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Theme of lesson : 

Epidemiological research in dentistry: aim, registrations. Epidemiological examination , registration in the card of WHO, its characteristic. The estimation of results.            

Epidemiology is a fundamental science that deals with health and principles of disease contraction, incidence and course at the population level, and with the effects of heredity, environment, social conditions and way of living on these states. 

Descriptive epidemiology
It is concerned with the study of nosometry and mortality determination in different geographical areas, communities, and for certain population groups. It studies relations between different characteristics of a particular region, community or population group and, e.g., fluoride-in-potable water level, consumption of sweeties and caries intensity level. This type of epidemiological survey is known as a correlative or ecological one. 

Analytical epidemiology
It is used to check the efficiency of any medicine administration or of any other impact on human body. These are the aspects of analytical epidemiology which may be singled out into a separate branch (experimental epidemiology). 

Epidemiological oral-health surveys make the basis for evaluation of current population status and for determination of its need for dental preventive and care treatment, including that for proper long-run prospects under stable economical-and-political development of the state. 

Within the course of such surveys scientists obtain the data required for impartial planning of dental personnel training.

Dentistry officers should attain certain knowledge of epidemiological review techniques and conduction of dental situation analysis on their basis, this approach being a concept of descriptive epidemiology to evaluate the dental status of population. (Ваrmes D.E., 1978; Harrison R.L., Davis D.W., 1993; Pitts N.B. et al., 1994). 

The most suitable document to be used for this purpose is, certainly, a proper WHO guidance with its 4th edition currently available (World Health Organization, 1997).

Basic components of an epidemiological survey plan

· Clear definition of both a problem to be surveyed and a survey purpose, with review of results of previous similar surveys conducted at this region.

·  Specific objectives of a survey and prospective procedures to fulfil them.

·  Specification of target population groups, including methods of the group members selection, sample number and sampling method.

·  List and characteristics of data to be collected.

·  Data collection procedure: in which way can this data be acquired and who are prospective collectors.

·  Data collection & processing methods, and required equipment, materials, tools and software.

·  Mechanism of data transfer from an examiner for the further processing based on proper statistical analysis .

·  Deadlines for survey implementation stages, including planning, data collection, data analysis and preparation of report.

·  Obtaining an ethical consent from proper agency or grass-roots organisation for conduct of such a survey. 

Purposes of epidemiological survey

· development of existing dental service with consideration for actual dental health need of population;

·  identification of population need for dental preventive and care treatment; 

·  identification of financial requirements to ensure implementation of oral health programmes, including dental personnel training.

To perform the analysis of epidemiological situation, it is reasonable to collect not only dental disease incidence data, but also the data which may influence the progress trend, such as potable-water fluoride content, sugar consumption level, smoking incidence, etc.

Such information may be obtained from other health services, such as sanitation-and-epidemiological service, and their representatives may also take part in epidemiological surveys at proper stages.   

Extensive experience gained by WHO over more than 25 years have enabled to define the most useful and economic population-group sampling methodology to conduct epidemiological oral-health surveys. Such so-called “pathfinder” method  (stratified cluster sampling technique) is based on sampling the properly sized key age subgroups of different disease intensity. 

(Davis G.N., Barmes D.E., 1976; Barmes D.Е., Sardo-Infirri J.S., 1977; Barmes D.Е., 1999).
By using this technique, the reliable and clinically relevant information for planning can be obtained at minimum expense. 

The technique is used to obtain the following data: 

· total-population disease/statuses incidence;

·  proper population-groups variation in disease incidence level and in need for preventive and care treatment;

·  disease-incidence age peculiarities required to plan the dental service for different population groups, with consideration of forecasted progress trend (up or down) . 

Depending on the number of persons to be subjected to dental examination, the pathfinder survey can be conducted either as a pilot (research) or national survey. 

pilot survey involves just one or two population age subgroups of the most importance, usually of the persons aged 12 and 35-44 years. Such examination makes it possible to obtain minimum data required for dental service planning and development. 

national survey should involve representative number of state regions and properly sized key age subgroups of different disease intensity and proper need for dental treatment.

This type of survey is appropriate for all the states irrespective of disease intensity and resources available. 

At that, adherence to standard approach in determination of age groups, number of people to be examined, and sampling technique is a must. 

The number of survey sites and their location depend on specific purposes of the project. 

Survey sites are selected in a way providing an opportunity to obtain information on population groups of different disease intensity. 

The choices are usually based on administrative division of a state, so to concern a capital, large and small towns and rural areas.

The climate-and-geographical peculiarities of specific region should be also taken into account.

If several ethnical groups of different disease intensity or possible disease intensity are available within a region, it should be considered to single out particular subgroups of the people to be examined. 

To form the groups of the people to be examined, a random sampling technique should be used (random sample is a set of random-variable observations obtained under independent random conditions).

To decide which population subgroups should be represented in final sampling, specific conditions must be considered, and the decision should be made jointly with health-service administrators of chosen area. 

Normally a region-wide survey shall involve representatives of large towns and rural area population. 

WHO recommends the following age groups to be involved: 

· children aged 5-6 years, 

· children and adolescents aged 12 and 15 years, 

· adults aged 35-44 and 65-74 years 

The selection of these very age groups has been based on the following reasons: 

5-6 years
This children age is of special interest to determine primary-teeth caries intensity level (CIL) which varies within a shorter period than that of permanent teeth. 

12 years
At this age the permanent-occlusion forming is completed and children are available for school-based epidemiological surveys. The caries intensity level of this children group was chosen by WHO as a standard global indicator of dental caries incidence to monitor its trends in different countries. In the early 1980s WHO proclaimed the year 2000 goal for global dental caries level: mean number of decayed, missing and filled permanent teeth among 12-year-old children should be not more than 3 (DMF  < 3). Most of the countries achieved the goal, while in some countries of Latin America and Eastern Europe the DMF index still exceeds the target value. 

15 years

At this age the complete change of primary to permanent teeth is nearing completion, so the caries intensity level evaluation at this period is more important than that of 12-year-old children. Moreover, dental health level among adolescents of this age may become the benchmark for the following determination of dental-disease progress trends . 

35-44 years (mean age equals 40 years)

This age group is a standard one for of adults dental-health level monitoring. Normally adults sample can be selected from enterprise employees. If it is impossible to get a representative sample in this way, use is made of the population group available for examination (e.g., shoppers, market place attendees). But examination of people seeking health care should be always avoided. 

65-74 years

Due to increase of longevity this age group will get permanent increase in number, with correspondent increase in need for dental preventive & care treatment. The representative number of this age group older part is relatively easy to examine, since, most probably, elderly people  stay either at home or at special institutions for elderly care, and therefore, can be subjected for survey the whole day. 

Age groups

Sample number

The number of persons to be examined in each age group varies from 25 to 50 at each selected site depending on expected prevalence and severity of dental disease.

The following calculation may be used as a sample design example for each index age group of a national survey : 

City:     4 sites at administrative centre of a region
(4×25 = 100 persons)

              2 sites at each of 2 large towns                             (2×2×25 = 100 persons)

Village: 1 site in each of 4 villages

                   (4×25 = 100 persons)

Total sample:    12 sites × 25 × 4 age groups= 1200 persons

Such a sample design makes it possible to identify the significant difference between urban and rural groups and, in certain situations, between socioeconomic groups in the capital city or large towns. Besides, areas where the disease prevalence is much higher than the national average level may be also be identified from the results of such a survey.

A group of 25 subjects with both the genders equally distributed is sufficient only in populations where dental-caries and periodontal disease intensity is of low level. If it is known that the dental-disease incidence may be classified as that of moderate or high level (e.g., if from all 12-aged children just 5 to 10 per cent have no caries), the standard size for each sample should be not less than 40 to 50 persons. 

If the caries intensity level of particular population is unknown, it is reasonable to estimate it before starting a survey. The fast and effective CIL evaluation technique is to determine the groups of persons with and without caries-affected teeth. E.g., we can examine two or three classes of 12-year-olds of different socioeconomic levels, in two or three local, easily accessible schools, where the widest possible difference in dental disease incidence may be expected. 

Caries incidence is classified on the basis of percentage of all-healthy-teeth children studying at the class as follows: 

above 20 per cent - low level, 

5 to 20 per cent - moderate level, and 

less than 5 per cent - high level.

This CIL estimation can be later used as a guide when deciding on the standard sampling size and when completing the survey protocol. 

Written-report preparation a is one of the most important stages of epidemiological survey and should contain sections determining the following:  

· main purpose and objectives of a survey;

· types of information to be collected and description of data-collecting techniques;  

· survey-site personnel and arrangement;  

·  description of sampling methods; 

· statistical methods to be used for analysis of survey results; 

· budget of expenditure; 

· survey schedule and list of survey responsible staff.  

                         Obtaining oral-health survey approval

Approval for conduct of specific-population-group survey must be obtained from local, regional or federal authorities. E.g., in case of schoolchildren examination, it is required to address the school managers, explain them a survey purpose, and obtain the approval. In some cases a written permission from parents should be obtained before examining the children. An executive who makes a plan for survey conduct at proper area is in charge for obtaining approval from local dental-care services. Such an executive should also notify the health authorities, since it may be required to time the survey to fit in with other health-related activities. It is especially important for planning an adult-population survey. Besides, local dentists and dental health service executives should be informed about the survey details. Officers of local dental societies and local dental practitioners can often help in gaining cooperation of the community for the survey, so to facilitate it participation, and of any of their patients who may be included in the sample.

Financial provision and activity schedule 

Composing a data-collection schedule is one of the most important aspects in survey planning. Failing to perform it will cause survey personnel to waste time while waiting for the persons to be examined and due to other unjustified delays. The planner can estimate from the preliminary survey or previous experience, how much time, on average, each examination will take. E.g., examination of a child takes 5 to 10 minutes, while complete examination of an adult may take from 15 to 20 minutes. After that daily and weekly schedules can be prepared. They are brought to notice of the survey personnel, school managers and health authorities. The schedules should be flexible, so that  unexpected delays do not cause major upsets in the survey timetable. Reliable observations  and consistent judgements are very important in surveys. The schedule should not be too tight, since fatigue may significantly decrease the results accuracy and repeatability. E.g., if the classes of 25 to 30 schoolchildren in different schools are to be examined by one examiner, a schedule should provide some time for preliminary actions: 

Reliable observations  and consistent judgements are very important in surveys. 

The schedule should not be too tight, since fatigue may significantly decrease the results accuracy and repeatability. 

E.g., if the classes of 25 to 30 schoolchildren are to be surveyed by a specialist in different schools, a schedule should provide some time for preliminary actions such as: 

· introducing the examining team to the school principal and class teachers;

·  choosing an appropriate place to carry out the examinations in each school and setting up equipment;

·  examining a class of children aged 12 years; 

·  brief oral report to the school principal;

·  travelling to the next school 

If a disease requiring an immediate treatment is detected during examination of a patient, a survey manager or an examiner should refer him to correspondent dental treatment facility. Therefore before starting the survey implementation it is necessary to compose the list of facilities that may be used to provide urgent dental treatment to such referred patients.

On completing the survey, it is very important to report the survey findings to local authorities. The report may involve a simple summary of the number of examined persons and observations of the examiner. Usually such a report can be delivered personally just on completing the examination procedure. 

               Calibrating examiners

Examiners taking part in the survey may differ in their assessments of the oral health status of individuals. But before starting the survey implementation they should come to agreement in diagnosing the statuses and dental diseases. If epidemiological survey is conducted by a team of examiners, it is desirable for all them to evaluate the clinical state of the same patient in the same way. To ensure the same approach to description of the dental health status, the so-called examiners calibration should be performed by an expert examiner. A calibration procedure shall be preceded by a course in theory of dental health-status evaluation criteria. It is desirable to have a few-days interval between the theoretical-study period and calibration procedure in order to provide the examiners with some time for comprehension of acquired knowledge and clinical practice.  

When only one examiner is involved, and an expert advice is unavailable, he should examine a group of 10 to 15 patients twice, and then determine the frequency of different assessments for the same patient. These patients should be pre-selected so that they possess, collectively, the full range of the diseases and pathological states supposedly to be examined during the basic survey. While comparing the results of the two examinations, the examiner will be able to evaluate both the degree of expressivity and character of personal diagnostic mistakes. If the number of such mistakes and differences is great, the examiner should review his personal interpretation of criteria, and perform additional calibration examinations until acceptable consistency is achieved. In general, agreement for most assessments should be in the range of 85 to 95 per cent.

If epidemiological survey is conducted by a team of examiners, it is required to assess the consistency of each examiner (intra-examiner reproducibility), and also the variations between examiners (inter-examiner reproducibility). If the results of any examiner are always different from those of other examiners, and all the tries to correct the situation have failed, such an examiner should not take part in examinations performed by the team. Before the calibration procedure it is necessary to explain all the examiners to be calibrated that standardization of the survey is not a criteria of their clinical qualification. It is required just for unification of an approach to oral health evaluation. 

In the course of durable examination series the examiners might change the way of using the diagnostic criteria. In order to detect and change such a trend, it is reasonable for every examiner to perform duplicate examinations of 5 to 10 per cent of the patients (not less than 25). The most appropriate age group in this case is that of 12 year-old children or 15 year-old adolescents, due to simplicity of their re-involvement. Either a record clerk or a school teacher can arrange such duplicate examinations of 5 to 10 per cent of the patients. It is recommended to perform duplicate examinations just at the beginning of the examination session (at once after completing the calibration procedure), at the end of the first half of the work, or at the end of the examination session. If examination is done by a team of examiners under supervision of a qualified epidemiologist, the latter can monitor the quality of the performed work. For this purpose he should subject approximately 25 patients of each examiner to duplicate examination.   The survey results reproducibility level is calculated on the basis of the obtained data. 

                         Evaluation of results reproducibility 

There are few techniques to evaluate inter-examiner and intra-examiner results reproducibility. The simplest evaluation technique is to determine the percentage of marks matching, e.g. percentage of the patients with the same code received from two examiners. But this technique is not suitable for low-level disease incidence. Usage of kappa statistic is considered to be a more reliable way for evaluation of results matching. Kappa statistic technique links the real values of some parameter measured by two examiners by means of an agreement degree determined empirically. 

The examination reproducibility calculation (kappa statistic) can be performed in accordance with the following scheme: 

	Examiner 2
	Examiner 1

	
	Intact teeth
	Caries-affected teeth
	Total

	Intact teeth
	a
	c
	a + c

	Caries-affected teeth
	b
	d
	b + d

	 
	a + b
	c + d
	a + b + c + d = 1


a – the proportion of teeth that both examiners agree to consider intact;

b – the proportion of teeth that examiner 1 considers intact, while examiner 2 considers caries-affected;

c – the proportion of teeth that examiner 2 considers intact, while examiner 1 considers caries-affected;

d – the proportion of teeth that both examiners agree to consider caries-affected. 

Evaluation of the results reproducibility

Results reproducibility is calculated by means of the following formula: 


         Po ‑ Pe

 = —————

         1 ‑ Pe

Ро – the proportion of the observed agreement (а + d);
Ре – the proportion of agreement that could be expected by chance, i.e., (а + с) х (а + b) for intact teeth and (b + d) х (с + d) for caries-affected teeth. 

Hence

          (а + с) х (а + b) х (b + d) х (с + d)

Ре =  —————————————-——

                     (а + b + с + d)2

In case of complete agreement, reproducibility  = 1

In case of complete disagreement, that is, when а + d = 0, than  = 0.

If  >0.8, the agreement is considered good;

 value within the range of 0.6-0.8 indicates the substantial agreement;

while  value within the range of 0.4 to 0.5 indicates the moderate agreement.

Survey manager should keep a logbook to enter daily information on survey sites, number of examined persons, etc. Very often the observations and impressions obtained during examinations facilitate the results analysis. When these pieces of data are not registered in due time, than later they are forgotten or their interpretation is incorrect. For the specialists planning an oral-health survey  for the first time, it is useful to examine one or two classes of 12-year-old schoolchildren just to have some training. This will enable the survey personnel to work as a team, detect and discuss all possible problems of organisational or technical character.  Examiners’ calibration according to above-mentioned scheme and record-clerks studying may be performed during the same period. At each of the planned survey sites should be collected potable water samples for fluoride content analysis. For this purpose use is made of clean 25- to 30-ml polyethylene bottles. Before usage both the bottles and their stoppers should be rinsed with distilled water, then twice with the water to be examined. After that a bottle is filled with water for analysis, tightly blanked off with it stopper, and supplied with the label containing information on sampling date, location and water source. Besides, there should be collected information on fluoride sources available to local population besides water (tablets), local usage of fluoride compounds, especially in the form of toothpastes or other products. 

Personnel

Every examiner should be assisted by a record clerk, whose duty is to enter alphanumeric characters to an oral-health survey form in a precise and readable way. Beforehand the clerk should get both explanations of the meanings of the terms to be used and instructions concerning the data coding system so to facilitate detection of apparent examiner’s errors and slips of the tongue during survey. If he is unfamiliar with alphanumeric characters used in an oral-health survey  form, he should get special instructions and preliminary training. Lack of the record clerk’s training and inaccurate records may foul things up during the further data processing. If the data entry during survey is computerised, he should get additional special training. The examiner’s daily reviewing his last-day completed survey forms is of the uttermost importance to avoid their incompleteness and incorrect entries.

It is also desirable to have an organizing clerk at each examination site to maintain the constant flow of subjects to the examiner(s) and to enter general descriptive information to a survey form. Besides, this employee may check the forms for accuracy and completeness to get missed information before relocation of the survey team. He may be also in charge for examiners supply with required quantity of sterile dental appliances. The quantity of dental appliances and other materials and equipment required for survey conduct should be minimized. Each examiner will require the following minimal set of appliances and materials: 

· dental flat mirrors;

·  periodontal probes conforming to WHO specification; 

·  several dental tweezers, dental trays (one for used appliances and another for sterile appliances) and concentrated solution for sterilization; 

·  washstand (either with clean water and soap solution or with  disinfectant solution); 

·  fabric-made or paper towel; 

·  gauze.

It is required to have sufficient quantity of appliances to avoid survey procedure interrupts for sterilization of used appliances. Each examiner should be usually supplied with 30 dental mirrors and 30 periodontal probes to ensure uninterruptible work during sterilisation of some of dental appliances. Used appliances should be placed into disinfection solution, washed and thoroughly dried out up to sterilization. It is required to observe general recommendations and standards in force concerning infection prevention and waste disposal during survey. Examiners are in charge for observing the infection prevention regulations during survey.

Examiners are recommended to use disposable masks, gloves and goggles. A survey site should be arranged in a way facilitating the maximum efficiency and easiness in work. Most of large-scale schools and industrial enterprises have dental rooms and it is reasonable to use the latter for oral-health survey s. But unavailability of special room is not an obstacle for the oral-health survey  conduct. When necessary, a survey can be conducted out-of-doors. 

A patient’s position during dental examination depends on specific conditions. According to WHO recommendations, the most comfortable way is to position a patient lying on a table or a bench, with an examiner standing behind his head. Another way is to position a patient sitting in a high-back armchair, with an examiner standing behind or in front of it.

If possible, during examination the illumination should be steady. If all the examination sites are supplied with electricity, use should be made of portable light source of white-and-blue spectrum. Oral tissues inflammatory and structural changes are much better detected with natural illumination or corrected artificial illumination than with usual artificial illumination of yellow-and-red spectrum. If network-supplied or storage-battery supplied illumination is unavailable, natural illumination should be used at all the examination sites.

If use is made of artificial illumination, position of an armchair or a table will depend on location of the source of electric power supply. At that, a patient should not be positioned in front of any source of natural illumination to avoid variations in illumination. But if use is made only of natural illumination, a patient should be positioned so to provide maximum illumination of oral cavity and avoid discomfort of direct sunlight both for an examiner and a patient. An armchair or a table should be directed to a sun-lighted window and moved up to it as close as possible.

A small table or a support for dental appliances and trays should be located beside an examiner. An assistant should sit sufficiently close to examiner to provide clear audibility of all the instructions and codes and correct registration of the data. It is required to supply an adequate amount of survey form blanks, carbon paper, hard-cardboard covers with fasteners, ready-to-write pencils, erasers, form-filling instructions, lists of codes and evaluated criteria. It is desirable to arrange an examination site so to make patients enter at one way and go out at another. Patients should not flock about an examiner or register clerk, but come to examination site one by one. 

                              Filling-in an oral-health survey form 
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Filling-in an oral-health survey  form 

Survey managers should provide for sufficient amount of oral-health survey forms in advance by means of photocopying. To fill in all the form sections, use is made of standard codes which provide for further data processing by means of special computer software. If a form box is filled in with a code which does not correspond to an age group under examination, this box will be not registered. Each form box has identification number (a digit within parenthesis) denoting it location in a computer file. The codes used for registration are arranged next the correspondent boxes. To decrease the number of errors, all the digits should be written clearly and without corrections, and the used letters should be capital. 

Double digits located above some boxes and under them designate proper teeth according to a system recommended by International dentistry federation (FDI). The first digit denotes an oral-cavity quadrant, while the second digit denotes a tooth ordinal number within this quadrant (see the figure). While denoting a tooth during dictation, it is recommended to specify a quadrant number and then a tooth number, e.g., upper right-hand second incisor, 12 – “one-two” instead of “twelve”; lower left third molar, 38 – “three-eight” instead of “thirty-eight”. 
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Standard dental-status evaluation form is designed to collect all the pieces of data required for planning the dental service, including preventive control, monitoring and correction of already existing dental service. This form incorporates the following sections:  

· examination identification codes;

·  general;

·  external inspection of face & head; 

· evaluation of temporomandibular joint; 

·  state of oral mucosa; 

·  mottled enamel/ enamel hypoplasia; 

·  dental fluorosis; 

·  СРI (index of periodontium tissue state, previous name -  periodontal disease treatment need index, СРIТN); 

· lost gum-to-tooth-surface fixation; 

·  state of teeth and need for treatment; 

·  orthopaedic status; 

·  need for orthopaedic treatment; 

·  dental anomalies and dysgnathia; 

·   need for urgent dental service; 

·  other information. 

The form can be used both for adults and children surveys. During children surveys such information as availability of oral lesions, dental caries, orthopaedic status, and need for orthopaedic treatment is not registered. During adult surveys there is no need to register dental anomalies and dysgnathia. 

General

Filling-in an oral-health survey  form is started with entry of survey region identification (boxes 1-4). During the planning period each survey location should get a double-digit code. After that this code is entered to boxes 26 and 27 of each survey form. Simultaneously survey year, month and day are entered, but just year and month are input to a computer file (boxes 5-8). Recording the day enables an investigator to refer back to any one day's examinations that may need to be reviewed or checked. Each person under examination is identified with a number (boxes 11-14) having the number of digits required to represent the total number of persons under examination. Thus, if it is required to examine 1200 persons, the first patient will be identified with 0001 number. It is reasonable to enter identification numbers before starting the work in order to avoid double numeration of the same form. If the subject is are re-examined to assess reproducibility, then the first (original) examination is scored "1" and any subsequent duplication examinations are coded 2, 3, 4, etc. in box 16. For all subjects for which duplicate examinations have been made, data from the first examination only is included in the survey analysis.

The name of a patient must be written in block letters, beginning with the family name. The birth year & month data is required for statistical age-data processing and later to determine the dental-disease-incidence progress trend (boxes 21-22). The patient age should be evaluated as the number of full years from the first birthday (i.e., the age of child during his 13-th year is registered as “12”). If a child age is under 10 years, one should enter “0” to box 21 (e.g., 6 years = 06).

Jointly with the health authorities there should be found the principles of ethnic-groups registration; on this basis a coding technique should be defined. The problem of patient-profession coding is solved in the same way. box 28 is used to enter a code for each of the survey areas. This entrance is made to get general information about availability of dental service in each particular settlement. 3 codes may be used: urban area, per-iurban area and rural area or small village. Two boxes 29 are used to enter other information concerning a patient or survey area. Here e.g., may be entered information concerning smoking, using toothpaste, potable water fluoride content, etc. 

Clinical assessment 

 The following three sections ensure collecting the clinical data concerned with external inspection of patient’s face & head, temporomandibular joint and oral mucosa. Examiner should compare the inspection data and the patient interview data with description of the form criteria so to enter the marks to corresponding boxes. According to clinical experience, generally incidence of temporomandibular joint and oral mucosa diseases is not of epidemic character, but proper experts should be consulted. Of much higher incidence are tooth-enamel structure abnormalities (chalky spots and opacity), periodontal diseases, fluorosis and dental caries. That is why we find it reasonable to present a complete description of WHO criteria for registration of information concerned with these states and diseases.

Enamel chalky spots and opacities manifesting it abnormalities

This enamel pathology presents the greatest difficulties in diagnostic even for highly-qualified specialists. A certain level of clearness into the matter has been brought up with the results of the work performed by FDI experts. They proposed the modified developmental defects of enamel (DDE) index, which was later included into the WHO guide on oral diseases epidemiological surveys. This index indicates different enamel abnormalities, classified into one of three types on the basis of their appearance. They vary in their extent, position on the tooth surface, and distribution within the dentition. 

For entries at this section of the form use is made of the following codes: 

0 - Changes of enamel are absent.

1 - Demarcated opacity. In enamel of normal thickness and with an intact surface, there is an alteration in the translucency of the enamel, variable in degree. It is demarcated from the adjacent normal enamel with a distinct and clear boundary and can be white, cream, yellow or brown in color.

2 - Diffuse opacity. Also an abnormality involving an alteration in the translucency of the enamel, variable in degree, and white in color. There is no clear boundary between the adjacent normal enamel and the opacity can be linear or patchy or have a confluent distribution.

3 - Hypoplasia. A defect involving the surface of the enamel and associated with a reduction in the thickness of the enamel. It can occur in the form of: 

(a) pits—single or multiple, shallow or deep, scattered, or in rows arranged horizontally across the tooth surface; 

(b) grooves—single or multiple, narrow or wide (max. 2 mm); or

(c)    partial or complete absence of enamel over a considerable area of dentine. 

4 - Other enamel defects.

Such developmental defects of enamel as focal opacity and different types of hypoplasia are not always easy to describe, so the examiners are recommended to use color photos of this pathological changes taken by the authors of this index for identification.

Clinical assessment of the index is performed by examination on the buccal surfaces only and coded in boxes 43-52. If any teeth are missing, the corresponding code (9) is entered to the boxes. 

Buccal surfaces, i.e. from the incisal edges or cuspal points to the gingiva and from the mesial to the distal embrasure, should be inspected visually for defects at the following teeth: 

	 
	 
	14
	13
	12
	11
	21
	22
	23
	24
	 
	 

	46
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	36


Any gross plaque or food deposits should be removed and the tooth surface should be treated with water jet. Specific areas of concern in differentiating between enamel opacities and other changes in dental enamel are: (a) white spot decay; and (b) white cuspal and marginal ridges on premolar and molar teeth and, occasionally, on lateral incisors. If there is any doubt about the presence of an abnormality, the tooth surface should be scored "normal" (code 0). Similarly, a tooth surface with a single abnormality less than 1mm in diameter should be scored "0". Any abnormality that cannot be readily classified into one of the three basic types should be scored "other defects" (code 4). A tooth should be regarded as present once any part of it has penetrated the mucosa and any abnormality present on the erupted portion should be recorded. If more than two-thirds of a tooth surface is heavily restored, badly decayed or fractured, it should not be examined (code 9 is to be entered).

Dental fluorosis  

Fluorotic lesions are usually bilaterally symmetrical and tend to show a horizontal striated pattern across the tooth. The premolars and second molars are most frequently affected, followed by the upper incisors. The mandibular incisors are least affected. The defects in the "questionable" to "mild" categories (the most likely to occur) may consist of fine white lines or patches, usually near the incisal edges or cusp tips. They are paper-white or frosted in appearance like a snow-capped mountain and tend to fade into the surrounding enamel.

WHO recommends to use Dean's index criteria to register the changes. The recording is made on the basis of the two teeth that are most fluorosis-affected. If the two teeth are not equally affected, the score for the less affected of the two should be recorded. When teeth are scored, the examiner should start at the higher end of the index, i.e. "severe", and eliminate each score until he or she arrives at the condition present. If there is any doubt, the lower score should be given. 

According to Dean's classification, dental fluorosis is evaluated by means of the following codes and criteria:

0 - Normal. The enamel surface is smooth, glossy and usually a pale creamy-white colour.

1 - Questionable. The enamel shows slight aberrations from the translucency of normal enamel, which may range from a few white flecks to occasional spots. 

2 - Very mild. Small, opaque white areas scattered irregularly over the tooth but involving less than 25% of the labial tooth surface.

3 - Mild. The white opacity of the enamel of the teeth is more extensive than for code 2, but covers less than 50% of the tooth surface.

4 - Moderate. The enamel surfaces of the teeth show marked wear and brown stain is frequently a disfiguring feature.

5 - Severe. The enamel surfaces are badly affected and even the general form of the tooth may be changed.

8 - Excluded (e.g. a crowned tooth).

9 - Not recorded.  

Community Periodontal Index (CPI)

In the 1970s WHO was actively insisting on the necessity of national epidemiological surveys to study common dental diseases incidence and use their results as the basis for creation of WHO Global Oral Health Data Bank. But at that time an appropriate tool for assessment of periodontal status for large population groups was unavailable. Therefore in accordance with the WHO dental health programme it was decided to hold a meeting of an expert committee so to elaborate a new Periodontal Index. The usage of this index was not only to ensure obtaining data on periodontal health, but allow planning of community prevention and treatment needs. The WHO committee meeting was held in November, 1977, in Moscow on the basis of Central Oral Health Research Institute. On completion of the meeting there was proposed a new index named СРIТN (Community Periodontal Index of Treatment Needs). Later on a component index named CPI was singled out from CPITN and included into WHO guide on conduct of epidemiological surveys. Nowadays CPI is widely used in epidemiological surveys by many countries of the world, and the collected information, provided it conforms to WHO standards, is saved at WHO Global Oral Health Data Bank. 

Three indicators of periodontal status are used for assess​ment of this index: gingival bleeding, calculus and periodontal pockets (boxes 54-59). A specially designed lightweight CPI probe with a 0.5-mm ball tip is used, with a black band between 3.5 and 5.5mm and rings at 8.5 and 11.5 mm from the ball tip. The mouth is divided into sextants including the following tooth num​bers: 18-14, 13-23, 24-28, 38-34, 33-43 and 44-48. A sextant should be examined only if there are two or more teeth present which are not indicated for extraction. 

For adults aged 20 years and over, the ten so-called index teeth should be examined: 

	17
	16
	11
	26
	27

	47
	46
	31
	36
	37


The two molars in each posterior sextant are paired for recording and, if one is missing, there is no replacement. If no index teeth or tooth is present in a sextant, all the remaining teeth in that sextant are examined and the highest score is recorded as the score for the sextant. In this case, distal surfaces of third molars should not be scored. For subjects under the age of 20 years, only six index teeth — 16, 11, 26, 36, 31 and 46—are examined. This modification is made in order to avoid scoring the deepened sulci associated with eruption as periodontal pockets. For the same reason, the pocket depth is not determined, i.e. only bleeding and calculus should be considered. 

The examiner uses a periodontal probe as a "sensing" instrument to determine pocket depth and to detect bleeding response. The sensing force used should be no more than 20 grams. An examiner’s practical test for establishing this force is to place the probe point under his thumb nail and press until blanching occurs. For sensing subgingival calculus, the lightest possible force that will allow movement of the probe ball tip along the tooth surface should be used. When the probe is inserted, the ball tip should follow the anatomical configuration of the surface of the tooth root. If the patient feels pain during probing, this is indicative of the use of too much force. 

During examination the index teeth, or all remaining teeth in a sextant where there is no index tooth, should be probed and the highest score recorded in the appropriate box. The codes are as follows:
0 - healthy;
1 - bleeding observed, directly after probing; 
2 - calculus detected during probing, but all 

of the black band on the probe visible;
3 - pocket 4-5 mm (gingival margin within the

 black band on the probe);
4 - pocket 6mm or more (black band on the 

probe not visible); 
Х - excluded sextant (less than two teeth present

 at the sextant) 
9 -diagnostic is impossible (not recorded).  
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The level of attachment of gum connecting epithelium to tooth root is one of the important characteristics of periodontal status. This characteristic can be determined by measuring the depth of pocket around corresponding index teeth. This characteristic should not be recorded for children under the age of 15. Probing pocket depths gives some indication of the extent of loss of attachment. This measurement is unreliable when there is gingival reces​sion, i.e. when the cementoenamel junction (CEJ) is visible. When the CEJ is not visible and the highest CPI score for a sextant is less than 4 (probing depth less than 6mm), any loss of attachment for that sextant is estimated to be less than 4 mm (loss of attachment score = 0). 

The extent of loss of attachment is recorded using the following codes:
0 - loss of attachment 0-3 mm (CEJ not visible and CPI score 0-3). If the CEJ is not visible and the CPI score is 4, or if the CEJ is visible :

1 -loss of attachment 4-5mm (CEJ within the black band). 

2 -loss of attachment 6-8 mm (CEJ between the upper limit of the black band and the 8.5-mm ring). 

3 -loss of attachment 9-11mm 

(CEJ between the 8.5-mm and 11.5-mm rings).

4 -loss of attachment 12 mm or more (CEJ beyond 

the 11.5-mm ring). 

Х - excluded sextant (less than two teeth present). 

9 - not recorded (CEJ neither visible nor detectable). 
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Dentition status and treatment need 

Examination of teeth is recommended to conduct with a dental mirror and CPI probe (or with a blunt dental probe). Examiners should adopt a systematic approach to the assessment of dentition status and treatment needs. The examination should proceed in an orderly manner from one tooth or tooth space to the adjacent tooth or tooth space. A tooth should be considered present in the mouth when any part of it is visible. If a permanent and primary tooth occupy the same tooth space, the status of the permanent tooth only should be recorded. Both letters and numbers are used for recording den​tition status. boxes 66-97 are used for upper teeth and boxes 114-145 for lower teeth. The same boxes are used for recording both primary teeth and their permanent successors. 

Examination of teeth is recommended to conduct with a dental mirror and CPI probe (or with a blunt dental probe). Examiners should adopt a systematic approach to the assessment of dentition status and treatment needs. The examination should proceed in an orderly manner from one tooth or tooth space to the adjacent tooth or tooth space. A tooth should be considered present in the mouth when any part of it is visible. If a permanent and primary tooth occupy the same tooth space, the status of the permanent tooth only should be recorded. Both letters and numbers are used for recording den​tition status. boxes 66-97 are used for upper teeth and boxes 114-145 for lower teeth. The same boxes are used for recording both primary teeth and their permanent successors. 

Dentition status codes 

	Codes
	Tooth status

	Primary teeth
	Permanent teeth
	

	crown
	crown
	root
	

	A
	0
	 
	Sound

	B
	1
	 
	Decay

	C
	2
	 
	Filled, with decay

	D
	3
	 
	Filled, no decay

	E
	4
	 
	Missing, as a result of caries

	-
	5
	 
	Missing, any other reason

	F
	6
	 
	Fissure sealant

	G
	7
	 
	Bridge abutment or special crown

	-
	8
	 
	Unerupted tooth

	T
	Т
	 
	Trauma (fracture)

	-
	9
	 
	Not recorded


Entry of dentition-status examination data to the form is one of the most important stages of epidemiological survey and must be conducted with the strict adherence to recommendations described below. 

Code 0 and (А)* - sound tooth

A tooth is recorded as sound if it shows no evidence of treated or untreated clinical caries. The stages of caries that precede cavitation, as well as other conditions similar to the early stages of caries, are excluded because they cannot be reliably diagnosed. Thus, a crown with the following defects, in the ab​sence of other positive criteria, should be coded as sound:  

· white or chalky spots

· discoloured or rough spots that are not soft to touch with a CPI probe; 

· stained pits or fissures in the enamel that do not have visual signs of undermined enamel, or softening of the floor or walls detectable with a CPI probe; 

· dark, shiny, hard, pitted areas of enamel in a tooth showing signs of moderate to severe fluorosis; 

· enamel lesions due to abrasion  . 

A root is recorded as sound when it is exposed and shows no evidence of treated or untreated clinical caries. (Unex​posed roots are coded 8). 

Code 1 and (В). Decayed crown. 

Caries is recorded as present when a lesion in a pit or fissure, or on a smooth tooth surface, has an unmistakable cavity, undermined enamel, or a detectably softened floor or wall. A tooth with a temporary filling, or one which is sealed (code 6 (F)) but also decayed, should also be included in this category. In cases where the crown has been destroyed by caries and only the root is left, the caries is judged to have originated on the crown and therefore scored as crown caries only. The CPI probe should be used to confirm visual evidence of caries on the occlusal, buccal and lingual surfaces. Where any doubt exists, caries should not be recorded as present.

Root caries recorded as present when a lesion feels soft or leathery to probing with the CPI probe. If the root caries is discrete from the crown and will require a separate treatment, it should be recorded as root caries. For single carious lesions affecting both the crown and the root, only the likely site of origin of the lesion should be recorded as decayed. 

Code 2 and (С). Filled, with decay. 

This code is registered, when a tooth has one or more permanent restorations and one or more areas that are decayed. No distinction is made between primary and secondary caries (i.e. the same code applies whether or not the carious lesions are in physical association with the restoration(s)).  A root is considered filled, with decay, when it has one or more permanent restorations and one or more areas that are decayed. 

Code 3 and (D). Filled, no decay. 

A tooth that has been crowned because of previous decay is recorded in this category. A tooth that has been crowned for reasons other than decay, e.g. a bridge abutment, is coded 7 (G). A root is considered filled, without decay, when one or more permanent restorations are present and there is no caries anywhere on the root. For any restoration involving both the crown and the root, the most likely site of the primary carious lesion is recorded with this code. When it is not possible to judge the site of origin, both the crown and the root should be recorded as “filled with no decay”.

Code 4 and (Е). Missing tooth, as a result of caries

This code is used for permanent or primary teeth that have been extracted because of caries and is recorded under coronal status. For missing primary teeth, this score should be used only if the subject is at an age when normal exfoliation would not be a sufficient explanation for absence.

Code 5 and (‑). Permanent tooth missing, for any other reason 

This code is used for permanent teeth judged to be absent congenitally, or extracted for orthodontic reasons or because of periodontal disease, trauma, etc. The root status of a tooth scored 5 should be coded "7" or "9".

Code 6 and (F). Fissure sealant

This code is used for teeth in which a fissure sealant has been placed on the occlusal surface. If a tooth with a sealant has decay, it should be coded as 1 or B. 

Code 7 and (G). Bridge abutment, special crown or veneer

This code is used under coronal status to indicate that a tooth forms part of a fixed bridge, i.e. is a bridge abutment. This code can also be used for crowns placed for reasons other than caries and for veneers or laminates covering the labial surface of a tooth on which there is no evidence of caries or a restoration. Missing teeth replaced by bridge pontics are coded 4 or 5 under coronal status, while root status is scored 9. As for an implant, this code is used under root status to indicate that an implant has been placed as an abutment.

Code 8 and (‑). Unerupted crown

This classification is restricted to permanent teeth and used only for a tooth space with an unerupted permanent tooth but without a primary tooth. Teeth scored as unerupted are excluded from all calculations concerning dental caries. This cat​egory does not include teeth lost as a result of trauma, etc. For differential diagnosis between missing and unerupted teeth use code 5.

Code (Т). Trauma (fracture)

 A crown is scored as fractured when some of its surface is missing as a result of trauma and there is no evidence of caries.

Code 9 and (‑). Not recorded 

This code is used for any erupted permanent tooth that cannot be examined for any reason (e.g. because of orthodontic bands, severe hypoplasia, etc.). This code is used under root status to indicate either that the tooth has been extracted or that calculus is present to such an extent that a root examination is not possible. 

Treatment needs of individual teeth

Data on treatment needs is of important value both at local and national levels because it provides a basis for planning of oral care personnel training and for the structure of oral health care service.

Treatment requirements should be assessed for the whole tooth, in​cluding both coronal and root caries. Immediately after the status of a tooth is recorded, and before proceeding to the next tooth or tooth space, the type of treatment required, if any, should be recorded (boxes 98-113 and 146-161). If no treatment is required, code "0" should be placed in the appropriate treatment box. 

WHO recommends the following codes and criteria for determining the treatment needs:

Code 0 - None (no treatment). This code is recorded if a crown and a root are both sound.

Code Р - Preventive, caries-arresting care (e.g. remineralising solutions, using of atraumatic treatment methods, etc.). 

Code F - Fissure sealant. 

Code1 - One surface filling 

Code 2 - Two or more surface fillings.

One of the codes P, F, 1 or 2 should be used to indicate the treatment required to:

- treat initial, primary or secondary caries; 

- treat discoloration of a tooth, or a developmental defect;

- treat lesions due to trauma, abrasion, erosion or attrition;

-. replace unsatisfactory fillings or sealants. 

A sealant is considered unsatisfactory if, in the examiner's opinion, it requires resealing because of partial loss in fissures or pits. A filling is considered unsatisfactory if one or more of the following conditions exist:

- a deficient margin to an existing restoration that has leaked or is likely to permit leakage into the dentine. 

- an overhanging margin of an existing restoration that causes obvious local irritation to the gingivae and cannot be removed by recontouring of the restoration.

- a fracture of an existing restoration that either causes it to be loose or permits leakage into the dentine.

- discoloration. 

Code 3 - Crown for any reason.

Code 4 - Veneer or improving aesthetic.

Code 5 - Endodontic treatment. This code is used to indicate that a tooth needs treatment of pulpitis, periodontitis or pulp trauma. 

Code 6 - Extraction. A tooth is recorded as "indicated for extraction", depending on the treatment possibilities available, when:

- caries has so destroyed the tooth that it cannot be restored;

- the tooth is loose, painful or functionless and, in the clinical judgement of the examiner, cannot be restored to a functional state;

- a tooth needs to be extracted to make way for a prosthesis; 

- extraction is required for orthodontic or cosmetic reasons, or because of impaction.

Code 7/8 - Need for other care. The examiner should specify the types of care for which codes 7 and 8 are used. The use of these two codes should be kept to a minimum.

Code 9 - Not recorded

                          Presence of protheses

The presence of prostheses should be recorded for each jaw (box 162, upper jaw; box 163, lower jaw). The following codes are provided for recording:

Code 0 - No prosthesis.

Code 1 - Bridge.

Code 2 - More than one bridge.

Code 3 - Partial denture

Code 4 - Both bridge and partial denture

Code 5 - Full removable denture

Code 9 - Not recorded

Final stage of survey conduct and preparation of survey report 

On completing their clinical examinations the examiners prepare the survey report. 

The report of the survey should usually contain the following information:

Statement of the purposes of the survey

This statement should include a succinct and clear description of the aims of the survey and the expected ways in which the results will be used. 

Materials and methods 

Under this heading, it is customary to include the following:

· Area and population surveyed 

A general description of the geo​graphical region and of the people examined is required.

·  The nature of the information collected and the methods used 
A description is required of the type of information collected and of the methods used to collect the data, e.g. questionnaire, interview or clinical examination. It is also essential to indicate the year of data collection. If reference is made to methods outlined in this manual, it is not necessary to describe the clinical examination in detail.

Final stage of survey conduct and preparation of survey report 

· Sampling method 

         An explanation should be given of the method of sampling that was used, the size of the total sample and subsamples, and the extent to which the sample is considered representative of the study population. The number and descrip​tion of persons who were selected for the sample but not examined, and any sampling problems. encountered should be reported 

·  Survey personnel and organization

It is desirable to give a brief account of the physical arrangements at the examination sites, the equipment used, and the organization, training and experience of the personnel employed in collecting, processing and tabulating the data. Arrangements made for standardization and calibration of examiners and for checking. the consistency of examiners during the course of the survey should be described.

· Statistical analysis and computational procedure 

        The statistical methods used in compiling the final summary tables from the raw data should be described briefly or references given. 

· Cost analysis.
Information on survey expenses is of considerable interest. Reporting of costs of planning, calibration examinations, field work, supervision, statistical analysis, salaries and overheads facilitates the critical evaluation of survey methods and provides useful economic data .

· Reliability and reproducibility of the results
It is important to include data on inter-examiner and intra-examiner variability as revealed by pre-survey calibration examinations and duplicate examinations conducted during the course of the survey. This information gives the planner for the area and the reader of the report an indication of the degree of examiner error that may apply to any of the results. . 

Results
Results may be presented in several ways. Brevity is important. The text should contain a short description of the more important results and summary tables.

A few diagrams — graphs, histograms, bar-charts or pie-charts — may be used to illustrate points that are neither easily explained in the text, nor easily visualized from tables. A cardinal rule for both diagrams and basic summary tables provided by the WHO standard program is that they should address two main areas — oral health status and treatment needs of the population.

Discussion and conclusions
The results of the survey should be discussed under two headings:

· Oral health status of the population  
should be compared with data from previous surveys of the same population; if such data are unavailable, comparison may be made with results of surveys in similar or neighboring populations. . .

·  Treatment needs of the population examined
should be reported together with a brief discussion of the different treatment ap​proaches possible, and of the implications of each approach for the future oral health status of the population 

Summary or abstract 

A brief summary of the report is required, of a suitable length for use as an abstract. The objectives of the study and the number of people examined should be stated and a few of the more important results given for caries and periodontal diseases in two or three age groups for the whole sample: for example, the proportion of subjects affected by caries and the proportion with bleeding and/or calculus and pocketing may be included. Any unusual or unexpected results obtained should be noted. 

Tables prepared from survey data

The following descriptive tables can be produced by the WHO standard computer program from the data collected in a basic oral health survey. Results are given for the total sample and for each pertinent subgroup, as applicable. 

They are tabulated for single ages up to 19 years and thereafter by the following groupings: 

20-24, 25-29, 30-34, 35-44, 45-54, 55-64, and 65 years and over. There is an option for use of a 5-year age group for those aged 15-19.

General information tables :

· Table 1. Distribution of total sample by age or age group .

·  Table 2. Distribution of total sample by ethnic group.

·  Table 3. Distribution of total sample by occupation .

·  Table 4. Distribution of total sample by geographical location .

·  Table 5. Distribution of total sample by type of location .

·  Table 6. Other data—number of subjects by code (boxes 29 and 30) .

·  Table 7. Number and percentage of subjects with contraindications to examination .

Clinical assessment tables:

· Table 8. Number and percentage of subjects with normal extra-oral appearance; number and percentage of subjects with ulcera​tion, sores, erosions or fissures, by site; number and percent​age of subjects with cancrum oris, abnormalities of upper or lower lips, enlarged lymph nodes (head, neck), or other swell​ings of the face and jaws..

·  Table 9. Number and percentage of subjects with clicking, pain, or difficulties in opening or closing the jaw once or more per week.

·  Table 10. Number and percentage of subjects with clicking, tender​ness (on palpation) or reduced jaw mobility (opening <30mm). .

·  Table 11. Number and percentage of subjects with healthy oral mucosa; number and percentage of subjects with malignant tumour (oral cancer), leukoplakia, lichen planus, ulceration (aphthous, herpetic, traumatic), acute necrotizing gingivitis, candidiasis, abscess, or other condition.

·  Table 12. Number and percentage of subjects with malignant tumour (oral cancer), leukoplakia, lichen planus, ulceration (aph​thous, herpetic, traumatic), acute necrotizing gingivitis, candidiasis, abscess, or other condition, by location 

·  Table 13. Tabulation of oral mucosal conditions, by location .

·  Table 14. Number and percentage of subjects with enamel opacities or hypoplasia, by condition and by number of teeth affected . 

· Table 15. Number and percentage of subjects with dental fluorosis, by level of severity. .

·  Table 16. Percentage of subjects with healthy periodontal tissues; percentage of subjects with bleeding only; percentage of sub​jects with calculus; percentage of subjects with shallow pockets (4-5 mm); percentage of subjects with deep pockets (326 mm)..

·  Table 17. Mean number of sextants with healthy periodontal tissues, bleeding or higher score, calculus or higher score, shallow pockets or higher score, deep pockets, and mean number of sextants excluded from examination .

·  Table 18. Number and percentage of subjects with loss of attachment, by highest score.

·  Table 19. Mean number of sextants with loss of attachment, by score; mean number of sextants excluded from examination; mean number of sextants not recorded.

·  Table 20. Number and percentage of subjects with and without natural teeth .

·  Table 21. Mean number of primary teeth present per person.

·  Table 22. Number and percentage of subjects with caries of the primary dentition; number and percentage of subjects with untreated caries of the primary teeth; number and percentage of subjects with four or more dmf (decayed, missing and filled) 1 primary teeth .

·  Table 23. Mean number of decayed primary teeth per person; mean number of filled primary teeth with decay per person; mean number of filled primary teeth per person; mean number of missing primary teeth per person; mean number of dmf primary teeth per person.

· Table 24. Mean number of permanent teeth per person. .

·  Table 25. Number and percentage of subjects who have or have had caries of the permanent dentition; number and percentage of subjects with untreated caries; number and percentage of sub​jects with four or more DMF permanent teeth.

·  Table 26. Mean number of decayed permanent teeth per person; mean number of filled permanent teeth with decay per person; mean number of filled permanent teeth per person; mean number of missing permanent teeth per person; mean number of DMF permanent teeth per person.

·  Table 27. Number and percentage of subjects with root caries .

·  Table 28. Mean number of teeth per person with root caries .

·  Table 29. Number and percentage of subjects with coronal and/or root caries. .

·  Table 30. Mean number of teeth per person with coronal and/or root caries .

·  Table 31. Number and percentage of subjects requiring preventive or caries-arresting care, sealant, surface filling(s), crown, veneer or laminate, pulp care and restoration, extraction, or other treatment. .

·  Table 32. Mean number of teeth per subject requiring preventive or caries-arresting care, sealant, surface filling(s), crown, veneer or laminate, pulp care and restoration, extraction, or other treatment .

·  Table 33. Number and percentage of subjects with prostheses, by type of prosthesis and by jaw .

·  Table 34. Number and percentage of subjects requiring prostheses, by type of prosthesis and by jaw .

· Table 35. Percentage of subjects with missing incisors, canines and premolars .

·  Table 36. Percentage of subjects with crowding, spacing, diastema, or anterior maxillary or mandibular irregularities . 

·  Table 37. Percentage of subjects with anterior maxillary overjet, anterior mandibular overjet, vertical anterior openbite, or antero​posterior molar relation. 

·  Table 38. Percentage of subjects with dentofacial anomalies, by level of severity. .

[image: image7.png]Survey form for assessment of child’s oral status

Register data
|Examination date *__* 200 Place of residence
Fulname -
School Class Age Male/Female
Original/ duplicate examination | Digit | Examiner's ast name. —

Relative pathology - CNS, gastrointestinal tract, endocrine, cardiovascular, musculoskeletal
Hygiene: cleans teeth regularly, yes/no, once a day, twice a day, in the momingevening, hygienic
means used.
Having meals: at home, in regularfirregular way; at the canteen (breakfast, dinner, supper), likes
sweeties (candies, chocolate, etc ) likes breadstufls (cakes, buns, bread, pasta);
likes fruit and vegetables;likes meat and fish (required options should be underlined)
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> b
L YA NN NN N I 3 F
bt M
W w0 w0 oo coepc
I A N N NI
Notation Comentions Fluorois
N s e o st 18 Tor. e st shows siht it ks o st
€, s et Blk's clsilicsion) L 20 o opaque e ot nslin e o 25 e
51l spot i) vl satce
et st By Sed o e sty th e of s s more
e vt than o o 2 b covr o S0+ o .t
D s 0o e come s o ettt kot o
e oot s it peidonts) o s i ety g i
s it psedonis) o Sthfomn i he e s e by ok, it
oo i, nd h el T of o ot stk
[EeTR— -
et e T orasi o ot should b vl 3 s ot
i
Need for prmary prevenive sament Need for tsstment
Increasing he subjec s mothation Now
Hyienic upbringing Neod forcris esament
Comstionof cmotioral staus Neod for complicatd-<aries treatment
Exogenous provenivecare scalants, fuoride vomish) | Need fornon-<arics lesions ircatmcat
Endoscnous peventive cars (Ruoride,calcum, Necd forfremlum & mucogingival plasi susery
viaming)

Necd for oral mcous-unc st
Neod forperiodorel
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Refeml o speciliss (quird opions shoud be undertined)
ENT, ogopedis, endocrnalogist pediatcan. pyclologst,reuropthologist





