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Introduction
Dental caries, also referred to as “tooth decay”, is a disease that

appears in all countries and all populations, but varies in scope

and degree of severity. 

In Sweden, caries increased dramatically during the late 1800s

and the early 1900s. Studies conducted in the early 1960s showed

that approximately one fourth of those over the age of 16 years were

completely toothless due to caries or periodontal disease, and

nearly 100 percent of all children and adolescents had caries to a

greater or lesser extent. 

How does caries start?
Bacteria attaches to the thin layer of biofilm found on all surfaces

in the mouth, forming dental plaque on the teeth. Bacteria in the

biofilm feed mainly on substances in the saliva, but many of them

can use the sugar in our diet and convert it into acid, mainly lactic

acid. This causes the pH value to fall, and protons, hydrogen ions,

find their way in among the calcium phosphate crystals that form

the tooth surface. Eventually, they partially dissolve and the released

calcium and phosphate ions move out from the tooth, ie, demine-

ralization. With a reduction in access to sugar, acid production

declines, the pH value increases, and some recovery occurs. The

tooth substance is rebuilt partly from the calcium and phosphate

that remains in the fluid surrounding the tooth crystals, ie, remi-

neralization. Initial demineralization is not visible to the naked eye.

However, if acid is allowed to attack often and remineralization does

not occur, then more mineral dissolves and an early caries lesion

becomes visible as a white, chalk-like spot on the tooth surface.

Initial caries lesions of tooth surfaces that are in contact with each
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other are also visible by x-ray examination. An initial lesion may

heal, but often remains as a “scar”, an opaque and perhaps darkened

area on the tooth surface. If the initial lesion does not heal and

additional mineral is dissolved, the enamel surface disintegrates and

a cavity forms. This occurs at a rather late stage of the caries process.

The strength of the “attacking” factors, ie, the composition and

amount of bacteria, and their access to sugar, determines the pro-

gression of the caries process. Saliva is the most important defense

mechanism. It helps keep the tooth surface clean and dilutes sugar

concentration. Saliva also has the ability to resist pH changes.

Furthermore, it provides calcium and phosphate ions that contri-

bute to remineralization of the tooth surface. 

Where does caries start?
Most commonly, caries is found on the occlusal surfaces of the

teeth that have deep fissures. Caries also occurs on tooth surfaces

that are in contact with each other. The border between a tooth

and a filling or crown is another area prone to caries, ie, secondary

caries. With age, there is a greater risk that the root surfaces beco-

me exposed as the gingiva recede. The root surface is more suscep-

tible to acid damage than is tooth enamel, and therefore caries

on root surfaces is common in older people. 

Who gets caries?
Caries may appear in all people if the balance between the “attack”

and the “defense” factors is disturbed for a longer period. This

can result from, eg, behavioral changes, since the balance is often

maintained when we keep our teeth as free from bacteria as possible,

avoid eating sugar too often, and use fluoride. These rather simple

rules are not followed by everyone, and are least followed in socially

disadvantaged environments. Other factors, eg, disease and/or

medication, may also increase the risk for caries. 

The occurrence of caries may vary by individual even though

behavioral-related factors appear to be similar. These differences

may be due to variations in the amount and composition of saliva,
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the amount of plaque, the composition of bacteria, and the resi-

stance of tooth enamel. There is still a lack of knowledge in these

areas. 

Who has caries?
Currently, nearly half of all children and adolescents in Sweden

have no visible signs of caries, ie, no fillings or “cavities” in their

teeth. However, a large share of them may have initial lesions that

can be observed on radiographs of tooth surfaces in contact with

each other. Caries develops slowly in most children and adole-

scents, mainly as a result of fluoride use. In contrast to those

children and adolescents who have little or no caries, there is also

one group with moderate, and one group with major, sometimes

early caries lesions. These children and adolescents are often classi-

fied as the high-risk group. The group includes many immigrants

and refugees who may have extensive caries as they come from

countries where dental care is not prioritized or they have lived

under difficult conditions. 

Caries is less common today than it was 50 years ago, but it

remains a health problem for many children and youth in

Sweden. Adults may also have major care needs as a result of caries,

particularly those who did not receive preventive care during their

youth. Among the group aged 65–84 years in 1996/1997,

approximately one fourth were completely toothless. Because an

increasing number of people manage keep their teeth at higher ages,

and because the average length of life is increasing, the need for

both preventive and restorative dental care will increase among

adults and the aging population in Sweden.

Although Sweden has had public dental insurance since 1974,

dental health is unequally distributed. Studies show that adults in

families with low educational level, no cash margin, and immi-

grant backgrounds have larger problems with chewing and lower

dental care utilization. The probability that the children (3–15

years) in these families have, or have had, caries is also higher.

F R O M  T H E  R E P O RT  P R E V E N T I O N  O F  D E N TA L  C A R I E S  
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Fluoride
Over 50 years ago it was discovered that a natural level of approxi-

mately 1 ppm (1 mg/l) fluoride in drinking water could reduce the

occurrence of caries in large population groups. It was claimed that

this was due to a systemic effect, ie, that incorporation of fluoride

in the enamel lattice during tooth formation and mineralization,

made tooth enamel more resistant to acid. Consequently, fluoride

was added to drinking water in areas where the natural fluoride

level was low. Fluoride was also added to foods such as salt and

milk, and children who lived in areas where the fluoride content

in drinking water was low received fluoride tablets. 

Research in the late 1970s showed that fluoride had primarily a

local effect, ie, it worked by being present in the plaque fluid

during the caries challenge, slowing down demineralization and

promoting remineralization. 

Caries prevention
The rate of caries in Sweden was very high in the late 1950s and

early 1960s. Treatment consisted of replacing lost tooth substance

with fillings, crowns, and bridges, and by extracting teeth that

could not be repaired. However, it became increasingly obvious

that this was not the way to cure caries.

In the mid to late 1960s, a caries prevention intervention program

was initiated, mainly among children and adolescents and within

the framework of the public dental service. One of the first inter-

ventions was aimed at rinsing the mouth with a fluoride solution

every week or every second week during preschool and primary

school, initially under the supervision of school teachers. 

Child health centers began offering special information sessions

for parents on several occasions before the child reached age three

years. Dental staff informed patients about toothbrushing, good

diet, and the use of fluoride. From the early 1970s, children were

called to the public dental service at age three or four years, and

the primary teeth were also restored – something that had not

been done earlier. Dental nurses received special training to



educate and instruct children and parents about tooth care, to

perform professional tooth cleaning, and to give local fluoride tre-

atment. Daily use of fluoride toothpaste was encouraged. The pub-

lic dental service was heavily engaged in improving dental health,

mainly in children and adolescents. During the 1970s, the rate of

caries declined markedly in children and adolescents. The impro-

vement of dental health could be noted during most of the 1980s.

Today, the decline in caries is no longer as obvious. 

Assignment
On assignment from the Swedish Government in 1999, SBU initi-

ated a project to scientifically assess the area of dentistry and oral

health. Earlier reports by SBU addressed

“Need to assess dental care” and

“Smoking and oral health

problems”. 

An early stage

in planning the

project involved

asking approxi-

mately 1 000

dentists to

submit propo-

sals concerning

areas they

believed

needed to be

scientifically

assessed. Caries

prevention was

among the topics

that most dentists

viewed as a priority.       

9
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A review group was established and began working in December

of 1999. 

The methods used to prevent caries are the same as those used

to treat early caries lesions. Although the methods appear to be

simple, major disagreement exists concerning the effects reported

in the scientific literature. Also, there are variations in dental

health practices. The report systematically and critically reviews

the scientific evidence for the effects that the different methods

have on caries prevention. 

Project methodology

Literature review
The Project Group conducted a systematic review of the methods

for caries prevention to determine the state of knowledge in the

field. Using different search terms, the Medline database was sear-

ched for literature published between 1966 and 2001. The Group

searched mainly for studies based on randomized controlled trials

(RCT), but due to the low number of such studies, nonrandomized

clinical controlled trials (CCT) were also included.

Retrospective studies, studies with follow-up times less than

two years for permanent teeth, and studies that did not use caries

as an endpoint were excluded from further review. Less stringent

requirements were placed on the length of follow-up time in studies

of primary teeth, root surfaces, and caries in patients receiving

radiotherapy. Using a structured protocol, approximately 900

articles were reviewed in terms of the strength of the evidence and

treatment results. The conclusions in this report are based on stu-

dies judged as having high-grade or moderate-grade evidence. In

formulating the conclusions, findings concerning the effects of

the methods evaluated are rated according to the following scale:

strong scientific evidence (Grade 1), moderate scientific evidence

(Grade 2), limited scientific evidence (Grade 3), or insufficient

scientific evidence (Grade 4). In the sections addressing “impaired

saliva secretion and caries prevention” and “economic aspects”,
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few or no studies of high or moderate scientific evidence could be

identified, and therefore the review also includes studies with

shorter follow-up times and other study designs. 

The conclusions derived from this comprehensive and systematic

review are presented in the report. The Project Group placed high

standards on the scientific studies used as a basis for the conclusions.

Accepting a lower standard of evidence would probably have per-

mitted the Group to formulate more, but less reliable, conclusions.

The report includes several conclusions based on Grade 4 evi-

dence, ie, “insufficient scientific evidence”. “Insufficient” indicates

that there are too few studies of high or moderate quality to enable

the Project Group to draw reliable conclusions on the preventive

effects against caries. It is important to emphasize that Grade 4
does not necessarily indicate that a method has no clinical effects.

However, if the scientific documentation shows that a method has

no effects, its use should be questioned. 

Results

Methods for caries prevention 
The methods reviewed included the use of fluoride in different

forms and dosages, interventions targeted at diet (eg, using sugar

replacement products), methods of removing plaque, fissure sea-

lants and methods to prevent caries when saliva secretion is

impaired. The economic and ethical aspects are presented in sepa-

rate chapters.

Fluoride
The most commonly used product containing fluoride is fluoride

toothpaste, which dominates the toothpaste market. The amount

of fluoride in toothpaste varies between 250 ppm and 2 500 ppm.

In Sweden, the maximum allowed concentration is currently

1 500 ppm. Strong scientific evidence shows that the use of fluoride

toothpaste has an effect on the prevention of caries in the permanent
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teeth of children and young adults (Grade 1). This effect is dose

dependent, ie, toothpaste with higher fluoride concentration, 

1 500 ppm fluoride, yields better effect than toothpaste with       

1 000 ppm (Grade 1). The effect of fluoride toothpaste on primary

teeth has been insufficiently assessed, as have the effects in adults

and elderly people. However, nothing suggests that preventive

effects would not be found in these age groups. In addition to fluo-

ride toothpaste, other products include fluoride solutions for

mouthrinsing and fluoride tablets intended to enhance the effects

of fluoride toothpaste in patients with high caries activity or at

high risk for caries. The literature offers limited evidence that

fluoride mouthrinsing daily, weekly, or once every two weeks has

an effect in children and adolescents beyond that achieved by

daily use of fluoride toothpaste (Grade 3). Only a few 

studies have been performed on adults. 

Three of these studies have suggested 

that daily mouthrinsing with fluoride 

solution prevents root caries in older 

people (Grade 3). The preventive 

effect of using fluoride tablets 

as adjunct treatment against  

caries has been insuffici-

ently assessed (Grade 4). 



Varnishes and gels containing fluoride are available for professional

use. Gels are also available for self-care at home. Fluoride varnish

can be applied on to the teeth. After drying and hardening, the

varnish slowly releases fluoride ions. A preventive effect on caries

has been shown when treatment is repeated at least twice per year

in children and adolescents also with concurrent use of fluoride

toothpaste (Grade 3). However, the evidence is insufficient for

assessing the preventive caries effects on the primary teeth. The

assessments that have been performed on patients with high caries

activity do not provide sufficient evidence for drawing reliable

conclusions. There are no studies on adults and elderly people. 

Regarding fluoride gels, too few studies have been done to reli-

ably assess the preventive effects on caries. In part, this is because

treatment with fluoride gel is expensive and mainly occurs in the

United States. In Sweden, fluoride gel has been used primarily to

treat severely ill patients with high caries activity. 

To deliver small doses of fluoride to the saliva several times per

day, fluoride can be added to drinking water, table salt, or milk.

Fluoride in drinking water is shown to have a preventive effect on

caries, but the Swedish National Food Administration regulations

do not permit fluoride to be added to drinking water in Sweden.

Fluoride in table salt is available in several countries, while fluoride

in milk has not been widely used anywhere. The scientific evidence

for assessing the effect of fluoride salt or fluoride milk is insufficient

to draw conclusions (Grade 4). 

Diet and diet-related factors 
Sugar is an important substrate for caries-promoting bacteria.

Currently, and for the past ten years in Sweden, sugar consump-

tion has exceeded 40 kilos per person and year. Reducing sugar

consumption and the frequency of intake would help improve

both dental health and health generally. The effects of the dietary

information provided by dental staff, mainly to children, adole-

scents, and parents visiting child health centers and at the regular

dental visits, has never been assessed in scientific studies.

13F R O M  T H E  R E P O RT  P R E V E N T I O N  O F  D E N TA L  C A R I E S  
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Internationally, studies assessing the effects of dietary information

are also lacking. 

Various sugar substitutes are available on the market. Perhaps

the most well known and commonly used are sorbitol and xylitol,

sugar alcohols that are mainly used in products such as chewing

gum and lozenges. Despite several studies, the evidence is insuffi-

cient to determine if they have a preventive effect on caries (Grade 4).

Mechanical and chemical plaque removal,
prevention programs
Toothbrushing one or two times per day is an established habit

among most people. The scientific literature offers no evidence that

toothbrushing alone, without the simultaneous use of fluoride, has a

preventive effect against caries. Varying results have been reported in

studies of professional tooth cleaning without fluoride. However,

when fluoride is administered concurrently, a preventive effect on

caries has been shown in children and adolescents (Grade 3). 

Chlorhexidine and triclosan are antimicrobial agents that can be

added to toothpaste, varnishes, and gels for the purpose of preven-

ting caries. Chlorhexidine is also used in solutions for mouthrinsing.

Results have been contradictory in the studies involving chlorhexidine

gel. There is no scientific evidence upon which to judge the preven-

tive effects of triclosan on caries (Grade 4). Xylitol, a sugar substitute,

can be found as an additive in fluoride toothpaste. However, there is

no scientific evidence to show that xylitol yields an effect beyond that

of the fluoride which has already been added (Grade 3). 

Studies that describe different programs of caries prevention were

also reviewed. These programs often include a combination of infor-

mation about caries disease, instruction in toothbrushing, and regu-

lar professional tooth cleaning. Fluoride may also be administered

via polishing pastes, gels, mouthrinsing, and fluoride tablets. Most

programs that include fluoride in some form show a reduction in

caries between 30 percent and 70 percent (Grade 2). It could not be

shown that any particular combination of interventions or fluoride

agents were more effective than any others.
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Fissure sealants
Fissure sealants are used on occlusal surfaces of the teeth. Occlusal

surfaces have fissures that make tooth cleaning difficult and

allow caries to start. The method involves applying a thin, very

fluid, plastic material directly to the fissures. To retain the materi-

al to the tooth, its surface is pretreated with an acid that creates

small pores in the enamel. The material fills the pores and there-

by mechanically bonds to the tooth surface, creating a smooth

and even surface. It is essential to keep the tooth absolutely dry

during treatment. If not, the pores can fill with saliva and the

sealant attaches poorly. Sealants must be applied soon after the

tooth emerges to prevent early caries. 

Intact sealants have the potential to prevent caries on the

occlusal surface. The method is not invasive and causes no pain.

However, sealants are technically sensitive, and require continual

checking and repair, or replacement if needed. Many studies have

been reviewed to determine the preventive effects of fissure sealants

composed of resin-based material. Many of the studies are outda-

ted and deficient in study design and follow-up. Hence, there is

only limited evidence in the literature that fissure sealants prevent

caries in the short and long term (Grade 3). The literature offers

insufficient evidence to assess other types of material used as fissu-

re sealants (Grade 4). The scientific documentation also offers

insufficient evidence for determining if fissure sealants have a pre-

ventive effect against caries in populations with low and high rates

of caries (Grade 4).

Impaired saliva secretion and caries prevention
Originally, the objective of this chapter was to review methods for

preventing caries in people with various functional impairments,

chronic diseases, dementia, etc. The initial search revealed very few

clinical controlled studies of caries prevention methods in these

patient groups. Several studies, however, could be identified under

the heading of “impaired saliva secretion”. Since patients who were

included in these studies often had lower saliva secretion due to
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radiation therapy, and were severely ill, the inclusion

requirements for, eg, follow-up time and for the control

groups could not be fulfilled. Consequently, the weight

of the evidence in these studies was not assessed, and

they were only reviewed and summarized. 

The studies that were assessed showed a preventive

effect against caries from treatment using trays with fluoride

gel in patients who had been exposed to radiation

treatment in the head and neck. The effects

were dependent on the level of saliva secre-

tion, ie, the less it had been affected the

greater the effects of treatment.

Economic aspects
In Sweden, the total cost to society for dental

care in 1998 was approximately 12 billion

Swedish kronor (SEK). That year, the cost for

caries prevention in adults was approximately 1.1

billion SEK, and the cost for caries prevention in 

children was approximately 0.2 billion SEK. 

Only a few original studies that investigated

the effects of caries prevention have included an

economic analysis. These studies offer insufficient

evidence supporting the economic benefits of the

forms of caries prevention reviewed. Furthermore,

the evidence in the studies reviewed is inconsistent. 

There are no economic studies on cost effec-

tiveness concerning the use of fluoride toothpaste

in children and adolescents. Nevertheless, it can be

asserted that the most cost-effective form of caries

prevention is daily use of fluoride toothpaste since

the cost for adding fluoride to toothpaste is extre-

mely low. 



Ethical aspects
Patient autonomy is a central and important ethical value in

health care. People should not be exposed to treatment or preven-

tive interventions against their will. Regarding decisions on caries

prevention that affect individuals with low or limited autonomy,

eg, those with psychological function disorders or dementia, it is

of utmost importance to respect their integrity. Differences in

dental health can, as mentioned earlier, result from differences

in ethnic background or socioeconomic conditions. From an

ethical perspective, this can be viewed as a breach of justice

and does not meet the requirements for good dental health

on equal terms as stipulated by the Dental Services Act.

From an ethical standpoint, studies that have assessed

the preventive effects of xylitol or sorbitol can be questioned.

Trial subjects, often children, have been given sweet che-

wing gum or other similar product 3–5 times per day for

2–3 years and thereby may have become accustomed to daily

consumption of sweets. 

Future research
Our review found documented effects for several interventions

to prevent caries, but also a major need for further studies of

good quality. The Project Group also identified a need for

national epidemiological studies that could serve as a basis

for research into caries prevention. 

Major deficiencies remain in our knowledge about the

effects of local fluoride treatment. The question concerns

not only whether fluoride treatment can prevent new

caries, but also the effect that treatment has on existing

lesions caused by caries. Since the current trend is to delay

operative intervention of caries lesions, it is increasingly

important to study the effects of different interventions

on the caries process. Above all, current evidence is insuf-

ficient to determine the effects of treatment on adults

and the elderly. Furthermore, surprisingly few studies
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have been conducted on patients with high caries activity and on

those who are at high risk for caries. It is essential to conduct ran-

domized trials on the effects of fissure sealants in preventing caries.

Such trials should be performed under normal clinical conditions

within the framework of dental health services for children and

adolescents. Studies in young adults on teeth sealed earlier,

would provide knowledge on whether sealants have any preven-

tive effects on caries in the long term. Studies are lacking in

populations with high caries activity. 

An increasing number of people keep their own teeth until they

reach higher ages. Since the average life expectancy is increasing

in Sweden, the adult and aging population will have an increasing

need for both preventive and reparative dental care. Older patients

may need special attention in programs to prevent caries. Diseases

and medications that lead to mouth dryness are common and

increase the risk for caries, mainly in exposed root surfaces and at

the borders of previous fillings. Many elderly people find it dif-

ficult to adequately manage their own oral hygiene. Preventive

interventions for patients with chronic diseases and various

functional impairments need programs that are designed and

evaluated according to the special problems associated with the

disease. Current evidence is insufficient to draw any conclusions

concerning how prevention of caries should be designed for this

group. This is an important area for future research. It is essen-

tial to include economic analyses in studies that assess preventive

interventions against caries. This review did not identify any

such study as having moderate- or high-grade evidence. In the

absence of such studies, the health economics of efforts to prevent

caries cannot be assessed.

S B U  S U M M A RY  A N D  C O N C L U S I O N S





S B U  S U M M A RY  A N D  C O N C L U S I O N S20

Conclusions

❑ Caries remains a major public health problem. Extensive 

damage from caries can lead to major problems for the indivi-

dual, affecting quality of life both functionally and esthetically.

Good general health also includes good oral health. Hence, 

preventing caries is an important element in public health efforts.

❑ Daily use of toothpaste with fluoride is an effective method of 

preventing caries in permanent teeth of children and adolescents

(Grade 1). The effects are dose-related, ie, toothpaste with a 

higher concentration of fluoride, 1 500 ppm, yields a better 

effect than toothpaste with 1 000 ppm (Grade 1). The scientific

literature does not evaluate the preventive effects of fluoride 

toothpaste on primary teeth or in adult and elderly individuals

(Grade 4). However, nothing would suggest that preventive 

effects would not be found in these age groups as well. 

❑ Fluoride mouthrinsing daily, every week or every 14 days, 

can reduce the incidence of caries in children and adolescents,

but adds no further protection to the daily use of fluoride 

toothpaste (Grade 3). 

❑ Daily fluoride mouthrinsing is shown to have a preventive 

effect on root caries in elderly people (Grade 3).

❑ Professional treatment using fluoride varnish at least twice 

annually has preventive effects on caries in young permanent 

teeth, even with concurrent use of fluoride toothpaste (Grade 3).

There is no scientific evidence to assess the effects on primary

teeth or in adults (Grade 4).
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co
nc

lu
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o
ns❑ The preventive effects of fluoride tablets on primary teeth or 

permanent teeth cannot be scientifically assessed, nor can the 

preventive effects of adding fluoride to milk or salt (Grade 4). 

❑ The effect of information given to reduce sugar in the diet 

and aimed at preventing caries is insufficiently assessed. The 

scientific documentation is insufficient for determining whether

sugar substitutes (sorbitol and xylitol) in chewing gum and 

sweets have any preventive effects on caries (Grade 4).

❑ Prevention programs involving fluoride have a preventive 

effect on caries in children and adolescents (Grade 2). There 

are no studies on adults, but there is no reason to assume that

this principle would not apply to all age groups. Antibacterial 

additives to toothpaste, such as chlorhexidine and triclosan, have

no confirmed preventive effects on caries. Likewise, adding 

xylitol to fluoride toothpaste does not yield additional effects 

beyond the effect of fluoride (Grade 3). 

❑ The use of fissure sealants performed with resin-based material

has a preventive effect on caries (Grade 3). 

❑ Scientific documentation is insufficient to draw any conclusions

concerning how the work to prevent caries should be organized

for groups with special needs, eg, elderly patients, patients 

with chronic disease and patients at high risk for caries or 

with high caries activity (Grade 4). 

❑ There are no studies with sufficiently high-grade evidence to 

assess the economic effects of interventions to prevent caries.
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Effects of interventions to prevent caries – overview

Intervention Effect Grade Comments Chapter

Fluoride toothpaste + 1 Permanent teeth, 3.1

children and adolescents,

daily use

Fluoride rinsing + 3 No additional effect 3.2

during concurrent use 

of fluoride toothpaste 

and low caries rate

Fluoride rinsing + 3 Individuals over 3.2

for root caries 60 years of age

Fluoride topical application + 3 Permanent teeth 3.2

Twice per year 

Fluoride varnish + 3 Permanent teeth 3.3

Children and adolescents,

at least twice per year

Fluoride gel + 3 Acidified APF gel 3.4

Fluoride tablets ? 4 Lozenges 3.5

Fluoride in drinking water + 3 Not used in Sweden 3.6

Assessed by NHS

Fluoride in milk ? 4 Not used in Sweden 3.6

Fluoride in salt ? 4 Not used in Sweden 3.6

Dietary information ? 4 No studies 4

Sorbitol in sweets ? 4 Insufficient documentation 4

and chewing gum

Xylitol in sweets ? 4 Insufficient documentation 4

and chewing gum
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co
nc

lu
si

o
nsIntervention Effect Grade Comments Chapter

Dental floss use ? 4 Contradictory results 5

Prevention program  ? 4 Insufficient documentation 5

for caries active

Prevention program + 2 No difference between 5

using fluoride different combinations 

of interventions

Tooth cleaning, ? 4 Without fluoride 5

professional

Tooth cleaning, + 3 With concurrent use 5

professional of fluoride

Triclosan in ? 4 No studies 5

toothpaste

Xylitol in toothpaste 0 3 Concurrent fluoride 5

additives

Fissure sealants + 3 Resin-based material 6

Fissure sealants ? 4 Glass ionomer cements 6

+ = favorable effect 

0 = no demonstrated favorable effect

? = uncertain effect

The evidence for each method was graded as follows:

1 = strong scientific support

2 = moderate scientific support

3 = limited scientific support

4 = insufficient scientific support

NHS = National Health Services, Great Britain
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SBU Evaluates 
Health Care Technology

The Swedish Government has given SBU the following 

responsibilities:

• SBU shall evaluate the methods used in health care by 

systematically and critically reviewing the scientific evidence 

in the field.

• SBU’s assessments shall cover the medical aspects and the 

ethical, social, and economic consequences of disseminating 

and applying medical and dental technologies.

• SBU’s assessments shall be compiled, presented, and 

disseminated in such a way that all affected parties have 

access to the information.

• SBU shall contribute, through informational and educational 

initiatives, toward ensuring that the knowledge gained is used 

to rationally utilize available resources in health care.

• SBU shall draw on national and international experience and 

research findings in the field and shall serve as a focal point 

for health technology assessment in Sweden. This effort shall 

be managed in a way that secures success and respect for the 

organization, both domestically and internationally.
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Prevention of Dental Caries 

SBU’s task is to critically review the scientific
basis of methods used in health care and to
evaluate their costs, risks, and benefits. 
This is a summary of the SBU report 
“Prevention of Dental Caries”. 


