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Background: The aim of this report is 1) to provide a global overview of oral health conditions in older people, use of oral health services, 
and self care practices; 2) to explore what types of oral health services are available to older people, and 3) to identify some major barri-
ers to and opportunities for the establishment of oral health services and health promotion programmes. Methods: A postal questionnaire 
designed by the World Health Organization (WHO) was distributed worldwide to the Chief Dental Officers or country oral health focal 
points at ministries of health. WHO received 46 questionnaires from countries (39% response rate). In addition, systematic data were 
collected from the WHO Global Oral Health Data Bank and the World Health Survey in order to include oral health information on the 
remaining countries. In total, the data base covers 136 out 193 countries, i.e. 71% of all WHO Member States. Results: Dental caries and 
periodontal disease comprise a considerable public health problem in the majority of countries. Significant disparities within and between 
regions are observed in epidemiologic indicators of oral disease. The prevalence rates of tooth loss and experience of oral problems vary 
substantially by WHO Region and national income. Experience of oral problems among older people is high in low income countries; 
meanwhile, access to health care is poor, in particular in rural areas. Although tooth brushing is the most popular oral hygiene practice 
across the world, regular tooth brushing appears less common among older people than the population at large. In particular, this practice 
is less frequent in low income countries; in contrast, traditional oral self-care is prevalent in several countries of Africa and Asia. While 
fluoridated toothpaste is widely used in developed countries, it is extremely infrequent in most developing countries. Oral health services 
are available in developed countries; however, the use of such services is low among the older people. Lack of financial support from 
government and/or lack of third party payment systems render oral health services unaffordable to them.  According to the country reports, 
health promotion programmes targeting older people are rare and this reflects the lack of oral health policies. Although some countries 
have introduced oral health promotion initiatives, worldwide there are few population-oriented preventive or curative activities currently 
implemented that focus specifically on the elderly. Barriers to the organization of such programmes relate to weak national health policy, 
lack of economic resources, the impact of poor oral health, and lack of tradition in oral health. Opportunities for oral health programmes 
for old-age people are related to updated information on the burden of oral disease and need for care, fair financing of age-friendly pri-
mary health care, integration of oral health into national  health programmes, availability of oral health services, and ancillary personnel.   
Conclusion: It is highly recommended that countries establish oral health programmes to meet the needs of the elderly. Relevant and 
measurable goals must be defined to direct the selection of suitable interventions to improve their oral health. The common risk factors 
approach must be applied in public health interventions for disease prevention. The integration of oral health into national general health 
programmes may be effective to improve the oral health status and quality of life of this population group.
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Introduction

As a result of decreased fertility and increased life-
expectancy, the populations of most countries are ageing 
rapidly. By the year 2050 it is expected that an increase 
in the population aged 60 years or over will account for 
about half of the total growth of the world population 
(United Nations, 2007). The proportion of older persons 
in developed countries is currently much higher than in 
developing countries; however, from a global perspective 
the majority of older persons live in developing countries 
(United Nations, 2007). A notable aspect of population 
ageing is the progressive demographic ageing of the older 
population itself. Worldwide the most rapidly growing 
age group consists of persons aged 80 years or over. 
Although this age group now accounts for less than 2% 
of the total world population, the number of very old 
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people is expected to more than quadruple over the next 
four decades from less than 90 million in 2005 to almost 
400 million in 2050 (United Nations, 2007).

This demographic transition constitutes a significant 
challenge for health authorities worldwide, particularly 
because disease patterns will shift concurrently.  WHO 
in its Health Report 2002 (World Health Organization, 
2002a) analyzed the global burden of disease and the ma-
jor risks of disease, disability and death.  The prevalence 
of non-communicable chronic diseases (NCDs) such as 
cardiovascular disease, chronic respiratory disease, cancer 
and diabetes, increases dramatically with age, which partly 
explains why these diseases are rapidly becoming the lead-
ing causes of disability and mortality worldwide.

  With age the risk of loss of healthy life years is aggra-
vated because of low individual resistance, poor nutritional 
status, chronic disease and adverse socio-environmental 
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conditions (World Health Organization, 2002b).  Although 
most people now may look forward to living longer, the 
risk of developing at least one chronic disease increases 
with age; this reflects the cumulative effect of a life-long 
exposure to risk factors and is not related to chronological 
age per se (World Health Organization, 2002b). A core 
group of modifiable risk factors is common to many chronic 
diseases and injuries, including oral disease. These common 
risk factors include unhealthy diet, tobacco use, harmful 
alcohol use, and stress (Petersen, 2003).  

Health authorities worldwide are now confronting an 
increasing public health problem, including a growing 
burden of oral disease among older people (Petersen and 
Ueda, 2006; Harford, 2009).  Globally, poor oral health 
among older people has been illustrated particularly in high 
levels of tooth loss, dental caries experience, periodontal 
disease, xerostomia, and oral cancer (Schou, 1995; Petersen 
and Yamamoto, 2005; Kandelman et al., 2008).  Among 
the negative impacts on daily life of poor oral health are 
reduced chewing performance, constrained food choice, 
weight loss, impaired communication, low self-esteem and 
well-being (Kandelman et al., 2008; Jensen et al., 2008; 
Locker et al., 2002; Locker et al., 2000; Naito et al., 2006). 
A systematic review of the scientific literature (Kandelman 
et al., 2008) was recently carried out to assess the impact 
of oral disease on the general health of older people. Strong 
associations were established between periodontal disease 
and diabetes, and tooth loss with poor nutrition. Obviously, 
such conditions influence the quality of life. Increased life 
expectancy without enhanced quality of life has a direct 
impact on public health expenditures and is becoming a 
key public health issue in the more developed countries. 
It will also be of major concern to developing countries 
and countries with high population densities and emerging 
economies, such as China and India.

Oral health for older people is a priority action area in 
the WHO Global Oral Health Programme (Petersen, 2003). 
Age-friendly primary oral health care, disease prevention 
and oral health promotion are of major concern to WHO. 
The public health challenge related to oral health interven-
tion for older people was emphasized by the 2007 World 
Health Assembly Resolution WHA60.17 on an action plan 
for oral health (Petersen, 2008; Petersen, 2009a). In 2007, 
WHO initiated a global survey to highlight the needs for 
improving oral health of older people. The objectives of 
the present report are as follows: 

1.	 To provide a situation analysis of the oral health 
status and use of oral health services among older 
people worldwide.

2.	 To explore what type of oral health services and 
programmes are available to older people in devel-
oping and developed countries.

3.	 To identify important barriers to the establishment of 
oral health services for older people, disease preven-
tion and oral health promotion programmes as well 
as to explore key facilitating factors relevant to the 
organization of oral health programmes or modifica-
tion of existing programmes for older people.

Materials and methods

A postal questionnaire designed by WHO was distributed 
worldwide to Chief Dental Officers (CDOs) or country 
oral health focal points at ministries of health. The oral 
questions covered the following areas: 1) Oral health 
status of older people; 2) Oral health behaviour; 3) Use 
of oral health services available; 4) Workforce for oral 
health care of the elderly; 6) Type of oral health care 
provided to older people; 7) Training for service and 
care, and 8) Possibilities for and barriers to oral health 
care of older people.

In total, WHO received 46 questionnaires completed 
by CDOs, representing 39 % of the reported number of 
CDOs. In addition, information was obtained from con-
sultants in oral health or other focal points at ministries 
of health. All six WHO Regions (Figure 1) were covered 
by the survey as follows; the African Region (AFRO), 
the Americas (AMRO), the Eastern Mediterranean Region 
(EMRO), the European Region (EURO), the South-East 
Asia Region (SEARO), and the Western Pacific Region 
(WPRO). In the absence of a response from a country, 
information for the year of study was derived from the 
WHO Global Oral Health Data Bank (WHO, 2007) (www.
who.int/oral_health). Moreover, oral epidemiological data 
from the so-called WHO World Health Survey (WHS) 
(Petersen, 2009b; World Health Organization, 2006) were 
selected. Scientific publications in the dental public health 
literature were identified via databases and this work was 
carried out by the WHO Global Oral Health Programme 
for the future publication on the Global Burden of Disease. 
Finally, country reports submitted to the WHO Global Oral 
Health Programme by national health authorities were 
utilized. In this way, information on oral health status and 
national oral health systems was gained from an additional 
93 countries. The present report thus includes data from 
136 out of 193 countries, representing 71 % of all WHO 
Member States. Data were entered into a project data base 
and analyzed by means of the SPSS Version 16 (Statistical 
Package for the Social Sciences). The statistical description 
of the reported data was based on proportions or means. 
In addition, the questionnaire included open-ended ques-
tions and the answers from countries were subjected to 
qualitative data analysis.

Results
Dental caries
Fig. 2 summarizes the information on dentition status 
among older people aged 65 years or more. Dental caries 
experience is measured by the mean number of Decayed, 
Missing and Filled Teeth index (DMFT) and country in-
formation is categorized by WHO Region. As illustrated 
dental caries remains a significant problem worldwide, 
in particular for countries within AMRO, EMRO, and 
EURO. The M-component of the dental caries index is 
surprisingly high in all regions of the world. The African 
countries report the mean DMFT as being relatively low. 
However, the ratio M/DMF is extraordinarily high whereas 
the F/DMF ratio appears to be very low. These findings 
suggest that oral health care for older people consists of 
radical treatment in terms of tooth extraction. Meanwhile, 
considerable disparities are observed in the total DMFT 
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Figure 1.  Global map showing the Regions of the World Health Organization

Figure 2. Mean dental caries experience (DMFT) among older people 65 
years or more across WHO Regions (WHO, 2007).
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scores of the countries of Africa; the figure is reported 
to be very high in Madagascar (DMFT 20.9-24.6) but 
low in Ghana (DMFT 1.4) in West Africa; figures from 
East Africa range from 3.7 DMFT in Tanzania to 4.5 
DMFT in Zimbabwe. 

Periodontal disease
Figs. 3-6 illustrate periodontal status of 65-74-year-olds 
across countries of the world as measured by the Com-
munity Periodontal Index (World Health Organization, 
1997; Petersen and Ogawa, 2005). This index categorizes 
persons or sextants according to the following ordinal 

criteria: Score 0= healthy periodontal conditions; Score 
1= gingival bleeding; Score 2=gingival bleeding and 
calculus; Score 3=moderate pockets 3-5 mm; and Score 
4=deep pockets 6 mm or more (Score 9= excluded; 
Score X= not recorded or not visible).  In the majority 
of countries the prevalence rates of CPI-2 and CPI-3 
are the most frequent and to a large extent these scores 
reflect poor oral hygiene. CPI-4 is the most severe score 
or sign of periodontal disease. The inter-country variation 
in prevalence rates of this condition is high; the mean 
number of older people affected by CPI-4 ranges from 
5 to 20% although some countries exceed these levels 
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Figure 3. Periodontal health status as measured by the Community Periodontal Index 
(CPI) among people 65-74 years old in selected countries: Mean percentage of per-
sons with maximal CPI score (WHO, 2007).
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Figure 4.   Periodontal health status as measured by the Community Periodontal 
Index (CPI) among people 65-74 years old in selected European countries: Mean 
percentage of persons with maximal CPI scores (WHO, 2007).

Mean percentages of maximal CPI scores in 65 to 74 year olds by EURO countries
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Figure 5. Periodontal health status as measured by the Community Periodontal 
Index (CPI) among older people in selected countries: Mean percentage of sextants 
with CPI scores (WHO, 2007).

Mean numbers of sextants with CPI scores in 65 to 74 year olds by countries
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Figure 6. Periodontal health status as measured by the Community Periodontal 
Index (CPI) in people 65-74 years old in selected countries: Mean percentage of 
sextants with CPI scores (WHO, 2007).

Mean numbers of sextants with CPI scores in 65 to 74 year olds by  EURO countries
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Figure 7. Percentages of 65-74 year old people with loss of all natural teeth according to WHO 
Regions – The World Health Survey (Petersen, 2009b; World Health Organization, 2006).
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Figure 8.   Percentage of people 65-74-years old in low-, middle- and high income 
countries with no natural teeth and percentage of people having experienced prob-
lems with mouth/teeth during the past year - The World Health Survey (Petersen, 
2009b; World Health Organization, 2006).
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(Petersen and Ogawa, 2005). It is noteworthy that epi-
demiological data on periodontal health conditions are 
scarce as regards the developing countries.

Tooth loss
Dental caries and periodontal disease are the major 
causes of tooth loss which is a significant component of 
the global burden of oral disease. The burden of tooth 
loss is highlighted in the World Health Survey (WHS) 
(Petersen, 2009b; World Health Organization, 2006). The 
WHS is a world-wide survey covering the adult popula-
tion of all ages in selected countries. The survey was 
designed in order to obtain national representative data 
on the state of health and on the performance of health 

systems; 72 countries took part in the survey and data 
have been collected by standardized personal interviews.

Fig. 7 illustrates the Regional variation in edentulism 
and it appears that the loss of teeth is lower in older people 
of the African and South East Asia Regions. In addition, 
the participating countries have been categorized into low-, 
middle- and high income countries based on their gross 
national income consistent to the World Bank criteria 
(World Bank, 2010). This categorization provides for the 
assessment of social inequalities in oral health at a global 
level.  Fig. 8 gives an overview of the burden of tooth 
loss among 65-74 year-olds according to national income 
level. The prevalence rate of edentulism is high (35%) in 
upper-middle income countries, but currently low (10%) 
in low income countries.     
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In several high income countries older people have 
often had their teeth extracted early in life due to pain 
or discomfort, leading to reduced quality of life (Petersen 
and Yamamoto, 2005). Remarkably, in recent years many 
of these countries have seen a positive trend of significant 
reduction in tooth loss among older adults (Petersen and 
Yamamoto, 2005). Meanwhile, extensive social inequalties 
are noted with tooth loss persistently being most prevalent 
among older people with poor education or low income.  
Studies of the oral health status of disadvantaged groups 
of old-age people have been conducted in some industrial-
ized countries and these indicate that the home-bound and 
institutionalized suffer worse oral health conditions than do 
seniors living in the same community (Saub and Evans, 
2001; Dye et al., 2007; Slade et al., 1990).

The loss of teeth without replacement with dentures 
implies severe loss of oral functioning; according to several 
CDOs and other reports from the countries, this condition 
is common among the poor and disadvantaged population 
groups of both developed and developing countries. Oral 
disability appears to be prevalent in the developing countries 
of Africa, Asia and Latin America where a poor dentate 
status reflects insufficient dental care and limited access to 
oral health services.  In addition, country reports indicate 
that there is huge unmet need for denture treatment and 
restorative dental care, particularly among older people.

 The CDOs of some countries informed that national 
or sub-national studies have been undertaken to highlight 
denture related conditions. These country reports indicate 
that the percentage of denture users with stomatitis and 
traumatic ulcer is high, ranging up to 45%. These conditions 
are exacerbated by poor nutrition and unhealthy life styles 
such as poor oral hygiene, excessive alcohol consumption, 
and use of tobacco.  

Experience of oral health problems
The WHS (Petersen, 2009b; World Health Organization, 
2006) also incorporates information on perceived health 
problems and the capacity of – including responsiveness 
– of national health systems. Fig. 9 shows the percentages 
of older people having suffered from oral health problems 
during the past year by WHO Region; the scores were 
somewhat higher for the African, Eastern Mediterranean, 
and Western Pacific Regions. At global level, a pattern of 
social inequality is found in the experience of problems 
with mouth/teeth among the elderly (Fig. 8). In low 
income countries, about 40 % of 65-74 year-olds report 
oral health problems. The corresponding figure for high 
income countries is about 30%, which is remarkable in 
light of the availability of oral health services.

Oral health care 
To ascertain whether the health system meets the oral 
health needs of older people, participants in the WHS 
were asked whether they received care for their oral 
health problems. People of the European Region score 
high on this question whereas relatively lower figures are 
noted for the Regions of Africa and South East Asia (Fig. 
10). As demonstrated in Fig. 11, the social inequality 
in health care is profound at the global level; people of 
high income countries have received care for their oral 
health problems considerably more often than people of 

low and middle income countries. Interestingly, the WHS 
data reveal huge disparities within countries as well; 
systematically, the poor and less educated older people 
are exceedingly underserved (Petersen, 2009b; World 
Health Organization, 2005). Moreover, for both low- and 
middle income countries the WHS survey verifies that 
people living in rural areas are less likely to have oral 
health care. This is in contrast to high income countries 
where equal proportions of older people living in urban 
and rural areas receive such care. 

Oral hygiene behaviour
Remarkably, only a few countries appear to have na-
tional data on oral hygiene habits among older people 
(Schou, 1995; Petersen, 2007). Where such information 
is available, major differences between countries and 
across regions are found in the frequency and the type 
of oral hygiene practices of older people. Tooth brushing 
remains the most popular oral hygiene practice worldwide; 
however, according to the country reports this practice 
is less frequent in developing countries than in devel-
oped countries. Meanwhile, traditional oral self-care by 
use of chew sticks or powder is common in developing 
countries. Within regions, substantial variation is reported 
in the percentage of older people performing regular 
oral hygiene. Based on the present reports given by the 
countries the range is different from Africa (7.9-41.7%), 
to South-East Asia (32-84%), and Europe (22.2-93%). 
Toothpaste containing fluoride is widely used by older 
people in high-income countries, somewhat less frequent 
in middle income countries, but the use of toothpaste is 
rather infrequent in low-income countries.

Qualitative data: Barriers and opportunities related 
to the establishment of oral health programmes for 
older people
The responses to the questions concerning barriers to 
and possibilities for developing oral health care for older 
people were subjected to qualitative data analysis. The 
CDOs or ministries of health report several barriers to 
the establishment of oral health services for older adults 
and to implementation of oral disease prevention and 
oral health promotion. These barriers appear to relate 
predominantly to four principal factors: 1) national health 
policy and development level of oral health services; 2) 
economic standard of countries and resources available 
for oral health; 3) factors related to illness and health; and 
4) barriers related to oral health attitudes and traditions 
among older people. These factors manifest differently 
in developed and developing countries respectively.

In the developed countries, the economic conditions 
allow financing of oral health systems, yet most of these 
countries appear to prioritize traditional treatment of dis-
ease over prevention. In several countries, the burden of 
disease is high in the disadvantaged population segment, 
including older people, and little attention is given to oral 
health intervention for such groups. Traditional treatment of 
oral diseases is extremely costly for older people, even in 
advanced industrialized countries. According to the CDOs, 
policies are primarily formulated for administration of 
oral health services and less often to achieve optimal oral 
health. It is stressed by CDOs or ministries of health from 
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Figure 9.    Percentages of 65-74-year-olds having experienced problems by teeth/mouth 
during the past year by WHO Regions – The World Health Survey  (Petersen, 2009b; 
World Health Organization, 2006).
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Figure 10. Percentages of people 65-74 years old who had health care related to prob-
lems with mouth/ teeth according to WHO Regions –  The World Health Survey (Petersen, 
2009b; World Health Organization, 2006).
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developed countries that the oral health of older people is 
largely neglected by health authorities. It is also noted that 
oral health systems clearly need to be reoriented towards 
prevention, oral health promotion, and outreach care. The 
CDOs of the Nordic countries report that government 
directives exist for establishment of oral health services; 
these imply that population based programmes are to be 
implemented for improving the oral health and the quality 
of life of older people. It is worth noting that evaluation 
of community programmes for old-age pensioners demon-
strates positive results in terms of control of oral disease, 
better self-care, effective use of oral health service, and 
improved well-being (Petersen and Nörtov, 1994).

Despite the fact that poor oral health conditions are a 
major public health concern in developing countries, there 
is a sizeable gap between resources allocated and population 
needs. As reported by CDOs or ministries of health, the 
oral health problems of older people are neglected by the 
dental profession. In the vast majority of these countries 
policies for oral health have not been formulated, oral health 
services targeting this population group are rare, and ser-
vices are primarily devoted to emergency care of pain and 
symptoms. Availability and access to oral health services 
are limited as care is for the most part offered by hospitals 
in major urban centres. Older people living in rural and 
remote areas in particular are left without any oral health 
care as health care providers here are scarce. Even simple 
dental care is unaffordable to the poor older people of the 
developing countries and third party payment is extremely 
rare. This fosters radical care treatment of disease, e.g. 
tooth extraction. Against this background, older people in 
these countries hardly ever receive appropriate oral health 
care. The poor oral health care situation for older people 
in developing countries is clearly documented for countries 
around the world by WHS (World Health Organization, 
2006; Petersen, 2009b).

A number of important opportunities for establishing 
national oral health programmes for older people were 

mentioned by the CDOs or oral health focal points of 
ministries of health:

1.	 The availability of updated information on oral 
health status, oral health behaviour, and use of oral 
health services by older people will help justify 
their specific needs and facilitate the formulation of 
policies and development of programmes for oral 
health and quality of life. WHO has a role to play, 
especially in relation to developing countries, in en-
suring the capacity of ministries of health in survey 
methodology and in lending practical support to the 
collection of systematic oral health information. 

2.	 Although it is an important determinant of gen-
eral health and quality of life of older people, oral 
health is often considered a separate or isolated 
concern. Consequently, the incorporation of age-
related oral health concerns into the promotion of 
general health may facilitate the development of 
oral health care for older people.

3.	 Given that some older people may experience finan-
cial hardship following retirement, the cost or per-
ceived cost of treatment, together with lack of dental 
care tradition and negative attitudes to oral health, 
may deter them from visiting a dentist or other health 
care worker. Only a few countries have established 
public health programmes for older people thereby 
eliminating the financial barrier in oral health care.  
In most countries around the globe, oral health care is 
offered by private dental practitioners and there is a 
substantial lack of insurance coverage for oral health 
care of older people. The introduction of financially 
fair third-party payment schemes will help to finance 
oral health care and effective disease control, particu-
larly among the poor and disadvantaged older people. 

Figure 11.  Percentage of people 65-74 years old in low-, middle- and high income 
countries who received health care related to problems with mouth and teeth, by 
urbanization - The World Health Survey (Petersen, 2009b; World Health 
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4. 	Adequate oral health manpower and primary health 
personnel trained in oral health care for the elderly 
will ensure appropriate oral health care as an integral 
part of primary health services. 

5.	 Integrated approaches in health care based on col-
laboration between oral health personnel and other 
medical professionals trained in geriatric health care 
will help increase awareness of the importance of oral 
health and improve the quality of care.

6.	 Involving auxiliary oral health staff, health nurses, or 
primary health care workers in the oral health care 
of older people may increase the national capacity of 
oral health systems and help outreach to underserved 
population groups of older people.

7.	 Transportation is a serious barrier to oral health care 
of older people; use of mobile dental units or portable 
equipment can facilitate outreach to older people and 
ensure effective service. In some countries, residence 
homes or assisted housing may be practical settings 
for the establishment of appropriate oral health care 
of the dependent older people. Moreover, involving 
non-dental care takers in the responsibility of oral 
health care may increase the awareness of oral health 
problems among old age people and the importance 
of appropriate self-care. As emphasized by a few 
country reports, senior clubs may also be relevant 
platforms for community-based oral health services.

Conclusion 

Where limitations were encountered in information 
from the questionnaires about oral health systems and 
programmes for promotion of oral health of the elderly, 
a review of the related scientific literature has been 
undertaken by WHO.  The literature review in itself 
indicates a considerable need for operational research 
into innovative oral health intervention programmes 
and community initiatives for oral health promotion or 
curative care programmes for older people. According 
to the present questionnaire survey, only a few countries 
have implemented population-oriented programmes for 
oral disease prevention, promotion of oral health, and 
systematic oral health services targeting older people. It 
is primarily the Nordic countries that have established 
such programmes; here, oral health promotion activities 
for older people are a public health responsibility. 

This report suggests some significant barriers to oral 
health care of older people. Most importantly, policy makers 
and health care providers often give low priority to care 
for this population group and are not sufficiently aware 
of the need for regular dental care. The survey responses 
confirm the profound oral health disparities among older 
people across and within countries and by WHO Region. 
In addition, the poor socioeconomic conditions of older 
people contribute to their under-utilization of oral health 
services even when these are available. 

This questionnaire survey and the selected epide-
miological literature indicate that updated information on 
the oral health of older people is needed, particularly in 
developing countries. Only a limited number of countries 

have systematic data available on the use of oral health 
services by this population group and self-care practices 
in oral health. While certain industrialized countries may 
have data on the use of services by older people, such data 
are noticeably rare for developing and emerging countries 
and rural nations. Thus, there is a need to strengthen public 
health research on oral health conditions of older people. 

Recommendations

This report indicates an urgent need to raise awareness 
about the poor oral health and low quality of life of 
older people. It clearly states the necessity to resolve the 
global burden of oral disease among the aged around the 
globe. The disease burden is already a significant public 
health problem in the developed countries; likewise, this 
burden is anticipated to grow dramatically in developing 
countries.  As emphasized by the WHO World Health As-
sembly in 2007 (Petersen, 2008, 2009a), policy makers and 
national health authorities are called upon to take action 
to strengthen oral health care and research in relation not 
only to the existing disease burden and social risk factors 
but also to public health interventions that will improve 
oral health attitudes and healthy lifestyles among older 
people (Kwan and Petersen, 2010). The 1986 Ottawa 
Charter (World Health Organization, 1986) on Health 
Promotion established the core principles of promoting 
the health of people and underlined the importance of 
meeting the health needs of the poor and disadvantaged 
population groups. In 2005, the Bangkok Charter on Health 
Promotion (World Health Organization, 2005) made a 
global call for formulation of national policies for health 
promotion programmes. More recently, the implementation 
gap between the effective application of evidence based 
health promotion and disease prevention was considered 
at the Nairobi 7th Global Conference on Health Promotion 
(2009) (Petersen and Kwan, 2010). 

The present report strongly advocates the translation of 
sound knowledge on oral health interventions into public 
health practice for the benefit of older people. Such inter-
ventions will require a range of actions by national health 
authorities. As risk factors for chronic systemic diseases 
are common to most oral diseases, the common risk fac-
tors approach will be instrumental in the organization and 
surveillance of oral health promotion and oral disease 
intervention programmes (Petersen, 2003; Petersen and 
Yamamoto, 2005). Public health planners and administra-
tors are encouraged to use these principles in integrating 
oral health promotion for older people into general health 
programmes.

As for general health, oral health policies must con-
sider the life-course perspective in order to achieve good 
oral health and oral function, and maintain quality of life. 
Preserving good oral health starts early in life by developing 
healthy lifestyles, practising appropriate self-care, and regu-
larly using oral health services when available. In developing 
countries in particular, public health policies must support 
the establishment of age-friendly primary oral health care 
and ensure the training of personnel dedicated to taking care 
of older people. Interdisciplinary work involving medical 
professionals and ancillary health personnel in addition to 
oral health staff is the key to comprehensive care. Portable 
dental equipment or mobile dental units are relevant and 
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need to be considered by certain countries to treat older 
people with loss of autonomy either at home and/or in 
institutions. Currently, treatment of oral disease is almost 
unaffordable for older people. Thus, in order to meet the 
needs of poor and disadvantaged elderly it is crucial that 
oral health care is offered under financially fair third-part 
payment schemes. 

In conclusion, planning of future oral health services 
will require great effort on the part of both the private and 
the public health sectors. The WHO Global Oral Health 
Programme recommends that countries develop national 
public health programmes for older people that are care-
fully planned and based on systematic information on oral 
health needs and on interventions considered effective in 
achieving defined measurable goals for health (Petersen, 
2003; Petersen and Yamamoto, 2005). Such public health 
programmes must not be confined to treatment of disease 
and symptoms only, but be appropriately designed to at-
tain better oral health and quality of life for older people.
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