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Prevention and Dental Health Services

Eeva Widströma
	Abstract

ABSTRACT: 
There has been, and still is a firm belief that regular use of dental services is beneficial for all. Thus governments in most European countries have shown some interest in training oral health care professionals, distributing the dental workforce and cost sharing. Constantly evolving treatment options and the introduction of new methods make dental clinicians feel uncertain as to which treatments are most useful, who would benefit from them, and which treatments will achieve cost-effective health gain. Although there is a considerable quantity of scientific literature showing that most available preventive measures are effective, and the number of sensible best-practice guidelines in prevention is growing, there are few studies on cost-efficiency of different methods and, secondly, the prevention and treatment guidelines are poorly known among general practitioners.

In the eyes of the public, it is obvious that preventive methods practised by patients at home have been eclipsed by clinical procedures performed in dental clinics. Reliance on an increasingly individualistic approach to health care leads to the medicalisation of issues that are not originally health or medical problems. It is important to move general oral disease prevention back to the people who must integrate this in their daily routines. Prevention primarily based on healthy lifestyles, highlighted in the new public health strategy of the European Union (EU), is the key to future health policy.
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A NEW PUBLIC HEALTH STRATEGY FOR THE EUROPEAN UNION

The population of Europe is getting older. Throughout western industrialized countries, ageing populations are putting pressure on social and health care systems and the burden of paying for growing health care services will fall on a proportionately declining working-age population. The development of new technologies for diagnosis and treatment, and new and costly pharmaceuticals also impact on health care expenditure. Consumers also have rising expectations about what health services can provide, including what dentistry can offer.

A worrying aspect of European health policy is that dental care systems seem to be evolving in a different direction than developments in the general health system. The proportions of overall health subsidies allocated to dentistry have been reduced in many countries. While this probably fits well with the ideas of dentistry as 'a free and liberal profession' and the need for people to take more responsibility for their own health, it jeopardizes attempts to improve equity in dental care. In this context, it is important for the dental profession and policy makers to be aware of, and participate in the recently developed public health strategy of the EU, where new European health policy issues will be developed (European Commission, 2002; European Parliament, 2004). The social dimension of the EU has also become more important and a modernization of social welfare, including pension and social security systems, eliminating poverty, and providing for retirement has begun.

Although the main aim of the EU is to facilitate commerce and employment and ensure financial competitiveness in the member states, the union has been required for several reasons to focus more on health issues than it did when it was formed. The main focuses in the new public health strategy are: increasing knowledge and health information, rapid response to health threats, and tackling health determinants (risk factors).

Concerning the first aspect of the new strategy, there is considerable variation in the quality and quantity of existing information on oral health status and treatment needs between different European populations. The available data range from comprehensive statistical information and/or regularly repeated population-based oral health surveys in some countries, to practically no information in others (Widström and Eaton, 2004). To improve the situation, a French dental school received a grant from Sanco (Health and Consumer Protection Directorate – General) to conduct a systematic review and to outline a process for identifying a set of core indicators that can be used when comparing oral health status and outcomes of oral health care provision in the member states. The work is expected to be completed by 2005.

The second plank in the new public health strategy may not be so relevant for dentistry, but the third element is highly relevant. The main priorities in the part of the programme that deals with health determinants, the underlying factors that affect people's health, focus on smoking, alcohol consumption, nutrition, obesity, physical activity, stress reduction, drug abuse and major socio-economic and environmental factors. Interventions will be targeted especially at young people. As oral diseases share risk factors with many other life-style related diseases, it is natural not to separate prevention of oral diseases from the general approach (Sheiham and Watt, 2000).

EQUAL ACCESS TO PREVENTION AND TREATMENT

Since the late 1970 s, equal access to preventive care has been identified as a public health priority by the WHO through the Alma Ata declaration (WHO, 1998). However, epidemiological studies in medicine show that wealthier social groups use preventive medicine (mammography, cervical smears and cholesterol screening) more than underprivileged groups (Lorant et al, 2002). In dentistry, since the 1960 s and 1970 s, several dental disease preventive technologies have been created. Some actively demand that consumers change their lifestyles; some more passively seek to make the oral environment safer. All individuals are meant to have access to preventive dental care and as a consequence also have healthier teeth and gums. In some countries, great emphasis has been put on educating dental hygienists and other auxiliaries to assist or replace dentists in preventive work. There has been and still is a firm belief that regular use of dental services is beneficial for all. Thus the governments in most countries have shown some interest in training oral health care professionals, distributing the dental workforce more equitably, and cost sharing. In Europe it is evident that the extent and nature of governments' involvement in planning and co-coordinating oral health care services and the numbers of professionals and payment systems for patients vary greatly between countries, although certain care provision models can be identified (Widström and Eaton, 2004).

ORGANIZED ORAL HEALTH CARE

Most, but not all, EU countries have organized oral health care systems for children and adolescents. Some countries provide organized and often free basic oral health care services through Public Dental Service to pre-school and school children, and often even the youngest children are included in the system. In the Nordic countries, between 80–95% of the children are seen by a dentist or a dental hygienist every year (Widström and Eaton, 2004). In several other countries, screening is provided by dentists (or by physicians in Belgium) in schools for all children or for those in certain age groups or geographical areas. Parents are informed of treatment needs and recommended to contact their own dentists for treatment. Follow-ups rates after screening vary considerably (Widström and Eaton, 2004) and frequently it is immigrants and the poorest that are least likely to receive care (Azogui-Lévy et al, 2003).

In Eastern Europe, resources for oral health care have been reduced in many countries. Formerly public services have been privatized, such as in the Czech Republic, Estonia and Slovakia Republic (Widström et al, 2001). The same has occurred in the Netherlands and in Iceland. At the same time autonomous regions in Spain have offered free treatment for children through treatment arrangements with private dentists based on capitation. In many countries children's oral health care is subsidized from national insurance systems. For adult populations, the proportion of persons covered and the range of treatments available in subsidized systems (funded by general taxation or national insurance systems) vary more widely. However some free or subsidized care is usually available for certain special needs groups. In the last decade private insurances for oral health care have been pushed forward in many countries.

One of the major shortcomings of oral health services in many countries is the lack of outcome data on the usefulness of the oral health care provided. Service utilization figures among adults during the last year exist in a few countries and vary between 80–90% in Sweden and in Germany, about 60% in Hungary, 44% in Ireland, and 27% in Spain (Widström and Eaton, 2004). Epidemiological studies show consistently higher utilization rates among those with higher, compared to lower educational levels. Data on the treatments actually provided are not as easily available.

Studies in Finland have indicated that treatments provided are not always based on real need. Instead, rather rigid treatment routines are practised by dentists based on firm beliefs about the beneficial effects of the care. Various non-evidence-based preventive care measures that are inherited from unscientific dental school teaching and strongly advertised by dental materials manufacturers are commonly used. Thus, in the PDS of Helsinki, dentally healthy children with no caries (DMF = 0) received as much preventive treatment measures provided by clinicians as had the most dentally diseased group (Läärä et al, 2000; Helminen, 2003). Other studies in Finland (Hausen et al, 2000) and Sweden (Källestål et al, 2000) have shown that extensive amounts of preventive treatments provided to children at high caries risk are not successful in preventing further caries development. There is considerable debate about whether to use a high-risk or a population strategy (Rose, 1992; Batchelor and Sheiham, 2002). Based on the findings by Hausen et al (2000) and Batchelor and Sheiham (2002), the application of the high-risk strategy to control dental caries is seldom justified.

Constantly evolving treatment options and the introduction of new methods make clinicians feel uncertain as to which treatments are most useful, who would benefit from them, and which treatments will achieve cost-effective health gain. To facilitate good choices of dental therapy, a new tool, 'clinical guidelines', has been created. Clinical practice guidelines are statements developed using specified rules considering their scope, purpose, stakeholder involvement, rigor of development, clarity, applicability and editorial independence about appropriate health care for specific clinical circumstances. Evidence-based treatment recommendations should be based on reliable scientific knowledge on effectiveness and cost-efficiency. Although there is a considerable quantity of scientific literature showing that most available preventive measures are effective, at least under some conditions, and the number of sensible best-practice guidelines in prevention is growing, two problems remain. First, there are few studies on the cost-efficiency of different methods (Källestål et al, 2003) and, second, the treatment guidelines are poorly known and used by general dental practitioners. The problem is poorly considered use of inappropriate preventive treatment measures, based on the latest advertising and fashion, further encouraged by the fee for service payment model. This leads inevitably to unnecessary care, providing little health benefit.

CONCLUSIONS

Reliance on an increasingly individualistic approach to health care leads to the medicalisation of issues that are not originally health or medical problems. On the one hand, the Nordic countries have been strong supporters of public health objectives that address the actual determinants of health and disease at the societal level. Determinants such as broad issues related to decreasing economic inequalities, unemployment, improving the workplace environment, education and care of the elderly and suggesting societal changes instead of trying to reduce the prevalence estimates of certain particular diseases are being addressed. On the other hand, in oral health, several Finnish studies have shown that chair-side preventive treatment measures have not been so effective because they ignore the determinants of disease and health (Hausen et al, 2000; Kärkkäinen et al, 2001). In the eyes of the public, despite their relative ineffectiveness, clinical procedures performed mostly by dentists in dental clinics are considered to be more important than prevention practised by people at home. It is important to move general oral disease prevention back to the people who must integrate this in their daily routines (Abegg et al, 2000). Dental personnel are important in curative and reparative treatment and can be effective oral health advisors, although individual chair-side prevention is very expensive and of questionable effectiveness. Prevention primarily based on healthy lifestyles is the key to future health policy.

Informed consumers are best served by selective, thoughtful utilization of dental services. They need appropriate and accessible information on self-management of oral health, risk reduction and increased self-efficacy. Our goal should be to give the public the confidence to handle their oral health situation.
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