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Foreword

The news on Europe’s oral health is both good and bad: the good news is that we have witnessed 
incredible progress in the last decades in the prevention of caries in children. The bad news is that 
having damaged, missing or filled teeth is still the norm rather than the exception in Europe, and 
oral diseases remain amongst the most important health burdens. Moreover, we still fail to realise 
that oral health is about much more than having good teeth.  It is an integral part of our general 
health, and it impacts not only our quality of life, but also on society and health systems through 
the associated economic costs. 

In a time of austerity measures and growing pressure on healthcare budgets, this report is a timely 
reminder that we have to tackle the persisting disparities in oral health across and within EU coun-
tries, with regards to socioeconomic status, age, gender, or indeed general health status.

In order to do so and to ensure that European citiǌens can all have healthier smiles in the future it 
is my belief that the EU can, and must, play a stronger role in the fight for beƩer oral health. 

This report clearly underlines the challenges that citiǌens and policymakers are confronted with 
when trying to improve oral health:

§	Traditional curative dental care has a significant economic burden for many industrialiǌed 
countries͗ the current EU 2ϳ spending on all aspects of care and treatment is close to Φϳϵ 
billion, and if the trends continue, this figure could be as high as Φϵ3 billion in 2020. 

§	�emographic change presents a formidable challenge for oral health, since decreasing loss 
of teeth within the elderly population is expected to increase treatment needs significantly 
in the coming years. 

§	There are rising inequalities across Member States in terms of access to appropriate oral 
care, as lowͲincome populations most in need of dental care face higher hurdles compared 
to highͲincome groups. 

At the same time, this report also outlines a number of successful initiatives that can help reduce 
the social and individual burden of oral diseases through a number of measures such as͗ commu-
nityͲbased prevention initiatives, reduction of the socioeconomic and environmental risk factors 
of chronic diseases, the promotion of routine oral hygiene practices and oral health awareness 
and the provision of beƩer access to dental care. 

Applying these successful models and sharing good practices across the EU can play a vital role in 
improving the oral health of European citiǌens. In that sense,   this report provides 
the evidenceͲbase for good policymaking. I encourage everyone to help in puƫng 
the report s͛ recommendations into action. 

Ms. <arin <adenbach, Member of the European Warliament
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Foreword
The ͞State of Kral Health in Europe͟ report has been commissioned by the Wlaƞorm for �eƩer 
Kral Health in Europe, a forum which brings together European organisations that work towards 
the promotion of oral health and improving the prevention of oral diseases in Europe.  

�espite significant achievements in the prevention of caries in Europe, a lot remains to be done in 
a number of areas including͗ oral health awareness, tackling oral health inequalities and address-
ing common risk factors. In addition, the development of high quality, comparable oral health 
data in Europe and beƩer costͲeīectiveness studies, to assess the impact of prevention initiatives, 
are indispensable tools in the fight for beƩer oral health in Europe. 

The ͞State of Kral Health in Europe͟ report was born from the desire of the Wlaƞorm to promote 
the evidence base and seek opportunities to deepen cooperation with European decisionͲmakers 
to improve oral health policies in Europe and accelerate the sharing of good practice. The report 
has gathered the most reliable data available on the prevalence of oral diseases in Europe and 
presents new evidence of the economic and social impact of oral health. The report also aims to 
contrast and benchmark good practice initiatives in oral health across Europe, in order to identify 
priorities and define a set of key recommendations to improve oral health in Europe.  

The report is published ahead of the 1st Pan-European Oral Health Summit, to be held on 5th 
September 2012, at the European Parliament, with the kind support of Ms. Karin Kadenbach 
MEP and Dr. Cristian Silviu Buşoi MEP and under the patronage of the Cypriot Presidency of the 
European Union. The Summit brings together policymakers and specialists in Brussels, at the 
occasion of World Oral Health Day, to discuss the current situation and engage policymakers 
to commit to developing and funding policies that will improve the prevention of oral diseases 
prevention and their treatment.   

It is somewhat surprising and regreƩable that ʹ for years ʹ there has been no concerted eīort 
at an EU level to bring dental public health to the aƩention of the European Institutions, and to 
give policymakers a deeper understanding of what can and needs to be done about oral health 
in Europe, particularly its integral role for general health and wellͲbeing. The stakes on this issue 
are high and the time for change is now. With the Wlaƞorm, the Zeport and the ϭst 
WanͲEuropean Kral Health Summit I hope and believe we finally have the adequate 
tools and procedures in place to work eīectively together and foster policy deci-
sions which will benefit the oral health of everyone in Europe in the years to come. 

Wrofessor <enneth Eaton, �hair of the Wlaƞorm for �eƩer Kral Health in Europe
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Introduction and context
Across Europe, oral diseases constitute a major public health burden, and significant oral health 
inequalities exist both within and between individual Member States in terms of severity and 
prevalence. The burden is aƩributable principally to dental caries, periodontal diseases, and oral 
cancer.

Kral diseases not only impact on the individual through pain and discomfort, and the broader 
impact on their general health and quality of life, but also on the wider community, through the 
health system and associated economic costs.

Expenditure on treatment of oral conditions oŌen exceeds that for other diseases, including can-
cer, heart disease, stroke, and dementia. This is disturbing, given that much of the oral disease 
burden in highͲincome countries is due to dental caries and its complications, and this is prevent-
able through the use of Ňuoride and other costͲeīective measures.

There is a distinct lack of policy emphasis placed on prevention within oral health in Europe. This is 
compounded by the dearth of routinely available and comparable epidemiological and economic 
data, which describe the current situation in Europe. Zobust data is of supreme importance in 
the planning, implementation and evaluation of community preventive activities and oral health 
promotion, and as a result there are thus challenges in identifying bestͲpractice initiatives, and 
allocating resources to where they are most needed.

In light of this situation, the Wlaƞorm for �eƩer Kral Health in Europe commissioned �r Zeena 
Watel, �ental Advisor, to examine some of the key issues relating to oral health. These include͗

§	Wrevalence and trends of oral diseases in Europe; 

§	Assessment of the economic impact of oral diseases in Europe; 

§	Identification of best practice initiatives in oral health promotion across Europe; 

§	�evelopment of a set of key recommendations for decisionͲmakers to improve oral health 
in Europe.  

This Section contains a summary of the key findings of the report, which assesses the burden 
caused by oral diseases in Europe, and identifies policy orientations to address it. 

In order to provide a representative view of the situation across Europe, while reŇecting the most 
reliable data available, the author focused on the following countries͗ Austria, �yprus, �enmark, 
&rance, 'ermany, Ireland, Italy, >ithuania, Woland, Zomania, Spain and the U<. 
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Prevalence and trends of oral diseases in EU 
Member States

�hronic nonͲcommunicable diseases and conditions such as obesity, heart disease, stroke, cancer, 
diabetes, and oral diseases all share a set of common risk factors which include diet, smoking and 
alcohol use. 

�espite being largely preventable, oral diseases and inequalities, constitute a significant public 
health problem alongside the inequalities in the prevalence of the major diseases of the 2ϭst 
century. 

A range of health conditions are associated with oral disease. Woorly controlled diabetes is a wellͲ
established risk factor for developing periodontal breakdown and recent research shows how 
chronic gum diseases can increase diabetic complications. 'um diseases are also associated with 
rheumatoid arthritis, adverse pregnancy outcomes, and coronary heart disease.

&igure ϭ͗ Changes in mean national Decayed Missing &illed Teeth ;DM&TͿ scores for ϭϮ year olds from pro-
Įled Member States between the ϭϵϴϬs and Įrst decade of ϮϬϬϬ ;WHO ϮϬϭϮbͿ

Notes:
§	Ireland͗ �M&T score for children receiving Ňuoridated water at home since birth
§	�M&T score for Woland in 2003 was ascertained from examination of ϭϴ0 children in 'dansk region
§	�M&T score in U< in 200ϴͲ200ϵ is for England only

Figure 1: Changes in mean national Decayed Missing Filled Teeth (DMFT) scores for 12 year olds from 
profiled Member States between the 1980s and first decade of 2000 (WHO 2012b)
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Figure 5: Health expenditure per capita in 2010 [current US$] 
(World Bank 2012)
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Figure 1: Changes in mean national Decayed Missing Filled Teeth (DMFT) scores for 12 year olds from profiled Member States between the 1980s and first decade of 2000 (WHO 2012b)

9

Estimated ageͲstandardised incidence rate ;/ZͿ per ϭϬϬ,ϬϬϬ of cancer in the lip, oral cavity, both seǆes and 
all ages across Europe ;/�ZC ϮϬϭϮb͗ '>OBOC�E ϮϬϬϴͿ

Key points

•	Despite	a	global	decline	in	caries,	the	disease	still	remains	a	problem	for	many	groups	of	
people	in	Eastern	Europe,	and	for	those	from	socio-economically	deprived	groups	in	all	Eu-
ropean	Union	Member	States.

•	Over	50%	of	the	European	population	may	suffer	from	some	form	of	periodontitis	and	over	
10%	have	severe	disease,	with	prevalence	increasing	to	70-85%	of	the	population	aged	60-
65	years	of	age.	Periodontal	health	may	be	deteriorating	within	the	population	of	the	EU.	
This	is	principally	due	to	a	larger	number	of	people	that	are	retaining	some	of	their	teeth	
into	old	age,	and	an	 increase	 in	the	prevalence	of	diabetes.	Epidemiologic	data	on	peri-
odontal	diseases	are	of	very	poor	quality.

•	Oral	cancer	 is	 the	eighth	most	common	cancer	worldwide.	 In	the	EU,	 lip	and	oral	cavity	
cancer	is	the	12th	most	common	cancer	in	men.	In	2008,	there	were	approximately	132,000	
cases	of	head	and	neck	cancer	across	Europe,	resulting	in	62,800	deaths.	Highest	preva-
lence	rates	are	found	in	Spain	and	Hungary.	Trends	in	oral	cancer	are	now	showing	an	in-
creasing	incidence	in	women,	and	young	adults.	Mortality	rates	have	continued	to	increase	
in	several	Eastern	European	Member	States.

ф 3.ϲ ф ϰ.ϭ ф ϰ.ϳ ф ϱ.ϱ ф ϵ.ϰ
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Economic impact of oral diseases in Europe

�ental disease and its complications can impose a significant financial burden to the individual 
and society. This is disturbing, given that much of the oral disease burden in highͲincome coun-
tries is due to dental caries and its complications, and this is preventable through the use of Ňuo-
ride and other costͲeīective measures.

However, there are challenges in estimating the expenditure on the provision of oral healthcare 
due to a lack of data, and diĸculties in quantifying outͲofͲpocket expenditure and indirect costs 
arising from the social burdens of poor oral health, and its interaction with systemic diseases.

KutͲofͲpocket expenditure is an important, and oŌen underestimated, aspect of oral healthcare 
delivery. In Member States where oral health services are mainly provided by private practitio-
ners, there may be a significant impact on low income groups, which may not be captured by 
decisionͲmakers.

The lack of robust data on the economic burden of oral diseases and the costͲeĸciency of preven-
tative measures is a major public health issue in Europe.  This may lead to an underestimation of 
the true costs of oral healthcare provision, thus limiting the ability to assess the impact of existing 
public health measures, and invest in the most eīective initiatives.

Estimated percentage of 'EP spent on oral health in ϮϬϭϬ ;unpublished data from CECDO ϮϬϭϮͿΎ 

ΎEo data available for Spain 

Figure 6: Estimated percentage of GNP spent on oral health in 
2010 (unpublished data from CECDO 2012)* 
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Figure 7: Out-of-pocket dental expenditure, 2009 or nearest year 
(OECD 2011)
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Estimated percentage of 'EP spent on oral health in ϮϬϭϬ ;unpublished data from CECDO ϮϬϭϮͿΎ 

�ountry 'EI 20ϭ0 
($)* 'EI ;ΦͿΎΎ

й of 'EW 
spent on 

KH in 
20ϭ0ΎΎΎ

Spend on oral health  
care services ;ΦͿ

20ϭ0 20ϭ2 20ϭϱ 2020

Austria 3ϳϳ 30ϴ 0.ϱ2 ϭ.ϲ0 ϭ.ϲϳ ϭ.ϳϳ ϭ.ϵϱ
�elgium ϰϳϴ 3ϵ0 0.ϱ ϭ.ϵϱ 2.03 2.ϭϱ 2.3ϴ
�ulgaria ϰϲ 3ϴ 0.ϭϴ 0.0ϳ 0.0ϳ 0.0ϳ 0.0ϴ
�yprus 23 ϭϵ 0.3 0.0ϲ 0.0ϲ 0.0ϲ 0.0ϳ

�. Zepub ϭϳϵ ϭϰϲ 0.3 0.ϰϰ 0.ϰϲ 0.ϰϴ 0.ϱ3
Denmark 3ϭϵ 2ϲ0 0.33 0.ϴϲ 0.ϴϵ 0.ϵϱ ϭ.0ϱ
Estonia ϭϴ ϭϱ 0.3ϵ 0.0ϲ 0.0ϲ 0.0ϲ 0.0ϳ
Finland 2ϰ2 ϭϵϴ 0.ϰ 0.ϳϵ 0.ϴ2 0.ϴϳ 0.ϵϲ
France 2ϲ0ϳ 2ϭ2ϴ 0.ϰϱ ϵ.ϱϴ ϵ.ϵϲ ϭ0.ϱϳ ϭϭ.ϲϳ

Germany 33ϰϭ 2ϳ2ϴ 0.ϴ 2ϭ.ϴ2 22.ϳ0 2ϰ.0ϵ 2ϲ.ϲ0
Greece 2ϵ3 23ϵ ϭ.ϭ 2.ϲ3 2.ϳϰ 2.ϵϭ 3.2ϭ

Hungary ϭ22 ϭ00 0.ϭϲ 0.ϭϲ 0.ϭϳ 0.ϭϴ 0.ϭϵ
Ireland ϭϳϭ ϭϰ0 0.ϲ 0.ϴϰ 0.ϴϳ 0.ϵ2 ϭ.02

Italy 20ϱϭ ϭϲϳϰ 0.ϴ2 ϭ3.ϳ3 ϭϰ.2ϴ ϭϱ.ϭϲ ϭϲ.ϳϰ
>atvia 2ϰ 20 0.2ϰ 0.0ϱ 0.0ϱ 0.0ϱ 0.0ϲ

>ithuania 3ϲ 2ϵ 0.ϭϵ 0.0ϲ 0.0ϲ 0.0ϲ 0.0ϳ
>uxembourg 3ϴ 3ϭ 0.2ϵ 0.0ϵ 0.0ϵ 0.ϭ0 0.ϭϭ

Malta 8 ϳ 0.ϰ 0.03 0.03 0.03 0.03
Eetherlands ϳϳ3 ϲ3ϭ 0.ϱ 3.ϭϲ 3.2ϴ 3.ϰϴ 3.ϴϱ

Woland ϰϱ2 3ϲϵ 0.2 0.ϳϰ 0.ϳϳ 0.ϴϭ 0.ϵ0
Wortugal 22ϭ ϭϴ0 0.ϰ 0.ϳ2 0.ϳϱ 0.ϴ0 0.ϴϴ
Zomania ϭϱϵ ϭ30 0.ϭϴ 0.23 0.2ϰ 0.2ϲ 0.2ϴ

Slovak Zep. ϴϲ ϳ0 0.ϭϱ 0.ϭϭ 0.ϭϭ 0.ϭ2 0.ϭ3
Slovenia ϰϲ 3ϴ 0.3ϲ 0.ϭϰ 0.ϭϰ 0.ϭϱ 0.ϭϲ

Spain ϭ3ϴϵ ϭϭ3ϰ 0.ϰ ϰ.ϱϰ ϰ.ϳ2 ϱ.0ϭ ϱ.ϱ3
Sweden ϰϲϳ 3ϴϭ 0.ϲϴ 2.ϱϵ 2.ϳ0 2.ϴϲ 3.ϭϲ

U< 22ϳ2 ϭϴϱϱ 0.ϱ ϵ.2ϳ ϵ.ϲϱ ϭ0.2ϰ ϭϭ.3ϭ
TKTA> ;billionͿ Φ ϳϲ Φ ϳϵ Φ ϴϰ Φ ϵ3

Eotes and eǆplanation
Ύ      'EI ;'ross Eational Income in current US�Ϳ in �illions 20ϭ0 ;World �ank 20ϭ2Ϳ 
ΎΎ    'EI 20ϭ0 converted to Euro at a rate of ϭ US� с 0.ϴϭϲϱϭ0 on 0ϴͬ0ϳͬ20ϭ2
ΎΎΎ  й 'EW spent on the provision of oral health care services in 20ϭ0 ;unpublished �E��K data 20ϭ2Ϳ. The й 'EW esti-
mates for several former  Eastern �loc Member States may not include private expenditure
�ata for Spain, the �ǌech Zepublic and �ulgaria are estimates. 
A predicted annual 2й increase in expenditure on oral health was utilised to calculate predicted expenditures up to 2020. 
It is important to note that these figures are estimates, as it is extremely diĸcult to collect data for Member States in which 
there is very liƩle public or insurance funding of oral health.  
Although these data may well be inaccurate for some Member States, they do give an overall picture of the level of the cost 
of oral health across the EU. 
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Key points

•	Delivering	oral	health	services	is	costly,	accounting	for	5%	of	total	health	expenditure	and	
16%	of	private	health	expenditure	across	OE�D	countries	in	200ϵ.	

•	The	current	EU	27	spending	is	close	to	Φ7ϵ	billion,	and	if	the	trends	continue,	this	Įgure	
could	be	as	high	as	Φϵ3	billion	in	2020.	

•	Studies	have	also	shown	that	the	mouth	is	the	most	expensive	part	of	the	body	to	treat.	
Expenditure	is	likely	to	exceed	that	for	cancer,	heart	disease,	stroke	or	dementia.

•	There	 is	strong	evidence	that	the	beneĮts	of	preventing	tooth	decay	exceed	the	costs	of	
treatment.	 	This	 is	particularly	evident	 in	Member	States	such	as	Denmark	and	Sweden,	
which	have	 invested	heavily	 in	 the	provision	of	preventative	oral	health	services,	with	a	
signiĮcant	reduction	in	the	prevalence	of	oral	disease.		
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Inequalities relating to the  
treatment of oral diseases in Europe

Inequalities in health between people in higher and lower educational, occupational and income 
groups have been found in all Member States. >ower socioeconomic groups are more susceptible 
to poor nutrition and to tobacco and alcohol dependency, all of which are major contributory fac-
tors in many diseases and conditions. There are also profound oral health disparities across EU 
countries, related to socioͲeconomic status, age, gender, and general health status. 

�aries still remain a major health problem for many groups of people in Eastern Europe, and in all 
European Member States, for those from socioͲeconomically deprived or vulnerable groups. The 
incidence of oral cancer and periodontal diseases is also strongly related to social and economic 
deprivation.

A factor which impacts on dental aƩendance is the structure for the delivery of oral healthcare 
services, which varies significantly between individual Member States. A far lower percentage of 
the population appear to aƩend the dentist in socially and economically less well developed EU 
Member States, where there is liƩle or no publically funded dentistry, than in those which provide 
publicly subsidised oral health care.  

Key points

•	Ensuring	access	to	oral	healthcare	services	remains	a	maũor	health	problem	among	vulner-
able	and	 low	 income	groups.	 These	 individuals	 generally	 aƩend	 services	 less	 frequently	
than	the	general	population,	for	primary	care	or	emergency	treatment	when	in	pain,	rather	
than	for	preventive	indications.

•	Eurobarometer	survey	data	;2010Ϳ	suggest	that	of	those	who	responded	to	the	survey,	the	
respondents	most	likely	to	have	visited	a	dentist	in	the	last	twelve	months	were	inhabitants	
of	Eorthern	EU	Member	States.	

•	The	association	between	education	and	aƩendance	at	the	dentist	varies	signiĮcantly	be-
tween	Member	States.	Europeans	who	are	in	full	time	education	the	longest	appear	to	be	
more	likely	to	visit	a	dentist	for	a	check-up,	rather	than	only	aƩending	when	in	pain.
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Oral health policies, the promotion of oral health 
and the prevention of oral diseases in Europe

&requent exposure to Ňuoride, regular brushing, a healthy diet and routine oral care all contrib-
ute to improved oral health outcomes and a reduction in oral health inequalities.  

Most of the evidence in oral health promotion relates to dental caries prevention and control of 
periodontal diseases. Strong evidence exists that topical Ňuorides ;Ňuoride toothpaste, Ňuoride 
varnish and Ňuoride mouth rinsesͿ can prevent tooth decay. 

'um diseases can be prevented by good personal oral hygiene practices, including brushing and 
cleaning between teeth, which are important for the control of advanced periodontal condi-
tions as shown by successful programmes e.g. in Sweden. 

>imited evidence exists for the eīectiveness of screening for early detection of oral cancer on 
a population basis, but assessment of the oral soŌ tissues should be a routine part of an oral 
examination, especially for groups at higher risk of oral cancer, such as smokers and heavy 
drinkers. 

Across the EU, a variety of successful communityͲbased public oral health programmes exist. 
These focus on the delivery of preventative treatments, increasing awareness and enhancing 
patient education to encourage healthy routines and selfͲcare. However, there is a consistent 
lack of coordination between public authorities in identifying and sharing good practices. In 
particular, costͲeīectiveness studies of preventative initiatives are lacking.
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'ood practice͗ Denmark s͛ preventative oral health care model

Approximately ϰ0 years ago, �anish children s͛ oral health was among the poorest in 
Europe. However, a targeted and proactive approach to deliver preventive care within 
the public oral health care service has had significant results. �etween ϭϵϳϰ and 2000, 
the average �M&T scores in ϭ2ͲyearͲold �anish children fell by ϳϴй from ϰ.ϱ to 0.ϵϴ. 
�y ϭϵϵϳ, more than ϵϵй of �anish children received oral health care every year.

All municipalities in �enmark are obliged to establish local clinical facilities to provide 
all children and adolescents residing in the municipality with free and comprehensive 
oral health care, including health education and prevention, from newborn to ϭϴͲyearͲ
old children.  �linics are oŌen located in, or nearby primary schools. 

A sophisticated register of all children residing in the municipality is utilised to moni-
tor aƩendance to the clinic. The initial visit to the clinic is organised by the local oral 
health service. A leƩer is posted home to inform parents that their child is now en-
titled to free dental care.

Wreventative eīorts are directed at the individual through tailored advice and guid-
ance. However, significant emphasis is also placed upon reinforcing these messages 
within other health, social and education environments through staī in dayͲcare cen-
tres, teachers, health visitors and paediatricians ;Association of Wublic Health �entists 
in �enmark ϭϵϵϳͿ.

'ood practice͗ �n evidenceͲbased toolkit for prevention

In the U<, the �epartment of Health and the �ritish Association for the Study of �om-
munity �entistry have jointly produced an evidenceͲbased toolkit for the prevention 
of oral disease by primary care dental teams ͞�elivering �eƩer Kral Health͗ An evi-
denceͲbased toolkit for prevention͟ ;�H 200ϵͿ. This toolkit provides easy to use ad-
vice on the prevention of dental caries, periodontal diseases and oral cancer. The third 
revised edition is due to be released shortly, and the tool is currently being translated 
into Spanish.
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Key points

•	�	 range	 of	 effective	 population-based	 preventative	 initiatives	 have	 been	 implemented	
across	 Europe.	 These	 include	 water	 Ňuoridation	 programmes	 ;Ireland,	 Poland,	 Serbia,	
Spain,	U<Ϳ͖	Ňuoridated	salt	programmes	;Switǌerland,	Slovakia,	&rance,	'ermany	and	the	
�ǌech	ZepublicͿ	and	Ňuoridated	milk	programmes	targeting	children	;�ulgaria,	U<Ϳ.	

•	Oral	health	education	programmes	delivered	 in	a	school	seƫng	have	demonstrated	 im-
provements	 in	 child	dental	health,	especially	when	delivered	alongside	additional	home	
support	and	community	interventions	;&rance,	'ermany,	Ireland	and	U<Ϳ.

•	�	targeted	and	proactive	approach	to	deliver	preventive	care	within	the	public	oral	health	
care	service	in	Denmark	has	had	signiĮcant	results.	>ocal	clinical	facilities	provide	children	
and	adolescents	with	free	and	comprehensive	oral	health	care,	using	a	sophisticated	regis-
ter	to	monitor	aƩendance.	

•	Evidence-based	toolkits	for	the	prevention	of	oral	disease	can	be	developed	by	Ministries	of	
Health	to	provide	dentists	and	the	public	with	accessible	and	accurate	information	;U<Ϳ.

•	Several	countries	;&inland,	'ermany	and	SwitǌerlandͿ	actively	promote	sugar-free	products	

•	Zestricting	marketing,	 and	 improving	 the	 labelling	 of	 certain	 food	 products,	 as	 part	 of	
broader	 initiatives	to	tackle	the	socio-behavioural	and	environmental	factors	of	oral	dis-
eases,	has	shown	some	effect.	

•	�n	international	example	of	good	practice	includes	the	online	�anadian	�est	Practices	Por-
tal	which	showcases	effective	͞best͟	practices	models,	methods,	and	research	evidence	in	
the	Įelds	of	community	based	health	promotion	and	disease	prevention	interventions.
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Conclusions and recommendations for  
European decision-makers

In the last 30 years, despite major improvements in the prevalence of dental caries in children and 
young adults who live in Western Europe, it is evident that oral diseases, and oral health inequali-
ties, remain a significant public health problem in Europe. 

In many EU Member States, oral health care is not fully integrated into national or community 
health programmes. There is a clear lack of research in oral health promotion, and very few high 
quality outcome measures exist for use in the evaluation of oral health policy and environmental 
interventions. This problem is compounded by the lack of routinely available and comparable EU 
oral health data. 

There are also challenges in identifying best practice measures, and sharing learning outcomes 
from oral health promotion activities. A more progressive health promotion approach that recog-
nises the importance of tackling the underlying social, political and environmental determinants 
of oral health is required. However, across Europe, there is a lack of suitably trained advisors with 
the ability to develop oral health epidemiological infrastructures and assist in oral health strategy 
and policy development. 

To address the burden of disease, the following actions should be considered by European deci-
sion-makers:

§	Making a commitment to improving oral health as part of EU policies by 2020;

§	Addressing increasing oral health inequalities;

§	Encouraging good practice sharing; 

§	Improving the data and knowledge base, bridging the research gap in oral health promotion 
and developing common methodologies in data collection processes;

§	Supporting the development of the dental workforce in Europe.
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<ey	policy	recommendations

•	Zecognise	the	common	risk	factors	for	oral	diseases	and	other	chronic	diseases,	and	work	
towards	linking	oral	health	policies	across	other	EU	policies.

•	�eƩer	integrate	oral	health	into	relevant	national	and	EU	health	programmes	and	policies.

•	Develop	a	coherent	European	strategy	for	the	promotion	of	oral	health	and	the	prevention	
of	oral	diseases.	

•	�ddress	the	maũor	oral	health	challenges	of	children	and	adolescents,	socio	and	economi-
cally	deprived	groups,	an	increasing	elderly	population	and	other	vulnerable	populations	in	
Europe.

•	Employ	an	approach	that	focusses	on	the	wider	political,	environmental,	social	and	eco-
nomic	drivers	that	create	oral	health	inequalities.	�	multi-strategy	approach	is	needed	that	
considers	further	measures	such	as	legislation,	Įscal	policy	and	community	development.	
This	radical	policy	reorientation	is	principally	the	remit	of	national	policy	makers	and	pro-
fessional	organisations.

•	Develop	 supportive	 oral	 health	 environments	 in	 local	 seƫngs	 such	 as	 schools,	 colleges,	
hospitals,	workplaces	and	care	organisations.	

•	Encourage	and	promote	policies	to	ensure	access	to	Ňuoride	for	the	whole	population.

•	'uarantee	availability	and	access	to	high	quality	and	affordable	oral	health	care,	including	
free	basic	treatment	for	individuals	under	18	years	of	age

•	Ensure	access	to	relevant	and	evidence	based	oral	health	information	to	encourage	patient	
empowerment	and	self-care.	

•	Maximise	the	potential	of	the	dental	team	;dentists,	hygienists,	therapists,	nurses,	techni-
cians,	oral	health	promoters	and	educatorsͿ	 to	ensure	an	appropriate	use	of	skill	mix	 in	
undertaking	preventative	interventions.

•	Develop	the	role	of	oral	health	professionals	 in	generic	health	promotion	to	address	risk	
factors	such	as	cigareƩe	smoking,	poor	diet,	high	alcohol	consumption,	and	sedentary	life-
styles.

•	Support	the	training	and	education	of	dentists	to	develop	robust	oral	health	epidemiologi-
cal	infrastructures	and	assist	in	oral	health	strategy	and	policy	development.

•	Make	oral	health	and	the	prevention	of	oral	diseases	a	priority	under	the	European	health	
and	research	programmes	to	speciĮcally	focus	on	community-based	research	on	the	social	
determinants	of	general	and	oral	health,	and	inequalities	in	health.	

•	Improve	 the	 collection	 of	 validated	 oral	 health	 data,	 align	 methodologies	 between	 EU	
countries,	and	frequently	collect	reliable	and	comparable	data.	This	may	involve	creating	
and	Įnancing	European	infrastructures	such	as	a	database	or	a	registry.	

•	Disseminate	all	maũor	research	outcomes,	best	practice	measures	and	learning	experiences	
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For more information, please visit our website

www.oralhealthplatform.eu
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