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WHO defines oral health as the state of the mouth, teeth and orofacial 
structures that enable individuals to perform essential functions, such 
as eating and breathing, and that encompass various psychosocial 
dimensions, such as self-confidence, well-being, and the ability to 
socialize and work without pain, discomfort and embarrassment. Oral 
health varies over the life course from early life to old age, is integral 
to general health, and supports individuals in participating in society 
and achieving their potential (1).

According to the report, the WHO European Region had:

•	� a prevalence of 33.6% of dental caries in permanent teeth
(a breakdown of tooth hard tissues), representing almost 
294 million cases

•	� the second highest proportion of cases of tooth loss (25.2%)
among the WHO regions

•	� the second highest estimated number of new cases of 
oral cancers among the WHO regions.

Good oral health is 
essential in people’s 
lives: it impacts on 
eating, speaking, 
sleeping, communication 
and overall personal 
confidence and general 
health

Oral diseases across the WHO 
European Region

In the WHO European regional summary of 
the Global oral health status report (2023), 
the burden of oral disease was found to be 
significant, affecting almost 466 million 
people (50.1% of the population) in the 
WHO European Region (2).

Studies of people in contact with the criminal justice system have 
shown:

•	� a high prevalence of dental caries and periodontal disease (5);

•	� a high proportion of tooth decay, ranging from 57% to 67% (6,7);

•	 �poor oral health and dietary habits (8);

•	 �poor oral health-related quality of life impacting on daily
performance (9,10).

Those with lower socioeconomic status in society have on average 
fewer teeth, and this can further contribute to disadvantage and greatly 
reduce the prospects of finding a job (11).

Oral health in the prison population

There are 613 497 people living in prison 
establishments across 36 countries in the 
WHO European Region. Of these, 95% are 
male and 80% have been sentenced (the 
remainder are held on remand) (3).

Stark and persistent inequalities in 
oral health status exist across different 
population groups. Inequalities result from 
a complex array of interconnecting factors, 
many of which are beyond individuals’ 
control (1). Among people living in prison, 
the status of oral health has been reported 
to be much poorer than that of the general 
population. Not only is the burden of 
oral diseases affecting the health, well-
being and essential functions of those 
incarcerated higher, but the gap between 
the oral health of the prison population 
and the general population is widening (4).



Health is a human right, and every individual is therefore entitled to access health care in the 
same conditions throughout their life course. In the case of prisons, as elsewhere, this is of 
the utmost importance, as such institutions are not silos: they are embedded in communities 
and investment made in the health of people in prison can become a community dividend. 
As Mandela Rule 25 states (12):

Every prison shall have in place a health-care service tasked with evaluating, promoting, 
protecting and improving the physical and mental health of prisoners, paying particular 
attention to prisoners with special health-care needs or with health issues that hamper 
their rehabilitation.

Oral health services are an essential part of health-care services in prison. Access to oral health 
care represents a significant opportunity for people in prison and an important step towards 
tackling health inequalities.

Each prison site should have an oral health team to provide comprehensive care. However, the 
Status report on prison health in the WHO European Region reported a stark deficit of oral health 
professionals in prison settings, where there is an average of 1.4 dentists per 1000 inhabitants 
compared to 6.2 in the general population (3).

The limited number of oral health professionals across prison sites may have various negative 
consequences for those in custody. There may be limited information about available health 
services and how to access dental care (13), as well as difficulty in accessing services while in 
prison (14). This may ultimately lead to existing oral health inequalities becoming aggravated 
through detention (15). Lack of continuity of care transitioning in and out of custody may also 
result in an increased use of emergency services for dental pain (16).

In the WHO European regional summary of the Global oral health status report (2023), 34 
countries (66.7%) were found to be without a national oral health policy (2). Resources need 
to be focused on developing oral health policies and structures, and these should include 
consideration of the oral health needs of the prison population. The World Health Assembly 
oral health resolution (WHA74.5) calls for a paradigm shift in oral health policy planning, moving 
from a conventional model of restorative dentistry towards a promotive and preventive model 
(17). Commissioning of services should focus on the following aspects:

1. Oral disease prevention

Oral diseases are largely preventable. Time spent in prison is an opportunity for oral health 
promotion and oral disease prevention. Oral health professionals in prison should be encouraged 
to provide comprehensive oral health promotion, and remunerated accordingly.

Service commissioning should include:

■	� Oral health screening

Screening should be conducted at the time of incarceration; it could be done in conjunction 
with trained nursing staff. 

Currently, according to WHO Health in Prisons European Database (HIPED) data, 73.5% of 
countries (n = 25) include screening for oral diseases in all their establishments on entry to 
prison; however, in 8.8% of such establishments no screening was conducted (3).

■	� Oral cancer screening

Oral cancer screening should be conducted on a yearly basis for high-risk populations (18).

Oral health equity 

Commissioning 
of oral health 
services 
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■	� Oral hygiene products

Alongside reduction in sugar consumption, dental caries can be effectively reduced or 
prevented by ensuring optimal fluoride delivery for the population.

∙	� All people in prison should be provided with a high-quality toothbrush, which can be 
replaced regularly without cost or at an affordable price.

∙	� Toothpaste with a fluoride concentration of 1000–1500 ppm should be available to all.

∙	� Interdental aids, such as dental floss and interdental brushes, should be available to all 
to purchase at low cost.

∙	� Mouthwash containing fluoride should be available from the dental team for those at high 
risk of dental caries.

Currently, according to HIPED data, only a minority of countries (44%) supply health-care 
products free of charge (3). While the 2022 Status report on prison health did not specifically 
focus on oral health products, these should be considered among other items distributed 
to promote health. The WHO Director-General’s 2021 report on oral health recommends 
“promoting legislation to increase the affordability and accessibility of high-quality fluoride 
toothpaste and advocating for its recognition as an essential health product” (19). The recent 
inclusion of fluoride toothpaste in the WHO model list of essential medicines for adults and 
children provides an opportunity to address the affordability of fluoride toothpaste in a 
prison setting (20).

■	� Health promotion by the oral health team

Each treatment contact is an opportunity to provide oral health advice. Oral health promotion 
training focusing on common risk factors and oral hygiene should be conducted by oral health 
teams in group sessions, leveraging the skill mix of dental nurses, hygienists and therapists.

■	� Common risk factors

High sugar intake, all forms of tobacco and alcohol use are major public health challenges for 
a wide range of noncommunicable diseases. Oral health teams should promote healthy eating, 
highlighting the impact of food and drinks with a high sugar content on oral and general health.

The dental team should work with health-care and prison teams to ensure healthy snacks 
are available to purchase at prison shops.

Oral health teams should be trained to conduct brief interventions on smoking cessation 
during treatment sessions. The oral health team can refer to health development teams 
for smoking cessation (21). An integrated approach to brief interventions, dealing with all 
main behavioural risk factors – tobacco use, alcohol use, unhealthy eating and physical 
inactivity – should be implemented in prison settings with oral health teams contributing 
to the programmes (22).

2. Oral health service provision

■	� Oral health care

Each prison site should have a fully equipped oral health-care unit to provide comprehensive 
treatment, with a budget for necessary dental materials and associated prosthetic laboratory 
work (23).

■	�� Good governance

High standards of governance are required to ensure provision of effective infection control, 
ventilation, radiation protection and quality clinical care. (24).
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■	� Referral process

Dental triage processes should be established to prioritize demand for services.
Clear referral processes are necessary to ensure equity of access to dental services. 

Health literacy inequalities should be considered in developing clear information about 
accessing oral health services. 

■	� Continuity of care

Structures should be created that facilitate transition to the community and ensure continued 
access to oral health care. Continuity of care is important in establishing links with community 
dental providers as people are released from prison (25).

■	� Co-design

Oral health services should be co-designed with people in custody.

■	� Data collection

Systems should be designed to collect individual-level data; performance indicators for 
oral health services, such as availability, accessibility and quality of services, should also be 
established (1).

3. Workforce development in prison settings

■	� Career pathways

Investment should be made in the prison health workforce, providing conditions and career 
pathways that encourage professionals to dedicate themselves to working for this vulnerable 
population (23).

■	� Training and capacity development

The oral health team should be supported to continue professional education, with particular 
focus on issues relevant to prison health, such as mental health illness, substance use, prevention 
of noncommunicable diseases and health equity.

■	� Skill mix

Oral health care should be integrated into primary health care at all service levels, including 
required staffing, skill mixes and competencies (26).

■	� Whole-prison approach

It is important to establish a multidisciplinary and interprofessional approach to oral health. The 
health-care and prison teams should play an important role in the prevention and treatment 
of oral diseases and should be involved in training and system pathways (23).

Conclusion Universal health coverage means that all individuals and communities have access to essential, 
high-quality health services that respond to their needs and that they can use without suffering 
financial hardship. The vision of the global strategy on oral health is “universal health coverage 
for oral health for all individuals and communities by 2030” (17), enabling them to enjoy the 
highest attainable state of oral health and contributing to healthy and productive lives.

Oral Health in Prisons Fact sheet  



5
© World Health Organization 2023. Some rights reserved. This work is available under the CC BY-NC-SA 3.0 IGO license.
Photo: ©WHO/Sanne De Wilde/NOOR

Oral Health in Prisons Fact sheet  

References

1.	� Global oral health status report: towards universal health coverage for oral health by 2030. Geneva: World Health Organization; 
2022 (https://apps.who.int/iris/handle/10665/364538).

2.	� Global oral health status report: towards universal health coverage for oral health by 2030. Summary of the WHO European Region. 
Copenhagen: WHO Regional Office for Europe; 2023 (https://www.who.int/europe/publications/i/item/9789289058988).

3.	� Status report on prison health in the WHO European Region 2022. Copenhagen: WHO Regional Office for Europe; 2023 (https://
apps.who.int/iris/handle/10665/365977).

4.	� Freeman R, Richards D. Factors associated with accessing prison dental services in Scotland: a cross-sectional study. Dent J (Basel). 
2019;7(1):12. doi: 10.3390/dj7010012.

5.	� ter Horst G, Molendijk G, Tjong EJ. Tandheelkundige verwijzing van drugverslaafden [Dental referral of drug addicts]. Ned Tijdschr 
Tandheelkd. 1994;101(10):406–8 (in Dutch). PMID: 11831178.

6.	� Health in Prisons European Database Survey (HIPEDS) 2022  (https://apps.who.int/iris/handle/10665/351496).
7.	� Akaji E, Ashiwaju M. Oral health status of a sample of prisoners in Enugu: a disadvantaged population. Ann Med Health Sci Res. 

2014;4(4):650–3. doi: 10.4103/2141-9248.139365.
8.	� Heidari E, Dickinson C, Newton T. An overview of the prison population and the general health status of prisoners. Br Dent J. 

2014;217(1):15–9. doi: 10.1038/sj.bdj.2014.548.
9.	� Rouxel P, Duijster D, Tsakos G, Watt RG. Oral health of female prisoners in HMP Holloway: implications for oral health promotion in 

UK prisons. Br Dent J. 2013;214(12):627–32. doi: 10.1038/sj.bdj.2013.581.
10.	� Marshman Z, Baker SR, Robinson PG. Does dental indifference influence the oral health-related quality of life of prisoners? Community 

Dent Oral Epidemiol. 2014;42(5):470–80. doi: 10.1111/cdoe.12097.
11.	� Sato Y, Tsuboya T, Watt RG, Aida J, Osaka K. Temporary employment and tooth loss: a cross-sectional study from the J-SHINE study. 

BMC Oral Health. 2018;18(1):26. doi: 10.1186/s12903-018-0488-4.
12.	� United Nations standard minimum rules for the treatment of prisoners (the Nelson Mandela rules). Vienna: United Nations Office 

on Drugs and Crime; 2015 (https://www.unodc.org/documents/justice-and-prison-reform/Nelson_Mandela_Rules-E-ebook.pdf).
13.	� Heidari E, Dickinson C, Wilson R, Fiske J. Verifiable CPD paper: oral health of remand prisoners in HMP Brixton, London. Br Dent J. 

2007;202(2):E1. doi: 10.1038/bdj.2007.32.
14.	� Gray R, Fawcett T. Dental triage Hydebank Wood Prison and young offenders centre, Belfast. Br Dent J. 2014;216(9):E19. doi: 10.1038/

sj.bdj.2014.381.
15.	� Peres MA, Macpherson LMD, Weyant RJ, Daly B, Venturelli R, Mathur MR et al. Oral diseases: a global public health challenge. Lancet. 

2019;394(10194):249–60. doi: 10.1016/S0140-6736(19)31146-8.
16.	� Vainionpää R, Pesonen P, Laitala ML, Pohjola V, Anttonen V. Dental fear and dental health and attendance among Finnish male 

prisoners. J Oral Maxillofac Res. 2019;10(4):e4. doi: 10.5037/jomr.2019.10404.
17.	� Resolution WHA74.5. Oral health. Seventy-fourth World Health Assembly, Geneva, 31 May 2021. Geneva: World Health Organization; 

2021 (https://apps.who.int/gb/ebwha/pdf_files/WHA74/A74_R5-en.pdf).
18.	� Warnakulasuriya S, Kerr AR. Oral cancer screening: past, present, and future. J Dent Res. 2021;100(12):1313–20. 

doi: 10.1177/00220345211014795.
19.	� Oral health: achieving better oral health as part of the universal health coverage and noncommunicable disease agendas towards 

2030: report by the Director-General. Geneva: World Health Organization; 2021 (https://apps.who.int/iris/handle/10665/359533).
20.	� WHO model list of essential medicines, 22nd list. Geneva: World Health Organization; 2021 (https://www.who.int/publications/i/

item/WHO-MHP-HPS-EML-2021.02).
21.	� Hunt K, Brown A, Eadie D, McMeekin N, Boyd K, Bauld L et al. Process and impact of implementing a smoke-free policy in prisons 

in Scotland: TIPs mixed-methods study. Southampton (UK): NIHR Journals Library; 2022. PMID: 35129938.
22.	� Integrated brief interventions for noncommunicable disease risk factors in primary care: the manual. BRIEF project. Copenhagen: 

WHO Regional Office for Europe; 2022 (https://apps.who.int/iris/handle/10665/364437).
23.	� Survey of prison dental services England, Wales and Northern Ireland 2017 to 2018. London: Public Health England; 2019 (https://

assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/786782/Survey_prison_dental_
services_2018.pdf).

24.	� Enggist S, Møller L, Galea G, Udesen C. Prisons and health. Copenhagen: WHO Regional Office for Europe; 2014 (https://apps.who.
int/iris/handle/10665/128603).

25.	� Leaving no one behind in prison health: the Helsinki conclusions. Copenhagen: WHO Regional Office for Europe; 2020 (https://apps.
who.int/iris/handle/10665/352128).

26.	� Oral health atlas: the challenge of oral disease: a call for global action, 2nd edition. Geneva: FDI World Dental Federation; 2015 
(https://www.knowledge-action-portal.com/en/content/oral-health-atlas-2nd-edition-2015-challenge-oral-disease-%E2%80%93-
call-global-action).


