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1. Title

Dear chairman, ladies and gentlemen:

It is my honor to present the topic “The oral health status of people with

disabilities in Taiwan”.

2. Contents

In this topic, I would like to introduce the following subtopics. First, I would like

to discuss what the common oral diseases are for people with disabilities and their

dental health status. Then, the weakness of the present status of people with

disabilities and preventive policies and strategies for them will be mentioned. Later,

the objectives of oral health care, method of oral health care and dental treatment

services and procedures will be presented. Finally, I will try to make a conclusion.

3. The common oral diseases of children with disabilities

Oral diseases can affect both the hard tissue, such as teeth and bones and soft

tissue of supporting structures such as the tongue, cheeks and pharynx in the

mouth. Oral diseases may be overlooked or ignored because the progression is very
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slow, and does not cause pain until an advanced stage. Consequently, preventive

efforts could be more effective for oral diseases.

The common oral diseases of children with disabilities can be multiple and

varied from person to person, such as caries, missing teeth, periodontitis and

gingivitis, tooth development anomalies, malocclusion, tooth trauma, and cleft

palate and lip.

The developmental anomalies of teeth include additional or deficient teeth

number, morphological variations, quantitative or qualitative change of teeth

character, such as supernumerary teeth, congenital missing teeth, fusion teeth,

enamel hypoplasia or amelogenesis imperfecta.

The teeth trauma can involve any part of the teeth, such as enamel, dentine, or

pulp tissue, or its supporting -alveolar bone tissue. The Enamel trauma may

produce only superficial sensitivity to heat or cold, whereas trauma involving both

enamel and dentin may produce a toothache that lasts several hours. The damage

caused by these two classes of injury is usually reversible. Damage to the dental

pulp, however, involves more extensive treatment, such as root canal treatment or

extraction, and may not be reversible.

These oral diseases happen more frequently in people with disabilities than in

ordinary people or children.

4. Dental caries

The most causative factor of dental disease is bacterial which causes localized

destruction teeth and their supporting tissues by dental caries and periodontal

disease.

Dental caries (tooth decay, cavities) destroy the mineralized part of the tooth

and cause a dark area or hole in a tooth. Dental caries is progressive and requires
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treatment to avoid destruction of tooth material, pain, pulpal infection, and tooth

loss. Caries is the most common cause of tooth loss in children.

If not treated, a dental infection of the tooth can lead to dental abscess and

cellulitis (acute, diffuse, spreading inflammation of the deep tissues) that could be

life threatening.

Caries usually start from the pits and grooves of the biting surfaces of the

posterior teeth, or between the teeth, or at the gum-line.

Here we can see severe dental caries attack several surfaces of multiple teeth, in

this case, we can see the patient has malocclusion, it describes a status of improper

arrangement of teeth which will render the teeth unable to bite the food properly

and affect pronunciation.

5. Periodontal disease:

Periodontal (gum and bone) disease is an infectious disease caused by toxins

produced by bacterial plaque which exists on the teeth surfaces and destroys the

gums and bone supporting tissue. It is a major cause of tooth loss in adults.

6. Malocclusion and developmental anomaly (enamel hypoplasia):

In this case, this patient has a problem of malocclusion of cross bite, crowding

and developmental anomaly (enamel hypoplasia). Both of these problems are

congenital.

7. What is the most important factor to cause the common oral

diseases?

Characteristics of dental plaque

Dental caries and periodontal diseases are the most common dental diseases
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often burden the dental health. Dental plaque is a thin, colorless, sticky film of

bacterial colonies that constantly form on the teeth and dental prostheses. It may

not be easily seen by the naked eye, but can be felt as a fuzzy layer on the teeth. So,

in general it is not easily or adequately cleaned.

8. The bacteria in plaque

The bacteria in plaque metabolize the sugar from food and sweets to produce

toxins and acids, which then attack the gums and teeth. The specific bacteria such

as Streptococcus mutans, Lactobacilli, and some Actinomyces species cause dental

caries. Specific bacteria such as Actinobacillus actinomycetemcomitans (Aa) can

cause gingivitis and periodontitis.

9. Removal of dental plaque

Plaque cannot be removed by rinsing or water sprays. It can only be removed by

mechanically by tooth-brushing and flossing or using pharmacotherapy.

Removing the dental plaque decreases the prevalence of dental caries and

gingivitis. It is killing two birds with one stone.

10. Common oral problems of children with disabilities-- caries

induction factor

Moreover, there are several caries induction factors which affect the dental

health and even general health.

We know that dental caries is a multi-factorial disease involving bacteria in

dental plaque, the host (primarily saliva and the teeth) and the diet. The bacteria

in plaque metabolize the sugar from food and sweets to produce acids, which then

attack the teeth, and then cause dental caries.
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Apart from these three caries causative factors, there are several detrimental

factors which make the situation more complicated and the teeth more susceptible

more to be attacked by caries. For example, enamel hypoplasia weakens the dental

material. The disturbance of arrangement of the teeth and jaws causes bacteria to

deposit in the undercut area or some areas that are not easily cleaned causing an

accumulation of plaque and bacteria, thus to inducing dental caries.

11. Why are oral problems more severe in children with

disabilities?

Basically, there are several reasons which cause oral problems more often and

severely in children with disabilities, such as their family have a tendency to feel

guilt toward the child; spoiling them, overprotecting or ignoring them. Some of the

families have a lower educational level and socio-economic status. These families

are tending to lack knowledge toward oral health care (especially with baby bottle

tooth decay).

They do not know how to care for the oral health of their children, some of them

think that they do not have enough time, money or spirit to care for them. Of

course, we can not deny that disparities exist in rural and remote areas, difficulties

with transport or accessibility to dental care and social discrimination to these

children with disabilities.

Dentist who are unwilling to treat people with disabilities because they complain

that they have not received training on how to manage or treat these people, they

do not have enough equipment or space to serve them, some dentists worry that

the visits of people with disabilities to the clinic will disturb the ordinary patients,

even causing some patients to discontinue their visits

People with disabilities may be fastidious towards diet because they can not bite,
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or swallow the food properly, some of them are very hypersensitive in their mouth

and oral cavity, so it is very difficult to brush their teeth or perform an oral

examination for them which will cause their oral health to deteriorate.

People with disabilities are often uncooperative, making dental treatment more

difficult because of their knowledge, recognition, coordination and behavioral

problems.

All of the above reasons make the oral health of people with disabilities worse

and more severe.

12. Implementation duration and affiliation of the dental survey

In the next section, I would like to introduce the survey we conducted for “the oral

health status of people with disabilities in Taiwan” This survey was executed by the

faculty of Dental Hygiene, College of Dental Medicine, Kaohsiung Medical University

from March, 2003 to May, 2005. It was supported by the Bureau of Health Promotion,

Department of Health.

13. Background and purpose

The reason we conducted this program is that we recognize that improving the oral

health status is related to better general health and QOL. Before we start the

intervention of oral health education, first the oral health status should be surveyed.

There was insufficient data for people with disabilities in Taiwan, so we conducted this

survey in order to explore the dental health status of people with disabilities, analyze

the causative factors of oral diseases and then implemented a strategy of preventive.

14. Dental health status

The items of the examination for dental health status include dental caries status,

dental hygiene status, orthodontic status and prosthodontic status.
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The dental caries status included a DMFT index and its components, caries

prevalence rate, and filling rate. There are three indexes are included in the dental

hygiene status, debris index observed plaque accumulation status, gingivitis index

for gingival health status and calculus index calculus accumulation status.

15. The related factors of dental health status

In order to explore the causative factors of dental health status, we asked the

parents or caregivers of people with disabilities to complete a questionnaire. The

items of the questionnaire included dietary and living habits, oral cleaning habits

and the experience of dental visits.

16. Methods:

In this survey, a total of 5,790 disabled people participated in the study. The

samples were divided into three age groups: under 18, 19-44 and over 45 years old,

and the sample sizes were 2865, 2215 and 710 respectively. The oral examinations

were carried out by dentists. The dietary habits, oral health habits and status of

daily activities were collected in a standardized questionnaire. Stratified cluster

sampling design and Probability Proportional to Size (PPS) were used, a database

was designed using MS Access and the data were analyzed using SAS and JMP.

17. The introduction of dental caries status

Here, I would like to introduce some indicators for the evaluation of dental

caries.

DT, MT and FT mean the number of decayed, missing, and filled teeth. The

DMFT index means the number of decayed, missing and filled teeth combined.

Caries prevalence rate means how many people have at least one decayed tooth in

their mouth in one hundred people examined. Filling rate means how many people
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have at least one filled tooth in their mouth in one hundred people examined.

18. The dental health status of people with disabilities

The data analysis shows that all of the dental health indexes of women are

higher than that of men.

In relation to the age groups all of the dental health indexes except filled teeth

number and filling rate showed a higher value in the older age group than that of

younger age groups.

As the level of disability gets worse, the DT, MT and DMFT index show higher

values, the caries prevalence rate, FT and filling rate showed lower values.

When the level of disability of those people increases, they can not easily have a

proper oral care, their DT, MT and DMFT index show higher values. But why do

the caries prevalence rate, FT and filling rate decrease? They can not take food or

sweets easily when their level of disability increases, so the caries prevalence rate

decreases. For the same reason, they have difficulty in accessibility to dental clinics,

so the FT and filling rate show lower values.

19. The criteria of dental plaque index

The criteria of the dental plaque index can be divided into five scores: the first

one is without any plaque on the teeth and prostheses surfaces. The second score is

a thin film of plaque which can be scraped with a dental explorer from the

surfaces of the teeth and prostheses. The third is a moderate amount of plaque

which can be seen with the naked eye. The fourth is heavy plaque which covers the

entire surfaces of the teeth and prostheses. The last is missing teeth and can not be

examined.

20. The dental plaque index of people with disabilities
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No statistical significance existed between the plaque index of females and males.

But the plaque index statistically significant increases and worsens with increasing

age and the level of disability. The number and percentage of people who have no

plaque or light plaque are decreases with increasing age and the level of disability.

The number and percentage of people who have moderate plaque or severe plaque

are increases with increasing age and the level of disability. We can see it more

clearly in the next slide.

21. The dental plaque index simplified

From this table, we can see the tendency more clearly

22. The criteria of gingival index

In the previous slide, I explained that without teeth-brushing behavior or

in-efficient teeth-brushing will cause an accumulation of dental plaque on the teeth

surfaces especially on the margin of gingival tissue which will cause gingivitis. So

the gingival index is an index for us to understand the situation and efficiency of

care of dental hygiene. The criteria of the gingival index can be divided into five

scores: the first one is with healthy gingival tissue in the mouth. The second score

is mild gingivitis is noticed on the gingival tissue which shows redness and

inflammation, but without bleeding even when it is touched with the dental

explorer. The third is severe gingivitis which shows not only redness and

inflammation, but also bleeding when touched with the dental explorer. The fourth

is a condition when an accumulation of calculus on the gingival margin is noticed.

The last is missing teeth and can not be examined.

23. The gingival index of people with disabilities

The gingival index shows the same tendency as the dental plaque index. The
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gingival index statistically significantly increases and worsens with increasing age

and the level of disability.

24. The characteristics of dental calculus

If the dental plaque is not removed daily or removed in efficiently, calculus

(tartar) will form from dental plaque. When dental plaque is left on a tooth for

more than 24 to 48 hours a hard deposit like stone will form on the margin of the

gingival tissue. Calculus may be white or stained, smooth or rough on the margin

or beneath the gingival tissue. If the calculus is not removed, more deposits of

calculus will form and irritate the gums, and then destroy the gum and bone

tissues that support and fix the teeth; finally it will lead to tooth loss. The most

prevalent reason for tooth loss in adults is caused by periodontal diseases which is

caused by gingivitis initially and exaggerated by dental calculus.

25. The removal of dental calculus

It cannot be removed by a tooth-brush or dental floss, the only way to remove it is to

manipulate the scaling with a manual or mechanical instrument by a dental hygienist or

dentist. So, proper and frequent teeth-brushing and periodical visits to a dentists or

dental hygienists to remove the dental calculus are important to keep your teeth healthy.

26. Criteria of the calculus index

The criteria of the calculus index can be divided into five scores: the first one is

without any deposit of calculus on the healthy gingival tissue. The second score is

mild calculus is noticed on the gingival tissue and covers less than 1/3 of the teeth

surfaces. The third is moderate calculus is noticed on the gingival tissue and covers

more than 1/3 and less than 2/3 of the teeth surfaces. The fourth is a condition of

more than 2/3 accumulation of calculus on the teeth surfaces. The last is missing
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teeth and can not be examined.

27. The dental calculus index of people with disabilities

The dental calculus index shows the same tendency as we have seen in the dental

plaque index and gingival index. The dental calculus index statistically

significantly increases and worsens with increasing age and the level of disability.

28. The occlusal status and malocclusion

Malocclusion is a state describing the relationship and arrangement of teeth

between the upper and lower jaw bones.

This relationship can be divided into three parts: the first one is vertical

relationship; a disharmonious relationship exists between the upper and lower

dental arch, such as open bite, deep bite etc. The second is a horizontal

relationship; a disharmony exists between the front and back of the upper and

lower jaws, such as cross bite, upper protrusion etc. The third is sagital

relationship; a disharmony exists among the teeth, such as crowding, spacing etc.

maloccusion may be caused by genetic, congenital or environmental reasons. In

general it takes a lot of time and money to correct it by fixed or removable

appliances.

29. Orthodontic status and treatment needs

In terms of orthodontic treatment needs, more than half of the participants had

the need for orthodontic treatment.

30. Prosthodontic status

A severely destructed tooth or missing tooth covered by metal, porcelain or both

in one single or join form. It could be a crown, a bridge or something similar; it
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may be a fixed or removable type, or it could be an implanted tooth.

31. Prosthodontic status and its treatment needs

In terms of prosthetic needs, there were 51.76% and 55.56% of the participants

who had prosthodontic treatment needs on the maxilla and mandible respectively.

32. Comparison between normal and disabled children

Comparing the DMFT index, caries prevalence rate and filling rate between

normal and disabled children, shows that the children with disabilities between

seven and twelve years old have a lower DMFT index, almost the same caries

prevalence and a far lower filling rate compared to normal children.  Among

thirteen to eighteen year-old adolescents, the adolescents with disabilities have a

higher DMFT index and caries prevalence, the filling rate is still very low

compared to the normal children.

In primary school-age children, the oral care of those with disabilities is executed

by their parents or caregivers, so they still have moderate proper oral health status

when compared with the normal children, but when the children enter junior high

schools, their parents may think that the children are growing up and show less

concern for their oral health. Moreover, children at this age start to develop their own

authority and do not want to be cared for their by their parents. In fact if we do not

teach them how to brush their teeth, they would never brush teeth properly and

cleanly.

To explain the reasons why the filling rate of decayed teeth in children with

disabilities is very low compared to normal children is a complicated task. It may be

caused by several factors such as “is he/she covered by social welfare or the National

Health Insurance system”, “Do they have financial support, transport or some other

problems”, “Do the dentists have enough knowledge, ability and willingness to care
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for their teeth”, “Do the anesthesiologists have enough capacity to perform dental

anesthesia for their dental treatment” etc, each reason will cause a barrier for the

children with disabilities to receive dental treatment. So it is not surprising that the

filling rate is low.

33. Conclusion:

The people with disabilities have poor oral health status. The oral health problems

at each age group are different. The most severe problem in teenagers is caries, in

adults, periodontal disease and in the elderly loss of teeth. The common problems of

individuals are lack of prosthesis and cleaning of teeth. The main reasons for causing

the poor oral health condition depended on their characteristics of behavior and

degree of mental retardation. The other reasons include institution types, frequency of

eating sweets, kind of diet, frequency and times of teeth brushing, dietary habits, the

attitude to visiting a dentist and regular examination. The prevention strategies and

dental treatment resources, institutes, service network and multidiscipline team work

are very important for their oral health care.

34. Multidiscipline team work of the service for people with

disabilities

People with neurologic and neuromuscular disorders, such as cerebral palsy,

mental retardation have the tendency of salivary incontinence (drooling) and

severe bruxism (tooth grinding) that may result in excessive wear of the teeth and

injury to the temporo-mandibular joint (the joint between the jaw and skull). In

these cases, they not only need a rehabilitation physician and dentist, they also

need a specialized nurse speech therapist, dental hygienist and even caregivers and

social workers in the institutions.
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35. Rehabilitation disciplines (Team Work)

Oral health care for people with disabilities can not only be executed by dentists,

it is a multidiscipline task. The medical manpower resources should include each

field which is concerned with the care of people with disabilities. So the medical

staff who offer service of oral health care to people with disabilities includes

dentists, anesthetists, nurses, dental hygienists, dental assistants, consultation with

specialized doctors, speech therapists, physical and occupational therapists,

psychologists, social workers, physical and rehabilitation medicine and nutritional

specialists. In addition, we need to have officers in government (health),

educational and socio-welfare ministry, and civil organizations such as social

benefit fundraisers, caregivers and others to join. Such interaction will enhance

the climate for successful rehabilitation, and improve the health and ability, and

achieve a higher quality of life for people with disabilities.

36. Objectives of the Oral Health Care for People with Disabilities

The final goal of the oral health care for people with disabilities is to accomplish

the vision of “Normalization”. The vision of “normalization” in the field of

dentistry could be reached through restoring, rehabilitating, and maintaining the

oral function which includes not only mastication, speech, expression of face, but

also swallowing and other complex oral functions concerned with the quality of life.

So the objectives of restoring, rehabilitating, and maintaining the oral function

from the field of the dentistry, and what we can contribute to the people with

disabilities is to cure and care for their oral diseases. To cure the oral diseases is to

restore their oral function through treating and filling their decayed teeth,

constructing dentures or fixed crowns, bridges or other types of prostheses for

their missing or severely defected teeth. To care for oral diseases means to prevent
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the prevalence of oral diseases, maintain the oral tissues in a healthy status, and

then promote the general health.

Here, we would like to introduce “how to care for the oral health”.

37. How to Care for the Oral Health of People with Disabilities

The fundamental principles of caring for the oral health of people with

disabilities are not so different from that for ordinary people. The differences exist

in the difference of the characteristics of people with disabilities, such as

swallowing ability, functional reserves, physical status, and their personal

character. The fundamental principles are as following:

1. Brushing the teeth properly and frequently

2. Use of fluoride products

3. The re-evaluation of the value of between meal foods

4. Application of fissure sealant to the first molars

5. Regular professional check-up

6. Early diagnosis, early treatment

38. Brushing the teeth properly and frequently- significance of

tooth-brushing

The value and main purpose of tooth-brushing is to prevent dental caries and

periodontal disease. Furthermore, there is another very important purpose of

tooth-brushing which is to act as rehabilitation for coordination between the

muscle system and nervous system for the eyes, hands and mouth. Rehabilitation is

a repeated training program for the coordination between the nervous system and

muscle systems of different organs and tissues. Tooth-brushing is rehabilitation for
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coordination between the muscle system and the nervous system of the eyes, hands

and mouth. If people with disabilities brush their teeth three times a day, it means

they will have three opportunities to execute the rehabilitation of their

coordination training. So the value of tooth-brushing is very important.

Meanwhile, children with disabilities always show involuntary movement and

do not show enough patience even when they brush their teeth. When we train

them to brush their teeth, it is good for the trainer to control their involuntary

movement and their patience.

It is important to note that, children with disabilities do not have any concept of

time and numbers, when we teach them how to brush their teeth, we always train

them to count from one to five, and even to ten, enabling them to tolerate the time

length, they certainly learn the concept of time and numbers.

39. The principles of instruction to tooth-brushing for people with

disabilities

The first principle of instruction of tooth-brushing to people with disabilities is

to understand their cognitive level and how much they can control their body

movements.

The second is to relax and comfort them by reducing their stress and oral

mucosa sensitivity. If they are very nervous and stressed, we can hold their hands,

massage their shoulders, and even touch their face or cheek repeatedly to reduce

their stress and fear.

When we try to teach them how to brush their teeth, we must be patient to teach

them by small step advancement. It means we just teach a very small step each

time, for example, the first time we only teach them how to hold the brush, if they

can do it properly, then we teach them how to hold the brush and take it to the
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mouth. The third time we teach them how to brush their left upper teeth by

counting from one to five. The fourth time we can teach them not only brushing

the left upper teeth but also the right upper teeth, and so on.

If the people with cerebral palsy have the problem of muscle strength, we can

add some additional materials to make the brush handle thicker. A thicker brush

handle will be easier for those people with cerebral palsy to hold and brush.

It is very difficult to teach the people with severe or profound disability, or the

people who can not take care of their daily life by themselves independently how to

brush the teeth. So we need to train the professional caregivers, who can then help

them to brush their teeth. Of course, tooth-brushing should be repeated daily and

executed after each meal.

40. The re-evaluation of the value of between meal foods

We always have a mistaken understanding of between meals food, we think it is

just offered to the children to satisfy their taste and desire sweets. In fact, the

children, especially preschool children, can not eat large amounts of food, so they

need more than three meals in one single day to provide enough nutrition to fuel

for their growth. So the value of between meals food should be, nutritious, easily

digested foods which can offer visual and taste satisfaction. So, sweet snacks or

foods shouldn’t be offered. We should limit the quantity of between meals food and

its frequency, and not use candies as rewards or to soothe children.

41. The effects of fluoride

Fluoride is one of the most common chemotherapeutic agents and plays multiple

roles in preventing tooth decay. Fluoride helps strengthen the teeth, making them

more resistant to decay. Uptake of fluoride makes the enamel tissue less soluble,

and increases the anti-acidic properties. As an antibacterial agent, fluoride
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suppresses the bacteria in dental plaque that cause caries. Fluoride can help the

tooth structure that has initial caries and lost minerals to recover back. So it is an

excellent and inexpensive preventive agent to maintain healthy teeth.

42. The ways to obtain fluoride

 Systemic fluoride, such as water fluoridation and fluoride tablets, can

effectively reduce the ratio of caries by 50 to 75 %..

 Topical application include fluoride varnish: which strengthens the tooth

structure after it has formed and the teeth have erupted into the oral cavity.

The fluoride is applied directly to the teeth. It can reduce the caries rate by 40

to 60 %.

 Mouth-rinse: For individuals who can “swish and spit,” then use

mouth-rinse as directed. It reduces the caries rate by 35 to 45 %

 Toothpaste:

Fluoride toothpaste is highly recommended by the WHO and FDI, and has

proved very effective in the prevention of dental caries.

43. Safety of Fluoride

The effect of fluoride supplements is only a tiny part of the systemic effect.

According to the suggestion of the American Association of Pediatric Dentistry, in

areas where fluoride levels are below 0.3 ppm in drinking water, as in Taiwan,

fluoride supplements can be given in concentrations as shown on the slide:

44. Sealants

Bacteria and food debris always deposit in the pits and fissures of the posterior

teeth. The pit and fissure of occlusal surfaces of molars (posterior teeth) is the most
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susceptible area for dental caries compared to other sites of the teeth, and they are

the most easily attacked and lost among all the permanent teeth. The molars are

the most powerful teeth in chewing foods. So to protect the molar teeth by filling

their pit and fissure before decayed is highly recommended.

45. Xylitol Gum

Xylitol (a naturally occurring five-carbon sugar substitute) gum may be

recommended for patients who are able to chew gum. This gum does not cause

decay and appears to prevent it by reducing bacteria in plaque and stimulating

salivary secretion.

46. Dental treatment and procedure for the disabled

We offer dental treatment services to people with disabilities by different models

of behavioral management according to their physical, cognitive, cooperative

status, and accessibility, such as by behavior management, by intravenous sedation,

by nitrous oxide sedation or by general anesthesia.

47. Dental treatment and procedure for the disabled by regular

clinical treatment:

If the behavior of the patients is relatively co-operative, communicable,

cooperative behavior during clinical treatment, and they do not have any

physiological functional problems, the patient can be treated in the regular dental

clinic.

48. Dental treatment and procedure for the disabled by conscious

Sedation or general anesthesia

Sedation is generally indicated for children, who are uncooperative, fearful of
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the dental environment, or unable to cope for some other reasons. The ideal goal of

sedation is to relax the patient, allowing completion of the dental treatment, while

maintaining communication and responsiveness. GA may be the preferred method

in treating young uncooperative children with extensive caries, rather than

subjecting them to numerous sedation visits, because an increased sensitization of

children to repeated stressful procedures with accompanying decreased

cooperative behavior has been found.

49. Dental treatment and procedure for the disabled by conscious

Sedation

Figure of patient having dental procedure under conscious sedation

50. Dental treatment and procedure for the disabled by general

anesthesia

Figure of patient having dental procedure under general anesthesia

51. Conclusion

In order to keep and maintain the oral health of people with disabilities in good

conditions, tooth brushing and fluoride application are the most effective early

prevention programs for them. Dentists, dental hygienists, parents or care givers

should joint and grasp the best time to intervene for prevention. It is important for

patients with prevalent caries to return to the clinic at short intervals and

frequently. In order to achieve this purpose, early diagnosis, prevention and early

treatment can prevent the prevalence of oral diseases and its extension, and

decrease the burden of oral diseases to both the dental and general health.


