful to periodontal health. Hence, there is a 

need for positive lobby efforts towards tobacco 

cessation and other agents which are detrimental to 

periodontal health 
[34]

. 

4. Provision of oral hygiene aids: 

Oral hygiene aids are the tools used in the 

mouth to remove food residue and plaque, a 

bacterial film that causes dental caries, periodontal 

disease, and halitosis. Toothbrush, dental floss and 

mouth rinse containing fluoride are the primary 

oral hygiene aids for this process. Hence, programs 

at public level should target the populations at high 

risk for gum diseases who cannot maintain or 

prevent these such as handicapped, medically 

compromised, people of poor socio-economic 

status, remote communities, also school children, 

should be provided with the necessary oral hygiene 

aids 
[35]

. 

This requires timely funding and supply of oral 

hygiene products through co-ordinated efforts from 

the government and non-government agencies. It 

also requires training of staff in the form of a 

comprehensive, practically oriented program 

addressing areas such as oral diseases, oral 

screening assessment and hands-on demonstration 

of oral hygiene techniques and the way to use these 

oral hygiene aids will have a positive impact in the 

prevention and maintenance of gingival health 
[35]

.  

India, poses a major limitation for program as, 

there is no extensive data related to oral hygiene 

http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Tewari%20A%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstractPlus
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needs of the population in India; programs that are 

implemented are not are not successful due to lack 

of adequate and timely funding also, due to no long 

term co-ordinated efforts by the government and 

non-government agencies 
[32]

.  

5. Supervised school tooth brushing programs: 

For some children daily tooth brushing in the 

class room may be needed and desirable as well. 

School teacher can play a vital role in correct 

brushing method in class room. Other than 

preschool teachers, very few school teachers are 

willing to incorporate daily tooth brushing in their 

class room schedule. There is a need for hygienic 

storage and continued replacement of worn out and 

lost brushes, and this might pose problems for a 

teacher. Unless replacement of the tooth brushes 

are made available to the children without cost and 

also providing facility like water supply and sinks, 

daily tooth brushing schedule as a class room 

activity cannot be accomplished 
[36]

.  

Public primary prevention of oral cancer: 

The term oral cancer is used to describe 

any malignancy or neoplasm that arises from oral 

tissues. It is considered to be one of the ten leading 

cancers in the world and in India; it is the one of 

the common cancers and has come into view as an 

important public health problem 
[37]

.  

Primary prevention has been estimated to be the 

most cost-effective method of preventing oral 

cancer 
[38]

. Preceding studies have shown poor 

public awareness of oral cancer. Up to three-

quarters of oral cancer could be prevented by 

avoiding environmental factor, notably the 

consumption of tobacco and excess alcohol 
[39]

. At 

a public level, educational, regulatory or service 

approaches are deemed to benefit the individuals to 

be off from oral cancers. Health education should 

be imparted to masses with the help of various 

communication media like television, radio, 

newspapers, films, posters, folk dramas and lecture 

demonstration series 
[12]

. It should include the 

following: a) show the debilitating effects of the 

disease b) explain the squeal of the advanced oral 

cancer c) assure the public regarding the curability 

of the disease if detected earlier d) demonstrate the 

techniques for early/self detection and diagnosis by 

the patient and the dentist 
[40]

. Nevertheless this is 

the most cost-effective method for Indian scenario, 

but due to lack of definite approach desirable 

changes are not in a streamline.  

In regulatory approach, the ruling 

government promulgates acts in the interest of 

public, designed to challenge unhealthy behavior.  

Government of India has introduced many acts, 

laws and policies towards tobacco use like The 

Cigarette Act of 1975, banning of smoking in 

public places, ban of guthka and likewise many 

more were operated in different states of India 
[41]

. 

However, not all the regulatory approaches are 

successful because they are not target towards the 

behavioral changes and cause of disease cannot be 

eliminated by legislation. Thus universally this 

approach has no thoughtful control over the 

population 
[12]

. 

Service approach which mainly includes 

screening and early detection of high risk groups 

for oral cancer, precancerous lesions or conditions 

and established lesions. Thus, detection of oral 

cancer in its earliest stage assumes its prime 

importance with an improved quality of life. In 

India with the exception of the Kerala study, no 

controlled trials have been under taken recently to 

demonstrate the effect of oral cancer screening on 

mortality or on interim outcomes 
[12]

. 

Public primary prevention of malocclusion: 

Malocclusion is not a disease in the way 

that dental caries and periodontitis are, it is more a 

reflection of the natural variation that occurs in the 

biological system. True prevention of malocclusion 

is difficult to envisage, as there is strong genetic 

component in the make up of most malocclusions. 

Preventive measures may be effective in dealing 

with environmental factors, but are unlikely to 

influence the outcome in cases where genetic 

background is one of the more important 

determining factor. However, only a way to 

approach this at public level is through health 

education programs concerning both the parent and 

the patient. Results of the health education program 

will be effective when they are aided with models, 

charts, etc 
[8]

.  

Public primary prevention of dental trauma: 
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Dental trauma is regarded as one of the 

most traumatic experiences one may have to 

encounter in his childhood days. The repercussion 

can be many ranging from distorted esthetics, 

compromised function (mastication, speech), and 

of course not to forget the pain and the trauma it 

leaves behind on the face of the child. Children, 

more so, boys during the growing period are more 

prone for such injuries due to number of causes 

including accidental falls, automobile accidents, 

blow during fights, contact sports activities etc 
[42]

.  

Because of the multi-factorial etiology it is what 

makes it difficult to implement proper preventive 

measures. Perhaps a multipronged approach has to 

be used to prevent these injuries by providing safe 

play ground surface, mouth guards and regulatory 

approach 
[43]

. Because not all the mouth guards are 

cost effective for Indian sport men, thus their use is 

imperfect apart from its benefit. Further most of 

the public are not aware about the mouth guards 

and their role in prevention of dental trauma. 

Regulatory approach formulated by 

government of India like safety traffic rules, 

compulsory use of seat belts, helmets for 

prevention of oro-facial trauma. But, not all the 

people are following these approaches may be due 

to higher levels of negligence, leading to increased 

levels of morbidity of oro-facial structures.  

Public primary prevention of dental fluorosis:  

Dental fluorosis is a specific disturbance of 

tooth formation caused by excessive fluoride 

intake. Major cause of dental fluorosis is 

consumption of water, containing high levels of 

fluoride, by infants and children during the first 6 

years of life. Although both primary and permanent 

dentition is affected, tends to be greater in 

permanent teeth 
[44]

. Moreover, dental fluorosis is 

an endemic disease in geographic areas where the 

content of fluoride ion in drinking water exceeds 

2ppm.  

India is one among the 23 nations around 

the globe where health problems have been 

reported due to excessive fluoride in drinking 

water. An estimated 62 million people in India in 

17 out of 28 states are affected with dental, skeletal 

and/or non-skeletal fluorosis. At a public level this 

can be prevented by following approaches: using 

alternate water sources, improving the nutritional 

status of population at risk and using different 

defluoridation techniques such as Nalgonda 

method 
[44]

. However, removal of excessive 

fluoride from drinking water is difficult and 

expensive. The preferred option is to find a supply 

of safe drinking water with safe fluoride levels. 

Further, health education regarding appropriate use 

of fluorides and mothers in affected areas should 

be encouraged to breastfeed since breast milk is 

usually low in fluoride 
[45]

. In India, central and 

local authoring body should take due responsibility 

in choosing the appropriate methods for prevention 

of dental fluorosis.  

Public primary prevention of oro-facial 

disorders: 

Most common congenital disorders of oro-

facial region which are obvious at birth are cleft lip 

and plate. They can be prevented to a limited range 

at community level by encouraging the pregnant 

women for prenatal diagnosis (alpha fetoprotein, 

ultrasound, amniocentesis, chorionic villi 

sampling), discouraging further reproduction after 

birth of a malformed child, avoidance of 

consanguineous marriages, identification and 

removal of teratogens. Further, physicians and 

health care workers should educate the mothers 

about the role of healthy diet including the 

importance of folic acid in the prevention of facial 

clefts 
[46]

. But in India, malnutrition, infectious 

diseases during child bearing age being one of the 

major public health problems, further illiteracy and 

poor socio-economic conditions play a dramatic 

role in the developmental defects. Moreover, most 

of the mothers are unaware of the causes for birth 

defects and their prevention. 

Inverse Care Law: 

The Inverse care law is the principle which 

states that, availability of good medical or social 

care tends to vary inversely with the need of the 

population served. This was proposed by Julian 

Tudor Hart in 1971
[47].

A similar comparison of 
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Table No. 1: An over view of the oral primary preventive measures at public/community level. 

 

 

 

inverse care law can be made with preventive 

approach and rich and poor categories of Indian 

population. 

 

 
 

Likewise, there exists a difference in the 

applicability of various public oral primary 

preventive measures in developed and developing 

nations and the oral health. For example, in 

developing countries like India, Pakistan, Sri 

Lanka, Bangladesh, Indonesia, African countries 

etc, where there is an economic transition, there is 

a rising trend of oral problems especially dental 

caries 
[48]

. Whereas in industrialized/ developed 

countries like United Sates, Republic of Ireland, 

Great Britain, there is a decline in caries nearly by 

40% in the past 10 years 
[49]

. This is mainly 

attributed to the widespread availability and use of 

fluoride supplements like fluoride tooth paste. But 

in developing countries, it is difficult to afford a 

tooth paste and in particular fluoridated tooth 

paste
[50]

. Current details demonstrated that, 

implementation of Affordable Fluoridated tooth 

paste (AFT) in developing countries can be one of 

the best caries preventive measure 
[51]

. Further 

certain developed countries like in Finland, the 

application of pit and fissure sealants at free of cost 

to their public is one of the ongoing public health 

program under the public sector 
[52]

. This compels 

that, in developing nations the applicability of any 

public oral primary preventive measure with up 

hilling costs are not feasible. Further in these 

nations, the application of field-based self-reliance 

programs with maximum community participation 

and integration of oral health care delivery system 

with prevention and health education as priorities 

in the existing primary health care approach can be 

one of valuable aid for public oral primary 

preventive measures.  

Thus, the applicability of the public oral 

primary preventive measures vary form developed 

and developing countries with regard to the cost of 

implementation, man power and the allied 

requirements, importance given for oral health by 

the nation, socio-economic status of the population, 

affordability, accessibility and acceptability of 

these services.  

 

         Health promotion Specific protection 

Dental caries                 1. Oral health education program 

2. Promotion of research efforts 

                3. Lobby efforts 

1.Community or school water fluoridation 

2.School water mouth rinse program 

Periodontal disease 1.Dental health education    program 

2.Promotion of research efforts 

3.Lobby efforts 

4.Provision of oral hygiene 

Supervised school brushing program 

Oral cancer 1.Dental health education program 

2.Promotion of research efforts 

3.Lobby efforts 

Avoidance of known irritants 

Oro-facial 

defects,malocclusion 

and trauma 

1.Dental health education program 

2.Promotion of protective care 

1. Prenatal care 

2. Mouth guard program 

3. Safety of children toys. 

Dental fluorosis 1. Dental Health education program Defluoridation of water 
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Recommendations for successful public oral 

primary preventive program: 

1. India, a culturally diverse country which 

necessitate the development of oral primary 

preventive strategy towards “culture free” 

concept without which no preventive measures 

can be sustainable for a long term. 

2. A major hurdle in the success of utilization of 

any preventive program is lack of public 

sensitization. Hence, before the start of any 

preventive program public should be positively 

“sensitized” regarding the benefits and 

feasibility of the preventive program lacking 

which none of the preventive program will be 

successful. This can be achieved through mass 

media or by neighborhood communication. 

3. At times it is required to demonstrate the “dual 

entity” which represents at one end a successful 

individual (positive) who have availed the oral 

primary preventive service and leading a 

productive life as compared to the other end 

who is burdened with oral problems (negative). 

Thus, periodic reinforcements of such cases 

can further aid in improved sensitization of the 

public and promote the operation of primary 

prevention. 

4. Any preventive program requires continuous 

scrutiny of all those factors which describes the 

need for its improvement or to find out the 

alternative modes for its success and also to 

know the reasons for its failure.  

5. Appropriate planning of the preventive 

program which should probe into the matters of 

choosing pertinent primary preventive 

methods, taking into consideration of money, 

materials and manpower for the program 

implementation.  

6. Further, it is recommended to incorporate the 

oral primary preventive as a “Best Fit into 

School” as a regular activity.  This ensures the 

long term carry on effect of preventive 

behavior in the individual’s life.  

7. Public sector should recognize oral problems as 

on of the emerging public health problems in 

India. This should be followed by separate 

budget allocation for oral health which is 

currently zilch.   

Conclusions: 

In India, regardless of hoist number of 

limitations, barriers and challenges to applicability 

of various oral primary preventive measures at 

public level, still the goal of zero oral problems can 

be achieved only if there is community and 

professional’s participation along with the positive 

political will. Further, no single method of primary 

prevention can eradicate the oral problems which 

implies for permutation of various preventive 

measures to achieve the targeted goals for oral 

health.  

References: 

1. Census of India Government of India. Ministry 

of Home affairs. Office of the Register 

General, Census Commissioner, India. Census 

data 2001 >> India at a Glance >> Rural urban 

Distribution. Retrieved 21May 2011. 

http://censusindia.gov.in/Census_Data_2001/In

dia_at_glance/rural.aspx. 

2. World Health Organization. Oral Health. What 

is the burden of oral disease? Retrieved 21May 

2011. 

http://www.who.int/oral_health/disease_burden

/global/en/index.html. (Updated on website 

dated 17 Nov 2006).  

3. Miglani DC, Rajeshkar A, Rao AVV. Dental 

Health education as related to prevention of 

dental diseases in India. Journal of the Indian 

Dental Association 1975; 311-327. 

4. Sheiham A. Oral health, general health and 

quality of life. Bulletin of the World Health 

Organization 2005; 83(9): 644-45. 

5. Parkash H, Duggal R, Mathur VP. Final report 

and recommendations “Formulation of 

Guidelines for Meaningful and Effective 

Utilization of Available Manpower at Dental 

Colleges for Primary Prevention of Oro-dental 

Problems in the Country”. A GOI- WHO 

Collaborative Programme, 2007: 1-56. 

6. Nanda Kishor KM. Public health implications 

of oral health –inequity in India. J. Adv Dental 

Research 2010; 1(1): 1-9. 



16 

 

JIOH Volume 3; Issue 5: October 2011                                                                                       www.ispcd.org 

7. Monse B, Naliponguit E, Belizario V, Benzian 

H, Helderman WVP. Essential health care 

package for children - the ‘Fit for School’ 

program in the Philippines. International 

Dental Journal 2010; 60: 85-93.   

8. Peter S. Introduction to public health dentistry. 

In: Essentials of preventive and community 

dentistry. ed 2. New Delhi: Arya (MEDI) 

publishers, 2003: 1-20. 

9. Konig KG. Clinical manifestations and 

treatment of caries from 1953 to global 

changes in the 20
th

 century. Caries Res 2004; 

38: 168-172. 

10. Peterson PE, Lennon MA. Effective use of 

fluorides for the prevention of dental caries in 

the 21
st
 century: The WHO approach. 

Community Dent Oral Epidemiol 2004; 32: 

319-321. 

11. Anne H, Soukhanov, Ellis K, Cook L, Webber 

H. Webster’s II New Riverside University 

Dictionary, ed 1. The New Riverside 

Publishing Company, 1984:933. 

12. Park K. Concept of health and disease. In: 

Park’s text book of Preventive and Social 

Medicine. ed 20. India: M/s BanarsidasBhanot 

publishers, 2009: 12-48.  

13. Bail RK, Mathur VB,Talwar PP, Chanana HB. 

National Oral Health Survey& Fluoride 

Mapping 2002-2003 India. Dental Council of 

India New Delhi, 2004: 1-39. 

14. Kay EJ, Locker D. Is dental health education 

effective? A systematic review of current 

evidence.Community Dent Oral Epidemiol. 

1996; 24(4):231-5. 

15. FDI statement. Fluoride and Dental caries. 

Adopted by the FDI General Assembly: 

Retrieved 3 June 2011. 

G:\EXEC\SUZY\Statements\Published 

Statements\FDI Statement Fluoride and Dental 

Caries June 2000.doc. (Updated on website 

dated 1 June 2000). 

16. Holt R, Roberts G, Scully C. Dental damage, 

sequelae, and prevention. Retrieved 5 June 

2011. 

http://findarticles.com/p/articles/mi_m0999/is

_7251_320/ai_63563323/. (Updated on 

website dated 24 June 2000). 

17. Newbrun E. Effectiveness of water 

fluoridation. J Public Health Dent. 1989; 

49:279-89. 

18. Horowitz HS.The effectiveness of 

community water fluoridation in the United 

States.J Public Health Dent. 1996; 56: 253-

8. 

19. Burt BA. Fluoridation and social equity. J 

Public Health Dent 2002; 62: 195-200. 

20. Trauman BL et al. Task force on 

Community Preventive Services. Reviews 

of evidence on interventions to prevent 

dental caries, oral and pharyngeal cancers, 

and sports-related craniofacial injuries. Am 

J Prev Med 2002; 23(1):21-54. 

21. Pizzo G, Piscopo MR, Pizzo I, Giuliana 

G.Community water fluoridation and caries 

prevention: A critical review.Clin Oral 

Investig. 2007; 11(3):189-93. 

22. Lyengar L. Technologies for fluoride 

removal. Retrieved 1 June 2011. 

http://www.samsamwater.com/library/TP40

_22_Technologies_for_fluoride_removal.p

df. (Updated on website dated 30 Dec 

2010). 

23. Herschel S. Horowitz, Law EF, and 

Pritzker T. Effect of School Water 

Fluoridation on Dental Caries, St. Thomas, 

V.L. Public Health Reports1965; 80 (5): 

381-388. 

24. Avery KT, Shapiro S, Biggs JT. School 

water fluoridation. J Sch Health. 1979; 

49(8):463-5. 

25. Horowitz HS. Effectiveness of school water 

fluoridation and dietary fluoride 

supplements in school-aged children. J 

Public Health Dent. 1989; 49:290-6. 

26. Marthaler TM. Salt fluoridation in Europe, 

comparisons with Latin America. Retrieved 

1June2011.http://www.fdiworldental.org/sit

es/default/files/assets/Fluoride_Consultatio

n/Salt_Fluoridation/marthaler_salt_fluorida

tion.pdf. (Updated on website dated 11 May 

2000). 

javascript:AL_get(this,%20'jour',%20'Community%20Dent%20Oral%20Epidemiol.');
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Newbrun%20E%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed/2681730
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Horowitz%20HS%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed/9034970
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Pizzo%20G%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Piscopo%20MR%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Pizzo%20I%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Giuliana%20G%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Giuliana%20G%22%5BAuthor%5D
javascript:AL_get(this,%20'jour',%20'Clin%20Oral%20Investig.');
javascript:AL_get(this,%20'jour',%20'Clin%20Oral%20Investig.');
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Avery%20KT%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Shapiro%20S%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Biggs%20JT%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed/258724
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Horowitz%20HS%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed/2681731
http://www.ncbi.nlm.nih.gov/pubmed/2681731


17 

 

JIOH Volume 3; Issue 5: October 2011                                                                                       www.ispcd.org 

27. Tewari A. Fluorides and Dental caries. A 

Compendium. The Journal of Indian Dental 

Association, Indore, 1986. 

28. Colorado Department of Public Health and 

Environment. Dental Sealants: A Fact Sheet. 

Retrieved 30 May 2011. 

http://www.cdphe.state.co.us/pp/oralhealth/de

ntalsealants/dentalsealantsinpreventionoftooth

decay.pdf. (Updated on website dated 26 

September 2006). 

29. National institute of dental and craniofacial 

research. Health Promotion Research Directed 

to Improving the Oral Health of Women and 

Their Infants. Retrieved 27 May 

2011.http://www.nidcr.nih.gov/GrantsAndFun

ding/See_Funding_Opportunities_Sorted_By/

ConceptClearance/CurrentCC/HealthPromo.ht

m. (Updated on website dated 25 March 

2011). 

30. Kothari CR. Research Methodology Methods 

& Techniques. Revised second edition. New 

Age International (P) Limited, Publishers, 

4835/24, Ansari Road, Daryaganj, New Delhi 

– 110002. 2007. 

31. Rugg-GunnAJ;  Nunn J. How national and 

community food policies influence diet. In: 

Nutrition, Diet, and Oral Health. ed 1. USA: 

Oxford University Press, 1999:149-168. 

32. Chawla TN, Nanda RS, Kapoor KK. Dental 

prophylaxis procedures in control of 

periodontal disease in Lucknow (rural) India. 

Journal of Periodontology 1975; 46 (8):498-

503. 

33. Tewari A, Gauba K, Goyal A. Evaluation of 

existing status of knowledge, practice and 

attitude towards oral health of rural 

communities of Haryana-India. Journal of 

Indian SocPedodPrev-Dent. 1991; 9(1): 21-30. 

34. Srinath RK, Prakash CG. Report on Tobacco 

control in India. Ministry of health & Family 

welfare, Government of India, Centers for 

disease control and prevention, USA, World 

Health Organization. 1-27. 

35. YGO Dentist. What are the oral hygiene aids? 

Retrieved 22 May 2011. 

http://dentalproblems.ygoy.com/updates/denta

l-care-basics/what-are-the-oral-hygiene-aids/. 

(Updated on website dated 25August 2010). 

36. Jackson RJ, Newman HN, Smart GJ, Stokes 

E, Hogan JI, Brown C, Seres J. The effects of 

a supervised toothbrushingprogramme on the 

caries increment of primary school children, 

initially aged 5-6 years. Caries Research 2005; 

39(2):108-15. 

37. Khalili J. Oral Cancer: Risk Factors, 

Prevention and Diagnostic. ExpOncol 2008; 

30(4): 259–264. 

38. Petti S, Scully C. Oral cancer knowledge and 

awareness: primary and secondary effects of 

an information leaflet. Oral Oncol 2007; 43: 

408–15. 

39. Franceschi S, Talamini R, Barra S, et al. 

Smoking and drinking in relation to cancers of 

oral cavity, pharynx, larynx and esophagus in 

Northern Italy. Cancer Res 1990; 50: 6502–7. 

40. Petersen PE. Oral cancer prevention and 

control – The approach of the World Health 

Organization.OralOncol. 2009; 45(4-5):454-

60. 

41. Tobacco Control In India. What Have We 

Achieved Till Date? Retrieved 20 May 2011. 

http://www.rctfi.org/Parliamentarian%20Facts

heets/Factsheet%20TOBACCO%20CONTRO

L%20IN%20INDIA.pdf. (Updated on website 

dated 13 Sep 2005). 

42. David J, Astrom AN, Wang NJ. Factors 

associated with traumatic dental injuries 

among 12-year-old schoolchildren in South 

India. Dental Traumatology 2009; 25(5): 500–

505. 

43. Munro J, Coleman P, Nicholl J, Harper R, 

Kent G, Wild D. Can we prevent accidental 

injury to adolscents? A systematic review of 

the evidence. Injury Prevention 1995; 1: 249-

255. 

44. Saravanan S, Kalyani C, Vijayarani MP, 

Jayakodi P, Felix AJW, S Nagarajan, P 

Arunmozhi, and Krishnan V. Prevalence of 

Dental Fluorosis Among Primary School 

Children in Rural Areas of Chidambaram 

Taluk, Cuddalore District, Tamil Nadu, India. 

http://www.cdphe.state.co.us/pp/oralhealth/dentalsealants/dentalsealantsinpreventionoftoothdecay.pdf
http://www.cdphe.state.co.us/pp/oralhealth/dentalsealants/dentalsealantsinpreventionoftoothdecay.pdf
http://www.cdphe.state.co.us/pp/oralhealth/dentalsealants/dentalsealantsinpreventionoftoothdecay.pdf
http://www.nidcr.nih.gov/GrantsAndFunding/See_Funding_Opportunities_Sorted_By/ConceptClearance/CurrentCC/HealthPromo.htm
http://www.nidcr.nih.gov/GrantsAndFunding/See_Funding_Opportunities_Sorted_By/ConceptClearance/CurrentCC/HealthPromo.htm
http://www.nidcr.nih.gov/GrantsAndFunding/See_Funding_Opportunities_Sorted_By/ConceptClearance/CurrentCC/HealthPromo.htm
http://www.nidcr.nih.gov/GrantsAndFunding/See_Funding_Opportunities_Sorted_By/ConceptClearance/CurrentCC/HealthPromo.htm
http://www.ecampus.com/Andrew+J+Rugg-Gunn/book-search
http://www.ecampus.com/June+Nunn/book-search
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Chawla%20TN%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Nanda%20RS%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Kapoor%20KK%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Tewari%20A%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Gauba%20K%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Goyal%20A%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstractPlus
http://dentalproblems.ygoy.com/updates/dental-care-basics/what-are-the-oral-hygiene-aids/
http://dentalproblems.ygoy.com/updates/dental-care-basics/what-are-the-oral-hygiene-aids/
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Jackson%20RJ%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Newman%20HN%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Smart%20GJ%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Stokes%20E%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Stokes%20E%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Hogan%20JI%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Brown%20C%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Seres%20J%22%5BAuthor%5D
javascript:AL_get(this,%20'jour',%20'Caries%20Res.');
http://www.ncbi.nlm.nih.gov/pubmed/18804412
http://www.rctfi.org/Parliamentarian%20Factsheets/Factsheet%20TOBACCO%20CONTROL%20IN%20INDIA.pdf
http://www.rctfi.org/Parliamentarian%20Factsheets/Factsheet%20TOBACCO%20CONTROL%20IN%20INDIA.pdf
http://www.rctfi.org/Parliamentarian%20Factsheets/Factsheet%20TOBACCO%20CONTROL%20IN%20INDIA.pdf
http://onlinelibrary.wiley.com/doi/10.1111/edt.2009.25.issue-5/issuetoc


18 

 

JIOH Volume 3; Issue 5: October 2011                                                                                       www.ispcd.org 

Indian J Community Medicine 2008; 33(3): 

146–150. 

45. World Health Organization. Water Sanitation 

and Health (WSH), Water-related diseases. 

Retrieved 22 May 2011. 

http://www.who.int/water_sanitation_health/

diseases/fluorosis/en/. (Updated on website 

dated 22 March 2001. 

46. Loffredo LCM, Souza JMP, Freitas JAS, 

Mossey PA. Oral clefts and Vitamin 

Supplementation. Cleft Palate- Cranifacial 

Journal 2001; 38 (1). 

47.  WattG. The inverse care law today. The 

Lancet 2002; 360 (9328): 252 - 254.  

48. Cirino SM, Scantlebury S. Dental caries in 

developing countries. Preventive and 

restorative approaches to treatment. N Y 

State Dent J. 1998; 64 (2):32-9. 

49. Bowen WH. Are current models for 

preventive programs sufficient for the needs 

of tomorrow? Adv Dent Res 1995; 9(2):77-

81 

50. Blinkhorn AS, Davies RM. Caries 

prevention. A continued need worldwide. Int 

Dent J. 1996; 46 (3):119-25. 

51. Goldman AS, Yee R, HolmgrenCJ,Benzian 

H.Global affordability of fluoride toothpaste. 

Globalization and Health 2008, 4:7.  

52. Seppala KS, Pietila I, Meurman HJ, Kerosuo 

E. Pit and fissure sealants in dental public 

health – application criteria and general 

policy in Finland. BMC Oral Health 2009, 

9:5. 

 

 

 

 

 

 

 

 

  

 

Source of Support: Nil 

Conflict of Interest: No Financial Conflict 

http://www.who.int/water_sanitation_health/diseases/fluorosis/en/
http://www.who.int/water_sanitation_health/diseases/fluorosis/en/
http://www.thelancet.com/search/results?fieldName=Authors&searchTerm=Graham+Watt
http://www.thelancet.com/journals/lancet/issue/vol360no9328/PIIS0140-6736(00)X0307-8
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Cirino%20SM%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Scantlebury%20S%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed/9542392
http://www.ncbi.nlm.nih.gov/pubmed/9542392
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Blinkhorn%20AS%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Davies%20RM%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed/8886863
http://www.ncbi.nlm.nih.gov/pubmed/8886863

