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Why Bother: Tension for Change  
in Oral Health Systems
The 2021 World Health Organization (WHO) Oral Health 
Resolution and the subsequent WHO Global Strategy for Oral 
Health, the FDI Vision 2030 Report, and the Lancet Oral 
Health Series have been calling for urgent improvements in 
oral health systems with an overall goal to achieve universal 
health coverage (UHC) for oral health (Watt et al. 2019; Glick 
et al. 2021; WHO 2021, 2022a). Given that oral diseases and 
conditions are largely preventable, stronger emphasis on oral 
health promotion and oral disease prevention is key to opti-
mize people’s oral health (Watt et al. 2019; Glick et al. 2021; 
WHO 2021, 2022a). Consequently, the goals set out in the 
recent WHO Oral Health Action Plan express a clear need for 
better governance, financial and delivery arrangements, as 
well as improved implementation strategies within oral health 
systems; in addition, the cruciality of leveraging evidence to 
strengthen oral health systems is clearly emphasized (WHO 
2023). Note that the WHO (2010) defines a health system as 
follows:

A health system consists of all the organizations, institutions, 
resources and people whose primary purpose is to improve 
health. This includes efforts to influence determinants of health 
as well as more direct health-improvement activities. The 
health system delivers preventive, promotive, curative and 
rehabilitative interventions through a combination of public 

health actions and the pyramid of health care facilities that 
deliver personal health care — by both State and non-State 
actors.

Setting bold goals for oral health systems improvement is 
important but, how can they actually be achieved? Improving 
health systems requires a clear understanding of existing prob-
lems, identifying options to address them, as well as imple-
mentation and evaluation of new approaches with the active 
participation of multiple stakeholder groups in each of these 
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steps. Until now, however, progress in oral health systems 
transformation has been very slow (Watt et al. 2019; Listl et al. 
2022). There is a lack of a collective problem-solving orienta-
tion to leverage evidence for decision making together with 
citizens/patients, policy makers, service providers, and payers 
(Listl et al. 2022). To truly approach evidence-informed oral 
health policy making, substantial “know-how” and “know-do” 
gaps still need to be overcome.

However, there is a unique opportunity for the oral health 
community to learn and evolve from previous successes and 
failures in evidence-informed policy making. Recently, the 
Global Commission on Evidence to Address Societal 
Challenges highlighted that COVID-19 has created a once-in-
a-generation focus on evidence that has fast-tracked collabora-
tion among decision makers, researchers, and evidence 
intermediaries; in addition, this has led to a growing recogni-
tion of the need to formalize and strengthen evidence-support 
and evidence-implementation systems (Global Commission on 
Evidence to Address Societal Challenges 2022, 2023). For 
example, the COVID-19 Evidence Network to Support 
Decision-making (COVID-END) has produced a taxonomy 
and evidence syntheses to support policy makers, organiza-
tional leaders, professionals, and citizens when making deci-
sions during the COVID-19 pandemic (Grimshaw et al. 2020). 
This also involved an adaptation of the COVID-END taxon-
omy to the oral health context and an inventory of evidence 
syntheses with relevance to oral health (Pedra et al. 2021). 
More generally, however, the oral health field is still lacking a 
drive for innovative breakthroughs in evidence-informed pol-
icy making. By and large, the interface between research and 
oral health policy making remains unstudied (Verdugo-Paiva 
et al. 2023).

According to previous work on health care transformation 
(Plsek 2013), it is pertinent to draw from innovations in other 
fields when such innovations are not yet present in the field of 
interest. To this end, the purpose of this article is to highlight 
recent advancements in evidence-informed policy making 
(outside the oral health field) and to raise awareness for inno-
vation opportunities to drive positive change in the oral health 
field. The main focus of this paper is government policy mak-
ing (not clinical decision making) and specifically government 
policy making about the health-system arrangements that 
determine whether the right oral health programs, services, and 
products get to those who need them. While we emphasize the 
general relevance of clinical practice guidelines and that their 
goals should be aligned with overarching policy-making goals, 
a detailed focus on clinical decision-making processes and 
clinical practice guidelines is out of the scope of the present 
article.

Normative Goals and a Taxonomy  
for (Oral) Health Systems
Normative goals, which are shared by the stakeholders 
involved in the relevant policy-making context, are an impor-
tant prerequisite to improving health systems. For example, 

WHO’s UHC framework is widely used in the global (oral) 
health policy-making context and seeks to ensure “that all 
individuals and communities have access to essential, quality 
health services that respond to their needs and that they can 
use without suffering financial hardship” (WHO 2023). 
According to the recent WHO Global Oral Health Status 
Report, “achieving the highest attainable standard of oral 
health is a fundamental right of every human being” (WHO 
2022b). An example of evolving normative goals is provided 
by the recent expansion of the Institute for Healthcare 
Improvement Triple Aim (3 aims: improving health outcomes, 
improving care experiences, keeping per capita costs manage-
able) beyond a Quadruple Aim (fourth aim: keeping providers 
engaged) to a Quintuple Aim (fifth aim: advancing health 
equity) (Berwick et al. 2008; Bodenheimer and Sinsky 2014; 
Nundy et al. 2022).

Another stepping stone for (oral) health systems improve-
ment is a common understanding of the various health system 
components. This ensures a comprehensive overview of alter-
native health systems intervention points, underpins meaning-
ful dialogues between the stakeholders involved, and helps to 
identify the right type of evidence needed to inform health 
policy making. Table 1 provides a taxonomy that distinguishes 
between governance arrangements, financial arrangements, 
delivery arrangements, and implementation strategies within 
(oral) health systems (Lavis 2022):

•• Governance arrangements characterize who can 
make what decisions in the health system (i.e., policy 
authority, organizational authority, professional author-
ity, and consumer and stakeholder involvement).

•• Financial arrangements characterize the raising of 
revenues, funding of organizations, remunerating pro-
viders, purchasing of products and services, and incen-
tivizing consumers.

•• Delivery arrangements characterize how care is 
designed, by whom care is provided, where care is pro-
vided, and with what support care is provided.

•• Implementation strategies that are targeted at con-
sumers, providers, or organizations.

Taxonomies are instrumental to drive positive change in (oral) 
health systems, and the taxonomy presented here (see Table 1) 
may serve as lever to engage policy makers, citizens, and other 
actors to operationalize health systems such that the right (oral) 
health programs, services, and products get to those who need 
them.

Note that the type of evidence needed to inform policy mak-
ing (health systems level) is typically distinct from the type of 
evidence needed for clinical decision making (clinical pro-
vider/patient level). While government policy making is con-
cerned with the health-system arrangements that determine 
whether the right (oral) health programs, services, and prod-
ucts get to those who need them, clinical decision making is 
concerned with point-of-care choices about specific clinical 
interventions and treatment products for individual patients. 
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Table 1. Taxonomy of Governance, Financial and Delivery Arrangements, and Implementation Strategies within (Oral) Health Systems.

Governance Arrangements Financial Arrangements Delivery Arrangements Implementation Strategies

Policy authority
•  Centralization/decentralization 

of policy authority
•  Accountability of the state 

sector’s role in financing and 
delivery

•  Stewardship of the non–state 
sector’s role in financing and 
delivery

•  Decision-making authority 
about who is covered and what 
can or must be provided to 
them

• Corruption protections
Organizational authority
• Ownership
• Management approaches
• Accreditation
•  Networks/multi-institutional 

arrangements
Commercial authority
•  Licensure and registration 

requirements
• Patents and profits
• Pricing and purchasing
• Marketing
• Sales and dispensing
• Commercial liability
Professional authority
•  Training and licensure 

requirements
• Scope of practice
• Setting of practice
• Continuing competence
• Quality and safety
• Professional liability
• Strike/job action
Consumer and stakeholder 

involvement
•  Consumer participation in 

policy and organizational 
decisions

•  Consumer participation in 
system monitoring

•  Consumer participation in 
service delivery

•  Consumer complaints 
management

•  Stakeholder participation 
in policy and organizational 
decisions (or monitoring)

Financing systems
• Taxation
• Social health insurance
•  Community-based health 

insurance
• Community loan funds
• Private insurance
•  Health savings accounts 

(Individually financed)
• User fees
• Donor contributions
• Fundraising
Funding organizations
• Fee-for-service (funding)
• Capitation (funding)
• Global budget
• Case-mix funding
• Indicative budgets (funding)
•  Targeted payments/penalties 

(funding)
Remunerating providers
• Fee-for-service (remuneration)
• Capitation (remuneration)
• Salary
• Episode-based payment
• Fundholding
•  Indicative budgets 

(remuneration)
•  Targeted payments/penalties 

(remuneration)
Purchasing products and 

services
•  Scope and nature of insurance 

plans
•  Lists of covered/reimbursed 

organizations, providers, 
services and products

•  Restrictions in coverage/
reimbursement rates for 
organizations, providers, 
services and products

•  Caps on coverage/
reimbursement for 
organizations, providers, 
services and products

•  Prior approval requirements 
for organizations, providers, 
services and products

•  Lists of substitutable services 
and products

 Incentivizing consumers
• Premium (level and features)
• Cost sharing
•  Health savings  

accounts  
(third-party contributions)

•  Targeted  
payments/ 
penalties  
(incentivizing  
consumers)

How care is designed to meet 
consumers’ needs

• Availability of care
• Timely access to care
• Culturally appropriate care
• Case management
•  Package of care/care pathways/

disease management
• Group care
By whom care is provided
•  System— need, demand, and 

supply
•  System—recruitment, 

retention, and transitions
•  System—performance 

management
•  Workplace conditions—

provider satisfaction
•  Workplace conditions—health 

and safety
• Skill mix—role performance
•  Skill mix—role expansion or 

extension
•  Skill mix—task shifting/

substitution
•  Skill mix—multidisciplinary 

teams
•  Skill mix—volunteers or 

caregivers
•  Skill mix—communication and 

case discussion between distant 
health professionals

• Staff—training
• Staff—support
•  Staff—workload/workflow/

intensity
• Staff—continuity of care
•  Staff/self—shared decision 

making
• Self-management
Where care is provided
• Site of service delivery
•  Physical structure, facilities, and 

equipment
• Organizational scale
• Integration of services
• Continuity of care
• Outreach
 With what supports is care 

provided
• Health record systems
• Electronic health record
•  Other ICT that support 

individuals who provide care
•  ICT that support individuals 

who receive care
•  Quality monitoring and 

improvement systems
•  Safety monitoring  

and improvement systems

Consumer-targeted strategies
•  Information or education 

provision
• Behavior change support
•  Skills and competencies 

development
• (Personal) support
•  Communication and decision-

making facilitation
•  System participation
Provider-targeted strategies
• Educational material
• Educational meeting
• Educational outreach visit
• Local opinion leader
• Local consensus process
• Peer review
• Audit and feedback
• Reminders and prompts
• Tailored intervention
• Patient-mediated intervention
• Multi-faceted intervention

Organization-targeted 
strategies

 Note that the described health-
system arrangements and 
implementation strategies can 
be operationalized through 4 
types of policy instruments:

•  legal instruments (acts and 
regulations, self-regulation 
regimes, and performance-
based regulations)

•  economic instruments 
(e.g., taxes and fees, public 
expenditure and loans, 
public ownership, insurance 
schemes, and contracts)

•  voluntary instruments (e.g., 
standards and guidelines 
and both formalized 
partnerships and less 
formalized networks)

•  information and education 
instruments

Given that the appropriateness 
of particular legal and 
economic instruments varies 
by political system, it is 
recommended to focus on 
arrangements and strategies, 
not legal and economic 
instruments

Adapted from: Lavis (2022). ICT, integrated care teams.
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Both types of decision making play an important role, and their 
goals should be aligned. For example, it seems plausible that 
the needs-based planning of the oral health workforce (a pol-
icy-making task that is also crucial in relation to achieving 
UHC) should consider the resources required to provide patient 
care according to clinical practice guidelines (Birch et al. 
2021). At the same time, clinical practice guidelines need to be 
articulated in alignment with overarching policy-making goals, 
for example, that (oral) health care should be safe, effective, 
efficient, and equitable. While a detailed focus on clinical prac-
tice guidelines is out of the scope of the present article (see 
above), the general relevance of clinical practice guidelines 
and their alignment with policy-making goals is emphasized 
(Frantsve-Hawley et al. 2022).

Matching Evidence and Decision 
Making: Context Is Everything
Decision-making processes can generally be broken down into 
4 consecutive steps (see Fig. 1, left panel): (1) understanding a 
problem and its causes, (2) identifying options to address the 
problem and selecting the most suitable option, (3) identifying 
implementation considerations, and (4) monitoring implemen-
tation and evaluating impacts (Global Commission on 
Evidence to Address Societal Challenges 2023).

Challenges in decision making can arise from misalign-
ments in the demand and supply of evidence (Global 
Commission on Evidence to Address Societal Challenges 
2023). On the evidence-demand side, decision makers request 
evidence to address concrete context-specific questions. On 
the evidence-supply side, actors can have different forms of 
evidence available (e.g., data analytics, modeling, evaluation, 
behavioral/implementation research, qualitative insights). At 
the interface between the evidence-demand and the evidence-
supply sides, fragmented requests and responses can compli-
cate decision making. To respond to decision makers’ questions, 

the right mix of forms of evidence needs to be matched with 
the right step in the decision-making process (see Fig. 1, right 
panel; Global Commission on Evidence to Address Societal 
Challenges 2023).

Because local evidence (i.e., what has been learned in a 
country or region) typically provides a different information 
value than global evidence (i.e., what has been learned from 
around the world, including how it varies by groups and con-
texts), there is an important role for evidence support and evi-
dence implementation systems to combine both local evidence 
and global evidence (Global Commission on Evidence to 
Address Societal Challenges 2023). Combining the best of 2 
worlds (local and global evidence), evidence support and evi-
dence implementation systems are geared to provide context-
specific answers to concrete questions from decision makers. 
Guidelines and technology assessments/cost-effectiveness 
analyses are typical types of evidence that integrate both local 
and global evidence (see Fig. 2). The Global Commission on 
Evidence to Address Societal Challenges highlights the formal-
ization and strengthening of country-level evidence-support 
and evidence-implementation systems and—more generally—
the enhancement of the global evidence architecture as key pri-
orities to address societal challenges (Global Commission on 
Evidence to Address Societal Challenges 2022, 2023).

For example, countries around the world are increasingly 
rethinking their health benefit packages to help achieve UHC. 
The first-ever development of “best buy” interventions on oral 
health for inclusion in an updated WHO Global Health Action 
Plan for the prevention and control of NCDs (Appendix 3) is 
important progress toward achieving UHC (WHO 2021, 2023). 
But concrete implementation of such interventions still requires 
policy adoption on the country level. To this end, national 
health technology assessment (HTA) bodies can leverage  
evidence-informed deliberative processes (EDP) to enhance 
legitimate health benefit package design based on deliberation 
between stakeholders to identify, reflect, and learn about the 
meaning and importance of values and to interpret available 

Forms of evidence Steps where it adds the greatest value

Data
analytics

1 4

Modelling 1 2

Evaluation 4

Behavioural / 
implementation

research
3

Qualitative
insights

1 2 4

Understanding
a problem and

its causes

Identifying options to 
address the problem 
and selecting the 
most suitable option

Monitoring 
implementation and 
evaluating impacts

Identifying 
implementation 
considerations

its causes most suitable op

Monitoring Identifyff ing

Figure 1. Stepwise decision-making process (left panel); matching evidence and decision-making steps (right panel). Adapted from Global Commission 
on Evidence to Address Societal Challenges (2023).
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evidence on these values (Oortwijn et al. 2021). Clinical prac-
tice guidelines provide a relevant information source to inform 
such processes. The EDP approach distinguishes 6 practical 
steps of an HTA process based on observed practices of HTA 
bodies around the world (Oortwijn et al. 2021):

•• Installing an advisory committee
•• Defining decision criteria
•• Selecting health technologies for HTA
•• Scoping, assessment, and appraisal (for every health 

technology)
•• Communication and appeal
•• Monitoring and evaluation

The EDP approach also provides recommendations on how 4 
elements of legitimacy can be implemented in each of these 
steps (Oortwijn et al. 2021). First, the core element of EDPs is 
stakeholder involvement ideally operationalized through 
stakeholder participation with deliberation. Such stakeholder 
involvement ensures that all relevant values are considered. 
Second is evidence-informed evaluation, which allows for the 
use of research evidence and contributions from stakeholders 
in terms of their experiences and judgments when further evi-
dence is unavailable. This ensures that relevant evidence is 
considered. Third, transparency ensures that the deliberative 
processes, including their objectives, modes of stakeholder 
involvement, and the decision reached and its related argumen-
tation, is explicitly described and made publicly available. 
Fourth is appeal, which ensures that a decision can be 

challenged and revised if new information or insights become 
available (Oortwijn et al. 2021).

Learning (Oral) Health Systems
(Oral) health systems can also be strengthened through the use 
and generation of evidence in cycles of rapid “learning and 
improving” (Global Commission on Evidence to Address 
Societal Challenges 2023). Thereby, 3 iterative steps can be 
distinguished in which such “learning and improving” can take 
place while using stocks of existing evidence in various forms 
and producing flows of new evidence (see Fig. 3):

•• Step 1 seeks to “make sense and prioritize” health sys-
tem gaps, using evidence to provide a birds-eye view.

•• Step 2 serves to co-design new services and care mod-
els, drawing on a wide variety of forms of evidence.

•• Step 3 implements the new service/care model, apply-
ing existing evidence to optimize the implementation 
while also creating flows of new evidence through 
monitoring and evaluation.

Over time, iterative journeys through the above steps 1 to 3 can 
create momentum for a learning (oral) health system, that is, 
the combination of a health system and a health research sys-
tem that, at all levels, is anchored on patients’ needs, values, 
perspectives, and aspirations; driven by timely data and evi-
dence; supported by appropriate decision supports, aligned 
governance, financial and care-delivery arrangements; and 

Vantage point Forms of evidence

Local (na�onal or sub-
na�onal) evidence

Global evidence

Local (national) 
recommendations or 

evidence support 
informed by local and 

global evidence 

Data
analytics

Modeling Evaluation Behavioural/
implementation

research

Qualitative
insights

Evidence
synthesis

(esp. living)

Technology 
assessments/

cost-effectiveness 
analysis

Guidelines

An evidence synthesis:
• systematically and transparently identifies, selects, assesses 

and synthesizes the evidence addressing a specific question
• includes explicit quality assessments and can itself be 

assessed for quality 
• can address any question & synthesize any type of evidence 
• can describe the (un-)certainty about particular findings

Figure 2. Evidence support systems combine local and global evidence. Adapted from Global Commission on Evidence to Address Societal 
Challenges (2023).
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enabled with a culture of and competencies for rapid learning 
and improvement.

Engaging Citizens for (Oral) Health 
Systems Improvement
In its most recent update, the Global Commission on Evidence 
to Address Societal Challenges emphasizes the relevance of 
putting evidence at the center of everyday life, that is, turning 
the focus to citizens as the very people whom policy makers, 
organizational leaders, professionals, and those working in 
multilateral organizations are meant to serve (Global 
Commission on Evidence to Address Societal Challenges 
2023). The opportunities of engaging citizens for (oral) health 
systems improvement are vast (Listl et al. 2022). For example, 
the Evidence-informed Policy Network has successfully dem-
onstrated how citizen engagement can help to strengthen health 
systems (Macaulay et al. 2022). Other opportunities for citizen 
engagement include research priority setting together with citi-
zens (e.g., James Lind Alliance 2018), problem solving in 
poorer and marginalized groups (Institute of Medicine 1997), 
HTA processes (Oortwijn et al. 2020), and leveraging patient-
reported (oral) health outcomes for quality improvement 
(Bombard et al. 2018). Not least, the widening use of patient-
facing apps and artificial intelligence substantiates the rele-
vance of maximizing the benefits of digital health solutions 
and minimizing their harms for citizens (Global Commission 
on Evidence to Address Societal Challenges 2023).

Opportunities for Evidence-Informed 
Policy Making to Drive Change in Oral 
Health Systems
Oral health systems can benefit enormously from better har-
nessing of evidence and stakeholder values. Windows of 
opportunity exist across the full array of health system levers 
(see Table 1): governance arrangements (policy authority, 
organizational authority, professional authority, consumer and 
stakeholder involvement), financial arrangements (raising of 
revenues, funding of organizations, provider remuneration, 
purchasing of products and services, consumer incentiviza-
tion), delivery arrangements (how care is designed, by whom 
care is provided, where care is provided, with what support 
care is provided), and implementation strategies (targeted at 
consumers, providers, organizations) (Lavis 2022).

The emergence of the WHO Resolution on Oral Health 
(WHO 2021) provides insights into the high-level (global) 
policy-making dynamics and pieces of evidence that were 
instrumental in the recent recognition of oral health as a press-
ing issue on the global health policy agenda. In 2021, the foun-
dational WHO Resolution on Oral Health (WHO 2021) was 
endorsed by the WHO Executive Board and approved by the 
World Health Assembly. To substantiate the urgency to act on 
oral heath, the WHO Resolution on Oral Health drew from evi-
dence on the worldwide disease burden of oral conditions 
(GBD 2017 Disease and Injury Incidence and Prevalence 
Collaborators 2018; GBD 2017 Oral Disorders Collaborators 
2020; IARC 2020), the global economic burden due to poor 

Figure 3. Learning (oral) health systems evolve from iterative steps of learning and improvement. Adapted from Global Commission on Evidence to 
Address Societal Challenges (2023).
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oral health (Righolt et al. 2018), absenteeism at school and the 
workplace due to poor oral health (Peres et al. 2019), and asso-
ciations of poor oral health with other conditions such as, for 
example, diabetes and cardiovascular diseases (Seitz  
et al. 2019). Eventually, the WHO Resolution paved the way 
for the subsequent approval of the WHO Oral Health Strategy 
(WHO 2022a) and the WHO Global Oral Health Action Plan 
(WHO 2023).

The current WHO Global Oral Health Action Plan (WHO 
2023) describes targets to achieve UHC for oral health and to 
reduce the oral disease burden by 2030 (see overview in Table 
2), which could be operationalized through evidence-informed 
policy-making processes as outlined in the sections above. 
Such processes could drive positive change in oral health gov-
ernance (e.g., strengthening the capacity of oral health units at 
ministries of health), (oral) health promotion and oral disease 
prevention (e.g., policies and regulations to limit free sugars 
intake), health workforce models (e.g., integrated care teams 
with new mixes of oral health professionals and other health 
professionals), oral health care (e.g., agreement on national 
UHC benefit packages and the related development of “best 
buy” interventions for oral health), creating and updating oral 
health national guidelines, oral health information systems 

(e.g., integration of dental and medical patient records), and 
oral health research agendas (e.g., national oral health research 
priorities to focus on public health and population-based inter-
ventions with a clear focus on knowledge translation). As such, 
the goals described in the WHO Global Oral Health Action 
Plan provide normative directionality that can be leveraged 
through evidence-informed policy making toward positive 
change in oral health systems.

Further examples illustrate the relevance and recent prog-
ress toward evidence-informed (oral) health policy making:

•• Policy makers’ perceived barriers and facilitators in 
the use of research evidence in oral health policies 
and guidelines: In light of the largely unstudied inter-
face between research and oral health policy making, a 
recent study protocol describes a qualitative research 
approach to assess policy makers’ perceived needs, bar-
riers, and facilitators in using research evidence to 
inform policies in oral health (Verdugo-Paiva et al. 
2023).

•• Better financing models for oral health systems: 
Major challenges exist in the financing arrangements 
for oral health systems. Although largely preventable, 

Table 2. WHO Global Oral Health Action Plan (WHO 2023): Levers for Evidence-Informed Policy Making.

Overarching global targets:
UHC for oral health: By 2030, 75% of the global population will be covered by essential oral health care services to ensure progress toward UHC 

for oral health.
Reduce oral disease burden: By 2030, the global prevalence of the main oral diseases and conditions over the life course will show a relative 

reduction of 10%.

Strategic Objectives Global Targets

Oral health governance: Improve political and 
resource commitment to oral health, strengthen 
leadership, and create win-win partnerships within 
and outside the health sector.

National leadership for oral health: By 2030, 80% of countries will have an 
operational national oral health policy, strategy, or action plan and dedicated staff for 
oral health at the Ministry of Health.

Environmentally sound practices: By 2030, 90% of countries will have implemented 2 
or more of the recommended measures to phase down dental amalgam in line with the 
Minamata Convention on Mercury or will have phased it out.

Oral health promotion and oral disease 
prevention: Enable all people to achieve the best 
possible oral health and address the social and 
commercial determinants and risk factors of oral 
diseases and conditions.

Reduction of sugar consumption: By 2030, 70% of countries will have implemented a 
tax on sugar-sweetened beverages.

Optimal fluoride for population oral health: By 2030, at least 50% of countries will 
have national guidance to ensure optimal fluoride delivery for the population.

Health workforce: Develop innovative workforce 
models and revise and expand competency-based 
education to respond to population oral health 
needs.

Innovative workforce model for oral health: By 2030, at least 50% of countries will 
have an operational national health workforce strategy that includes workforce trained 
to respond to population oral health needs.

Oral health care: Integrate essential oral health care 
and ensure related financial protection and essential 
supplies in primary health care.

Oral health in primary care: By 2030, 80% of countries will have oral health care 
services available in primary care facilities of the public health sector.

Essential dental medicines: By 2030, at least 50% of countries will have included the 
WHO essential dental medicines in the national essential medicines list.

Oral health information systems: Enhance 
surveillance and health information systems to 
provide timely and relevant feedback on oral health 
to decision makers for evidence-based policy making.

Integrated oral health indicators: By 2030, 75% of countries will have included oral 
health indicators in their national health information systems in line with the monitoring 
framework of the global oral health action plan.

Oral health research agendas: Create and 
continuously update context and needs-specific 
research that is focused on the public health aspects 
of oral health.

Research in the public interest: By 2030, at least 20% of countries will have a 
national oral health research agenda focused on public health and population-based 
interventions.
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oral diseases affect about half of the population and are 
the third most expensive diseases to treat in the EU 
(Listl et al. 2019, 2021). In deviation from the UHC 
goal, many people cannot afford to access essential oral 
health care (Thomson et al. 2019). To address this com-
plex systems problem, the EU-funded PRUDENT 
(Prioritization, incentives and Resource use for sUs-
tainable DENTistry) project aims to develop and imple-
ment an innovative and context-adaptive framework to 
optimize financing models for oral health systems (Listl 
et al. 2023a). Using a mixed-methods research 
approach, PRUDENT aims to (1) co-develop oral 
health systems performance indicators and implement 
them in a Europe-wide monitoring framework, (2) con-
duct real-world and lab experiments to identify 
improved financing mechanisms for oral health sys-
tems, and (3) leverage regulatory learning, needs-adap-
tive resource planning, and deliberative priority setting 
to optimize the financing within oral health systems. 
The knowledge gained will be compiled into policy 
briefs and decision aid tools for concretely actionable 
and context-adaptive improvement of financing 
arrangements in oral health systems (Listl et al. 2023a).

•• Quality improvement: While the detrimental impacts 
of compromised quality and safety of oral health care 
are vast, quality improvement efforts in the oral health 
field lag behind other fields of medicine (Byrne and 
Tickle 2019). Drawing from previous evidence from 
other areas of medicine, successful quality improve-
ment integrates across multiple stakeholders and mul-
tiple sectors (Kruk et al. 2018). To this end, the 
DELIVER (DELiberative ImproVEment of oRal care 
quality) project aims to enhance the quality of oral care 
through collective problem identification and problem 
solving together with policy makers, citizens (including 
patients), providers, and payers (Listl et al. 2023b). 
DELIVER co-develops and co-produces innovative 
quality improvement approaches in 3 phases. The first 
phase involves situational analysis, consenting of core 
quality indicators, and development of an EU-wide 
monitoring framework for the quality of oral health 
care. The second phase involves in-depth analysis of 
select quality improvement approaches: (1) quality 
improvement in dental practices based on Patient 
Reported Outcome & Experience Measures (PROMs/
PREMs) (2) community-based quality improvement for 
vulnerable groups, and (3) quality-oriented commis-
sioning of oral health services. Finally, in the third 
phase, the findings from the first and second phases are 
merged into the DELIVER Quality Toolkit with manu-
als and digital tools to support the implementation of 
oral care quality improvement (Listl et al. 2023b).

•• Policy making to reduce sugar consumption: Dietary 
sugars are central in the etiology of dental caries, and 
the WHO Global Oral Health Action Plan states limit-
ing the intake of free sugars as a key goal (Moores et al 
2022; WHO 2023). Ample evidence suggests that 

sugar-sweetened beverage (SSB) taxes can reduce 
sugar consumption (Andreyeva 2022; Hajishafiee et al. 
2023). However, a recent synthesis of real-world SSB 
tax evaluations and policy development case studies 
highlights that SSB tax policy making depends on vari-
ous aspects and not just evidence about the (oral) health 
impacts of SSB tax alone (Hagenaars et al. 2021). 
Drawing from the Health Policy Triangle framework 
(Buse et al. 2012), policy content, context, and process 
(along with the viewpoints of multiple stakeholders) are 
decisive for SSB tax policy making (Hagenaars et al. 
2021). For policy making to reduce sugar consumption, 
the oral health community can learn important lessons 
from other areas such as policy making to tackle tobacco 
use (Hagenaars et al. 2021).

•• Integration of medical and oral health systems: 
Leveraging evidence on mutual interdependencies 
between diabetes and periodontal diseases as well as the 
impact of periodontal treatment on diabetes-related 
health care costs (Nasseh et al. 2017; D’Aiuto et al. 2018; 
Sanz et al. 2018; Choi et al. 2020; Smits et al. 2020; 
Blaschke et al. 2021), the German Innovation Fund proj-
ect DigIn2Perio (Digitally Integrated Type-2 Diabetes 
and Periodontitis Care) evaluates the implementation of 
a new integrated care model for persons with diabetes 
and periodontitis. In primary care practices, persons with 
diabetes are screened for periodontitis risk; in dental 
practices, persons with periodontitis are screened for dia-
betes risk. Increased risk scores lead to mutual referrals 
between primary and oral health care providers and ini-
tiation of integrated care pathways (supported by elec-
tronic information exchange). Impact and process 
evaluations will generate a flow of new evidence that can 
inform policy making about the potential adoption of the 
new care model as standard care within the statutory 
health insurance in Germany (DigIn2Perio 2022).

•• COVID-19 Evidence Network to Support Decision-
making (COVID-END): As already mentioned in the 
beginning of this article, the COVID-END network has 
produced an oral health inventory that comprises a tax-
onomy and evidence syntheses most relevant to the 
types of oral health–related decisions faced by policy 
makers, organizational leaders, professionals, and citi-
zens during the COVID-19 pandemic. The COVID-
END oral health inventory is described as a one-stop 
shop that provides relevant, scientific evidence-based 
information in an easy-to-use way about COVID-19, 
oral health, and health systems. The inventory com-
prises evidence-based answers about public health mea-
sures, the clinical management of COVID-19 and 
related health issues, health-system arrangements as 
well as economic and social responses, and dentistry 
education. These answers are briefing notes summa-
rized from studies such as systematic reviews, meta-
analysis, living systematic reviews, rapid reviews, 
evidence synthesis, scoping reviews, economic analy-
ses, and PROSPERO protocols (Pedra et al. 2021).
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The examples above also highlight the important role of public 
research funding agencies for strengthening capacities for  
evidence-informed (oral) health policy making.

Call for Action and Next Steps
In this article, we have highlighted the opportunities and chal-
lenges for evidence-informed (oral) health policy making to 
drive positive change in oral health systems. In light of the 
growing recognition of the relevance of evidence-informed 
policy making, we call for (oral) health policy makers, the 
(oral) health research community, public research funding 
agencies, civil society organizations, (oral) health profession-
als, and payors to support and embrace the positive evolution 
of this innovative paradigm at the intersect between research 
and policy making. Strengthening capacities for evidence-
informed health policy making is critical to drive positive 
change in oral health systems.
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