
  
Journal of Pioneering Medical Sciences 
Received: January 20, 2026 | Accepted: April 13, 2026 | Published: April 15, 2026 
Volume 15, Issue S01, Pages 128-133 
 

DOI https://doi.org/10.47310/jpms202515S0125  
 

128 

 

 
Oral Health Disparities: A Narrative Review of Global Public 
Health Interventions 
 
Faheem Mir1* 
1Preventive Dental Sciences Department, College of Dentistry, Dar AlUloom University, Riyadh, Saudi Arabia 
 
*Corresponding author: Faheem Mir (e-mail: faheem@dau.edu.sa). 
 
©2026 the Author(s). This is an open access article distributed under the terms of the Creative Commons Attribution License 
(http://creativecommons.org/licenses/by/4.0 

 
  
Abstract This narrative review synthesizes published evidence on global public health interventions intended to 
reduce oral health disparities across low-income communities, rural populations, racial and ethnic minorities, 
indigenous groups, migrants, children and older adults. For transparency, the review focuses primarily on literature 
published from 2010 to 2024 and organizes evidence across individual, community and policy/system levels. Evidence 
from community water fluoridation, school-based preventive programs, integration of oral health into primary care, 
culturally tailored community engagement models, workforce innovations and selected digital delivery approaches 
suggests that structural and multi-level interventions are generally more effective than education-only approaches in 
narrowing inequity gaps. However, the strength of evidence varies substantially across settings, particularly in low- 
and middle-income countries and many reports describe average improvement rather than explicit reduction in disparity 
gaps. Community water fluoridation, school-based fluoride/sealant programs and primary-care integration appear to 
offer the strongest and most scalable equity-oriented benefits, whereas technology-enabled approaches require careful 
attention to digital exclusion, privacy and implementation feasibility. As a narrative review, this paper provides an 
interpretive synthesis rather than a formal systematic review; therefore, selection bias and heterogeneity in outcome 
reporting should be considered when applying these findings to policy. 
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INTRODUCTION 
Oral health is fundamental to overall health, wellbeing and 
quality of life, yet profound disparities in oral disease burden 
and access to dental care persist globally. Oral diseases 
remain largely preventable but they continue to affect 
billions of people and are distributed inequitably across 
socioeconomic, racial, geographic and political lines [1-3]. 

Within this review, inequality refers to observable 
differences in oral health outcomes between population 
groups, whereas inequity refers to those differences that are 
avoidable, unfair and shaped by social and structural 
disadvantage. This distinction is important because many 
oral health gaps are not simply clinical variations; they 
reflect financing arrangements, provider distribution, 
educational opportunity, food environments, discrimination 
and policy failure [4-6]. 

Disparities persist despite preventability because oral 
health systems are often treatment-oriented rather than 

prevention-oriented, because oral care is frequently excluded 
from universal coverage packages and because commercial 
determinants such as aggressive marketing and easy 
availability of sugar-sweetened products continue to 
undermine prevention efforts. In many settings, these 
pressures are amplified by weak regulation, fragmented 
service delivery and limited public health financing [7-10]. 

The COVID-19 pandemic further exposed and 
intensified inequities through service disruption, delayed 
routine care, increased financial hardship and accelerated 
reliance on remote consultation models. Although 
teledentistry expanded during and after the pandemic, digital 
access remains uneven and may itself become a source of 
exclusion if implemented without equity safeguards [11-13]. 

Although previous reviews have examined selected 
interventions or specific populations, the evidence remains 
fragmented with respect to which approaches reduce average 
disease  levels,  which  reduce  inequity  gaps  and  which are
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feasible in low-resource settings. A broader narrative synthesis 
can therefore help organize the field while identifying 
persistent implementation and evidence gaps [14-16]. 

Rationale for the Review: A broad synthesis is needed 
to clarify which intervention categories show the strongest 
evidence for reducing oral health disparities, in which 
contexts they are most feasible and where critical gaps 
remain in implementation, sustainability and equity-focused 
outcome reporting. 
 
Objectives 
This narrative review aims to: 
 
• Summarize the nature and structural drivers of global 

oral health disparities 
• Evaluate which public health interventions show 

evidence of reducing disease burden and inequity gaps 
• Compare barriers, implementation factors and likely 

sustainability across settings 
• Identify priority directions for research, policy and 

practice 
 
REVIEW APPROACH 
This paper is a narrative review rather than a systematic 
review. To improve transparency, the synthesis was 
informed primarily by peer-reviewed literature, major public 
health reports and selected policy documents published 
between 2010 and 2024, with older landmark sources 
retained where necessary for conceptual framing [17-19]. 

Sources were identified from major databases and 
reference-list searching, with emphasis on oral health equity, 
public health prevention, financing and policy reform, 
school-based programs, workforce strategies, teledentistry 
and community-engaged interventions. Evidence was 
interpreted thematically rather than pooled quantitatively 
because of substantial heterogeneity in intervention design, 
population, setting, follow-up duration and reported 
outcomes [20-22]. 

The themes presented below were organized at three 
interacting levels:  Individual  and  family  level,  community 

and service-delivery level and policy/system level. Because 
this is a narrative review, no formal risk-of-bias grading or 
PRISMA-style selection flow is presented; this should be 
considered when interpreting the breadth and certainty of 
conclusions [23-25] (Table 1). 
 
Nature and Extent of Global Oral Health Disparities 
Oral health disparities manifest across multiple dimensions 
including socioeconomic position, race and ethnicity, 
geography, age, disability, migration status and country 
income level. The burden of untreated caries, periodontal 
disease, tooth loss and oral cancer remains concentrated in 
populations facing material disadvantage and limited access 
to preventive services [26-29]. 

These gradients are evident from early childhood 
through old age. Children in deprived communities 
commonly experience higher untreated caries levels, while 
older adults in long-term care and rural settings often face 
severe unmet need. In many low- and middle-income 
countries, oral disease burden coexists with minimal 
workforce capacity and constrained financing [30-33]. 

For policy purposes, it is useful to distinguish between 
average improvement and true disparity reduction. Many 
interventions improve outcomes overall but fewer 
demonstrate narrowing of the gap between advantaged and 
disadvantaged groups [34,35]. 
 
Social Determinants and Structural Factors 
Oral health disparities are rooted in social determinants such 
as education, income, employment, housing, food 
environments, neighborhood infrastructure and social 
exclusion. These determinants operate alongside structural 
forces including racism, weak social protection, uneven 
provider distribution and underinvestment in public health 
prevention [36-39]. 

Commercial    determinants    are    especially    important 
in   oral   health.   The   concentration   of   cheap   sugary 
foods  and  beverages  in  low-income  environments, 
combined   with   marketing   exposure   and   weak 
regulation,     helps     sustain     preventable    disease.    Policy

Table 1: Summary of Intervention Categories and Equity Relevance 
Intervention category Typical settings Common outcomes Equity impact Evidence note 
Water fluoridation/fluoride 
delivery 

Communities, schools, 
primary care 

Caries prevalence, 
DMFT/dmft, untreated decay 

Often pro-equity because 
benefits are population-wide 
and not visit-dependent 

Strongest support among 
preventive interventions 

School-based sealants and 
fluoride programs 

Public schools, high-risk 
districts 

Sealant uptake, caries 
reduction, unmet need 

Can reduce gaps when targeted 
to high-risk schools 

Evidence stronger than 
education-only models 

Primary-care integration Primary care clinics, maternal-
child health services 

Early preventive visits, 
varnish use, referral 
completion 

Improves reach for young 
children and underserved 
families 

Requires training, 
reimbursement, referral 
pathways 

Workforce innovations Rural services, community 
clinics, indigenous services 

Access, preventive visits, 
basic restorative care 

Potentially high equity impact 
where dentist shortages are 
severe 

Dependent on regulation, 
supervision, retention 

Technology-enabled 
models 

Remote screening, 
teleconsultation, mHealth 

Access, triage, adherence, 
monitoring 

Mixed; may help remote groups 
but can widen digital exclusion 

Evidence promising but 
uneven and context-
dependent 

Policy and financing 
reforms 

Insurance systems, taxation, 
UHC packages 

Utilization, emergency visits, 
affordability 

Structural potential highest 
when financial barriers are 
reduced 

Needs long-term 
implementation and political 
support 
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failure    in    these    areas    can    therefore    undermine even    
well-designed    clinical    prevention    programs [40-42]. 

Because these determinants are upstream, education 
alone is rarely sufficient to close disparities. Interventions are 
more likely to be equitable when they reduce financial 
barriers, change environments and improve preventive reach 
independent of individual purchasing power [43,44]. 
 
Community-Based and School-Based Interventions 
Community water fluoridation and community fluoride 
delivery remain among the best-supported population 
interventions. Their principal equity advantage is that 
benefits do not depend on appointment-seeking behavior, 
literacy or family income. Similarly, school-based preventive 
services can reach children who would otherwise have 
limited contact with dental care [45-48]. 

School-based sealant and fluoride programs are 
particularly important for high-risk populations but their 
impact depends on coverage, continuity, referral pathways 
and targeting strategy. Multi-component models that 
combine preventive services, oral health education, parental 
engagement and supportive school food environments appear 
more effective than education-only approaches [49-52]. 

Community health worker and community-engaged 
models strengthen cultural relevance and trust, especially in 
indigenous, migrant and low-resource communities. These 
models are promising when they are embedded in broader 
referral and financing systems rather than implemented as 
isolated short-term projects [53-56]. 

Minimally invasive approaches such as fluoride varnish 
and silver diamine fluoride deserve particular attention in 
underserved settings because they are relatively low-cost, 
scalable  and  suitable  for  community  or  primary-care 
delivery [57,58]. 
 
Policy, Workforce and Primary-Care Integration 
Policy and systems reforms have the greatest potential to 
influence inequity at scale because they alter who can obtain 
care, what services are affordable and how prevention is 
embedded in public systems. Expanding oral health 
coverage, reducing copayments and integrating oral health 
into universal health coverage packages are therefore central 
strategies rather than optional add-ons [59-62]. 

Primary-care integration is especially relevant for 
maternal-child health, early childhood caries prevention and 
underserved families who already attend medical services 
more often than dental services. Training non-dental 
clinicians to provide screening, anticipatory guidance and 
fluoride applications can improve early preventive reach 
when referral systems are functional [63-66]. 

Workforce reforms, including the use of mid-level 
providers, dental therapists, expanded-function personnel 
and rural incentive models, can improve access in 
underserved areas. However, success depends on supervision 
frameworks, career pathways, retention incentives and local 
acceptability [67-69]. 
 
Culturally Tailored and Technology-Enabled Approaches 
Culturally tailored and community-engaged interventions are 
more likely to achieve acceptance and sustained participation 

than externally designed programs that do not account for 
language, identity, trust and local priorities. Community-
based participatory models are particularly valuable where 
historical exclusion or mistrust shapes service use [70-73]. 

Teledentistry and mobile health tools can improve 
remote triage, continuity and referral support but their equity 
value is conditional. Where smartphone access, internet 
coverage, digital literacy, privacy safeguards and 
reimbursement are weak, digital tools may preferentially 
benefit already-connected populations [74-77]. 

Artificial intelligence tools may eventually support 
screening and risk prediction but current equity evidence 
remains limited. Bias in data sources, inadequate validation 
across diverse populations and governance concerns mean 
that AI should be framed as an emerging adjunct rather than 
a proven disparity-reduction strategy [78,79]. 
 
DISCUSSION 
This narrative review suggests that the interventions most 
likely to reduce oral health disparities are those that combine 
structural prevention with broad reach: community 
fluoridation where feasible, school-based preventive 
programs targeted to high-risk populations and integration of 
oral health into primary care and public financing systems. 
By contrast, education-only interventions are generally 
insufficient to close inequity gaps when structural barriers 
remain unchanged [80,81]. 

For low-resource settings, the most practical priorities 
are likely to include affordable fluoride delivery, silver 
diamine fluoride for arrest of caries where appropriate, school 
or community outreach and oral health inclusion within 
primary-care packages. In higher-resource settings, these 
strategies remain important but can be complemented by 
stronger financing reform, digital support systems and 
targeted workforce redistribution [45,57,59,63,70]. 

At the same time, the evidence base has important 
limitations. Many studies emphasize average improvement 
rather than explicit gap reduction. Long-term sustainability, 
cost-effectiveness, implementation fidelity and contextual 
transferability remain insufficiently reported. The evidence is 
also uneven geographically, with relatively fewer robust 
intervention evaluations from low- and middle-income 
countries, humanitarian settings, migrant populations, 
prisons and people experiencing homelessness [14,20,80,81]. 

As a narrative review, this paper has methodological 
limitations of its own. The synthesis is interpretive rather than 
exhaustive, it does not provide formal risk-of-bias grading 
and selection bias is possible. These constraints should be 
considered alongside the heterogeneity of the underlying 
literature [17-19,80,81]. 
 
Policy Priorities and Future Directions 
Policymakers  should  prioritize  interventions  with  both 
strong preventive evidence and plausible equity impact. A 
practical  starting  package  for  many  settings  would 
include:  Community  or  school-based  fluoride  delivery, 
school oral health services in high-risk areas, oral health 
integration into primary care and financing reforms that 
reduce out-of-pocket barriers for essential preventive and 
urgent care [45,49,57,59,63]. 
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Future research should report outcomes not only by 
average change but by equity metrics such as socioeconomic 
position, rurality, ethnicity, disability and migration status. 
Implementation science, cost-effectiveness and sustainability 
studies are urgently needed, particularly in low-resource 
settings. More evidence is also needed on digital equity, 
privacy and the real-world performance of teledentistry and 
AI across underserved populations [71,74-81]. 
 
CONCLUSIONS 
Oral health disparities remain a major global public health 
problem driven by inequitable social and structural 
conditions rather than by individual behavior alone. The 
strongest and most scalable evidence supports multi-level 
approaches that combine population prevention, school-
based delivery, primary-care integration and financing or 
policy reform. 

Education-only approaches are rarely enough to close 
oral health gaps. For many low-resource settings, a practical 
first-step package is likely to include fluoride-based 
prevention, school or community outreach and integration of 
oral health into primary care. For higher-resource settings, 
the same foundation should be reinforced by coverage 
reform, workforce redistribution and carefully governed 
digital innovation. 

Because this paper is a narrative review, its conclusions 
should be interpreted as a structured synthesis rather than a 
formal effectiveness ranking. Nevertheless, the direction of 
the evidence is clear: oral health equity is most likely to 
improve when prevention, access and policy are addressed 
together. 
 
Acknowledgement 
The author acknowledges the Deanship of Graduate Studies 
and Scientific Research at Dar Al Uloom University for 
institutional support. 
 
REFERENCES 
[1] Kassebaum, N.J. et al. “Global, Regional and National 

Prevalence, Incidence and Disability-Adjusted Life Years for 
Oral Conditions for 195 Countries, 1990-2015: A Systematic 
Analysis for the Global Burden of Diseases, Injuries and Risk 
Factors.” Journal of Dental Research, vol. 96, no. 4, 2017, pp. 
380-387. https://doi.org/10.1177/0022034517693566.  

[2] Peres, M.A. et al. “Oral Diseases: A Global Public Health 
Challenge.” The Lancet, vol. 394, no. 10194, 2019, pp. 249-
260. https://doi.org/10.1016/S0140-6736(19)31146-8.  

[3] Righolt, A.J. et al. “Global-, Regional- and Country-Level 
Economic Impacts of Dental Diseases in 2015.” Journal of 
Dental Research, vol. 97, no. 5, 2018, pp. 501-507. https://doi. 
org/10.1177/0022034517750572.  

[4] Patrick, D.L. et al. “Reducing Oral Health Disparities: A 
Focus on Social and Cultural Determinants.” BMC Oral 
Health, vol. 6, suppl. 1, 2006. https://doi.org/10.1186/1472-
6831-6-S1-S4.  

[5] Dye, B.A. et al. “Dental Caries and Sealant Prevalence in 
Children and Adolescents in the United States, 2011-2012.” 
NCHS Data Brief, no. 191, 2015, pp. 1-8.  

[6] Jamieson, L.M. et al. Oral Health of Aboriginal and Torres 
Strait Islander Children. Australian Institute of Health and 
Welfare, 2007.  

[7] Glick, M. et al. “A New Definition for Oral Health Developed 
by the FDI World Dental Federation Opens the Door to a 
Universal Definition of Oral Health.” International Dental 
Journal, vol. 66, no. 6, 2016, pp. 322-324. https://doi.org/ 
10.1111/idj.12294.  

[8] Garcia, D.T. et al. “Families Pin It All on Personal 
Responsibility: Perspectives of Oral Health Inequalities in 
Farmville, Prince Edward County, Virginia.” International 
Journal of Environmental Research and Public Health, vol. 16, 
no. 10, 2019. https://doi.org/10.3390/ijerph16101762.  

[9] Kranz, A.M. et al. “Characteristics of US Adults Delaying 
Dental Care Due to the COVID-19 Pandemic.” JDR Clinical 
& Translational Research, vol. 6, no. 1, 2021, pp. 8-14. 
https://doi.org/10.1177/2380084420962778.  

[10] Watt, R.G. and A. Sheiham. “Integrating the Common Risk Factor 
Approach into a Social Determinants Framework.” Community 
Dentistry and Oral Epidemiology, vol. 40, no. 4, 2012, pp. 289-296. 
https://doi.org/10.1111/j.1600-0528.2012. 00680.x.  

[11] Moynihan, P.J. and S.A. Kelly. “Effect on Caries of 
Restricting Sugars Intake: Systematic Review to Inform WHO 
Guidelines.” Journal of Dental Research, vol. 93, no. 1, 2014, 
pp. 8-18. https://doi.org/10.1177/0022034513508954.  

[12] Rugg-Gunn, A.J. and L. Do. “Effectiveness of Water 
Fluoridation in Caries Prevention.” Community Dentistry and 
Oral Epidemiology, vol. 40, suppl. 2, 2012, pp. 55-64. https:// 
doi.org/10.1111/j.1600-0528.2012.00721.x.  

[13] Fisher-Owens, S.A. et al. “Influences on Children’s Oral Health: 
A Conceptual Model.” Pediatrics, vol. 120, no. 3, 2007, pp. 
e510-e520. https://doi.org/10.1542/peds.2006-3084.  

[14] GBD 2019 Diseases and Injuries Collaborators. “Global 
Burden of 369 Diseases and Injuries in 204 Countries and 
Territories, 1990-2019: A Systematic Analysis for the Global 
Burden of Disease Study 2019.” The Lancet, vol. 396, no. 
10258, 2020, pp. 1204-1222. https://doi.org/10.1016/S0140-
6736(20)30925-9.  

[15] Schwendicke, F. et al. “Socioeconomic Inequality and Caries: 
A Systematic Review and Meta-Analysis.” Journal of Dental 
Research, vol. 94, no. 1, 2015, pp. 10-18. https://doi.org/10. 
1177/0022034514557546.  

[16] Public Health England. National Dental Epidemiology 
Programme for England: Oral Health Survey of Five-Year-
Old Children 2019. 2020.  

[17] Eke, P.I. et al. “Periodontitis in US Adults: National Health 
and Nutrition Examination Survey 2009-2014.” Journal of the 
American Dental Association, vol. 149, no. 7, 2018, pp. 576-
588. https://doi.org/10.1016/j.adaj.2018.04.023.  

[18] Chevarley, F.M. Percentage of Persons Unable to Get or 
Delayed in Getting Needed Medical Care, Dental Care, or 
Prescription Medicines: United States, 2007. Agency for 
Healthcare Research and Quality, 2010.  

[19] Skillman, S.M. et al. “The Challenge to Delivering Oral 
Health Services in Rural America.” Journal of Public Health 
Dentistry, vol. 70, suppl. 1, 2010, pp. S49-S57. https://doi. 
org/10.1111/j.1752-7325.2010.00178.x.  

[20] Australian Institute of Health and Welfare. Oral Health and 
Dental Care in Australia. 2019.  

[21] Uribe, S.E. et al. “The Global Prevalence of Early Childhood 
Caries: A Systematic Review with Meta-Analysis Using the 
WHO Diagnostic Criteria.” International Journal of Paediatric 
Dentistry, vol. 31, no. 6, 2021, pp. 817-830. https://doi.org/10. 
1111/ipd.12783.  



Mir: Oral Health Disparities: A Narrative Review of Global Public Health Interventions  
 

132 

 

[22] Nitschke, I. and F. Müller. “The Impact of Oral Health on the 
Quality of Life in the Elderly.” Oral Health & Preventive 
Dentistry, vol. 2, suppl. 1, 2004, pp. 271-275.  

[23] Braveman, P. and L. Gottlieb. “The Social Determinants of 
Health: It’s Time to Consider the Causes of the Causes.” 
Public Health Reports, vol. 129, suppl. 2, 2014, pp. 19-31. 
https://doi.org/10.1177/00333549141291S206.  

[24] Sabbah, W. et al. “Social Gradients in Oral and General 
Health.” Journal of Dental Research, vol. 86, no. 10, 2007, pp. 
992-996. https://doi.org/10.1177/154405910708601014.  

[25] Kumar, S. et al. “A Systematic Review of the Impact of 
Parental Socio-Economic Status and Home Environment 
Characteristics on Children’s Oral Health-Related Quality of 
Life.” Health and Quality of Life Outcomes, vol. 12, 2014, p. 
41. https://doi.org/10.1186/1477-7525-12-41.  

[26] Vujicic, M. and K. Nasseh. “A Decade in Dental Care 
Utilization among Adults and Children (2001-2010).” Health 
Services Research, vol. 49, no. 2, 2014, pp. 460-480. https:// 
doi.org/10.1111/1475-6773.12130.  

[27] Listl, S. et al. “A Multi-Country Comparison of Reasons for 
Dental Non-Attendance.” European Journal of Oral Sciences, 
vol. 122, no. 1, 2014, pp. 62-69. https://doi.org/10.1111/eos. 
12096.  

[28] Chi, D.L. et al. “Dental Therapists Linked to Improved Dental 
Outcomes for Alaska Native Communities in the Yukon-
Kuskokwim Delta.” Journal of Public Health Dentistry, vol. 
78, no. 2, 2018, pp. 175-182. https://doi.org/10.1111/jphd. 
12261.  

[29] McLaren, L. and J.C. Emery. “Drinking Water Fluoridation 
and Oral Health Inequities in Canadian Children.” Canadian 
Journal of Public Health, vol. 103, suppl. 1, 2012, pp. S49-
S56. https://doi.org/10.1007/BF03403835.  

[30] Listl, S. et al. “Early Life Conditions, Adverse Life Events and 
Chewing Ability at Middle and Later Adulthood: Results from 
the Survey of Health, Ageing and Retirement in Europe 
(SHARE).” European Journal of Oral Sciences, vol. 122, no. 
2, 2014, pp. 175-181. https://doi.org/10.1111/eos.12114.  

[31] Petersen, P.E. and P. Henmar. “Oral Conditions among 
Workers in the Danish Chocolate and Sugar Confectionery 
Industry.” Community Dentistry and Oral Epidemiology, vol. 
16, no. 4, 1988, pp. 223-226. https://doi.org/10.1111/j.1600-
0528.1988.tb01763.x.  

[32] Smedley, B.D. “The Lived Experience of Race and Its Health 
Consequences.” American Journal of Public Health, vol. 102, 
no. 5, 2012, pp. 933-935. https://doi.org/10.2105/AJPH.2011. 
300643.  

[33] Schwei, K.M. et al. “Reducing Racial/Ethnic Inequities: How 
Health Centers Can Serve as Anchors in Their Communities.” 
American Journal of Preventive Medicine, vol. 57, no. 6 
suppl. 1, 2019, pp. S61-S69. https://doi.org/10.1016/j.amepre. 
2019.07.019.  

[34] Iheozor-Ejiofor, Z. et al. “Water Fluoridation for the 
Prevention of Dental Caries.” Cochrane Database of 
Systematic Reviews, no. 6, 2015. https://doi.org/10.1002/14 
651858.CD010856.pub2.  

[35] McLaren, L. et al. “Measuring the Short-Term Impact of 
Fluoridation Cessation on Dental Caries in Grade 2 Children 
Using Tooth Surface Indices.” Community Dentistry and Oral 
Epidemiology, vol. 44, no. 3, 2016, pp. 274-282. https://doi. 
org/10.1111/cdoe.12215.  

[36] British Fluoridation Society. One in a Million: The Facts 
about Water Fluoridation. 4th Ed., 2012.  

[37] Weintraub, J.A. et al. “Fluoride Varnish Efficacy in 
Preventing Early Childhood Caries.” Journal of Dental 
Research, vol. 85, no. 2, 2006, pp. 172-176. https://doi.org/ 
10.1177/154405910608500211.  

[38] Silk, H. et al. “Training and Use of the Smiles for Life Oral 
Health Curriculum at US and Canadian Dental Schools, 
Pediatric Residencies and Family Medicine Residencies.” 
Journal of Dental Education, vol. 82, no. 5, 2018, pp. 452-461. 
https://doi.org/10.21815/JDE.018.053.  

[39] Braun, P.A. et al. “Effectiveness of a Web-Based Dental 
Home Training Program on Access to Preventive Dental Care 
for Children in Medicaid.” Journal of Public Health Dentistry, 
vol. 78, no. 1, 2018, pp. 59-67. https://doi.org/10.1111/jphd. 
12242.  

[40] Bolin, K.A. “Assessment of Treatment Provided by Dental 
Health Aide Therapists in Alaska: A Pilot Study.” Journal of 
the American Dental Association, vol. 139, no. 11, 2008, pp. 
1530-1535. https://doi.org/10.14219/jada.archive.2008.0082.  

[41] Ahovuo-Saloranta, A. et al. “Pit and Fissure Sealants for 
Preventing Dental Decay in Permanent Teeth.” Cochrane 
Database of Systematic Reviews, no. 7, 2017. https:// 
doi.org/10.1002/14651858.CD001830.pub5.  

[42] Griffin, S.O. et al. “Vital Signs: Dental Sealant Use and 
Untreated Tooth Decay among U.S. School-Aged Children.” 
MMWR Morbidity and Mortality Weekly Report, vol. 65, no. 
41, 2016, pp. 1141-1145. https://doi.org/10.15585/mmwr. 
mm6541e1.  

[43] Brearley Messer, L. “Assessing the Impact of School-Based 
Oral Health Promotion Programmes.” International Dental 
Journal, vol. 50, no. 2, 2000, pp. 79-88. https://doi.org/10. 
1111/j.1875-595x.2000.tb00804.x.  

[44] Arora, A. et al. “School Dental Screening Programmes for 
Oral Health.” Cochrane Database of Systematic Reviews, no. 
8, 2019. https://doi.org/10.1002/14651858.CD012595.pub2.  

[45] Nakre, P.D. and A.G. Harikiran. “Effectiveness of Oral Health 
Education Programs: A Systematic Review.” Journal of 
International Society of Preventive and Community Dentistry, 
vol. 3, no. 2, 2013, pp. 103-115. https://doi.org/10.4103/2231-
0762.127810.  

[46] Tickle, M. et al. “A Randomised Controlled Trial of Caries 
Prevention in Dental Practice.” Journal of Dental Research, 
vol. 96, no. 7, 2017, pp. 741-746. https://doi.org/10.1177/ 
0022034517702330.  

[47] Muckelbauer, R. et al. “Promotion and Provision of Drinking 
Water in Schools for Overweight Prevention: Randomized, 
Controlled Cluster Trial.” Pediatrics, vol. 123, no. 4, 2009, pp. 
e661-e667. https://doi.org/10.1542/peds.2008-2186.  

[48] Fletcher, A. et al. “Realist Complex Intervention Science: 
Applying Realist Principles across All Phases of the Medical 
Research Council Framework for Developing and Evaluating 
Complex Interventions.” Evaluation, vol. 22, no. 3, 2016, pp. 
286-303. https://doi.org/10.1177/1356389016652743.  

[49] Singhal, A. et al. “Medicaid Adult Dental Benefits Increase 
Use of Dental Care, but Impact of Expansion on Dental 
Services Use Was Mixed.” Health Affairs, vol. 36, no. 4, 
2017, pp. 723-732. https://doi.org/10.1377/hlthaff.2016.0877.  

[50] Nasseh, K. and M. Vujicic. “The Impact of the Affordable 
Care Act’s Medicaid Expansion on Dental Care Use through 
2016.” Journal of Public Health Dentistry, vol. 77, no. 4, 2017, 
pp. 290-294. https://doi.org/10.1111/jphd.12221.  

[51] Lee, J.Y. and K. Divaris. “The Ethical Imperative of 
Addressing Oral Health Disparities: A Unifying Framework.” 
Journal of Dental Research, vol. 93, no. 3, 2014, pp. 224-230. 
https://doi.org/10.1177/0022034513511878.  



Mir: Oral Health Disparities: A Narrative Review of Global Public Health Interventions  
 

133 

 

[52] Tickle, M. et al. “The Fate of the Carious Primary Teeth of 
Children Who Regularly Attend the General Dental Service.” 
British Dental Journal, vol. 192, no. 4, 2002, pp. 219-223. 
https://doi.org/10.1038/sj.bdj.4801338.  

[53] Pucca, G.A. et al. “Ten Years of a National Oral Health Policy 
in Brazil: Innovation, Boldness and Numerous Challenges.” 
Journal of Dental Research, vol. 94, no. 10, 2015, pp. 1333-
1337. https://doi.org/10.1177/0022034515599979.  

[54] Aquino, R. et al. “Impact of the Family Health Program on 
Infant Mortality in Brazilian Municipalities.” American 
Journal of Public Health, vol. 99, no. 1, 2009, pp. 87-93. 
https://doi.org/10.2105/AJPH.2007.127480.  

[55] Harnagea, H. et al. “From Theoretical Concepts to Policies 
and Applied Programmes: The Landscape of Integration of 
Oral Health in Primary Care.” BMC Oral Health, vol. 18, no. 
1, 2018. https://doi.org/10.1186/s12903-018-0484-8.  

[56] Pahel, B.T. et al. “Effectiveness of Preventive Dental 
Treatments by Physicians for Young Medicaid Enrollees.” 
Pediatrics, vol. 127, no. 3, 2011, pp. e682-e689. https://doi. 
org/10.1542/peds.2010-1457.  

[57] Nash, D.A. et al. “A Review of the Global Literature on 
Dental Therapists.” Community Dentistry and Oral 
Epidemiology, vol. 42, no. 1, 2014, pp. 1-10. https://doi.org/ 
10.1111/cdoe.12052.  

[58] Pew Charitable Trusts. Expanding the Dental Team: 
Increasing Access to Care in Public Settings. 2014.  

[59] Teng, A.M. et al. “Impact of Sugar-Sweetened Beverage 
Taxes on Purchases and Dietary Intake: Systematic Review 
and Meta-Analysis.” Obesity Reviews, vol. 20, no. 9, 2019, 
pp. 1187-1204. https://doi.org/10.1111/obr.12868.  

[60] Wright, A. et al. “Policy Lessons from Health Taxes: A 
Systematic Review of Empirical Studies.” BMC Public 
Health, vol. 17, no. 1, 2017. https://doi.org/10.1186/s12889-
017-4497-z.  

[61] Wallerstein, N. and B. Duran. “Community-Based 
Participatory Research Contributions to Intervention 
Research: The Intersection of Science and Practice to Improve 
Health Equity.” American Journal of Public Health, vol. 100, 
suppl. 1, 2010, pp. S40-S46. https://doi.org/10.2105/AJPH. 
2009.184036.  

[62] Jamieson, L.M. et al. “Ten Principles Relevant to Health 
Research among Indigenous Australian Populations.” 
Medical Journal of Australia, vol. 197, no. 1, 2012, pp. 16-18. 
https://doi.org/10.5694/mja11.11642.  

[63] Flores, G. “The Impact of Medical Interpreter Services on the 
Quality of Health Care: A Systematic Review.” Medical Care 
Research and Review, vol. 62, no. 3, 2005, pp. 255-299. 
https://doi.org/10.1177/1077558705275416.  

[64] Ngo-Metzger, Q. et al. “Providing High-Quality Care for 
Limited English Proficient Patients: The Importance of 
Language Concordance and Interpreter Use.” Journal of 
General Internal Medicine, vol. 22, suppl. 2, 2007, pp. 324-
330. https://doi.org/10.1007/s11606-007-0340-z.  

[65] Yeary, K.H. et al. “The Examination of Process Evaluation 
Use in Church-Based Health Interventions: A Systematic 
Review.” Health Promotion Practice, vol. 13, no. 4, 2012, pp. 
524-534. https://doi.org/10.1177/1524839910390358.  

[66] Campbell, M.K. et al. “Church-Based Health Promotion 
Interventions: Evidence and Lessons Learned.” Annual 
Review of Public Health, vol. 28, 2007, pp. 213-234. https:// 
doi.org/10.1146/annurev.publhealth.28.021406.144016. 

[67] Jamieson, L.M. et al. “Inequalities in Indigenous Oral Health: 
Findings from Australia, New Zealand and Canada.” Journal 
of Dental Research, vol. 95, no. 12, 2016, pp. 1375-1380. 
https://doi.org/10.1177/0022034516658233.  

[68] Durie, M. “Understanding Health and Illness: Research at the 
Interface between Science and Indigenous Knowledge.” 
International Journal of Epidemiology, vol. 33, no. 5, 2004, 
pp. 1138-1143. https://doi.org/10.1093/ije/dyh250.  

[69] Estai, M. et al. “A Systematic Review of the Research 
Evidence for the Benefits of Teledentistry.” Journal of 
Telemedicine and Telecare, vol. 24, no. 3, 2018, pp. 147-156. 
https://doi.org/10.1177/1357633X16689433.  

[70] Irving, M. et al. “Using Teledentistry in Clinical Practice as 
an Enabler to Improve Access to Clinical Care: A Qualitative 
Systematic Review.” Journal of Telemedicine and Telecare, 
vol. 24, no. 2, 2018, pp. 129-146. https://doi.org/10.1177/135 
7633X16686776.  

[71] Daniel, S.J. and S. Kumar. “Teledentistry: A Key Component 
in Access to Care.” Journal of Evidence-Based Dental 
Practice, vol. 14, suppl., 2014, pp. 201-208. https://doi.org/10. 
1016/j.jebdp.2014.02.008.  

[72] Scheerman, J.F.M. et al. “The Effect of Using a Mobile 
Application (‘WhiteTeeth’) on Improving Oral Hygiene: A 
Randomized Controlled Trial.” International Journal of 
Dental Hygiene, vol. 18, no. 1, 2020, pp. 73-83. 
https://doi.org/10. 1111/idh.12415.  

[73] Kruse, C.S. et al. “Telehealth and Patient Satisfaction: A 
Systematic Review and Narrative Analysis.” BMJ Open, vol. 
7, no. 8, 2017. https://doi.org/10.1136/bmjopen-2017-
016242.  

[74] Schwendicke, F. et al. “Artificial Intelligence in Dentistry: 
Chances and Challenges.” Journal of Dental Research, vol. 
99, no. 7, 2020, pp. 769-774. https://doi.org/10.1177/002 
2034520915714.  

[75] Golden, S.D. and J.A. Earp. “Social Ecological Approaches to 
Individuals and Their Contexts: Twenty Years of Health 
Education & Behavior Health Promotion Interventions.” 
Health Education & Behavior, vol. 39, no. 3, 2012, pp. 364-
372. https://doi.org/10.1177/1090198111418634.  

[76] Marmot, M. et al. “Closing the Gap in a Generation: Health 
Equity through Action on the Social Determinants of Health.” 
The Lancet, vol. 372, no. 9650, 2008, pp. 1661-1669. https:// 
doi.org/10.1016/S0140-6736(08)61690-6.  

[77] Israel, B.A. et al. “Review of Community-Based Research: 
Assessing Partnership Approaches to Improve Public Health.” 
Annual Review of Public Health, vol. 19, 1998, pp. 173-202. 
https://doi.org/10.1146/annurev.publhealth.19.1.173.  

[78] Institute of Medicine. Advancing Oral Health in America. 
National Academies Press, 2011.  

[79] Brownson, R.C. et al., editors. Dissemination and 
Implementation Research in Health: Translating Science to 
Practice. 2nd ed., Oxford University Press, 2017.  

[80] Tugwell, P. et al. “Assessing Equity in Systematic Reviews: 
Realising the Recommendations of the Commission on Social 
Determinants of Health.” BMJ, vol. 341, 2010. https://doi. 
org/10.1136/bmj.c4739.  

[81] Victora, C.G. et al. “Evidence-Based Public Health: Moving 
Beyond Randomized Trials.” American Journal of Public 
Health, vol. 94, no. 3, 2004, pp. 400-405. https://doi.org/10. 
2105/ajph.94.3.400. 


