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Abstract
Dental diseases are a significant public health menace having a substantial impact on the quality
of life which in turn affects the daily performance and general life satisfaction. There is a vast
difference in health status including the oral health between urban and rural population of
India and in other developing countries. The existing situation demands the formulation and
implementation of National Oral Health Policy in India in order to expand the oral health
care to make it more affordable, and reachable. An extensive literature search was conducted
using various search engines in order to include relevant information in the review. Number
of keywords and their combinations were used in order to extract appropriate data. Finally
24 out of 35 articles were selected upon detailed reading. The present paper focusses on some
of the important subjects that can be considered while formulation of a National Oral Health
Policy for the benefits of both the dental profession and community as a whole. There is a need
of dental health planners and policy makers that have relevant qualifications and training in
public health dentistry to understand the unique needs and resources for the development of
an effective oral health policy. Professional dental organizations can also support government
programs to provide basic oral health needs of extensive underserved population of this country.
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Introduction
Dental diseases are a significant public health burden
in India as well as across the globe. WHO recognizes
the oral health as an integral part of general health. The
consequences of widespread poor oral health can be seen on
the personal, population, and health systems level, as caries
and periodontal disease deteriorates the individual health
and wellbeing, decrease economic productivity, and act as
significant risk factors for other systemic health ailments.[1]
In most of the developing countries including India, there
is a limited access to oral health care services, as a result
teeth are often left untreated or are extracted because of pain
or discomfort.[2] The growing incidence of some chronic
diseases like diabetes can further have a negative impact on
oral health. Extensive research in public health has shown
Access this article online
Quick Response Code:
Website: www.amhsr.org

that a number of individual, professional, and community
preventive measures are effective in preventing most oral
diseases.
In developing countries, there is a vast difference in oral health
status between urban and rural populations, with enormous and
widening disparities in access to quality care, predominantly
in rural areas.[3] The sad thing is that oral health education and
indeed even emergency dentistry are low on the list of priorities
when it comes to health care in developing countries. This is
further compounded by most countries choosing to use the little
money they do have for oral health on traditional approaches
of employing a very small number of fully trained dentists
along with the complex equipment and expensive materials.
This makes even simple treatment inaccessible to the vast
majority of the population.[4]
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There are approximately 300 dental colleges in India, and
annually 25,000 graduates pass out including 5000 specialists.[5]
Moreover, as per the latest statistics, there is a concentration of
only 10% of dentists where approximately 70% of the Indian
population resides (rural areas) and 90% of concentration
of dental professionals where only 30% of population
resides (urban areas).[6] There is plenty of dental manpower
available yet the utilization of oral health care services is low.
The reason for the low utilization of health care services is the
high cost involved thereby widening the oral health differences
across the social economic classes. Moreover, the average salary
for a fresh graduate in the private sector is paid much less as
compared to the government sector and job opportunities are
few in the government sector. India has neither an oral health
policy nor a planned oral health care delivery system. The
blueprint of the National Oral Health Policy that was drafted
at the 4th Conference of Central Council of Health And Family
Welfare in 1995 at New Delhi aimed at developing an efficient
oral health care delivery mechanism to address the oral health
needs of its countrymen still remains as a draft since last
15 years due to very poorly motivated policy makers.[7]

Methods of Literature search
Literature search for the present article was done both
electronically and manually. Electronic search was conducted
using databases like PubMed, Medline, and so on extracting
relevant articles published in peer‑reviewed journals. Various
web‑based search engines like Google Scholar were also used
for finding relevant articles. Full text of the articles which
were not available electronically was manually retrieved
from PGIMER Library, Chandigarh electronically. A total
of 35 articles were obtained during initial search which was
conducted keeping in view the papers published in last two
decades. However, 24 articles were finally selected after
detailed reading. Various key words and their combinations
were used for literature search like oral policy, India, dental
profession, developing countries, developed countries,
dental insurance etc. The present review also emphasized on
importance of public‑private partnership towards oral policy.

Oral Health Burden in India
Oral problems are emerging as one of the main public health
concerns in India. Oral problems are not only causing pain,
agony, functional, and aesthetic problems but also leads to
the loss of working man‑hours. Hence, in the long run, they
are bound to have a significant impact on our economy.[8] It
is estimated that about 50% of school children are suffering
from dental caries and more than 90% of the adult population
is affected by periodontal disease.[9] According to a survey,
the prevalence of dental caries in children aged 5 years was
50%; 52.5% in 12 year olds; 61.4% in 15 year olds; 79.2%
in 35–44 year olds; and 84.7% in 65–74 year olds.[10] The
World Dental Federation estimates that 83% of children aged
6–19 years have dental caries.[11] The majority of 12 and 15 year

olds had a DMFT value between 1 and 3, while the majority
of older adults (65–74 years) had a DMFT value between 25
and 32.[10] Consumption of tobacco products (smoking, and
smokeless form) has also increased in the recent years. Hence,
oral precancers and cancers are emerging as a major threat to
younger people and are increasing to alarming proportion in
India. Oral cancer is a life threatening condition and the available
treatment modalities are expensive and are way beyond the reach
of the common person.[12] They can be prevented and controlled
by public education and motivation to a significant level. Private
fee for service is the only mechanism of payment for dental care
in India similar to some other developing countries. The major
disadvantage of this type of payment structure is that many
patients are unable to receive any care.

Barriers in Oral Health Promotion
Majority of times, our policy makers gave oral health last
priority during the pilot phase of National Oral Health Care
Program. They are inadequately informed about the burden of
oro‑dental problems and its connection with the systemic health
and possibly minimal threat to the human life due to oro‑dental
problems makes step motherly treatment for dental public health
programs.[13] In a county like India, health is a state subject and
most of the states in the country are suffering from financial
burden even for subsistence rather than providing quality health
care. Mostly the health care is looked after by the private sector
and individual practices including nonformal medical facilities.
The government is unable to provide adequate dental services to
the people as treatment of majority of oral disease involves large
expenses. Dental auxiliaries forms an important group of people,
who can play effective role in providing oral health care services
especially in the rural areas. However, there is acute shortage of
registered hygienists and laboratory technicians in India.[14] There
are no registered dental nurses or chairside assistants and no
denturists. This situation is becoming increasingly difficult with
a decrease in the number of schools for hygienists and laboratory
technicians from 40 in 1990s to 24 in 2014 with the result that
there has been no increase in the efficiency of overburdened
dentists.[15] Moreover, dental graduates are unable to perceive
the importance of learning prevention of oro‑dental problems for
the community and they are not aware of their responsibilities
toward the society.[16] The internship program is also underutilized
by the dental colleges for services to the grass root level and
dental health needs of our geriatric population are overlooked.
School oral health education programs which enable children
to learn oral health practices right from early stages are still in
infancy stage in our country. Over and above, the burden of oral
diseases in our country is also increasing because of fast growing
population, rapid westernization, and lack of resources.[14]

Oral Health Care Expenditure
The oro‑dental problems are largely considered to be nonlife
threatening except oral cancer and treatment of dental diseases
are very expensive and time consuming. Huge amounts of

Annals of Medical and Health Sciences Research | Jan-Feb 2016 | Vol 6 | Issue 1 |

51

Gambhir and Gupta: Oral health policy

funds and time is needed to treat the dental caries only in school
children of the country. The irony of the budget allocation
in India is that, out of the total budget, the amount that is
dedicated to health expenditure is very meagre (2%), and out
of this amount only a minute percentage is allocated for oral
health‑related activities.[16] In fact, there is no specific separate
allocation for oral health in the Indian budget. India allocated
only 4.9% of the gross domestic product or gross domestic
income for health‑related expenditures in the last financial
year, whereas other smaller Southeast Asian countries with
smaller populations allocate nearly the same amount or more
for health‑related activities.[16]

improper growth and development.[19] Dental caries affects
the children socially as well as psychologically. Furthermore,
treating dental caries in children is expensive not only due
to the direct costs of treatment but also the indirect costs
such as the time taken off by the parents to take the child to
a dentist.[20] Table 1 depicts a model for National Oral Health
Policy incorporating activities to specific age‑groups.

Street Dentistry: Tackling Quackery

Dental diseases greatly affect day to day activities of an
individual which are essential for livelihood. Dental pain
causes loss of concentration on the work and the person
may not be able to work at all. This factor can bring serious
economic implications on the country. So we can very well
understand the social and economic implications due to
neglect of oral health. As 26% of the Indian population is
living below the poverty line and depend on daily earning; the
loss of working hours is significant in the Indian context.[17]
The situation can be even worse for those families having a
single earning member who is suffering from a dental ailment
stopping him from working for one full day. This could lead to
serious situation for food and daily needs for the whole family
of 4 or 5 persons.[17]

Street dentistry, a form of quackery, is practices mostly in rural
and remote places of West Uttar Pradesh region of India. It
is the practice of unproven, ineffective medicine, usually in
order to make money, or to maintain a position of power.[21]
Many of the quacks claim to have learnt the art of dentistry
from their ancestors, but there are some quacks who are
practicing dentistry after working previously as an assistant
or seeing some professional work in a dental office. The
procedures carried out by these quacks are very undesirable,
harmful, and sometimes dangerous to the patients. In medical
field, there are many policy matters discussed to give quacks
formal training and absorb them in the healthcare system. On
the dental side, these matters have to be carefully analyzed.[22]
These quacks may thrive to earn money by practicing quackery
until and unless Government intervenes, takes them into the
health system, and provides a stable means of income. The
Government and Dental Council should put forward a strong
policy to culminate this unethical practice of harming the
population.

Improving Geriatric Oral Health

Public‑private Partnership

As a result of advances in public health and medical field,
the life expectancy of persons is on the increase. Developing
countries’ provide residence to two‑thirds of the world’s
elderly population. Therefore, vast population should receive
the attention from policy makers who will be in demand of
health services including oral health as the age progresses.[18]
Government of India has to ensure that every elderly individual
should receive quality oral health care and that too at an
affordable cost. The framework of the National Oral Health
Policy should integrate oral health with the general health
policy so that oral health‑related quality of life of these people
is improved. There is an urgent need to create an oral health
data bank for Indian geriatric population. Number of geriatric
researchers should be increased by additional funding from
both government and private agencies. Geriatric dentistry
should be strongly promoted in both the undergraduate and
postgraduate dental curriculum by changing the mind sets of
policy‑makers, students and academicians.[18]

Delivery of health care is largely the responsibility of the state
and national governments, but sinking funds, substantial work
burden, lack of equipments, and high absenteeism crop up as
roadblocks hindering the government’s efforts. In contrast
to this, in India, people perceive private sector to be easily
accessible, better managed, and more efficient [Table 2]. The
private sector provides a large volume of health services,
but with little or no regulation.[22] The private sector is not
only India’s most unregulated sector, but also its most potent
and untapped sector, and more urban biased than its public
counterpart. Public‑private partnership (PPP) may be one of
the effective means in reaching the pinnacle of excellence in
oral health. It aims to increase the public expenditure on health
aspects and reduces regional imbalances in health, pooling
resources, optimization of health manpower, community
participation, and ownership.[23] It brings convergence of
private sector interests and public sector goals. Access to dental
services by rural and urban poor, marginalized segments of
the population like slum dwellers can be increased through
this approach. A recent study was conducted to survey the
current practices of PPP in health education in Udaipur city
in Rajasthan.[24] Results of the survey showed that most of
the PPP were involved in delivering health education, mostly
concentrated on general health. Only few of them were
involved in oral health education.

Loss of Working Hours

Strategy to Improve Oral Health of Children
Oral diseases affects the quality of life of children and account
for pain, impaired aesthetics, recurrent infections, eating
troubles, sleeping difficulties, emergency visits to dentists
and hospitals, poor ability to learn, insufficient nutrition, and
52
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Table 1: Model for infant and child oral health promotion age‑wise activities
Age group
(years)
0-2

Setting

People to engage with

Scope, components and tools

Anganwadi workers (direct contact),
parents (indirect contact)

Oral health education: For Anganwadi workers using a DVD on
infant oral care and for parents using printed booklets

Anganwadi workers and parents
(direct contact)

3-6

Primary healthcare
centers, Anganwadi
branches
Primary healthcare
centers, Anganwadi
branches
Preschools

6-16

Schools

Oral health education: For parents using printed booklets
fluoride varnish program in mobile dental van/or dental satellite
centers
Tooth‑brushing program with fluoride toothpaste in combination
with the mid‑day meals scheme and hand washing
Tooth‑brushing program with fluoride toothpaste in combination
with the mid‑day meals scheme and hand washing

2-3

Preschool teachers and
parents (Parent‑Teacher Associations)
School teachers and
parents (Parent‑Teacher Associations)

DVD: Digital video disc

Table 2: Dental health care: Public versus private sector
Public/government sector
Minimal dental treatment is provided by government rural hospitals
Only basic dental treatment is given at government civil and
district hospitals
Except drinking water de‑fluoridation, fluoride supplements and
some anti‑tobacco activities, no other primary preventive dental
measures are undertaken
Private sector
Dental institutes offer treatment at low‑cost except solo dental
practices
Oral health awareness is promoted by state dental associations,
pharmaceutical companies, and NGOs
No insurance policy covers out‑patient dental treatment costs.
Recently, new policies have been launched but their coverage
potential is not yet clear
NGOs: Nongovernmental organizations

Mobile and Portable Dental Services
The distribution of dental manpower between rural and urban
areas reflects a glaring contrast. About 80% of dentists work
in major cities catering to the oral health needs of around
31% of urban population. In rural India, one dentist is serving
over a population of 250,000.[25] Alternate modes of providing
dental services other than traditional dental clinics and private
hospitals should be implemented to overcome the present
discrepancy in the delivery of oral health care between rural
and urban population with special emphasis on covering
the underserved population. Mobile and portable dental
services may offer a viable option to address the issues of oral
health‑care delivery for an extensive underserved population in
a developing country like India with scarce resources.[26] The
successful implementation and execution of oral health‑care
delivery using the mobile and portable dental services rely
largely on collaborative efforts of the following:
• Professional dental organizations
• Nongovernment organizations
• Government sector
• Local civil society.
Portable dental units can be of advantage in places like
naturally isolated areas such as high altitudes or dense forests,
military and missionary programs, or disaster situations where

mobile dental units cannot be transported.[27] Portable systems
are smaller and more compartmentalized as compared to
mobile vehicle systems. They can be transported easily, are
time efficient, and relatively require less equipment.

Dental Insurance Policy
Unlike most western countries, specific dental insurance
plans are not common in India. Indian Dental Association has
been striving to bring out a new all‑inclusive oral and dental
health care insurance scheme. However, it has been unable to
achieve anything substantial in this front. We, as oral health
care workers, are capable to reach every class and village
across the country. Dental health insurance can also bring
about dental health care awareness percolating at the gross root
levels. It would serve as a good motivation to the people to
regularly visit the dentist and this in turn serves as an effective
preventive measure. If we have to create the awareness and
pass on the benefits of longevity of teeth across the society,
dental profession should impress on to the policy makers to
have beneficial dental insurance schemes for the masses.[28]

Oral Health Care Reforms in Developed
Countries
The government in most of the developed countries made a
commitment to oral health and dentistry by formulating policies
to improve the oral of the population, particularly children and to
increase access to primary care dental services. The public health
outcomes framework (2013–2016) of England includes “tooth
decay in 5‑year‑old children” as an outcome indicator.[29] The
National Health Service (NHS) outcomes framework (2014–
2015) includes indicators related to patients’ experiences of NHS
dental services and access to NHS dental services.
An oral health policy called “Affordable Care Act” was
formulated by American Dental Association to include a
dependent coverage policy that extends parents’ or guardians’
health insurance to adults aged 19–25.[30] This dependent
coverage policy was associated with an increase in private dental
benefits coverage and dental care utilization, and a decrease in
financial barriers to dental care among young adults aged 19–25.
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As part of state‑wide health reform in 2006, Massachusetts
expanded dental benefits to all adults ages 19–64 whose annual
income was at or below 100% of the federal poverty level.[31]
This reform led to an increase in dental care use among the
Massachusetts adult population, driven by gains among poor
adults. Compared to the prereform period, dental care use
increased by 2.9% points among all nonelderly adults in
Massachusetts, relative to all nonelderly adults in eight control
states. This experience provides evidence that providing dental
benefits to poor adults through Medicaid can improve dental
care access and use.[31]
Routine dental check‑ups for children are mandatory for
early diagnosis and treatment of dental problems. Under a
reform of Israel’s National Health Insurance Law in 2010,
free dental services were offered to children up to age 12.[32]
A survey was conducted to examine the use of dental services
for children and the factors affecting mothers’ decision to take
their children for routine check‑ups. It was found that mothers’
sociodemographic status and oral health beliefs affected their
decision to take their children for dental check‑ups. After
the reform, the frequency of children’s dental check‑ups
significantly increased among vulnerable populations.
Therefore, the reform has helped reduce gaps in Israeli society
regarding children’s dental health.[32]

Conclusion
Government has the ultimate responsibility of the health of
its citizens. It is clear from the above discussion that India
strongly needs an oral health policy that can be formulated on
the basis of discussed aspects. In India, policy makers have
not included oral health in public health policies, a change
that could have led to improvement in the differences in health
status of urban and rural population. Like in developed and
few developing countries, oral health deserves to be included
in family health policies. Local efforts may also be needed to
engage more private practitioners incase of underserved. It
is important to launch preventive, curative, and educational
oral health care programs integrated into the existing system
utilizing the existing health and educational infrastructure in
the rural, urban, and deprived areas. Family, that is, parental
attitudes toward the importance of oral hygiene, plays a
major role in the preservation of healthy children’s teeth.
Oral health education can be imparted to parents involving
health workers, teachers in order to raise their awareness
regarding importance of oral health. More studies focusing
on parents’ attitude toward taking their children to dentists
should be conducted.
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