
The World Health Organisation asserts that oral health is a 
basic human right1 yet this a right enjoyed by few. Dental 
caries is one of the most common chronic diseases world-
wide,2 leading to millions of lost days of schooling and 
absenteeism from work; periodontitis is a major cause of 
tooth loss worldwide;3-5 oral cancer is the eighth most com-
mon cancer worldwide;6 oral infections are a major cause of 
oral disease;7 and cleft palate, with a global incidence rang-
ing from 1 to 4 per 1,000 live births,8 is always expensive  
to treat. 

In high-income countries the cost of treating oral dis-
eases often exceeds that for major diseases such as cancer, 
heart disease, stroke and dementia. This is simply astonish-
ing, given that dental caries is preventable through the use 
of fluoride and other cost-effective measures.2 In low-to-mid-
dle income countries oral diseases are a severe and growing 
public health problem. More worrying still, major inequali-
ties exist both within and between countries in terms of dis-
ease severity and prevalence.9 Major social gradients exist 
in the prevalence of oral disease10 and, whilst we have been 
poor in implementing what we know about the prevention 
of dental caries, periodontal disease, oral cancer and oral 
infections, arguably a more significant reason for our rela-
tive ineffectiveness in reducing the global burden of disease 
has been our failure to address the social determinants of  
oral diseases. 

WHAT IS TO BE DONE, AND BY WHOM?
All of the abovementioned issues raise important questions 
about what is to be done, and by whom? Earlier this year I 
asked11 ‘what responsibilities do we have as a dental com-
munity of researchers, policy makers, educators and clini-
cians? It is relatively easy, but not enough, to say that we 
need outstanding fundamental research to improve our basic 
understanding of the diseases that concern us; that we need 
to deliver effective, ethical, evidence-based oral health pro-
motion and care; that we need effective prevention as well as 
more effective treatments; and that we need to establish the 
kinds of workforce appropriate to a range of global settings. 
We still have a very long way to go in advocating effectively 
and implementing the potential improvements in oral health 
that are known to be achievable. Most importantly, the situa-
tion is unlikely to change without a transformation in our pri-
orities for research and practice’. Tackling global oral health 
inequalities will require creativity, diligence and a strong  

commitment to partner with the many players involved in 
global health.12 The International Association for Dental 
Research has responded to the challenge through the Global 
Oral Heath Inequalities: the Research Agenda (GOHIRA) initia-
tive and is in the process of agreeing the priorities for research 
that can lead to a reduction in inequalities in oral health within 
and between countries. It will tackle the social determinants 
of oral health and thereby improve global oral health and 
reduce inequalities. This approach has the potential to bring 
significant, real health benefits to the world’s population. It 
is amazing that decisions about healthcare, including oral 
healthcare, are still being made without a solid research evi-
dence base.13 It is this deficiency that GOHIRA is determined  
to address.
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