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Dear friends and colleagues,

We were able to successfully complete the 12th International Conference of Asian Academy of Preven-

tive Dentistry （12th AAPD） at Tokyo Medical and Dental University, Japan, which was convened May 

27th - 29th 2016.    The conference was held as a joint meeting with the 65th Japanese Society for Oral 

Health （65th JSOH）, with the main theme of “The better oral health, the happier daily life.”  I would like to 

express our heartfelt gratitude to everyone who attended the conference.  The number of participants 

exceeded 1,000 and we were blessed with good weather, though I sincerely apologize for the inconvenience 

caused by the somewhat smaller venue.

The program implemented scientific oral and poster presentation sessions, a keynote speech, special 

lectures, forums, joint symposia and education seminars.  The contents of some of the program are 

presented as featured articles in the current volume．
During the conference, the AAPD and the JSOH decided to take an active role in advocating tobacco 

control strategies.  With an aim to promote a tobacco-free environment in the region, the “Declaration on 

Tobacco Control” was announced （Page4）.   This is the first AAPD declaration in its 22-year history.  I 

expect not only tobacco control but also other preventive dentistry related activities will be put into practice 

in many Asian countries.

Finally, I really appreciate the warm support and cooperation from all of you, including our conference 

members, executives, staff, co-sponsors and all other stakeholders.  Thanks to the efforts of the many 

people involved, we could successfully carry out the conference and engage in productive international 

exchanges between AAPD and JSOH participants.  I am hoping for further development of your academic 

and scientific research endeavors, as well as personal fulfillment, and greater prosperity of this society. 

I look forward to meeting all of you at the next 13th AAPD in Thailand．

Yoko KAWAGUCHI, DDS, PhD

President of the 12th AAPD

Professor

Department of Oral Health Promotion

Tokyo Medical and Dental University

Tokyo, Japan

Greeting on the successful 12th AAPD
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The Asian Academy of Preventive Dentistry (AAPD) would like to invite you to Khon Kaen, Thailand, for 

the 13th International Conference of the Asian Academy of Preventive Dentistry (AAPD 2018). The Confer-

ence will be held during October 25-27, 2018.  Please join us for a stimulating Conference with state-of-the-

art scientific program on all aspects of preventive dentistry and dental public health.

The Conference, with the theme of “Improving Health through Oral Health”, emphasizes that oral health 

is an essential component of human health. It also highlights the values of oral health promotion and 

preventive dentistry in the improvement of health outcomes for patients and population.

The scientific program of AAPD 2018 will focus on timely and interesting topics and we would like to 

cordially invite you to submit abstracts of your latest work to be presented orally or as posters. Moreover, 

the AAPD 2018 will provide a platform for networking between oral health personnel in all related disci-

plines and from all over Asia.

The Conference will be held in Khon Kaen, the center of Thailand’s northeastern region or ‘Isaan’ which 

has been chosen by CNN as one of the world’s top 17 destinations in 2017.  Khon Kaen is one of the fastest 

growing cities in Thailand and serves as a major hub of education, transport and commerce for the region.  

Khon Kaen University plays an important role as a center of higher education, medicine, science and tech-

nology for the Greater Mekong Sub-region. With convenient flight connections and public transportation, 

Khon Kaen is also a popular destination for tourists looking for rich culture and a glimpse of the traditional 

Thai way of life, as well as a good base to explore fascinating historical and archaeological sites in the Isaan 

region.

We are confident that the Conference will provide all participants a memorable personal and professional 

experience, and we look forward to welcoming you to Khon Kaen.

Waranuch PITIPHAT, DDS, MPHM, MSc, ScD, FRCDS

President, Asian Academy of Preventive Dentistry

Dean, Faculty of Dentistry, Khon Kaen University, Khon Kaen, Thailand

Greeting from the 13th President of the AAPD
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Smoking among men is high in the Asian Pacific Region, and the smoking uptake among youth and 

women has been a critical issue. Several areas in the region have the world’s highest mortality rates from 

oral cancer due to the habit of chewing of betel quid and areca nut mixed with tobacco.

Despite current knowledge of the harm caused by tobacco to health, oral health professionals remain 

insufficiently involved in tobacco cessation, even though they are in a position to reduce the burden of oral 

and systemic diseases by influencing tobacco use. Tobacco prevention activities can be integrated into 

existing oral health policies or translated through new community programs. Dental professional organiza-

tions are required to participate in tobacco control measures at the national and regional levels. The WHO 

Framework Convention on Tobacco Control calls for international collaboration and strengthening of the 

participation of oral health professionals in tobacco cessation.

In such circumstances the Asian Academy of Preventive Dentistry（AAPD）and the Japanese Society for 

Oral Health（JSOH）should take active participation in advocating tobacco control interventions. Aiming for 

a tobacco-free environment in the region, the AAPD and the JSOH urge their members to implement the 

following tobacco control measures:

1.  Promoting research in the area of tobacco cessation

2.  Sharing of evidence, best practices and expertise in tobacco control

3.  Distributing knowledge about the harmful effects of tobacco among its members, other health profes-

sionals and the general public

4.  Integrating tobacco cessation into other oral health education and clinical activities

5.  Promoting tobacco cessation among oral health professionals and dental students

6.  Integrating tobacco-related subjects into dental curriculums and programs of continuing education

7.  Promoting a tobacco-free environment at conference venues and including tobacco control in the agenda 

of the conference

The 12th International Conference of the Asian Academy of Preventive Dentistry

The 65th General Meeting of Japanese Society for Oral Health

Tokyo, Japan, May 29, 2016

Towards a Tobacco-Free World

Declaration on Tobacco Control 
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Modern History of Disaster Dentistry in Japan

The modern history of disaster dentistry can be traced 
back to the Japan Airlines aircraft crash on the mountain 
slope in the deep forest in 1985. In 1994 there was another 
crash of a China Airlines aircraft close to its destination in 
Nagoya, Japan. In both cases, dental records were used to 
identify victims of the crashes.

Emergency dental treatment following disaster situa-
tions can be traced back to 1993 when an earthquake in 
the Sea of Japan created a tsunami which inundated the 
island of Okushiri, southwest off of Hokkaido. One of the 
consequences of the tsunami was that many of the 5,000 
or so residents of the island lost their dental prostheses 
and suffered difficulty eating. The dental school of the 
Health Sciences University of Hokkaido was recruited for 
emergency provision of dentures to the islandʼs resi-
dents1）.

Once again in 1995, the Hanshin Awaji earthquake 
necessitated provision dental care on an emergency basis.  
Many dental clinics, universities and hospitals were torn 
down or otherwise incapacitated.  Mobile dental clinics 
and dental buses were organized to meet the emergency 
oral health needs of the affected population.  

At that time, it was obvious that there were widespread, 
acute oral conditions, including problems related to 
dentures and oral infections.  A small study was set up 
throughout 8 shelters in Kobe, on the day 4 and the days 
5 after the disaster. Founding was that 34.5% of people had 
some form of mucositis or oral mucosa infection, and 
22.3% had denture-related complaints2）. 

Health Consequences and Oral Health  
Promotion Following Natural Disaster

Oral diseases in prolonged stressful situations have 
been documented since at least the first world war, when 
“trench mouth” was noted.  Emotional stress, physiologi-
cal stress, poor oral hygiene, poor nutrition, smoking and 
other factors led to conditions such as oral mucositis and 
acute gingivitis.

With regards to systemic health, it was found that the 
incidence of pneumonia in the Hanshin Awaji area was 
significantly higher in 1995 than in the preceding and 
following years 3）.  Furthermore, it was observed that 
around a quarter of disaster-related deaths could be 
attributed to pneumonia3）.

In 1999 studies4） suggested that good oral care 
decreased the incidence of pneumonia following natural 

Review Article

Disaster Dentistry
─ Management of Oral Infectious Diseases to Prevent Aspiration Pneumonia ─

Koichi NAKAKUKI

Maxillofacial Surgery, Graduate School of Medical and Dental Sciences,  
Tokyo Medical and Dental University, Tokyo, Japan

Abstract : The practice of Japanese dental disaster-relief started in 1993 with the identification of victims using dental 
records. In 1995, programs for emergency dental care and individual oral health promotion were introduced. In 2007, 
systemic oral health promotion for local communities, specifically medium to long term initiatives for the elderly were 
introduced, with the goal of maintaining oral health and preventing aspiration pneumonia. In 2011, the Ministry of Health 
and Welfare and the Japan Dental Association started managing a nationwide dispatch of dental professionals. These past 
efforts served as valuable lessons for the 2016 response and should be shared among the dental community. Quick and 
widespread deployment of oral health support is critical for communities affected by disasters, and such support should 
continue until communities recover. Multidisciplinary management of oral health, especially for people in disaster areas who 
are most vulnerable to infectious diseases, must be standardized. 

Key words: disaster dentistry, oral health promotion, aspiration pneumonia, vulnerable people, disaster related death

Correspondence : Koichi NAKAKUKI (k-nakakuki.mfs@tmd.ac.jp)
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disasters, leading to improved oral care service provision 
for elderly people in hospitals or nursing homes in subse-
quent disaster situations.

In the aftermath of the 2004 Niigata Chuetsu earth-
quake, building upon researches carried out during previ-
ous disasters, oral health promotion activities were 
conducted in addition to the provision of emergency 
dental treatment.  Although the direct effect of oral health 
promotion efforts may not be known, it was found that 
after the Niigata Chuetsu earthquake, the proportion of 
deaths due to pneumonia was 15% - lower than the quar-
ter of deaths due to pneumonia after the Hanshin Awaji 
earthquake3）.

In 2007 Niigata Chuetsu was again struck by an earth-
quake.  Oral health care following this again included oral 
health promotion activities, as well as emergency treat-
ment, especially for vulnerable people such as the 
elderly 5, 6）(Table 1). 

2011 the Great East Japan Earthquake

In 2011 the Tohoku region experienced the Great East 
Japan earthquake.  The region saw catastrophic devasta-
tion due to the 9.0 magnitude of the tremor- one of the 
most powerful in recorded history- and ensuing tsunami.  
At that time, the Minister of Health and Welfare and the 
Japan Dental Association sent dental professionals from 
non-affected prefectures, mainly from the west side of 
Japan, to the Tohoku area (Fig. 1, 2).

In one case in the Tohoku earthquake-tsunami disaster, 
an institution running two nursing homes had one of their 
buildings destroyed. All residents were moved into a 
single nursing home, causing very crowded situation of 
the residents in the home. Emergency oral health care 

services were provided by the School of Life Dentistry at 
Niigata, the Nippon Dental University, which found that 
staffs in the nursing home were overwhelmed with tasks 
such as maintaining the water supply, maintaining nutri-
tion for the residents and performing daily bodily hygiene 
routines. The nursing home staffs could not find time for 
oral hygiene procedures. With the encouragement of the 
School of Life Dentistry at Niigata, the Nippon Dental 
University, oral hygiene provision by the nursing home 
staf f was gradually incorporated into the post-disaster 
routine at the care home until it was eventually back to 
pre-disaster level.  A study of nursing home oral care 
around the time of this disaster found that staffs reported 
that they performed oral hygiene for residents before the 
earthquake but ceased to do so after.  Three months 
following the disaster, staff reported that they were again 
providing oral health care, but the level of this care was 
found to be insufficient.  This study stressed the necessity 
of long term support for welfare institutions7）.  

2013 the study of Kessenuma, in the Tohoku region, 
again looked at pneumonia incidence 8）.  The study 
combined data from 3 hospitals, from March 2010 to June 
2011, and found that: a marked increase in the incidence 
of pneumonia was observed during the 3-month period 
following the disaster; the weekly incidence of pneumonia 
hospitalizations and pneumonia-associated deaths 
increased by a factor of 5.7 and 8.9 times, respectively; the 
highest incidence occurred during the first 2-weeks after 
the disaster.  The highest rate of pneumonia cases is at 
the 2-week point and after 3 months the incidence recedes 
to the normal rate.  An interesting finding was that only 8 
cases developed after near-drowning situations; most 
cases were in nursing home residents.  This suggests that 

Table 1　Objective of Dental Aid

Objective Act Cooperation

Victims
Victim
Identification

Police
Japan Coast Guard
medical examiner
etc.

People who have
health problem

Pain/swelling
scheduled to visit
troubles with denture

Medical care
Disaster key hospital
DMAT / JMAT
Red Cross etc.

People who have
no health problem

Vulnerable people
Elders (Dysphasia)
Illness or sick （Diabetes, etc.)
Infants, Children, Pregnant women

Health care
municipality
Health Center etc.

Dental healthcare support is provided not only for the people with health problems, but also for vulnerable population 
who might have troubles with insufficient conditions later on. 
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vulnerable people who experience a drop in the quality of 
their living environment, even if they are not evacuated, 
suffer a greater risk of developing pneumonia.  Due to the 
potential link between pneumonia and oral health status, 
the provision of optimum living conditions, medical 
checkups and oral hygiene care must be a priority for 
older and vulnerable people after natural disaster.

It also reported not all of the patients evacuated from 
affected hospital to the other hospital were survived.  It 
suggests emergency support for daily care such as oral 
care after disaster is necessary for nursing homes and 
hospitals where many wounded or infected people are 
treated9）(Table 2, Fig. 3).

2016 Kumamoto Earthquakes

In the evening of April 14th, a magnitude 6.2 earth-
quake struck the Kumamoto prefecture in western Japan, 
causing destruction and 9 deaths across the region.  
Unfortunately, this turned out to be only a foreshock.  It 
was followed by at least 140 aftershocks and, in the early 
hours of April 16th, a magnitude 7.0 main shock struck.  
A total of 50 lives were lost, and 2,753 injured as a direct 
result of the earthquakes.

Just after the disaster, 180,000 people were displaced 

from their homes by April 18th.  Many homes were 
completely destroyed.  Roads and bridges were also 
cracked in the affected area.  Electricity, water supply, 
telecommunication, and transportation were severely 
damaged, and affected to the daily life.  Some people who 
could not reside in their homes were able to use their 
garage as a temporary shelter.  Others who sustained 
partial destruction to their homes used tarpaulin to build 
makeshift shelters.  Others slept inside their vehicles in 
parking lots, reserving their parking space with various 
objects before leaving to attend work during the day, and 
returning to the same spot in the evening.  

Many houses that outwardly seemed to be undamaged 
were nevertheless deemed not to be safe upon inspection 
by engineers.  Such homes were marked as unsafe to 
enter.  One can only imagine the disappointment and 
sadness of people who were subsequently forced to aban-
don their homes.  Many people in the area were evacu-
ated to shelters such as schools or gymnasiums, for up to 
6 months maximum. Dental healthcare suppor t are 
provided many dental professionals after the 2016 Kuma-
moto Earthquake, for three months and a half 10）（Fig. 4）.

One nursing home in the affected area was isolated 
because of a blocked road.  Many staffs were unable to 

Figure 1: Oral healthcare activities after the Great East Japan Earthquake 

a) Individual oral hygiene instruction at evacuation center - Gymnasium, b) 
Temporary Dental Clinic at a hall of nursing home, c) Temporary housings, d) Oral 
health promotion at the meeting room in temporary housings 

a  b  

c  d  

Fig. 1　Oral healthcare activities after the Great East Japan Earthquake

a) Individual oral hygiene instruction at evacuation center - Gymnasium, b) Temporary Dental Clinic at a hall of nursing 
home, c) Temporary housings, d) Oral health promotion at the meeting room in temporary housings



8

The International Journal of Oral Health 13 : 5 -12 , 2017

0 

200 

400 

600 

800 

0% 

20% 

40% 

60% 

80% 

0 

200 

400 

600 

800 

0% 

20% 

40% 

60% 

80% 

0 

200 

400 

600 

800 

0% 

20% 

40% 

60% 

80% 

Services (rate) Total No. of  services 

Figure 2: Changes of denｔal services after the Great East Japan Earthquake, a) Iwate and 
Fukushima Prefecture for two months, b) Miyagi prefecture for 5 months 
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b) 
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Fig. 2　Changes of dental services after the Great East Japan Earthquake, a) Iwate and Fukushima Prefecture for two 
months, b) Miyagi prefecture for five months

It is known oral mucous inflammation and denture problems occurred just after disasters, and treatment for denture is 
needed for certain period. While, providing oral care needs are increasing by time, until the insufficient life will last.
Dental healthcare aid may continuously needed until many affected people are living in shelters, from the data of 
Fukushima prefecture showing the same proportion in the coast and inland evacuees.
In Miyagi Prefecture, it was provided only by dental hygienists in the fifth month after the disaster.
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Instruction for oral hygiene/ oral health promotion 

Victim identification 
 taking dental findings and matching 

Treatment for oral maxillofacial 
trauma 

regional dental health promotion  
visiting oral care activity 
oral function improving program 
     nursing homes 
     temporary housings 
     disaster recovery public housings 
     residence 

Short term dental treatment and care long term dental health care 

Prevention of disaster related death 

Emergency dental treatment  

Phase １ Phase ２ Phase ３ 

Figure 3: Chronological change of dental healthcare aid 

Mobile oral care for houses 

Mobile oral care for shelters 

Mobile oral care for hospital, nursing homes, welfare shelters 

Disaster 

Emergency care, transport to hospital 

Mobile clinic: round for evacuation center 

Temporary dental first-aid station  Temporary dental clinic 

Table 2　Oral care after disaster

Timing Target Place Problems Issues Human power

Super acute ～ 
Acute phase

Person with 
disease

Hospital Easily infected
Strict individual 
oral care

Nurse, 
Dental Hygienist, 
Dentist, etc.

Super Acute
～ long term

Vulnerable 
people

Welfare Shelter, 
Elders/disabled 
institution

Lack of nursing 
care and lifeline Individual oral 

care/instruction,
oral care product
 supply

Dental Hygienist, 
Dentist,
Speech Therapist, 
Care Worker, etc.residence

Lack of nursing 
care and lifeline, 
Independence

Acute ～ Chronic 
Phase

General Shelter

Lack of 
environment 
such as 
washroom

oral care, 
promotion, oral 
care product 
supply

Dental Hygienist, 
Dentist,
Public Health Nurse, 
etc.

Chronic Phase ～ 
Long term

General,
Vulnerable 
people

Temporary housing, 
Disaster recovery 
public housing

Lack of nursing 
care and lifeline, 
Independence

oral care, 
promotion, oral 
function maintenance/
improving

Dental Hygienist, 
Public Health Nurse, 
etc.

Oral care is strongly suggested to be provided starting right after the disaster for the easily infectious and vulnerable 
people, and continue availability throughout. Dental professionals should step in to support shorthanded staffs of the 
affected hospitals and nursing homes.

Fig. 3　Chronological change of dental healthcare aid

In the early stage, dental healthcare should be provided for the totally damaged area, with oral care for the vulnerable 
people. Temporary dental clinic will last until the area and the dental facilities are recovered. Dental and Oral healthcare 
promotion are simultaneously started and continued to the evacuation shelters, temporary housings, and disaster 
recovery public housings.


