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5. Oral health care services should be accessible and
affordable, f lexible to changing trends, effective in
a c h i e v i n g  r e s u l t s  w i t h i n  a v a i l a b l e  r e s o u r c e s ,
a p p r o p r i a t e  t o  s p e c i f i c  n e e d s  a n d  d e m a n d s ,
equitable in the distribution of services and observe
accountabil ity.

6. Maximum use of existing health care personnel can
increase access to care. The delivery system must
include a variety of personnel working in teams under
the direction and leadership of the dentist.

7.  Expected competencies and responsib i l i t ies of  a l l
oral health personnel should be defined and formallv
recognized.

Introducing innovation into dental
education
The planning for new dental training that is both innovative
and relevant to the needs and conditions in the Pacific
island countries involved several stages. First, a careful
study was done to assess the pattern of oral diseases in
the is land countr ies and to determine the cul tura l ,  soc ia l ,
and economic factors which influence the standard of oral
health care. The general picture of the oral health condition
showed a much higher prevalence of caries in the primary
dentit ion and a high prevalence of periodontal diseases
in  pe rsons  age  15  yea rs  and  ove r .  These  d i seases
remained uncontro l led and have led to an increase in
edentulousness starting at age 30. Serious physical and

n u t r i t i o n a l  p r o b l e m s
heightened the problem for
those 45 years and over .
The demand for extraction
was high, which resulted in
a high demand for dentures
later in l i fe.

Other problems specific to
e thn i c  g roups  and  o the r
Pacific countries were also

8. lmproving the present
sys tem o f  den ta l
educat ion and t ra in ing
is  the important  f i rs t
step in working toward
the goal of better oral
heal th for  a l l .

A community-oriented curriculum
Having determined the kind of health care delivery system
that was appropriate for our region, we then proceeded to
develop the new curr icu lum using several  cr i ter ia .  We
decided that  the st ructure of  the curr icu lum should be
based on the principles of primary health care and must
be or iented towards prevent ion rather  than t reatment .
The re  mus t  a l so  be  i nvo l ved  pa r t i c i pa t i on  f r om the
community. We wanted to ensure that learning tasks took
place in set t ings s imi lar  to  where graduates would be
expected to l ive and work,  i .e . ,  wi th fami l ies in  urban,
subu rban  and  ru ra l  commun i t i es .  l n  t h i s  se t -up ,  t he
student  ' rvas expected to gain an understanding of  the
re la t i onsh ips  be tween  deve lopmen t ,  soc ia l  sys tems ,
specia l  in terest  groups,  e l i te  groups,  women, and the
poorer sector of the community. Students were to take part
in  communi ty  surveys,  communi ty  d iagnosis,  act ion p lans
and ongoing communi ty  pro jects.  l t  was a lso p lanned that
they work under supervision in primary care settings, such
as  i n  hea l t h  cen te rs ,  d i spensa ry  and  d i s t r i c t  o r  r u ra l
hospi ta ls .  Overal l ,  the design of  the communi ty-based
educat ional  program was to be character ized by the
fo l lowing:

. lt is responsive to priority health needs of the
communi ty .

.  l t  re lates to a l l  needs of  the indiv idual .

r lt promotes health education which fosters
sel f - re l iance.

r lts competencies are clearly stated.

r  l t  teaches and encourages problem solv ing and
motivates the communitv to be involved in
l ea rn ing .

. lt encourages team work and team building.

The curriculum was planned to have a
strong community orientation, with
emphasis on the problems of local
communities. lt was also meant to

include training in diagnostic ski l ls,
communication abilit ies, prevention and

self-help.

ident i f ied.  Some of  these are malocclus ion among the
Indian populat ion,  causing aesthet ic  and psychological
problems,  and ora l  cancer  in  Papua New Guinea and
some parts of Micronesia. Other factors which were found
to exacerbate oral health problems included ineffective
commun ica t i on  i n  hea l t h  educa t i on ,  ma lnu t r i t i on  i n
children. lack of appreciation of oral health in relation to
general  heal th,  shor tage of  personnel ,  lack of  f inance,
and lack of  t ransport .  Target  groups needing pr ior i ty
attention were also identif ied. Among these are preschool
c h i l d r e n ,  p r i m a r y  a n d  s e c o n d a r y  s c h o o l  s t u d e n t s ,
expectant  and nurs ing mothers,  edentu lous adul ts  age
45 years and over ,  and res idents of  v i l lages and rura l
set t lements.

The polit ical coup in 1987 led to a dramatic reduction in
the number of oral health personnel; 40% of dental officers
and 9% of dental therapists left the country. Consequently,
existing staff were only able to cope with 2o/o of the need
f o r  c a r e .  T h e  h i g h  d e m a n d  f o r  e x t r a c t i o n  a l l o w e d
personnel to look after only 2%o of the restorative needs
and 1oh of the periodontal needs. An overall assessment
of oral health personnel needed to carry out the task of
providing care to the country required dental assistants,
dental hygienists, dental technologists, dental therapists
and dent is ts .

The new curr icu lum was designed to ensure that  the
students '  educat ion is  re levant  to  the condi t ions of  the
populations they wil l serve and that it wil l be appropriate
to meet the oral health needs in Fij i  and the South Pacific.
The curr icu lum was p lanned to have a st rong communi ty
o r i en ta t i on ,  w i t h  emphas i s  on  the  p rob lems  o f  l oca l
communi t ies.  l t  was a lso meant  to inc lude t ra in ing in
diagnostic skil ls, communication abil it ies, prevention and
self-help. A well-defined pathway of progression into the
levels of  t ra in ing was establ ished.  Educat ional  modules
were prepared in a sequential structure that would allow
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