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Foreword

This thesis is divided into two parts:

Part One: A review of the literature on dental caries experience among 6- and
12-year-olds in different states of India.

Part Two: Part two of this thesis is a paper that will be submitted for
publication in the Indian Dental Journal concerned with an epidemiological

study of 6- and12-year-olds Punjabi school children, India.
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Part One

Review of Literature




Review of literature on dental caries

experience among Indian children

INTRODUCTION

India has a population of over 1028.7 million people and has high prevalence

of oral diseases (Registrar General & Census Commissioner, 2003).

Dental caries is a public health problem in India. In some regions, the
caries prevalence is as high as 60-80% in Indian children (Damle, 2002). It
was reported by The World Health Organisation Oral Health Surveillance in
1992 (WHO, 1992), that nationally the DMFT index for 12-year-olds was 0.89.
In addition, about 30% of children suffer from malocclusion (WHOQO, 2001)
affecting proper functioning of the dento-facial apparatus. A lack of

awareness about dental diseases has resulted in gross neglect of oral health
(Parkash & Mathur, 2003).

According to Shah (Undated), the optimum concentration of fluorine in
drinking water for caries risk reduction in India is 0.75—1 mg/L. A high fluoride

content in ground water is endemic in some states, including Andhra

Pradesh, Gujarat, and Rajasthan.

A survey was conducted in Punjab by the State Health Department
during 1989-90 and it indicated that nearly 84% of the population was
suffering from caries or periodontal disease (Department of Health & Family




Welfare, 2006). It was reported that this alarming level of dental diseases was
mainly due to lack of awareness among the people about the prophylactic,
Interceptive, and curative treatment available in the existing infrastructure of
the Dental Health Care Services in the state. It was also reported that the
dentist to population ratio was 1: 30,000 in the urban areas and 1:119,000 in
rural areas.

The following review of dental caries experience among children in
different Indian states refers mostly to cross-sectional studies. Prior to the
partition of India, Pakistan belonged to the Punjab province. Ferbzepur IS
directly on the Indian side of the border with Pakistan and has similar
demographic and geographic variations like that of Pakistan. Therefore, for

the purpose of making relevant contrasts related to oral health features.

Pakistan was included.

REVIEW OF STUDIES

The dental caries status of Indian children

Primary dentition caries experience: The data in Table 1.1 shows

that the 3-6-year-olds in Tamil Nadu had the lowest mean dmft of nearly zero
(Gopinath ef al., 1999). The 5-6-year-olds in Karnataka had the highest mean
dmft and dmfs scores of 3.5 and 10.2, respectively (Shetty & Tandon, 1988).
A similar mean dmft score of 2.7 was reported for 5-8-year-olds in Orissa and
children aged 9 years in Kerala (Dash ef al., 2002; Retnakumri, 1999). Two
studies gave results for males and females separately, and show that males
had higher dmft scores compared with females (Gopinath ef al., 1999;
Saravanan et al., 2003). Children living in urban areas had higher dmft scores

compared with the children living in rural areas. For example, the dmft score




of 2.5 for 5-6- year-olds living in an urban area of Sikkim was much higher
than for children of the same age group living in rural area; their dmft score
was 0.7 (Mandal et al., 2001).

Mixed dentition caries experience: The data in Table 1.2 shows that

In two of the studies (Gopinath et al., 1999; Khan, 1992) males and females
had same caries prevalence. In five of the eight studies shown in Table 1.2,
males had higher caries prevalence rates as compared with fémales,
however, the significance of the differences between both the genders was
not reported. One of the studies (Singh ef al., 1999) showed that females had
a non-significantly higher caries prevalence as compared with males. A study
(Gopinath ef al., 1999) showed that among the studies including 6-year-olds,
the 3-6-year-olds in Tamil Nadu had the lowest caries prevalence (36.2 in
males and 36.0 in females), and 9-12-year-olds from the same state had the

highest caries prevalence (80.4 in males and 68.8 in females).

Permanent dentition caries experience: Table 1.3 shows that the 6-

9-year-olds in Tamil Nadu had the lowest mean DMFT score of 0.4 (Gopinath
ef al., 1999). The 12-year-olds in different states of India had DMFT scores in
the range of 0.4 -1.1, but those in Pakistan had higher DMFT scores in the
range of 1.2 -1.8 (Khan, 1992; Maher, 1992). The 7-17-year-olds in Punjab
had the highest mean DMFT and DMFS scores of 3.8 and 5.8, respectively
(Gauba ef al., 1986). Children living in urban areas had higher DMFT scores
compared with rural children. For example, those aged 15-16-year-olds living
In the urban area of Sikkim had a mean DMFT score of 0.5, while children of

the same age group living in rural areas had a mean DMFT score of 0.3
(Mandal et al., 2001).




Dental treatment needs

Table 1.4 shows that the need for restorative treatment on one or more
surfaces was the most prominent of the dental treatment needs shown across
the studies and accounted for 60-80% of the various treatment need types
(Dash ef al., 2002; Gauba ef al., 1986). The treatment needs of children in
Pondicherry were about half that of children in Orissa (Sarvanan et al., 2003;
Dash ef al., 2002). Tooth extractions were needed by 3-15% of the children
(Sarvanan et al., 2003; Dash ef al., 2002). Only one study showed that the
need for preventive/sealant treatment accounted for 11% of the various
dental treatment needs (Sarvanan et al., 2003). Mandal et al., (2001) reported
that the children living in both urban and rural areas had similar dental

treatment heeds.

Dental caries and oral hygiene methods

The data in Table 1.5 refer to methods of oral hygiene practised by children in
India. The reports indicate that more than two-thirds of the children claimed
that they practised tooth brushing with toothpaste and that less than one-third
of the children practised tooth brushing with tooth powder. The children in
Tamil Nadu did not use any traditional or other mode of oral hygiene practise
(Gopinath et al., 1999). Less than 1% of children in Pondicherry reported

using a traditional method of oral hygiene practise (Saravanan et al., 2003).

The data in Table 1.6 shows that except in Kerala (Retanakumri, 1999,
Kuriakose, 1999), more than 90% of the children claimed that they brushed
once daily while less than 10% of children brushed twice daily. In Kerala, two
thirds of the children claimed that they brushed their teeth once daily and
one-third of the children brushed twice. Almost all children brushed once or
twice daily. Shetty & Tandon (1988) reported that 0.2% of children they

studied in Karnatka never brushed their teeth.




Caries experience and fluoride concentration in

drinking water

Primary dentition: Table 1.7 shows that in one study, the fluoride levels

were less than 0.1 mg/L at which point a therapeutic effect would not be
expected. In this study, which was conducted in urban area of West Bengal
where the fluoride level was 0.007 the dmft score of 1.9 was observed, where
as In rural area of the same state which had a fluoride level of 0.011 a dmft
score of 1.5 was noted. These dmft scores did not correlate with the fluoride
concentration (Mandal et al., 2001). In the other studies reported in Table 1.7,
the fluoride concentrations ranged from 0.00 — 0.38 mg/L but, in fact, the dmft
score of 3.5 in Karnataka where the fluoride level was 0.00 and dmft score of
2.7 In Chandigarh where the fluoride level was 0.38 did not correlate with the
fluoride concentration (Shetty &Tandon, 1988; Chawla ef al., 2000).

Permanent dentition: The studies reported in Table 1.8 demonstrate that

caries experience in the permanent dentition was inversely related to the
fluoride concentration in drinking water. This relationship was significant in
only one study in which the DMFT scores, where for example, the DMFT
scores for 12-year-olds decreased from 1.0 (0.7 mg/L) to 0.3 (>3.0 mg/L)
(Acharya, 2003). The significance status of the caries-fluoride relationship
was not reported in rest of the studies (Chawla ef al., 2000; Shetty & Tandon,
1988; Mandal ef al., 2001). There were no differences in the DMFT scores of

children living in rural or urban areas (Mandal et al., 2001).
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SUMMARY AND CONCLUSIONS

The development of a policy for oral care in India commenced in 1984 at a
workshop in Bombay organized by the Indian Dental Association. A draft
policy was completed in 1986 (Ministry of Health and Family Welfare,
1995). This policy was considered by the Dental Council of India at two
national workshops held in Delhi and Mysore in 1991 and 1994,
respectively. The outcome was that a National Oral Health Policy for india
was formulated (Bali ef al., 1994). A core committee appointed by the
Ministry of Health and Family Welfare (MOH&FW) was established to
move this policy forward in 1995. A National Oral Health Policy containing
10 resolutions was then drafted. This was accepted by the Government of
India and was included as part of the National Health Policy in the same
year (Lal et al., 2004). In implementing this policy, the MOH&FW instituted
a National Oral Health Care Programme (NOHCP) which had nine goals.
This was launched as a pilot project, initially in five states, including Delhi,
Punjab, Maharashtra, Kerala, and the North Eastern States (Parkash &
Shah, undated).

The dental caries experience among 6- and 12-year-olds was low in
comparison to the level corresponding to Goal 3 of the National Oral
Health Care Programme (NOHCP) 'To bring down the DMFT (decayed,
missing, filled teeth) in school children aged 6-12 years from approximately
4 at present to less than 2' (Parkash & Shah, undated ). In all the studies,

except one (Gauba ef al., 1986), DMFT scores were two or less.

The restoration of tooth surfaces was the most common dental
treatment need identified amoﬁg children in various parts of India since the
majority of the DMF teeth presented as untreated decay. Whereas Goal 3
of the NOHCP has been met, Goal 1 'Oral Health for ali by the year 2010 °
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has yet to be reached; the current health services are clearly not sufficient
to manage the untreated decay. In addition to the lack of preventive and
other dental care services, a lack of awareness about oral health among
population may be responsible for the problem of untreated decay. Clearly,
there is a need to implement NHCOP Goal 2 'To bring down the incidence
of oral and dental diseases to less than 40% from the existing prevalence
of 90%'. The National Oral Health Policy resolutions should become an
integral part of the National Health Policy (Lal ef al., 2004).

Overall, the studies showed that children living in urban areas had
higher caries experience compared with the children in rural areas. There
is a heed for the NOHCP to be launched 'to provide oral health care In

urban areas’ as stated in Resolution 2 (see Appendix) of the National Oral
Health Policy (Lal et al., 2004).

There was an inverse relationship of the dental caries experience
among 6-and 12-year-olds with water fluoride concentration (mg/L) In
drinking water. This result should be used in health promotion to
encourage water fluoridation in regions where the community water
supplies have naturally low fluoride levels. This conclusion is supported by
the results of a meta-analysis on the role of water fluoridation in caries risk
reduction (Cochrane, 2003).
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ABSTRACT

Objectives: A study was conducted in Ferozepur, Punjab. The objectives of this study
were to determine (1) the oral health status (caries and fluorosis experience) and
treatment needs of children in Ferozepur, (2) the fluoride concentration in drinking water
sources in Ferozepur, and (3) possible caries risk factors.

Materials and methods: Children aged 6 and 12 years from four socio-demographic
areas were targeted in this study. Schools were stratified on the basis of socio-
demographic status: rural, urban-upper middle class, -lower middle class, and -lower
class. A total of 1600 children aged 6 and 12 years, that is, 400 in each of the socio-
demographic classes constituted the sample size of study. Dental caries and fluorosis
experience was determined according to WHO guidelines. A questionnaire was completed
by the 12-year-olds to obtain information on oral health behaviour and exposure to caries
risk factors.

Results: The mean dmft scores for 6-year-olds was 1.01. 60% were caries-free. The
equivalent DMFT scores for 12-year-olds were 0.50 and 72%, respectively. Fluorosis
prevalence (very mild or more) was 51.5%. The results of the multiple variable logistic
regression analysis indicated that most degrees of fluorosis were associated with
significantly less caries experience compared with no fluorosis (ORs of 0.56 or less).
Socio-demographic status was also a significant independent predictor of caries
experience of caries. Compared with rural children, urban-upper middle class children
were more than 50% likely to experience one or more DMFT (OR=1.56).

Conclusions: Caries experience in the primary and permanent dentitions of children is
lower than the goals set by National Oral Health Care Programme (NOHCP). High levels
of fluorosis are probably due to high levels of fluoride naturally occurring in drinking water
(0.60-1.25 mg/L) in urban and rural area respectively, and this indicates that further
control of dental caries in Ferozepur must be achieved by means other than water
fluoridation. Urban children are more likely to experience caries compared with rural
children because of easy access to a rich sugar diet.
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INTRODUCTION

India is a country with rich cultural heritage and a population of 1027
Million 2001 (Census), distributed in 28 States, 7 Union Territories, 5564

tehsils/talukas, 640,000 villages and 5161 towns and cities (Bose, 2001).
The Indian population is predominantly rural as over 72% of people

continue to live in rural areas (Department of Family Welfare, 2003).

Dental caries is one of the most prevalent diseases in children
worldwide (Marthaler, 1990). The prevalence of dental caries has declined

in developed countries and the reverse pattern is following in developing

countries (Rugg-Gunn, 1993).

The dentist to population ratio in India is 1:30,000 which is unevenly
distributed. More than 90% of dentists are based in urban settings and only
10% serve the populous rural communities (Ministry of Health and Family
Welfare, 1995). Besides this, there is also an acute shortage of equipment,

material and other essential facilities to run the minimal curative services

for the vast population (Lal et al., 2004).

Dental health services are provided by tertiary level hospitals,

district hospitals, private practitioners and non governmental organizations

(Lal et al., 2004).

Study objectives
In response to Goal 3 of the NOHCP 'To bring down the DMFT (decayed,

missing, filled teeth) in school children aged 6-12 years from approximately

4 at present to less than 2, a study was conducted and the objectives of

the study were to determine (1) the oral health status (caries and fluorosis
experience) and treatment needs of children in Ferozepur, Punjab, one of
the five states to be included in the NOHCP pilot project (Parkash & Shah,
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undated), (2) the fluoride concentration in drinking water sources In

Ferozepur, and (3) possible caries risk factors.

MATERIAL AND METHODS

Study Population

This study was conducted in Ferozepur district, Punjab in 2007. Ferozepur
encompasses four towns and many villages and has a population of
around 700,000. The ground water in Ferozepur has a high fluoride
concentration, ranging from 0.60 to 1.25 mg/L. Children from Grades 1 and
7 from four socio-demographic classes (urban upper middle, urban lower
middle, urban lower class and rural) classes were targeted in this study.
Schools were stratified on the basis of socio-demographic class, where
urban upper middle, urban lower middle and urban lower class equated
with school fees of Indian Rupees 700-1000, 400-700, and 200-400 per
month respectively. Rural children attended schools situated more than 5

km from the city boundary where school fees are minimal or not charged.

Sampling

A total of 1600 children from Grades 1 and 7 constituted the sample size,
including 400 subjects in each of the four socio-demographic classes. A
total of nine schools were selected (two from urban upper middle, two from
urban lower middle, two from urban poor, and three from the rural area).
They were selected randomly from the list of all schools that included all
the government and private schools. At each school, all Grade 1 children
were selected. These children were mostly aged 6 year but included some
aged 5 and 7 years. Similarly, all the children from Grade 7 were selected.

They were mainly aged 12 years along with some 11- and 13-year-olds.
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Assessment of caries risk factors

A seven item questionnaire was completed during school hours by the 12
year olds. Information was collected on the potential risk factors for caries
experience including use of tooth brushes, tooth brushing frequency, type
of toothpastes, and consumption of sugar containing food items, beetle nut

chewing, dental visits and reasons for dental visits.

The guestionnaire was completed by each child without discussion
among themselves. However, prior to its completion they were given an

opportunity ask questions to clarify any related matters.

Caries assessment

Caries assessment was conducted according to W.H.O guidelines (1997).
Dental caries was diagnhosed by tactile examination with the use of plain
mouth mirror and a probe. The decayed component of DMFT was divided
in two parts D1mm and D 4mm (depending on the diameter of cavity).

Initial caries (incipient/ early caries lesions) was not recorded.

The dental examination was performed in the natural daylight by a
single examiner (VC) who had been calibrated in Australia during a similar
survey of school children before the survey. The instruments were

disinfected by chemical procedures during the day.

Fluorosis assessment

Fluorosis was graded by using Dean’s index of fluorosis. The fluorosis
examination was also performed in good natural day light by the same

examiner (VC). Photographs were also taken.
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Fluoride concentration assessment

Ground water samples from both the urban and rural areas were collected
from the hand pumps (main source of drinking water). They were analyzed
in a laboratory in Sydney, Australia for the determination of fluoride
concentration (mg/L) in drinking water. The concentration of fluoride in the
samples taken from the urban and rural areas were 0.60 and 1.25 mg/L.,

respectively.

Statistical analyses

The data were later entered into an electronic database for subsequent
data analysis using Epi Info ™ (Version 3.2.2) software. The total number

of decayed, missing or filled permanent teeth (DMFT index) was calculated

by this criterion.

Following the data checking, the mean DMFT scores were
calculated. Firstly, bivariate associations between DMFT scores and the
caries risk factors were explored which included use of tooth brush,
frequency of tooth brushing, type of toothpastes, and consumption of sugar
containing food items, beetle nut chewing, dental visits and reasons for
dental visits. Secondly, the risk factors that were significantly associated in
the bivariate analysis with the differences in DMFT groups were explored
further in a logistic regression analysis to model potential predictors for

caries experience in Grade 7 children.
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RESULTS

The principals of the nine selected schools all agreed to include their

schools in survey and on behalf of the parents, gave their consent for the

oral examination of the children.

Primary dentition caries experience

A total of 200 Grade 1 children were examined in each of the socio-
demographic groups. Overall, 60% of the Grade 1 children were caries free
and although the level of caries freedom was greater in females, this
gender difference was not significant (Table 2.1). There were more
decayed teeth than missing teeth whereas the number of filled teeth were

negligible. Among the decayed teeth, there were more 4mm sized cavities

than Tmm.

The overall mean dmft score was 1.01. Children, both male and
female, from the urban lower Middle class had higher dmft scores, 1.45
and 1.17, respectively, compared with children in the other socio-
demographic groups. The difference across the socio-demographic groups

was significant (p = 0.010). Caries experience was lowest among the rural

children.

Permanent dentition caries experience

Similarly, 200 Grade 7 children were examined in each of the socio-
demographic groups (Table 2.2). The overall caries experience in this was
0.50 DMFT and 72 per cent were caries free. The DMFT score was highest
(0.71) among children from the urban upper middle class and lowest (0.38)
among those from the rural area. The differences across the groups was
significant (p=0.030). Distributions of the caries experience statistics were

similar across both male and female socio-demographic groups.
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Caries experience and risk factors

Caries experience by oral health related behaviours and socio-
demographic factors of the Grade 7 children are shown (Table 2.3). As
‘noted in relation to the data in Table 2.2, socio-demographic status was
significantly (p=0.030) associated with caries experience. No other variable
was significantly associated, however, the association between fluorosis

and DMFT approached significance (p=0.06).

Fluorosis prevalence was 51.5%. This proportion includes those with
very mild or more severe fluorosis. Only 13.8% were classified as having
normal tooth enamel and 33.9% were borderline and classified as
questionable. Respective proportions having very mild, mild, moderate,
and severe degrees of fluorosis were: 19.8, 17.4, 10.0 and 4.4%. Children
without fluorosis had a mean DMFT score of 0.70 whereas children who

had severe fluorosis had nearly half that score.

As a result of the dichotomisation of caries experience in the logistic
regression analysis, the unadjusted odds ratios revealed that most degrees
of fluorosis were associated with significantly less caries experience
compared with no fluorosis (Table 2.4). This outcome was maintained
(ORs of 0.56 or less) in the multiple regression analysis to control for
potential confounding. Similarly, socio-demographic status remained as a
significant independent predictor of caries experience of caries (OR=1.56)

in children residing in Ferozepur while gender remained as a non-

significant predictor.

29




0¢

12960

0100

068°C

0000

anjeA d

¢8|
cll
68 1

9L
Pl ¢
17"
0L}

G
6l ¢C
88}
Le1

17"
cl ¢
L9}
06}

as

1O
96 0
GOt

86 0
Ge L
G6°0
LL 0O

680
LL'L
6 0
63 0

c0'L
v 1
86 0
0L0

HBUp

100
c00
000

100
c00
c00
000

100
00
000
000

000
000
€00
000

]

6l 0
L0
.10

L00
GL°0
GC 0
9¢0

80°0
610
ce O
ST

900
710
1C 0
Gc O

LU

¢80
€L 0
/80

060
LL)
890
LG 0

6.0
160
090
¢9 0

96 0
Le L
v, 0
14 A",

P

ov 0
Ly O
Or 0

Ov 0
€40
Ge 0
A

9G 0
GG o
AN
144,

0y 0
£80
ot 0
€co

8¢ 0
810
e 0

Ov O
6 0
9C 0
8L0

0C 0
AN
0C0
GL0

050
0¢ 0
00
610

JUWPP W Lp

09
6G
09

8§
oG
85
89

85
85
9
8%

6G
GG
125
V.

40 %

008
96¢
P0OS

66|
10C
00¢
00<¢

el
69
G/
6.

9cl
cel
GCl
LCl

N

alow JO Wy JO J8)awelp Ajine) g
LW Jsesi je 1ejswelp AJIae) e

|ejO L
So[ewa
So|eN

SSBJO a|ppi Jaddn ueqgin
SSE[O 9[pPpIW JOMO] ueqin
Jood uequn

2Ny

yiog

SSE|0 ajppiwt Joaddn ueqin
SSB[D a|ppIW Jomo| uegin
100d uegin
einy

sajewa]

SSBID a|ppiw Jaddn uegin
SSB[O 9jppill 1Mo} uedin
lood ueqin
einyy

CETE

snjels si1ydesbowap-0100g

snje}s oiydesfowsp-0190s Aq UaipIyo | apelo Jo dduaLiadxa saled uonijuap Aewlld L'z d|qe L




e

86¢ 0

000

0L0°0

0LE0

860
66 0
L6°0

8L}
6 0
76 0
6.0

L}
OL'L
€80
GLO

6Ll
GL0
101
€80

05 0
6v 0
TASRY

120
67 O
or 0
8e 0

69 0
090
A0
Le 0

€L0
6¢ 0
950
AA

enjeAd JSs LdING

100
100
100

¢c00
c00
000
100

100
v0 0
000
000

€00
000
000
100

=

GO0
900
700

700
00
GO0
900

€00
0L 0
v0 0
900

00
c00
GO0
GO O

IA

144"
L¥ 0
ov 0

790
0F O
0¥ 0
0t 0

990
ov O
8¢ 0
9C 0

12200,
9c 0
0G0
Ge o

d

q

GC 0
TN
9C0

Ge 0
9¢ 0
A
0C0

ce o
ee 0
910
810

ot 0
0CO0
8¢ 0
¢c O

EEvD

B

10
¢l 0
9L 0

STA
800
¢l 0
600

GC 0
900
0L0
200

8¢ 0
0L0
9L 0
L0

Wi _‘n_

¢l
V.
LL

L9
0L
9L
LL

L9
AS
c8
08

L9
cL
L
GL

40%

008
LLE
el

00c¢
00¢
00¢
00c¢

66
v6
06
148

101
901
oLl
o01)

N

2JoW Jo Wy JO Jajauielp AlineD g
W 1se9s] 1e jejauieip AJae) €

[ejo
sojewa
sa|e\

SSEJD 9|ppiw Jaddn ueqlin
SSE[O 8|ppill J8Mmo| uedin
lood ueqin

BNy

ylog

sse|o a|ppiw Jaddn uequn
SSE[0 9|PpIW JOMO| UBGIN
lood ueqin
reinyy

sojewo

SSE0 a|ppiw Jaddn ueqin
SSB|D 9|ppI J8MO} Uegin
100d ueqln
einy

SETE

snyels o1ydelbowap-010208

snje}s slydeibowap-0100s Aq uaipjiyo L apels) Jo adusuadxa saled uonijusp jusuewdad :g°'¢g sjqe L




43

JOAO pPanuiuon

0LG 0

00¢ 0

Ovc O

06¢ 0

Ov6 0

anjeaA d

860
66 0
96 0

144\,
c0’L
c60
6 0
60}
cO'|

6 0
080
66 0

8L 0
960
801

G6 0
66 0

as

0S50
GG 0
O 0

0€0
67 O
8v 0
8V 0
8.0
8v 0

290
0G0
0G0

Ov O
A
65 0

6V O
0G0

LdINd
uesn

V.
0L
Ll

08
9.
el

A
09

Gl

123,
L L
v,

LL
GL
L L

L.
el

e10%

L C9
i 4
L ¢l

¢l
L6¢
AP
06
G/
¢ Gl

Gt
A
¢ L6

96
¢ 8%
WA

8L
L °C6

%

c0G
961
cOl
008

Ol
g8el
86¢

¢l
09

¢cl
008

8¢
A4
0cL
008

L

o9¥
LSC
008

£9

LEL
008

N

ool salle) e

IEYEEIN
MoaM B 92IM] JO S2UQ
Ajlep @ouo ueyl aiow Jo Ajleq
suednujalag mays noA op uajjo MoH

1BYl0
sHnosig
SHULIP JOH
JULIP 1JOS
S81B|000UD
S}JoaMS
/. S[eaw usamiaq aye} Ajjensn nok
op swa} pooj Buiuiejuods sebns YsIyp

a)sedyloo] asn 1 .uUoQq
pajeplon|j-UoN

pajeplion|
29sn noA a)sedyjoo) jo adA) ayj Jo USIUM

J3A3U 10 Ajlep aouo uel) sse
Allep a2uQ
Ajlep aouo uey) a0
21399} 1noA ues|d noA op usajyo MoH

uEa|o 1. Uop JO poulsw Jaylo

Usniqg Yoo} Jo asn
2. U399} JnoA uea|d noA op MoH

ualpjiyd / apelis Jo sio}oe}

o1ydelBowap-0100s pue SINOIABYS( pajejal Yyjjeay jelo Ag aousiiadxs sale) :1¢°g a|qe L




29

06€ 0

0€00

0900

0.8 0

AN

anjeA d

66 0
L6 0

8l°1
76 0
76 0
080

080
6l 1
00°1
66 0
G8 0
70l

960
c0'}

G6 0
L0

as

8¥ 0
cG 0

1L°0
6v 0
Gv O
Le0

7e 0
0G0
6¥ 0
€G0
L0
0470

8590
JASHY,

or 0
960

L4INd
ueajn

V.
¢l

89
cL
O/
8.

08
oL
9/
cL
9L
19

89
L

G/
L L

ed0%

A%
6 ¢S

0Gc
06Gc
0'Gc
0'Gc

10
ev
00l
€Ll
86l
6€C
8¢l

€G
L V6

¢ S5
LYy

%

LLE
WA
008

00¢
00¢
00¢
00c¢
008

Ge
08
6€l
84l
LLC
0Ll

008

61
6¢t
8G¢

chv

8G¢E
008

N

99l selen e

so|ewa
SojB|\
lopuas

alppiw Jaddn ueqin
alppiWl Jamoj uegin
Jood ueqin
eny
snje)s siydesbowap-01008

san|eA BuIsSSI
alansg
91BISPOIN

PHIA

piiw Alap
a|qeuociisan)
SiSOI0oN|] ON

24098 SIso4on|

suoseal J1JUCPoOUNO
sallen)
Zysnuap e JisiA noA pip Aym

ON
SOA
ZISIJUdP B 0} Udd(g NOA 9AeH

ua4pliyo 2 opeio jo siojoe} oslydesbouwap-0100s

pue sinolAeyaq pajejas yjeay |edo Aq aousiiadxe seued ((panunuod) ¢z ajgel




743

0,20

0v00
6700
Le00
LE1L0
8000

€480
L7110
6v0 O

85 L

86 0
66 0
960
OL'L
v8 0

12°R
0C ¢
v ¢

780

Gl 0O
LC0
¢t 0
0¥ O
¢e 0

090
68 0
00|

onjead D %56
pajsnipy

00 |
GlL'L

00}
6¢ 0
AR

990

/970
¢S 0

00}
960
Ov'L
99|

= [o,

snid 1 Jo 019z = | 4N Se pasIWoloudIp aousliadxs salue)

001
G0 651 €80 €Lt

00°L
0P00 /60 SL'0 80
0200 ¢80 G20 8¥O0
0200 €60 L0 %S0
0LL'0 0L’} B6£0 S90
o000 260 SL'0 8€0

00'L
0L80 191 990 SOl
0600 62¢C V60 Ol
G200 952 SOV ¥9l
onjead  [D %S6 }2[e;

palsnfpeun

LLE
A %

OLl
GE
08
6cl
8Gl

L.C

00¢C

00c¢
00c¢
00¢

a|ews
ale|n
l1apuon)

ON
SYEL LS
o1e19pOo\

PIIN
pliw Aiop

a|geuonsanyd

sisolon|d

|2iny

lood ueqln
3|ppIW JAamo] ueqin
a|ppiw Jaddn uegin

snje)s olydeibowop-0100g

sajgeLie)

uaip|Iyod J apels ui asusuiadxs soled 10j s10301paad jenusjod jo sisAjeue uoissaibal o13s1607 g djqe L




DISCUSSION

The overall caries prevalence in 6 and 12 year old was low in comparison
to the Goal 3 of the NOHCP 'To bring down the DMFT (decayed, missing,

filled teeth) in school children aged 6-12 years from approximately 4 at

present to less than 2'.

Risk of caries was significantly associated with socio-demographic
status and fluorosis. The important question is whether the association is
casual or not. As this is cross-sectional study, the caries experience
outcome was measured directly on the day of survey, while exposures to
the variables of interest were iriferred on the basis of the current habits of
the children. The weakness of this research design is the ass’umption that
measures of exposure, based on current habits, may be biased estimates
of previous habits. Hence, the inference we have drawn on the basis of the
exposure estimate can only be interpreted as suggestive of a casual link,
rather than proof of one. To prove causation, the ideal research design
would be that of controlled cohort study in which the children would be
followed for a period, throughout which their exposures to socio
demographic factors and other oral health related behaviors along with
confounding factors would be assessed at regular intervals. In this way, the

exposures could be better quantified.

The inverse association between exposure to fluoride and caries
prevalence has been well established in number of studies (Shetty &
Tandon, 1998: Chawla ef al., 2000; Acharya & Anuradha, 2003) and was

confirmed in this study.

The higher caries experience of children living in urban areas, as
shown in this study, has been observed in many other studies conducted in

developing countries (Kuriakose & Joseph, 1996; Subrata & Subrata,
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1996; Mandal ef al., 2001) and they suggested that this was due to
combination of (1) use of filter water in urban areas, (2) easy accessibility
of fast food, candy and other sweets to urban children, (3) no or less
pocket money given to rural children, or (4) a fibrous diet taken by rural
children including use of sugarcane. However, although the caries
experience of children was found to be higher in urban areas than in rural

areas in this study, it was not confirmed that this was due to dietary or oral

hygiene factors.

It is recommended, in line with the National Oral Health Policy
resolution that a National Institute for Dental Research should be

established to determine national oral health needs of the population (L.al
et al., 2004).

Conclusion

Caries experience in the primary and permanent dentitions of children is
lower than the goals set by National Oral Health Care Programme
(NOHCP). High levels of fluorosis are probably due to high levels of
fluoride naturally occurring in drinking water (0.60-1.25 mg/L) in urban and
rural area respectively, and this indicates that further control of dental
caries in Ferozepur must be achieved by means other than water
fluoridation.The low caries experience of the children was most likely due
to the high concentration of fluoride naturally occurring in drinking water.
Urban children are more likely to have caries as compared with rural
children because of the easy availability of refined rich sugar diet and use
of filter water for drinking. Fluorides have once again proved to provide a

caries preventive effect.
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Appendix A.

Letter of approval from the Human Research Ethics Committee, The
University of Sydney, including, the Participant Information Sheet
(English and Punjabi), the Parent/Guardian Consent Form (English and
Punjabi), and the Need for Dental Care Form (English and Punjabi).
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Human Research Ethics Committee
www. usyd.edu.aw/ethics/human

X 3 ior Ethics Officer:
The University of Sydney S By o OFf
Telephone: (02) 9351 4211
_ ] Facsimile; (02) 9351 6706
NSW 2006 Australia Email: gbtiody@usyd. edu.au

Rooms L4.14 & L4.13 Main Quadrangle A14

Human Secretariat
Telephone: {02) 8036 9309
(02) 8036 9308
Facsimile: (02) 9036 9310
Email: bdeleoni@usyd edu.au

19 December 2006

Associate Professor W Evans |
Community Oral Health and Epidemiology
Facuity of Dentistry
Wesimead Cenire for Oral Health
Westmead Hospital
C24 -

Dear Professor Evans

| am pleased to inform you that the Human Research Ethics Committee (HREC) at its
meeting on 12 December 2006 approved your protocoi entitled “Dental Survey of 6 year

olds and 12 year oilds in india”

Detsdils of the approval are as foliows:

Ref No.: 12-2006/9740

Approval Period: December 2006 — December 2007
Authorised Personngl: Associate Professor W Evans

Dr M G Varkey
Dr B Christian
DrAS Badwal
Dr P Grover
Dr P Mehta

Dr ¥ Chabbra

The HREC is a fully constituted Ethics Committee in accordance with the Nafionaf
Staterment on Ethical Conduct in Research Involving Humans-June 1998 under Section

2.6

The approval of this project is conditional upon your continuing compliance with the
National Statement on Ethical Conduct in Research n volving Humans. We draw to your
attention the -requirement that a réport on this research must be submitied every 12
months from the date of the approval or on compiletion of the project, whichever occurs
first. Railure to submit reports will result in withdrawal of consent for the proiect to

proceed.

special Condition of Approval

« Notify the name of schools in india when they become available.
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. b
£

Chief Investigator / Supervisor’s responsibilities to ensure that:

(1)

(2)

(3)

4) -
. 2nd Consent Formi, unless .otherwise ‘agréed by the’ Committee, "The Participant

(5)

(6)

- Information .Statement 2

All serious and unexpected adverse events are to be reported {o the HREC as soon
as possible.

All unforeseen events that might affect continued ethical acceptability of the project
are 1o be reported to the HREC as soon as possible.

The HREC must be notified as soon as possible of any changes to the protocol. Al
changes must be approved by the HREC before continuation of the research

project. These include:-

o It any of the investigators change or leave the University.
Any changes to the Participant Information Statement and/or Consent Form.

&

All research participants are to be provided with a Participant | nformation Statement

nd Corisent Form are fo be on University of Sydney
witerh-ad g ncwude the full title of the research project and telephone contacts
for the researchers, unless otherwise agreed by the Committee and the foliowing
statement must appear on the bottom of the Participant information Statement. Any
person with concerns or complaints about the conduct of a research sftudy can
contact the Senior Ethics Officer, University of Sydney, on (02} 9351 4811
(Telephone); (02) 9351 6706 (FFacsimifle) or gbriody@tsyd.edu.au (Email).

The HREC approval is valid for four (4) years from the Approval Period stated in
this letter. Investigators are requested to submit a progress report annually.

A report and a copy of any published material should be provided at the completian
of the Project. |

Yours sincerely

f«{wx Neotooes
4

Associate Professor J D Watson
Chairman
Human Research £thics Committee
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The University of Sydney

PARTICIPANT INFORMATION STATEMEN T

1. What is this study about?
Oral health is an essential part of general health. This study will show the amount of
tooth decay in children aged 6 and 12 years.

2. Whe is carrying out the study?
This study is being conducted by an Indian dentist, who is training to be a dental
specialist. Associate Professor Wendell Evans at the University of Sydney — Australia

supervises his training.

3. What does the study involve?
This stady is part of a big study carried out in four states of India. The study involves a

dental examination of your child conducted according to World Health Organization
standards. Dr Vishal Chhabra will also ask questions about your child’s oral habits.

4. How much time will the study take?
It will take only few minutes to complete everything.

5. Can I withdraw from the study?
Yes, you can withdraw anytime without penalty.

6. What if I require further information? .
Please contact Dr Vishal Chhabra by telephone 9216052700 for any further information.

Any person with concerns or complaints about the conduct of the research study can contact
Manager for Ethics Administration. Umiversity of Sydney on (612) 9351 4811.

Page 1 of 1
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The University of Sydney

PARENT/GUARDIAN CONSENT FORM

Title of research project: “Dental survey of 6 year olds and 12 vear olds in India”

Name of Investigator: Dr Vishal Chhabra
Chief Investigator: Associate Professor Wendell Evans

Ipermit........................... , Who is aged ........... years, to participate in the survey.

In giving consent I acknowledge that:

1. I have received the Patient Information Statement and that I have read and understood the

information given.

2. Dr Vishal Chhabra has given me the opportunity to discuss this information and to ask
questions about the project, and they have been answered to my satisfaction.

3. lunderstand that I can withdraw my child from the study at any time without penalty now

or in the future. S
4. Iunderstand that if I have any further questions relating to my child’s participation in this

survey I may contact Dr Chhabra who will be happy to answer them.

Signature of Parent/Guardian

iiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiii

Page 1 of' 1
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The University of Sydney

Dental survey of 6 year olds and 12 year olds in India

NEED FOR DENTAL CARE
Dear Parent,
I have examined yourchild................covvvenn..... today and wish to inform you that he/she
needs to attend the dental clinicat..........c.oooiiiiiiiiniann.n... for dental treatment.
Sincerely,
Dr Vishal Chhabra
Dentist

Page 1 of 1
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Appendix B.

Letter to the District Education Officer seeking permission for
conducting the survey.
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Faculty of Dentistry
Faculties of Health

Wendell Evans, MDS DDsc Westmead Centre for Oral Health
Associate Professor Westmead Hospital
Australia NSW 2145

Community Oral Health and Epidemiology

Tel: +61 2 9845 7537; Fax +61 2 9845 8306
Email: w.evansi@dentistrv.usvd.edu.au

21 February 2007

The District Education Officer
Ferozepur

Punjab
INDIA

I am the director of the Master of Dental Science (MDSc) program in the discipline of Community Oral Health and
Epidemiology, F aculty of Dentistry, University of Sydney. Most candidates enrolled in this program are
international students preparing to become specialists in Public Health Dentistry. During year 2 of the MDSc
program, international students conduct a research project in their country of origin, relevant to a Public Health

Dentistry theme of importance in that country,

to conduct his research project in F erozepur in 2007. This will entail a dental survey of children attending scheol:s in
Ferozepur. The survey will comprise (1) a brief dental examination of the children that will be conducted according
o World Health Organisation protocols, and (2) a short set of questions on oral habits and sugar intake to be

answered by the children.

Altogether we plan to survey 1600 children; 400 in rural areas (200 6~year olds and 200 12-year olds) and 1200 in
urban areas 3 x (6-year olds and 200 1 2-year olds) that is 400 in poor urban areas, 400 in lower middle-class areas

and 400 in upper middle-class areas.
It 1s anticipated that this survey will take place during the months of F ebruary to August 2007.

I would be grateful if you advice on two matters. Firstly, what is the process for obtaining permission from your
office for Dr Chhabra to conduct this proposed survey? Secondly, what are the requirements in relation to obtaining

consent from the school principals and the parents of the children?

Thank you for your help and I look forward to hearing from you shortly.

Yours faithfiil 1y,
MAGon a

Wendell Evang
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Appendix C.

Clinical Examination Form.
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C

Name

T'he University of Sydney

All India Dental Survey

linical examination for children aaed 12

School

8 =
g =

Sound

Cavity at least 1mm diameter as seen using sharp eyes.

Cavity of this size O (4mm) or greater (indicating need for urgent care)

Filied and decayed

Missing due to caries

Filled and sound

T= Tooth that is fractured, discoloured, or missing due to trauma
Unerupted permanent tooth and any rematning primary footh
Tooth extracted for orthodontic reasons

Fiuorosis score (Based on upper central incisors)
3 Normat

{; Questionable

2 Very mild

3 Miid

4 Moderate

S Severe

X Not recorded for any reason
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Appendix D.

Questionnaire (English and Punjabi).
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The University of Sydney

All India Dental Survey
Name |D:
School SchoolE:
Class/Grade

1 How do you clean your teeth?

1 Use a toothbrush.

2 Use finger.
3 Use neem sticks.

0 Do not clean.

2 Some children clean their teeth...

1 Once a week

2 Twice a week
3 Daily
0 Never

..... how often do you clean your teeth?

3 Which of the following toothpastes do you use?

(To be selected from a basket containing commonly
used toothpastes, and other tooth cleaning items used in india)

5 Which of the following sugar containing food item you consume
during meals?

e[
(Food items to be included will be those food items commonly I::I

consumed in community under investigation.)

6 Some children chew or use betel nut/pan?

1 Once a week 2 Twice a week
3 Once daily 4 More than once daily

0 Never

.....how often do you chew or use betel nut/pan?

7/ Have you been t{o a dentist 7

0 No
1 Yes

8 Why did you visit a dentist ?

1 Had toothache

2 Needed a filling

3 Need a checkup

4 To have my teeth straightened

5 Other
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Appendix E.

Letters regarding survey and consent from respective
schools.
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ASSUMPTION CONVENT SCHOOL

(Affiliated to the Council for the Indian School Certificate Examination)

Assumption Nagar, Sito Guno Koad, ABOHAR {Pb.)
Pin - 152 116, PB. No. 5

llllllllllll

Sydney (Australia) performed a2 dental check up of the

students (age group of 6 to 12) on 3™ April 2007, at our
school premises.

We extent our sincere thanks to him for the same and wish
him a bright future.

Sl

Pr IHCIP%IMEE";Q%

Regrmgtion Do weant Schou!

{Qecogmised)
ARDHARIBZIIE
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LRS
D.A.Y. 8r. Sec. Model School

D.A.Y. Campus, ABOHAR-152116 (Pb.)

Communications: davabh@sanch&metim Fax: +91 1634 220755

Certified that Dr. Vishal Chhabra from the University of
Sydney (Australia) did dental exaimination of 6 fo 12
years old children in this school on 30.04.2007.

The school administration, staff and the students are

thankful to him for the same and wish - him a bright
future.
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Flower Valley Public Sr. See. School

{Affltated t Puniab Schoot Edurasion Boaod Meha
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Phe B1634. 22 1u
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CONSENT FORM

Consent to allow for the Dental Survey

I agree for the Dental Survey of children aged 6 and 12 years to be conducted in my school.

On behalf of the children and their

parents who are not English literate, I give consent for the
children to be examined.

[ acknowledge that the purpose of the survey and how it will be conducted has been explained to
me.

I understand that the examination is not compulsory and that any child who is not willing to be
examined may refuse without prejudice.

Name of School

—I_—IHM e

Name of School Principal

Signature

Date

Page 1 of |
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Dental survey of 6 year olds and 12 year olds in India

CONSENT FORM

Consent to allow for the Dental Survey

[agree for the Dental survey of children aged 6 and 12 years to be conducted in my school.

children to be examined.

I'acknowledge that the purpose of the survey and how it will be conducted has been explained to
me. .

[ understand that the examination is not

compulsory and that any child who is not willing to be
examined mav refuse without prejudice.

Name of Schaool ]é_\ SSQ____‘_‘M};}%;OY} § D’Y\__\_}E‘/___v-\_j: gdrw'ﬁ‘f‘
Name of School Principal SR ﬁfiﬁ&m

Signature_ XM

Jale ,____n__Lﬁ — . QED 8 :%—
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Dental survey of 6 year olds and 12 year olds in Indis

CONSENT FORM

Consent to allow for the Dental Survey

Lagree for the Dental Survey of children aged 6 and 12 years to be conducted in my school.
On behalf of the children and their

parents who are not English literate, I give consent for the
children to be examined.

- ”

 acknowledye that the purpose of the survey and how it will be conducted has been ex

plamned to
me.

I understand that the examination is not com

pulsory and that any child who is not willin ¢ to be
examined mayv refuse without prejudice.

: N&Ine (]f S’L‘ht)O] -L‘ :Q:_ S . Da A"_:v . SKL_SEQ _,_m‘l &_[)e[_ S@f ﬁ'}}tf ‘:J‘Jaﬁﬁm!{,

Name of School Prir}cipa] Maa .

KUSUDD < ONG AR

- g
£ . - 7
Signature_cic’d |
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Dental survey of 6 year olds and 12 year olds in India

CONSENT FORM

Consent to allow for the Dental Survey

Lagree for the Dental Survey of children aged 6 and 12 years to be conducted in my school.

On behalf of the children and their

parents who are not English literate, I give consent for the
childre‘:n fO b uxamfned_

.ﬁ“,

L acknowledyc that the purpose of the sun ¢y and how ity

vill be conducted has been explained to
me.

[ understand that the examination is not compulsory and that any child who is not willing to be
examined may refuse without prejudice.

Name of School A”(\MM@Q _gd\,ﬂ!{ﬂ

Name of Schooi Principal “*El&f:i“‘ — é_l_( e KC—‘—“Q/\CH\}

714167
Signiilllﬂ.‘:_ | _ mLﬂ‘..;.. e _ q
o j.7.. L‘{.';‘] ca
ate o fj Ly _:-___L}_'_'}i____ )
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CONSENT FORM

Consent to allow for the Dental Survey

agree Tor the Dental Survey of children aged 6 and 12 years to be conducted in my school.

On behalf of the children and their parents who are not English literate, | give consent {ur the
children to be ¢xamined.

~

I acknowledge that the pumpose of the survey and how 1t will be conducted has been explained to
me.

[ understand that the examination is not compulsory and that any child who is not willine to be
cxamined may refuse without prejudice.

Name of School F/ D\A___)-le, __v_qﬂﬂ_ii‘___?{»_jgﬁ_ﬁ, S,Cj’\—ﬁ'l‘)'t_
/

1 - _— I
Name of School Prineipal fVlns. ji(:ﬂ,_g_g ﬁf)k:i
. o ) £ LB}
Signature_ ﬂiiur -
pate 12+ ppii 2w
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Dental survey of 6 vear olds and 12 year olds in India

CONSENT FORM

Consent to allow for the Dental Survey
| agree for the Dental Survey of children aged 6 and 12 years to be conducted m my school.

On behalf of the children and their parents who are not English literate, I give consent for the

children to be examined.
ey

| acknowledge that the purpose of the survey and how :t will be conducted has been explained to
me. |

[ understand that the examination is not compulsory and that any child who is not willing to be
examined may refuse without prejudice.

Name of School _6][,\; ZhNE u_&(ué QM& N\QM’V\J’}UL.UMQ\

Name of Schog -R{mupdl c-f?l/]\_gg/}

Signature
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Dental survey of 6 year olds and 12 year olds in India
CONSENT FORM

Consent to allow for the Dental Survey

I agree for the Dental Survey of children aged 6 and 12 years to be conducted in my school.

On behalf of the children and their parents who are not English literate, I give consent for the

children to be examined.
-

I acknowledge that the purpose of the survey and how it will be conducted has been expiained to
me.

[ understand that the examination ts not compulsory and that any child who is not willing to be
cxamined may refuse without prejudice.

o ;
Name of School f P"'M_M\._ﬁ_- ]

. %-EL%JAL Ctha ool D0 om0

Name of School Principal kg.v\ﬁg 1. QL\&J@&LV W 0\th F}U\/\— A
%#C ; wt%i P H

Date QS &" s Lf y @\@ *"7:~

Signature_
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Dental survey of 6 vear olds and 12 vear olds in India

CONSENT FORM

Consent to allow for the Dental Survey

| agree for the Dental Survey of children aged 6 and 12 years to be conducted in my school.

On behalf of the children and their parents who are not English literate, I give consent for the
children to be examined

&

I acknowledge that the purpose of the survey and how it will be conducted has been explained to
me. .

| understand that the examination is not compulsory and that any child who is not wilhng to be
cxamined may refuse without prejudice.

Name of School €K RS Baid bus eaWowuwe

Name of School Principal @W‘_? QR’LA%'\:\

Swgnature Wﬁ_&%

g ,
g{-fﬂ-:aw:'} ,v% . ?*gig%?,% A
Date zalwyey ~ % 17 0
i :;; b E‘? ,'i:!? e Sy
AP VAT A A S ol
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iPental survey of 6 vear olds and 12 year olds in Indig

CONSENT FORM

Consent to allow for the Dental Survey
| agree for the Dental Survey of children aged 6 and 12 years to be conducted in my school.

On behalf of the children and their parents who are not English literate, I give consent for the

children to he examined.
| o

I acknowledge that the purpose of the survey and how it will be conducted has been explained to
me. |

| understand that the examination is not compulsory and that any child who is not willing to be
examined may refuse without prejudice.

. ’ ﬁ— ..i& »f‘ ' '.": o :' . E :'.H "}f“ £ 3
Name of School - fpa 7 AR i fc 7 €7 TS T
y ¥
Name of School Principal % s .7 & T RO
! , r
Signature____,. [ Jer - AArd s s

Date /é??(__}l?/ﬁ} .
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Appendix F.

Map of Ferozepur (Punjab).
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Appendix G.

Press cutting regarding survey.
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NEWS IN INDIAN NATIONAL NEWSPAPER (AJEET)

FLUORIDE A BIG ENEMY OF DENTAL CARIES- Dr.CHHAEBRA

Village Arniwala, 7 May (Sandhu)- Dr Vishal Chhabra who is doing dental
specialization from Universily of Sydney, has done dental check up of 55 childre
among & and 12 year old age group. He told that the ground water in this area i
un i to drink as it has high levels of fluoride concantration which is leading to
aiscoloration and loss of footh structure. In order to protect teeth from decay
water must haveideally1ppm levels of fiuoride. More than that can cause
syis’cemic: side effects. Even foothpastes companies add fluoride. So people of
this area must use fifer water for drinking. Dr.Chhabra is the son of Mr. Jagjest
E:h hab_ra from Abohar (Firozepur). He has altogether examined 1600 children
irom different villages and towns in Firozepur, Punjab. His team includes Anita
chhabra, Ragini Chhabra and Simar Kaur.

{(Photograph Enciosed)
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Appendix H.

The [Indian] National Oral Health Policy resolutions.
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The [Indian] National Oral Health Policy resolutions

8.

9

. Oral health policy to become an integral part of National health policy.

A National Oral Health Program to be launched to provide oral health
care in rural and urban areas.

To create a Dental Advisor post in the Directorate of General Health
Services.

To prevent the rising trend of dental diseases in India through
preventive and promotive oral heailth services at the primary care level.
To establish a pilot project in five districts in five state to implement the
services identified in (4) above initially, and later in all states.

To legislate for statuary warnings about the causes of oral disease to

be placed on confectionary and tobacco products.
To establish a National Training Centre to oversee the training of oral

heaith care personnel.
Dental clinics to be set up in all District Hospitals and Community

Health Centers.
All dental colleges should train dental hygienists and dental

technicians.

10. To establish a National Institute for Dental Research td determine

national oral health needs.
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Appendix |.

The [Indian] National Oral Health Care Programme (NOHCP)
Goals.
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The [Indian] National Oral Health Care Programme (NOHCP) Goals

1. Oral Health for all by the year 2010.
2. To bring down the incidence of oral and dental diseases to less than

40% from the existing prevalence of 90%.
3. To bring down the DMFT (decayed, missing, filled teeth) in school
children aged 6-12 years from approximately 4 at present to less than

2.

4. To reduce high prevalence of periodontal diseases to lower
prevalence.

9. Atthe age of 18 years, 85% should retain all their teeth.

6. To achieve 50% reduction in edentulousness between the age of 35-
44 years.

/. To achieve 25% reduction in edentulousness at the age of 65 years
and above.

8. To achieve 50% reduction in the present level of malocclusion and

dento-facial deformities.
9. To reduce the number of new cases of Oral Cancers and

precancerous lesions from the existing levels.
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