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    Graduate School of Medical and Dental Sciences 
    Tokyo Medical and Dental University 
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Chair: Dr. Ei Ei Aung 
 

 Opening remark by Dr. Masayuki Ueno (Associate Prof.) 
 

 
 Presentation 

 
1.  Oral health care for older Australians – policy and social issues 

     Prof. F.A Clive Wright  
  Associate Director (Oral Health) and Clinical Professor,  
  Centre for Education and Research on Ageing,  
 Concord Clinical School, University of Sydney. 

 
2.  New oral self-checking methods for senior high school students 

    Ms. Yuka Shizuma (2nd year Ph.D. student) 
 
 

3.  Oral health situation in Myanmar preschool children 
    Dr. Kaung Myat Thwin (2nd year Ph.D. student) 

 
 
4.  A new definition of halitosis 

   Dr. Toshiya Kanazawa (1st year Ph.D. student) 
 
 

5.  Oral health promotion for people with special needs: research proposal 
   Ms. Mitsue Kamisawa (1st year Master student) 

 
 

6.  Introduction of dental health care service in Japan Ground Self-Defense Force (JGS-DF) 
   Dr. Takashi Tanemura (1st year Ph.D. student) 
 
 

Closing remark by Dr. Sachiko Takehara (Assistant Prof.)
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Clive Wright

Associate Director (Oral Health) & Clinical Professor,

Centre for Education & Research on Ageing,

Ageing and Alzheimer's Institute, Concord 
Repatriation & General Hospital

Oral health care for older 
Australians – policy & social issues

Tokyo Medical & Dental University
27th October 2015

• Definitions – ageing societies & medicine; social & ethical implications;
• Demographic changes (revision) & policy
• Life course and quality of life
• Geriatric syndrome, frailty, disability and oral health
• Is MORE dentistry GOOD dentistry? Daily life activities
• Reshaping new paradigms in oral health – partnerships, work practices
& workforce 
• (IF TIME - The Inner West Oral Health Out Reach Program)

Outline of Content

• Immortality is unattainable
• Characteristic manifestation of ageing – is a rise in 
risk of death
• The essence of ageing  is a progressive loss of 
adaptability of an individual organism as time passes
• Underlying biological and evolutionary  pressures
• Tissues & organs age at different rates
• Somatic cells have limited capacity for division –
the Hayflick limit – possibly determined by reduction 
in telomere length with each mitosis
• Intrinsic ageing – lifespan is species, and partly 
genetically  determined – maximum survival genes
• Extrinsic ageing – environmental factors (early 
infancy, later life) medical & health interventions

Grimley Evans, J. (2000). Ageing and medicine. 
Journal of Internal Medicine 247:159-167.

The Hayflick
Principle ...is the  

number of times a 
normal human 
cell population 
will divide until 

cell division stops. 

Allostatic load is a sub-clinical dysregulation state, resulting from the body’s response to 
chronic stress linked to specific health outcomes. Allostatic load is a cumulative 
phenomenon which develops over the life course and affects a number of physiological 
systems.  

The Biological (medical) Imperative

Stages in Allostatis – Adaptation Lee JY &  Divaris K (2014). The ethical imperative of addressing oral health 
disparities: a unifying framework. J Dent Res 93 (3): 224-230.
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Oral diseases & their social impact: 

Key influences of oral diseases are their impact 
on  : general  health, maintenance of oral health 

and social support.
• Influences are personal, medical & environmental
• Social Impact for an Individual is linked to quality of life 
issues such as freedom from pain, capacity to eat  favourite 
foods & personal appearance.
• Social Impact on family, carers & service providers (dental 
personnel) is on access to care, maintenance of oral health 
and dignity and respect in services offered and provided.
• Social Impact on the community – is linked to the social 
determinants of health, economic aspects with the health 
and aged care system and policy perspectives within  private 
and government organisations

International Demographics

Australia 2012 Australia 2050

Australian Age Pyramid 2012 - 2050
Productivity Commission Report, 2011 – Caring 

for Older Australians 

Growth in Numbers:
85+ yrs = X 5
!00yrs = X 12.5

Aged Care in Australia 2013-14
From - R Baldwin (2015) CERA Workshop, October, 2015

CHSP HCP RACF

Number of providers 1,676 504 1,016 

Number of services n/a 2,212 2,688 

Number of consumers/places 775,959 66,149 189,283 

Total revenue $1.8 B $1.3 B $14.8 B

Commonwealth contribution to total 
revenue 

95% 92% 65% 

Consumer contribution to total revenue 5% 7% 27% 

Other contribution to total revenue4 - 1% 8% 

Total Expenditure n/a $1.1 B $14.1 B

Total net profit before tax n/a5 $120 M $711 M

Source: ACFA 2014 Table i
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CHSP = Commonwealth Home Support Program   ACFA = Aged Care Financing
HPC = Home Care Packages Authority
RACF = Residential Aged Care Facilities

Government announced reforms 2011
From - R Baldwin (2015) CERA Workshop, October, 2015 

RACF

• Greater access to information 
for consumers –
myagedcare.com.au

• Allows choice between an 
Refundable Accommodation 
Deposits and a Daily 
Accommodation Payment)

• Providers can charge for 
additional services

• Removes the distinction 
between High and Low Care and 
Extra Services

• Increases consumer payments 
for care –means tested

HCP and CHSP

• Changed levels of services

• Expands home care

• Introduced consumer directed 
care (CDC)

• Increased consumer charges 

• HACC changed to become an 
Australian Government 
responsibility = CHSP

12
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Aged Care in Australia 2014
From - R Baldwin (2015) CERA Workshop, October, 2015

Residential Aged Care 
Facilities

• Providers: 

• 52% Not-For-Profit (NFP), 
37% For Profit  (FP),      11% 
Govt.

• Approximately 85 beds per 1000 
persons over the age of 70

• 85% residents are high care

• 81% of services high care, 2% 
low care, 17% mixed

• Occupancy rates – 93%

• $13 billion held in 
accommodation deposits 
(residents’ money) by providers

Home Care Packages

• Providers: 

– 68% NFP, 12% FP, 20% 
Govt. 

• Approximately 25 places per 
1000 persons over the age of 
70

• Utilization rate Australia 92% 
(NSW 96%)

13

Commonwealth Home 

Support Program

• Providers
• 74% NFP, 8% FP, 18% 

govt. 
• Community based services 

provide about half
• Major services 

(quantity/hours)
• Centre-Based Day Care 

; Meals (Home); 
Domestic Assistance; 
Transport; Social 
Support; Personal Care 
; Nursing Care at Home

Proportion of aged population receiving aged 
care From - R Baldwin (2015) CERA Workshop, October, 2015

• CHSP is the most used program

• For 70-74 year olds

– Less than 1% receive HCP 

– Over 20% receive CHSP

• Use of RAC increases significantly after age 85 years

• About 50% over 95 are in RAC

• About 50% over 85 receive CHSP

• Only 7% of those aged over 95 receive HCP

Projected demand for RACF Places 2014 - 2025
From - R Baldwin (2015) CERA Workshop, October, 2015

Source: ACFA. 2015, Chart 8.6. page 
136

• ACFA estimates that an 
additional 82,000 beds 
will need to be built 
between 2014 and 2023 
(130 beds per week)

• This compares with 
37,000 new beds built 
over the past 10 years

• Together with the 
replacement of current 
stock that represents an 
investment of $33B 
($217,000 per bed)

The Life Course - Life Phases &
The Meaning of Life!

Ageing Gracefully
• Recognising biological 
changes
• Psychological & stress 
management
• Social value

Successful Ageing
• Genetics
• Environment
• Chance
• Navigation & adaptation

Health Imperatives
• Geriatric syndrome
•Frailty
•Multimorbidity & polypharmacy

Quality of 
Life

What constitutes Quality of Life?  

Maslow’s Hierarchy of Human Needs

• Health?
• Independence?

• security
• financial 
• emotional

• social value (contribution)

Consumer Survey Needs

Global – Age Watch.  Best countries to grow old in!

Health Related Quality of Life
Definition: Perceived quality of an individual’s daily life 
– including emotional, social and physical aspects –
impacting on an individual’s well-being over time, and 
which may be affected by a disease, disability or 
disorder.
Measures:
• Life 14_measure. Health Day measures (14 Items);
• Manchester Short Assessment of Quality of Life (18 
Items);
• WHO-Quality of Life BREF (26 Items.) 
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Oral Health Related Quality of Life 
Dentistry has traditionally used specific clinical 
indicators (Pain, Decay, DMFT; CPITN; Edentulism) to 
assess the impact of oral health conditions on an 
individual’s quality of life.  
These have been replaced with the recognition that 
the full scope of health status, function and well-being 
should be included in definitions and measurement:
• General (Geriatric) Oral Health Assessment Index (12 
Items);
• Oral Health Impact Profile (OHIP 14 – 14 Items);
• Brief Oral Quality of Life Scale (12 Items).

World Health Organization WHOQOL-BREF

• 26-item version of the WHOQOL-100;
• Psychometric   properties assessed in 23 
countries with samples from general 
population, hospital, rehabilitation & primary 
care settings
• Good to excellent psychometric properties 
of reliability & validity
• Sound cross-culturally valid assessment of 
QOL as reflected by its four domains:

 physical;
psychological;
social; and
environmental.

Quality of Life...

OHIP 14 
Oral Health Impact Profile

Slade GD.  Derivation and 
validation of a short-form 
oral health impact profile. 
Community Dent Oral 
Epidemiol 1997: 25; 284-90.

Higher score = Poorer Oral 
Health QoL

Quality of Life ... 
related oral health

Lunney et al (2002).  
Profiles of older 
medicare decendents. J 
Am Geriatr Soc 50: 1108-
1112.

The Geriatric Syndrome – what is it and what is 
the relationship to oral health?

Points –
1. Geriatric  Syndrome – should oral health be an additional component?
2. Frailty – can we better define this with respect to oral health 

interventions?
3. Mortality & multi-morbidity - Dental Treatment

Courtesy Dr  Peter Foltyn, St Vincent’s  Hospital
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Frailty definition

“Excess vulnerability to stressors, resulting from 
cumulative decline in the physiological reserves of 
multiple systems, which subsequently leads to reduced 
ability to maintain or regain homeostasis after a 
destabilizing event” (Waltson et al, JAGS 2006)

Characterized by decrease in physiological reserve 

• eg gait speed, strength, weight loss, cognitive 
impairment, renal function

• Sarcopenia (loss of muscle mass and strength)  

• Hormonal changes eg: Vitamin D, growth hormone, 
testosterone, oestrogen

• Anorexia of ageing/Protein energy under nutrition

Rate of Disability – assistance required for daily living
• Increases rapidly after 85 years of age
• For 80 year-olds:  44% women & 32 %men require 
assistance
• For 90 year-olds:  72% women & 56% men require 
assistance*

Burden of Dementia – rises with increasing age
• At 70-75 years:  rate is 3.5% men & 3.3% women
• At 85-89 years:   rate is 21.1% men & 24.4% women
• At 95 + years: rate is 37.2% men & 47.3% women**

* Based on ABS Consensus Data 2006
** Access Economics, 2020

Common health conditions of older Australians*

Long-term health conditions are more common with 
increasing age:

• In 2005 – 100% of people 65+ years reported at least 
one long-term health condition. 

• Diseases of the eye (90%); musculoskeletal 
conditions (66%); circulatory system disorders (57%); 
osteoarthritis (28%); respiratory conditions (15%)

Disability :

• In 2003, 56% of all older persons had a reported 
disability; 22% having a profound or severe core 
activity limitation.

* Source: Australian Bureau of Statistics.  Health of Older People in Australia: 
A snapshot, 2004-2005. http:www.abs.gov.au  Downloaded 17/9/2011

Consider the Impact of: Frailty, Dementia & Disability 
All Require Daily Oral Health Assistance

Musculoskeletal conditions and oral health 
of older adults

Common Musculoskeletal Disorders

• Osteoarthritis – gradual deterioration of joint cartilage; pain, 
stillness loss of function. The most common chronic joint disease in 
Australia (1.3M people affected).Risk factors for osteoarthritis 
including excess weight or obesity, joint injury, repetitive kneeling or 
squatting and repetitive heavy lifting. Osteoarthritis can be 
effectively managed with medication, exercise and in some cases 
surgery. 
• Rheumatoid  Arthritis – inflammatory disorder damaging synovial 
tissue between bone & joints
• Osteoporosis – compromised bone strength predisposing to 
increased risk of fracture 

9



RESIDENTIAL CARE AND 
ORAL HEALTH Is More Dentistry - Better Dentistry?

Accumulation of
“Filled” Teeth

• Note Increases In Filled 
Component of DMFT Index (a) 
between generations...(b) 
between cohorts...

Is more dentistry better dentistry... ?

Age  (Yrs) Decayed 
Surfaces

Missing 
Surfaces

Filled 
Surfaces

DMF 
Surfaces

20-34 1.7 3.0 8.6 13.3

35-49 1.5 11.5 18.4 31.6

50-64 1.2 25.3 27.5 53.9

“Accumulated” DMF Surfaces

International Patterns of Accumulating 
Dental “Care” – a commodity?

Accessed 30 April 2009

Ceramic Onlays and Inlays

“Function + Appearance =

Quality of Life”
American Academy of 

Implant Dentistry

Implants

Is MORE dentistry BETTER dentistry? Is MORE dentistry BETTER dentistry?
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Case History 1 – courtesy Dr Peter Foltyn, St 

Vincent's Hospital, Sydney

Request by Family Member:
• X does not want any teeth removed

• Only the nerves should be removed

• Only top teeth are a problem

• If infection/abscess antibiotics may 

be required
• Would value your opinion 

Issues for Dental Practitioner
• Frailty and capacity for mouth care

• Multiple sites of pathology

• Expectations of the family

• Best option for patient

Readmission to Emergency Department – February 2014
• 79yr old Greek Australian male living at home
• Numerous hospital ED visits over the past 4 years with spiking fevers and delirium, struggling 
to verbalise and unsafe on his feet on these occasions
• Wife says he complained of lower jaw pain in the week prior to current admission
• Unsuitable for an OPG as unable to stand - Facial bone CT taken and an OPG reconstructed 
from the data set 

Case History 3 – courtesy Dr Peter 

Foltyn, St Vincent's Hospital, Sydney

Treatment Options:
• Dental abscess formation on both lower 
distal bridge abutments (red) together 
with root fractures (blue) as a result of 
root caries
• Anaesthetic review -marginally suitable 
for GA; continuation of IV antibiotics and 
wait for improvement in cognition and 
delirium 
• Definitive care - extraction of both 
lower bridges and curettage of dental 
abscess’s

Inner West Oral Health Outreach Program Inner West Oral Health Outreach Program 

Resident BKK

Male - 95 yrs of age
Medical History: 
Hypertension,  
hypercholesterolem
ia, macular oedema, 
osteoporosis
Co-morbidities:  
Limited mobility, 
reduced hand 
dexterity, T2DM

21 22 2313 12 11

15 13 22 23

INDEPENDENT OLDER PEOPLE
About 70% of Australians aged 65 years and over, are functionally 
independent. Many of this cohort have some chronic medical 
problems such as, hypertension, type 2 diabetes, osteoarthritis etc., 
for which they are taking a variety of medications.

FRAIL OLDER PEOPLE
Around 20% of Australians aged 65 years and over have lost 

some of their independence, but still remain in the community 

with assistance from family, friends or professional support 

services. Frail’ older people are at greater risk of adverse 

outcomes (worsening disability hospital or nursing home 

admission and death) and are more likely to present with 

geriatric syndromes (particularly delirium and falls). 

DEPENDANT OLDER PEOPLE
About 10% of Australians aged 65 years and overare no longer 

able to live in the community independently (5% are 

homebound and 5% are living in institutions).

Ettinger, R (2015). 
Treatment planning 
concepts  for the 
ageing patient.  
Aust Dent J 60: (1 
Supp) 71-85.

Matching ageing & oral health needs

Level of Dependency
Actions

None Pre Low Medium High

Assessment Periodic recalls Threats
Addn Tests
Plan
Assess elder 
abuse

Causation
OH Risks
Plan
Prepare for increasing
risks
Prognosis

Partnership with 
allied health
Assess prognosis of 
prevention

Assess barriers to palliative 
care
Monitor burden  o n carers
Monitor Plan
Check elder abuse

Prevention Develop home 
care plan to 
prevent 
infection, pain, 
dysfunction

Consider  
prescription of 
caries & 
periodontal 
products
Check cancer 
risk
Sensitivity 
products?

Assess cause & 
mitigating factors
Adjust methods of 
prevention
Assess adverse effects 
of polypharmacy, 
sugars in medications
Dry mouth products

Maintain partnership 
contact
Reassess conc of 
products & 
application by carers
Reassess risks, 
polypharmacy, dry 
mouth

Focus on preventing infections, 
pain, comorbidity,
Maintain high  fluoride 
Prevent mucositis & risk of 
respiratory infections

Treatment Routine Plan treatment 
outcomes for 
easy 
maintenance

Consider shortened
dental arch
Plan for maintenance 
& prevention of 
infection, function, 
pain

Repair strategically
important teeth
Design simple 
maintenance care

Provide palliative care on 
demand to control pain, 
infection and promote social 
engagement

Communication Explain the 
impact of 
increasing 
dependency

Explain 
significance of 
oral conditions 

Emphasise prevention Maintain partnerships
Monitor care plans

Monitor communication 
between  interprofessional
team & carers
Continuous adjustment to 
palliative care needs
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Guiding Principles for Clinicians 
providing care to older people

American Geriatric Society Expert Panel on the Care of Older Adults with Multimorbidity.
J Am Geriatr Soc 60: E1-E25, 2012

1. Patient Preferences Domain: Guiding principle – elicit and incorporate 
patient preferences into decision-making ... [for older adults with 
multimorbidity]

2. Interpreting the Evidence Domain: Guiding principle – recognizing the 
limitations of the evidence base, interpret and apply the 
medical/dental literature specifically to older adults...

3. Prognosis Domain: Guiding principle – frame clinical management 
decisions within the context of risks, burdens, benefits and prognosis 
(eg, remaining life expectancy, functional status, quality of life) ...

4. Clinical Feasibility Domain: Guiding principle – consider treatment 
complexity and feasibility when making clinical management 
decisions...

5. Optimizing Therapies and Care Plans Domain: Guiding principle – use 
strategies for choosing therapies that optimize benefit, minimize harm 
and enhance quality of life... 

Guiding Principles for Clinicians When Dealing 
With Older People

Reforming our approach to oral 
health care for older Australians

Recognise the shift in community attitudes toward older people:
 their value & contribution to the economy of nations
 equity in access to health care & both financial and policy barriers 
 the diversity of biological and social imperatives not linked to “age in 
years”
 basing care on dignity and respect for older people

Appropriately matching clinical interventions to anticipated future 
outcomes:

 Evidence-base ; 20-occluding teeth being functionally & cosmetically 
the gold standard
 Decreased self-care capacity requires daily assistance with oral 
hygiene

Focussing on prevention and health maintenance:
 client/patient centred needs, adaptability, empowering other;
the shared-care paradigm – individual, carers, allied health;
 greater responsibilities for dental hygienists and oral health 
therapists

Reforming our approach to oral 
health care for older Australians

Moving outside our professional / bureaucratic comfort zone:
 partnership with agencies, organisations, allied health, carers
 adding value to quality of life, respect, dignity and health 
outcomes
 all partners having equal status

Recognising strong linkages into the age care and general health 
systems:

 being “embedded within...” not an “add-on”;
 integrating various models of care & service delivery

Acting on the Social Determinants of Health:
 in policy & administrative decisions
 in everyday ethical clinical judgements

• Constant re-evaluation, reflection and adaptation:

Our Goal – Improve the Quality of Life of Older People

Key Strategies:
• Recognition of diversity of oral & general health conditions & adaptabilities
• Development of inclusive (partnerships) in oral health care planning
• Focusing on prevention, oral health maintenance & minimal interventions
• Participating in multidisciplinary teams with carers & allied health 

Managed care to 800 Residents in 11 
Residential Aged Care Facilities

N1 = 1,511 (2007-08)
N2 = 750 (2014) with 
some 500 completing 
an oral examination.
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• Definitions – ageing societies & medicine; social & ethical implications;
• Demographic changes - revision
• Life course and quality of life
• Geriatric syndrome, frailty, disability and oral health
• Is MORE dentistry GOOD dentistry? Daily life activities
• Reshaping new paradigms in oral health – partnerships, work practices
& workforce

Outline of Content
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Yuka Shizuma

Department of Oral Health Promotion, 

Graduate student

Background 

• It is important to take care of oral health
since adolescence.

• Prevention of periodontal disease would
require earlier recognition of the signs and
the initial symptoms of these diseases.

• However, it is difficult for adolescents to
recognize and acknowledge dental plaque
and the initial symptoms of gingivitis.

Objective

• We have developed a new oral self-
checking method using a mirror and a
toothpick to evaluate how well
adolescents recognize dental plaque and
gingival status.

The purpose of this study was to assess
the effectiveness of the self-checking
method among senior high school
students.

Methods

Subjects were 151 (male:77, female:74)
senior high school students (15-16 years
old) in Tokyo.

Clinical oral examination of 12 anterior
teeth

-Oral hygiene status: modified Debris Index
(DI score, 0-36)

-Gingival inflammation of interdental papillar:
modified PMA Index (PMA score, 0-10)

Methods

The students self-evaluated the accumulation of
dental plaque and gingival status with 4-item scale.

-Dental plaque

-Gingival status

None Little plaque Moderate plaque Severe plaque

Healthy Mild gingivitis Moderate gingivitis Severe gingivitis

Students’ self-checking methods            
at 4 occasions

1. Baseline self-check
• Students evaluated the accumulation of

dental plaque and gingival status with 4-
item scale.

Evaluation

Self-evaluation
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2. Mirror self-check

• Students observed their dental plaque and 
gingival status using a mirror, and 
evaluated.

Evaluation
Mirror self-check

Observation parts

3. Toothpick self-check

• Students observed dental plaque and 
gingival status using a toothpick and 
mirror, and evaluated.

Evaluation

Toothpick self-check

4. Final self-check

• We performed oral health education
focusing  on the prevention of gingivitis. 

• Following that, students observed them 
using a mirror and evaluated.

Evaluation

Oral health education

Results

1. Clinical oral health status

• The mean DI score was significantly higher in male 
students than in female students.

• No gender differences were found in PMA score.

Indicies Total Male Female P-value

DI score 11.0±7.6 12.4±7.5 9.5±7.4 0.020

PMA score 6.4±3.4 6.9±3.2 5.9±3.5 N.s.

4.6

8.6

4.6

4.0

53.6

47.0

53.6

61.6

16.6

15.9

15.2

19.9

25.2

28.5

26.5

14.6

0% 20% 40% 60% 80% 100%

Final self-check

Toothpick self-check

Mirror self-check

Baseline

None Little plaque Moderate plaque Severe plaque

1. Baseline self-check

4. Final self-check

2. Students’ self-evaluation of dental plaque

Students

2.2. Mirror self-check

3. Toothpick self-check

2. Students’ self-evaluation of gingival status

Students

24.5

37.7

26.5

7.3

39.1

34.4

38.4

50.3

23.2

18.5

23.8

31.1

13.2

9.3

11.3

11.3

0% 20% 40% 60% 80% 100%

Final self-check

Toothpick self-check

Mirror self-check

Baseline

Healthy Mild gingivitis Moderate gingivitis Severe gingivitis

1. Baseline self-check

2. Mirror self-check

3.Toothpick self-check

4.Final self-check
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3. The relationship between students evaluation 
and oral health status (Dental plaque)

(*:p<0.05,**:p<0.01)

14.3

7.0

4.6 4.3

10.8
8.9 9.3 9.0

11.3 11.6
10.3 10.410.4

15.5 16.1 16.7

0

6

12

18

24

30

36

1.Baseline self-
check

2.Mirror self-check 3.Toothpick self-
check

4.Final self-check

None Little plaque Moderate plaque Severe plaque

DI score

**
***

****

**

**
**

*
**

**

3.Toothpick self-

check

3. The relationship between students evaluation and 
oral health status (Gingival status)

6.1 7.0 5.9
5.4

6.2
5.7

6.5
5.9

6.9
7.5

6.9

7.8

5.9

6.8 7.1 6.9

0

2

4

6

8

10

1.Baseline self-
check

2.Mirror self-check 3.Toothpick self-
check

4.Final self-check

Healthy Mild gingivitis Moderate gingivitis Severe gingivitis

PMA score
**

*

3. Toothpick self-

check

Conclusion

1. Scratching dental plaque with a toothpick
was suggested to be more useful method
compared to only observing with a mirror.

2. It may be effective to first provide students
with correct knowledge about gingivitis,
and then let them check their gingiva with
a mirror.

Thank you very much!
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Oral Health Situation in Myanmar 
Preschool Children

Kaung Myat Thwin

Department of Oral Health Promotion

Tokyo Medical and Dental University, Japan

Introduction

• Myanmar is one of the developing countries and people

awareness on oral diseases and oral health education is still

weak.

• People with poor oral health education background may lack

in awareness for the oral health care and thus their self care

ability will not facilitate.

• As there is no health insurance system and higher costs for

dental treatment, it is also a big threat for the people to cure

effectively.

Research Themes

• Topic – “Prevalence and related risk factors of Early 

Childhood Caries among Myanmar Preschool Children”

• Background 

- National representative oral health survey is still unknown                      
and only regional surveys could be performed. 

- Furthermore, there have been a few reports on caries 
of the primary teeth in Myanmar. 

- The oral health education and examination programs for 
preschool children is very seldom in Myanmar yet.

Caries Prevalence in Myanmar Preschool 
Children (Regional surveys)

Author (s)
Sample 

size

Age 

(years)
Prevalence dmft

Menezes D.M (1974)

Kyaw Sein (1974)

Sun Sun Win (1994)

Helderman W.H (2005)

Myanmar Path-finder Survey 

(2007)

284

860

283

163

792

3 - 6

6

3 - 5

2 - 2.5

5

86%

-

-

47%

68%

7.0

4.3

5.8

4.0

4.1

Objectives

• To describe the prevalence and related factors of early

childhood caries in Myanmar

• To describe the relationship between occurrence of early

childhood caries and knowledge, attitude, practice of good oral

health

• To evaluate the impact of awareness of dental caries by

parents to their children in Myanmar

• To describe the relationship between their socio-economic

status, dietary habit and dental caries among Myanmar

children

17

EI EI
Typewritten Text
"Oral Health Situation in Myanmar Preschool Children" by Dr. Kaung Myat Thwin



Data Collection

• The written consent was obtained by parents or guardians.

• The preschool children (2 – 6 years) was collected from six

kindergartens of Yangon city, Myanmar. (August – September

2015)

• Number of participated preschool children for 

Oral Examination - 833

Questionnaires     - 677

Measurement of Weight and Height

Weight Height

Oral Examination Oral Examination Form

• The oral hygiene status

(OHI-S index) 

• Dental caries status

• Gingival condition

• Occlusion

• Other special condition

Questionnaires

• The questions asking for parents or caregivers was included   

the data concerning with 

- Socio-economic status, 

- Child’s feeding and oral hygiene habits, 

- Dental visit of child, 

- Parental oral hygiene habits

- Parent’s knowledge and attitudes on oral health, 

- Parental satisfaction with the general and dental health     

of their child.

Type 1 ECC (mild to moderate)

18



Type 2 ECC (moderate to severe) Type 3 ECC (severe) 

Type 3 ECC (severe) 

Oral Health Education

• The importance of tooth 

brushing and oral hygiene 

care was given by using 

- poster 

- tooth model

- a short story.

• Oral health education was 

conducted by group. 

Oral Health Education Oral Health Education
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Conclusion

• The oral health situation and oral health behavior are poor

among Myanmar preschool children.

• Parents widely accepted that the primary teeth is not so

important and these can be replaced by permanent teeth.

• Parents are not taking care so much generally to their

children’s dental care for primary dentition.

• These factors may be attributed to increase the incidence and

prevalence of dental caries especially in Myanmar children.

THANK YOU VERY MUCH!
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Introduction of New 
Halitosis Definition

Department of Oral Health Promotion 

Toshiya Kanazawa

Reference
Halitosis: a new definition and classification(British Dental Journal 217, E1 2014)

Halitosis management by the general dental practitioner –results of an 
international consensus workshop (Journal of Breath Research.8 2014)

Previous (1) definition

Genuine halitosis Halitophobia

Halitosis

Pathologic 
halitosis

Oral Extra-Oral

Pseudo-halitosis

Physiologic 
halitosis

1

Previous (2) definition

Intra-Oral Extra-Oral

Halitosis

Blood borne Non-Blood borne

2

Previous (3) definition

• A halitosis complaint may be objective.

• Anyone who complains of halitosis,
objective or subjective, should be
considered a 'halitosis patient’.

• A lack of complaints from the patient's
social environment including family
members, suggests that there is no
objective halitosis.

3

Previous (3) classification 
Type0 Type1-Oral

Type0 Type2-airway

Type0 Type3-gasroesophageal

Type0 Type4-blood borne

Type0 Type5-subjective

Pathological 
halitosis

Physiologic
halitosis

4

Type 0 halitosis: Physiologic 
halitosis

Physiologic halitosis presents in every
person the sum of following.

oral, airway, gastroesophageal,

blood-borne,

gas leakage from the gastroesophageal
tract,

blood gases.

Minimal amounts of Types 1-5 potentially
exist in health. 5
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Type 1 halitosis: Oral halitosis

Oral halitosis are caused by poor oral
hygiene.

The gases responsible for oral
halitosis are by-products of protein
and glycoprotein putrefaction by the
oral microbiota especially anaerobes.

Oral bacteria release VSC (volatile
sulphur compounds) and VOC
(volatile organic compounds) .

6

Type 2 halitosis: airway halitosis

Type 2 halitosis originates from the
respiratory tract itself anywhere from nose
to alveoli.

‘Airway reflux' describes gaseous or liquid
gastric contents refluxing to the pharynx,
oral cavity, nasal cavity, paranasal sinuses or
even the middle ear sometimes cause of
halitosis.

7

Type 3 halitosis: gastroesophageal 
halitosis

Type 3 halitosis is leakage of odorant volatiles
from the stomach via the oesophagus to the
mouth and nose.

Pathologic level of gastroesophageal halitosis
is said to occur due to

i) gastroesophageal reflux disease (GERD),

ii) Helicobacter pylori related gastritis,

iii) other cause.
8

Type 4 halitosis: blood-borne halitosis

Type 4 halitosis is where volatile chemicals
in the systemic circulation can transfer to
exhaled breath.

When odorous chemical in blood
circulation exceeds a critical level then it is
secreted to breath, urine, tear, saliva and
sweat.

9

Type 5 halitosis: subjective halitosis

Subjective halitosis is a halitosis complaint
without objective confirmation of halitosis
by others or halitometer readings.

Pathologic subjective halitosis can be
categorized as psychologic or neurologic.

10

Psychologic causes (Type 5)

Psychologic factors can cause subjective
halitosis.

This is termed a type of obsessive-
compulsive spectrum disorder, or olfactory
reference syndrome (ORS).

Others' behavior is misinterpreted as
evidence of halitosis.

It is suggested the patient’s distress or
social isolation.

11
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Neurogenic causes (Type 5)

Olfaction and gustation are intimately
interlinked at the neuronal level in the
brain.

Many patients fail to distinguish between
bad taste and bad odour.

Gustatory stimuli may influence orthonasal
and retronasal odorant perception.

12

Type0 Type1-Oral

Type0 Type2-airway

Type0 Type3-gasroesophageal

Type0 Type4-blood borne

Type0 Type5-subjective

(1)

(2)

(3)

13

Physiologic
halitosis

Pathological 
halitosis

Temporary halitosis

Intra-oral halitosis

Extra-oral halitosis

Pseudo-halitosis

Halitophobia

New classification of halitosis

Genuine
halitosis

14

Temporary halitosis

Temporary halitosis is caused by smelling
food.

Malodor is caused by dietary factors such as
garlic.

15

Intra-oral halitosis

It is intensity halitosis beyond socially
acceptable level or affecting personal
relationship.

Its cause is tongue coating or saliva’s
quality and quantity.

16

Extra-oral halitosis

Its halitosis originates from outside the 
mouth, such as nasal. 

In case of a blood-borne extra-oral 
halitosis the malodor is emitted via the 
lungs and originates from disoders
anywhere in the body.

17

23



Pseudo halitosis

Pseudo halitosis is not obvious malodor 
other perceive. But patient complains its 
existence. 

Their condition is improved by counselling 
and simple oral hygiene measures.

18

Halitophobia

Halitophobia is condition that after
treatment for halitosis and pseudo-halitosis,
the patient persists in believing to suffer
from halitosis.

Although, no physical or social evidence
exists for the presence of halitosis.

19

TN1

Explanation of halitosis and instructions

for oral hygiene and use of mouth

rinsing.

TN2
Professional prophylaxis and treatment

of oral pathologic condition.

TN3
Referral to physician, medical specialist

or interdisciplinary halitosis specialist.

TN4
Explanation of examination data.

Further professional instruction.

TN5
Referral to a clinical psychologist.

Psychiatrist or psychological specialist
20

Treatment of halitosis

TN1 TN2 TN3 TN4 TN5

Intra-
oral 

halitosis

○ ○

Extra-
oral 

halitosis

○ ○

Pseudo-
halitosis

○ ○

Halitoph
obia

○ ○

Treatment of halitosis

21

Thank you for your attention.
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Oral health promotion for people 
with special needs: 
research proposal

Mitsue Kamisawa
Department of Oral Health Promotion

Tokyo Medical and Dental University 

To improve their communication and working skills..

Background : Social support for people with special needs 

Background : Community dwelling people with special needs 

Poor oral health 
status

What is the oral health status of people with special needs 
who take care by themselves ?

Few studies

Neglect of their 
own health

Objectives

I. To examine oral health status, behavior and 
knowledge of people with special needs 

II.To compare oral health status between two groups 
after providing oral health education

Methods : Subjects

Community dwelling people with special needs

Planned number : 60 people

Divide into 2 groups randomly. 

Group A Group B

Oral Health Examination (Dr + DH) & Questionnaire（interview）

After 6 months Oral Health Examination (DH) & Questionnaire（interview）

Data analysis:
1. Comparison of oral health status between  A and B groups after 3 and 6 months.
2. Comparison of oral health status after 3 and 6 months interval in each group.

Baseline 

After 3 months

Oral health education 
once a month

Oral health education 
once a month

Socio-demographic 
and medical data

Oral Health Examination (DH) & Questionnaire（interview）

Study design
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Methods : Oral health examination

 Dentition status (Only at baseline)

 Oral hygiene status (OHI : Oral hygiene index )

 Gingival status (CPI : Community Periodontal Index)

 Tongue coating (Area and Thickness)

 Oral malodor status (BreathtronTM) 

 Resting saliva (5min)

Methods : Socio-demographic and medical data

 Age

 Gender

 Diagnosis 

 Prescribed drugs

Methods : Questionnaire

 Self-reported oral health status

 Tooth brushing behavior

 Frequency of taking snacks and sugary drinks

 Smoking

 Oral health attitude

 Dental visit

Methods : Oral health education

 Basic information about caries and periodontal disease

 Technique of self oral checkup by using mirror 

 Tooth brushing and tongue cleaning instructions

 Salivary glands massage and tongue exercises

Practical implementation  

1. Oral health status of people with special needs appears to be 

poor.

2. Adequate oral health education might be able to improve 

oral health status of people with special needs.

3. This research findings may contribute to the development of 

oral health promotion programs for people with special 

needs. 

I would like to report the results to you next year.

Thank you for your attention!
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Introduction ofDental health care services inJapan Ground Self-Defense Force（JGSDF)

TAKASHI   TANEMURA
PhD student, OHP, TMDU
Dental Officer, 
JGSDF Camp Higashi Tachikawa

Japan Self-Defense Force

Air force43,000 Maritime
42,000

Ground138,000

ＪＧＳＤＦ roles

• Security in surrounding waters and airspace
• Response to attacks on islands
• Response to large-scale disasters
• Response to attacks by ballistic missiles
（弾道ミサイル）, guerrillas（ゲリラ） or 
special forces（特殊部隊）

• Countermeasures to aggression in outer space and cyberspace

ＧＲＯＵＮＤ １５０

ＭＡＲＩＴＩＭＥ ４０

ＡＩＲ ＦＯＲＣＥ ３０

Ｄｅｎｔｉｓｔ

・Dental practice
・Health check up
・Health education

Total dentists    220   Total members 223,000dentist:members=1:1,013
Dentists of Japan      99,659Population of Japan 126,800,000dentist:population = 1:1,272

Ground ★７＋１１０Maritime ★５＋？Air force  ★３＋？

Hospitals&Clinics

Periodontal disease
Dental caluculusToung & mucosal disease
Other findings

Decision&instruction

Dental formula

Dental examination
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