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EXECUTIVE SUMMARY

Background: The Minamata Convention on Mercury is a global treaty that entered into force in 2017 with the
aim to protect human health and the environment from anthropogenic emissions and releases of mercuagd
mercury compounds.1 The Convention requires that counteis that are parties to it implement at least two of
nine measures to phase down the use of dental amalgam, a dental restorative material that is 50% cuey.

In 2019, the World Health Organization (WHO) Oral Health Programme conducted an informal constitta with
policymakers in the field of dental public health in order to better understand global, regional, dnnational
experiences and perspectives about the Minamata Convention on Mercury.2 In total, 79 individualsnra/1
countries and territories participated in the 2019 consultation. In the 2019 consultation, almost all respondents
were aware of the Convention, and half reported that their countries were currently implementing awities
related to the phasedown in use of dental amalgam. However, alost all participants reported that dental
amalgam was still used in their countries, including all participants from lowincome countries. Threequarters
of participants reported that mercury-free alternatives were available in their countries, of whom on¢hird
indicated that these were not affordable for the most vulnerable and marginalized population group$/ost
participants who reported that mercury-free alternatives were not available in their countries were from low
and middle-income countries.

At the Third Meeting of the Conference of the Parties to the Minamata Convention on Mercury in Novem®@t9,
a decision was adopted encouraging parties to implement more than the two required measures to phakevn
the use of dental amalgam.3 The conferencequested its secretariat to request information from parties on the
implementation of any additional measures, to compile the information received and to prepare a douent on
it for consideration by the Fourth Meeting of the Conference of Parties of theildmata Convention.

In March 2021, the WHO Oral Health Programme again conducted an informal consultation with policyneak
in the field of dental public health to better understand progress in phasing down the use of dentamnalgam at
global, regional, ad national levels. This report describes the 2021 consultation, which had objectives to
understand the extent of implementation of the nine phaselown measures; to gather knowledge of the use of
mercury-free alternatives to dental amalgam; and to identifiadditional measures being implemented to phase
down the use of dental amalgam.

Methods: A questionnaire was developed focused on countigpecific use of dental amalgam and mercusfree

alternatives, as well as related insurance and regulatory informatiordental education and training, mercury /
hazardous waste management, and knowledge sharing and information exchange. An online-aéthinistered

survey was designed to include both closended and operended (write-in) responses. Participants could
complete the survey in English, Spanish or French.

In March 2021, invitations to complete the questionnaire were emailed to all Chief Dental OfficeBirectors of
WHO Collaborating Centres and senior dental public health members of the WHO global oral heakhwork.
Descriptive analysis of quantitative data included global overviews and subgroup analyses by regamd country
income group. The six WHO regions are the African Region (AFR), the Region of the Americas (AMREdktern
Mediterranean Region (EMR)the European Region (EUR), the Soulfast Asia Region (SEAR) and the Western
Pacific Region (WPR). Country income groups were defined by World Bank higitome (HIC), uppermiddle-
income (UMIC), lowermiddle-income (LMIC) and lowincome (LIC) country stdus. Qualitative data were
summarized and analysed thematically.

Results: The 2021 consultation included 93 participants from 80 countries and territories, 89% of which were
Signatories or Parties to the Convention at the time of the consultation. Closenalf of all countries in each WHO
region were represented in the consultation, with the exception of EMR (14%). Globally, 44% of alld;124% of
all UMIC, 40% of all LMIC, and 37% of all LIC were represented in the consultation.

Use of dental amalgam: 84% of countries covered by this survey were reported to still use dental amalgam. This
was most frequently reported in EMR and SEAR (both 100%) and least frequently reported in AMR (64%ke
of dental amalgam was most common in LIC and least common in HI8% of countries covered by this survey
were reported to have completely phased out the use of dental amalgam, compared to 73% which wereha
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process of phasing it down, and 14% which had no plan to phase it down. Of the 11 countries withpian, 7
were Parties to the Convention, 2 were Signhatories but not Parties, and 2 were neither Signatories Rarties at
the time of the consultation. Onehird of countries covered by this survey in AFR and EMR had no plan to phase
down the use of dental amalgamoflowed by 14% in AMR and 8% in the WPR. Among country income groups
covered by this survey, 40% of LIC and 23% of LMIC had no plans to phase down the use of dental genal
while no UMIC and only 6% of HIC were in this category.

In one-quarter of countries participating in the consultation, the proportion of dental amalgam of all dental
restorative materials used was higher in the public sector than in the private sector, while the opgite was
reported in only 1% of countries. Of the 16 countries for whig dental amalgam was estimated to make up most
of the dental restorative materials used in the public sector, countries in AFR and EMR were dispogjpnately
represented, as were LMIC and LIC.

Reported challenges and barriers to phasing down the use ofmtal amalgam included:

x For patients : insufficient knowledge and awareness; greater affordability or accessibility of dental
amalgam relative to mercuryfree alternatives; and better coverage of it under insurance plans.

x For oral healthcare providers: preference for dental amalgam due to # perceived ease of handling,
durability, familiarity, and emphasis within dental training. Familiarity was reported to be a parttular
challenge for older providers who did not want to change their established practices.

x For policymakers: lack of a natiomal plan for phasedown; its low priority within national health policies;
insufficient inter -ministerial coordination and initiatives; inadequate funding; long processes to develop
statutory instruments and approvals; strong lobbying by dental associatian and the dental industry
against phasedown; and dental amalgam’s continued inclusion within licensing and certification
requirements for dentists.

x For public dental services : insufficient funding within national budgets, and inadequate advocacy for
and promotion and availability of mercury-free alternative restorative materials.

x For private dental services : weak monitoring systems to ensure regulations are followed; a belief that
dental amalgam is safe, cheap, and has unmatched longevity; and difficuityconvincing patients to use
relatively costly mercury-free alternatives.

x For other stakeholders : phasedown in use of dental amalgam being of lower priority than other
mercury phasedown projects and programs; lack of power to enact related policies andgulations; and
dental associations prioritizing evidence of safety and durability of dental amalgam over environmgai
concerns, and/or being influenced by the manufacturing industry that produces and distributes dental
amalgam.

Insurance policies and pr ogrammes : Over two-thirds of countries covered by this survey have some insurance
policies and programmes that cover costs of use of dental amalgam or mercdrge alternatives. This was most
often reported for countries in AMR and EUR and least often reged in WPR, AFR and EMR. Insurance policies
and programmes were reported for 80% of HIC, compared to only 30% of LIC. Overall, policies moretrently
allowed patient reimbursement for the cost of restorative care in the private sector than in the plib sector.

Regulations: In one-third of countries participating in the consultation, regulations exist to restrict the use of
elemental/bulk mercury for dental care or to restrict dental amalgam to in its encapsulated form. Meer
countries (18%) have regulatons related to dental amalgam supply chain management, such as restrictions on
the procurement and distribution of imported dental amalgam to avoid its diversion into sectors (e.@rtisanal
and smallscale gold mining sector). Countries in EUR were theast likely to have regulations restricting
elementary mercury and/or restricting dental amalgam to its encapsulated form, while countries in IR were
the most likely to have regulations restricting dental amalgam supply chain management. HIC had thighest
frequency of regulation in all categories.

Over half of countries covered by this survey were reported to have regulations for disposal of dahamalgam
waste from private facilities, public facilities and dental schools in an environmentally sound maer. Such
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regulations varied greatly by region and country income level. Almost all of the countries particifag in the
consultation in EUR have each of these regulations, but only 17% to 26% have such regulations in AHRee
guarters of HIC and UMICagulate disposal of dental amalgam waste, compared to only egearter of LMIC and
10% or fewer LIC.

Dental education and training : Two-thirds of countries covered by this survey were reported to have dental
schools that teach about use of dental amalgam iestorative care. Of these, threguarters also teach about best
environmental practice for handling, use, management and disposal of dental amalgam. The region wig most
frequent reports of teaching and training about use of dental amalgam was SEMRIle this was least frequently
reported in AMR. By country income level, teaching about use of dental amalgam was most frequengiyarted
in UMIC and LMIC.

Participants reported that dental schools teach about mercurree alternatives to dental amalgamin three-
guarters of countries. Of these, threguarters also teach about environmental and health risks and benefits of
the mercury-free alternatives. All EUR countries covered by this survey were reported to teach about mercury
free alternatives to denal amalgam in dental schools; the least frequent reporting of this was for SEAR countries.
Differences by country income status followed a clear gradient, from 89% of HIC to 50% of LIC teaghabout
mercury-free alternatives to dental amalgam in dental $wols.

Mercury / hazardous waste management : Almost all EUR countries participating in the consultation had
dental amalgam separators to collect waste in all or some dental facilities. This was only reported one-third

to two-thirds of countries in other regions. Half of AMR and AFR countries covered by the survey reported no
dental facilities in their country had installed dental amalgam separators. Twithirds of HIC reported that all
dental facilities had separators, compared to on¢hird of UMIC, oneseventh of LMIC, and no LIC. Half of LMIC
and LIC reported that none of their dental facilities had dental amalgam separators.

Almost half of countries covered by this survey were reported to have best environmental practicestablished
in dental services but only onefifth reported such practices in crematoria.

Knowledge sharing and information exchange : Half of participating countries were reported to have
collaboration between the Ministry of Environment and the Ministry of Health to evaluate the progss on
implementation of the Minamata Convention on Mercury. Onquarter of countries were reported to have a
technical report, guidance or guideline on the selection and use of mercuftee alternatives to dental amalgam.

Discussion: The 2021 informal gbbal WHO consultation with policymakers in dental public health found both
progress and challenges in the ongoing implementation of the Minamata Convention on Mercury. In limigh the
previous consultation carried out in 2019, countries covered by this suey are progressively phasing down the
use of dental amalgam and implementing other Convention measures in varying ways and to varying exse
Promisingly, about onehalf of the participating countries have: some insurance policies and programmes that
cover costs of mercuryfree alternatives to dental amalgam; regulations for dental amalgam waste and disposal
in dental facilities and schools; and/or best environmental practices established in dental serviceslso, a higher
percent of countries teach abotimercury-free alternatives than about dental amalgam in dental schools

However, the consultation also highlighted challenges and barriers to phasing down the use of derdgaialgam.
The Minamata Convention recommends that parties restrict the use of dentalgam to its encapsulated form,
but only one-third of countries covered by this survey have regulations restricting the use of elemental/bulk
mercury or restricting dental amalgam to its encapsulated form. Similarly, onthird of countries do not have
dental amalgam separators installed in any dental facilities.

For most dental amalgam phaseélown measures, there is a strong and consistent gradient related to country
income status, with a relatively high level of implementation in HIC angdrogressively lower levels from UMIC
through LMIC and LIC. There also is substantial variation within and between regions. For almostratasures,
in the framework of this survey, the European Region showed the greatest progress, and AMR also gtbhigh
levels of implementation for some measures, but most regions had more limited reports of implemenia. For
example, countries in AMR and EUR had the highest reported pham# of use of dental amalgam, and almost all
countries in SEAR and WPR were repatl to be in the process of phasing it down. However, all countries
participating in the consultation in EMR and SEAR were reported to still use dental amalgam, and -ohied of

iX



UNEP/MC/COP.4/INF/26

countries in AFR had no plan to phase it down. AFR and EMR also had the highestentages of countries still
using dental amalgam for the majority of their dental restorations in the public sector.

Importantly, the 2021 informal global WHO consultation with policymakers in dental public health shes that
phasedown - and even phaseout — of the use of dental amalgam is achievable. At the country level, national
policy makers have both the ability and the will to implement measures recommended by the Minamata
Convention, and effective, coseffective and simpleto-use mercury-free alternatives to dental amalgam are
increasingly available. The phaseélown process has the potential to be accelerated by further strengthening
multisectoral leadership and collaboration, as well as establishing clear timelines to achieve thia@ phasedown
measures. To facilitate this process at the global and regional levels, it is critical to increasgort to low-
income countries and other countries which have severe funding and resource limitations and a higtepalence

of untreated dental caries. Throgh such comprehensive, stepwise, and inclusive initiatives, most of the countries
can accelerate the phasdown in use of dental amalgam and make critical progress in reducing risks and better
protecting our environment and human health.

Establishing concete timelines for country phasedown and even possibly for complete phaseut in use of
dental amalgam may also accelerate the process. While phasé in use of dental amalgam is not required in the
Minamata Convention on Mercury, at least two of the nenrecommended measures are required, and more than
two are encouraged. Setting a timéound agenda to achieve such measures will help drive progress at the
country level.
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1. BACKGROUND

1.1. The Minamata Convention on Mercury

The Minamata Convention on Mercury, which entered into force on 16 August 2017, is a globahtaeatyns to
protect human health and the environment from anthropogenic emissions and releases of mercurguaynd me
compoums! 4 Mercury pollution is harmful to the environment, and mercury poisoning can cause people to have long
term and sometimes permanent neurological dafhage.

Article 4 of the Convention addresses mereadged products, including dental amalgam, a tinestorative material
alloy that is 50% mercury. Annex A Part Il of the Convention outlines the provision that, to piastnd use of dental
amalgam, a Party to the Convention shall implement two or more of nine measures (Box 1), takingoutd tke
Party’s domestic circumstances and relevant international guidance.

Box 1. Minamata Convention on Mercury measures to phase down the use of dental amalgam

Measures to be taken by a Party to phase down the use of dental amalgam shall takPantg'.ccount the
domestic circumstances and relevant international guidance and shall include two oranotieemeasures fr
following list:

1. Setting national objedtigiming at dental caries prevention and health promotion, thereby minimizin
the need for dental restoration;

2. Setting national objectives aiming at minimizing its use;

3. Promoting the use of-effstctive and clinically effective mizezugjternatives dental
restoration;

4, Promoting research and development of qualityrereercatgrials for dental restoration;

5. Encouraging representative professional organizations and dental schools to educate and train de
professionals and students on tloé oexcudyee dental restoration alternatives and on promoting
best management practices;

6. Discouraging insurance policies and programmes that favour dental amalgam dfseeover mercury
dental restoration;

7. Encouraging insurance policies and progitaamfiaesur the use of quality alternatives to dental
amalgam for dental restoration;

8. Restricting the use of dental amalgam to its encapsulated form; and

9. Promoting the use of best environmental practices in dental facilities to reduce releases of mercul

mercury compounds to water and land.

SourceThe Minamata Convention on Mercury text, Annex A, Part II.

The Minamata Convention guidance on phdsen of use of dental amalgam does not have an indicative
implementation timetable. It providedransitional period for countries to strengthen oral disease prevention and oral
health promotion, reshape curricula of dental schools, adapt national health insurance scheémesoadercury
waste management practices while effective and affordadleunyfree alternatives become increasingly availatle.

Article 16 of the Convention states that, in considering healtted issues or activities, the Conference of Parties
should consult, collaborate, and promote cooperation and exchange of tidorwith the World Health Organization
(WHO). In order to facilitate the involvement of the health sector in this process, the World Atesadthbly, the main
governing body of WHO, adopted resolution WHA 67.11 (2014) on the public health impacts afrexpasercury
and mercury compounds as well as resolution WHA74.5 (2021) on oral h&alth.
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1.2. The 2019 informal global WHO consultation with policymakers in dental public
health

In 2019, the WHO Oral Health Programme conducted an infaramaultation with policymakers in the field of dental
public health to better understand global, regional, and national experiences and perspectiviee dbimamata
Convention on Mercury.The 2019 survey asked stakeholders about awareness, discumsitdosjmplementation of
the Minamata Convention on Mercury in their countries, and particularly the process of phasingsdafrdental
amalgam.

In total, 79 individuals from 71 countries and territories participated in the 2019 consultatormdjbity of
participants (89%, or 70/79) reported that dental amalgam was still used in their countrieygralluparticipants
from low-income countries. Threguarters (77%, or 61/79) of respondents reported that mefrearalternatives were
available n their countries, of whom 38% (23/61) indicated that these were not affordable for the mosblaubresta
marginalized population groups. Sixteen percent (13/79) of participants, most of whom were frandawiddle
income countries (85% or 11/13), spied that mercunyfree alternatives were not available in their countries.

In the 2019 consultation, 87% (69/79) of respondents were aware of the Convention and abouchalf §2379)
reported that their countries were currently implementing aetivielated to the phaslewn in use of dental amalgam.
Of the 38% (30/79) of participants who reported no Minamata Convention activities were being imgdeimeheir
countries, 77% (23/30) were from lewand middleincome countries. Reported activitie®re in line with the nine
measures recommended by the Convention (Box 1). The most frequently reported measure was, dt@tihg n
objectives aiming at dental caries prevention and health promotion, thereby minimizing the deetbfaestoration”.
The least commonly reported measures related to amending insurance policies and promoting maseaccinyfree
alternatives.

1.3. The Third Meeting of the Conference of the Parties to the Minamata Convention
on Mercury

At the Third Meeting of the Cdearence of the Parties to the Minamata Convention on Mercury in November 2019, a
decision was adopted encouraging parties to take more than the two required measures to phaseisewhdental
amalgam. The conference further requested the secrétamégfuest information from parties on the implementation of
any such additional measures, and to compile the information received and to prepare a doctifoecbogideration

by the Conference of the Parties at its fourth meéting.

1.4. The 2021 info rmal global WHO consultation with policymakers in dental public
health

In preparation for the Fourth Meeting of the Conference of Parties of the Minamata Convention, asg®tinformal
global consultation took place with policymakers in dental public healthn March 2021. The objectives of this
consultation were:

1. to understand the extent of country implementation of the nine phaseown measures proposed by
the Convention (Box 1);

2. to gather knowledge of the use of mercurjree alternatives to dental amalgam in countries; and

3. to identify additional measures being implemented to phase down the use of dental amalgam in
countries.
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2.METHODS

A questionnaire was developed focused on countrgpecific use of dental amalgam and mercusfree alternatives,
as well as related insurance and regulatory information, dental education and training, mercury/hamdous
waste management, and knowledge sharingnd information exchange (Annex 1). An online, sefdministered
survey was designed to include both closended and operended (write-in) responses. Participants could
complete the questionnaire in English, Spanish or French. In March 2021, invitation® ttomplete the
guestionnaire were emailed to all Chief Dental Officers, Directors of WHO Collaborating Centres aedior
members of the WHO Global Oral Health Network Platform.

Analysis of quantitative data was carried out in Microsoft Excel. Descriptivenalysis included global overviews
and subgroup analyses by WHO region and World Bank country income group. Responses were merged for
countries that were represented by more than one participant. Subgroup percentages were rounded upthe
nearest whole rumber, so in some instances the totalled responses do not add up to 100%. Qualitative data were
summarised thematically and briefly described, with examples and quotes excerpted to illustrate key
guantitative and qualitative findings.

The opinions that were expressed in the informal consultation were the views of participants alone and do not
necessarily represent the formal views, decisions, or policies of their institutions or countries.eRponses were
confidential and identifying information was removedfrom findings included in this report.

3. RESULTS

In total, 143 dental public health experts from 132 countries and territories were sent invitapartscipate in the
consultation. Ninetythree individuals from 80 countries and territoflesreafter referred to as “countries”) participated
in the consultation, resulting in a participant response rate of 65%.

3.1. Characteristics of informal consultation participants and countries

Table 1 summarizes the so@lemographic characteristics dfiet participants and countries represented in the
consultation, drawing on their responses to Question 1 (“Country”) and Question 2 (“What is tios posi you
currently hold?”). At the time of the consultation, there were 128 Signatories and 136 Rartiee Minamata
Convention on Mercury. Sevenone (89%) of the countries that were represented in the consultation either were
Signatories or Parties to the Convention. Fegyen (59%) of the countries were represented by a Chief Dental Officer
at theMinistry of Health or an equivalent national government health ministry. Most of the remainingppatt were
senior dental stakeholders in oral health, including acting Chief Dental Officers, academicssorsattvithe
government.

Of all countriesin each WHO region globally, close to half {80%) were represented in the consultation, with the
exception of the Eastern Mediterranean region, for which only three of 21 (14%) countries weentegrélable 1).
Within the consultation, countries ing African and European regions together made up over half (57%) of the countries
(23/80 or 29%, and 22/80 or 28%, respectively).

Globally, 44% (35/80) of all higincome countries, 24% (13/55) of all uppeiddieincome countries, 40% (22/55) of
all lower-middleiincome countries, and 37% (10/27) of all liveome countries were represented in the consultation
(Table 1). The composition of all countries represented in the consultation was 44% (35/80¢dmigd 16% (13/80)
uppermiddle-income, 28% (2/80) lowermiddle-income, and 13% (10/80) Ieimcome countries.
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Table 1. Characteristics of consultation participants and countries

Characteristics

Country’s Minamata Convention ratification ¢
Part
Signatory but not F

Neither Signatory nor |

Professional positi
Chief Dental Off
Senior dental stakeho

Director of WHO Collaborating

WHO region (Total no. Member States in r
WHO African Region (M

WHO Region of the Americas |

WHO Eastern Mediterranean Regior
WHO European Region (I

WHCSout-East Asia Region (N

WHO Western Pacific Region |

Country income group (Total no. countries in ¢
Higkincome (N ={
Uppe-middl-income (N =!

Lowe-middl-income (N =!

Lov-income (N =:

Participant
No. (%)
N=9:

68 (7¢
16 (1
9 (1¢

48 52)
37 40
8 19

27 29
15 16)
313
29 3))

6 (7
13 19

42 45)
15 16)
23 25)
13 14

Country
No. (%)
N=8!

57 (71
14 (1¢
9 (11

47 59
28 35
5 16)

23 29
14 19
3 4)
22 2§)
5 16)
13 16)

35 44
13 16
22 2§
10 19

3.2. The Minamata Convention and phase -down in use of dental amalgam

Table 2 and Figure 1 summarize the results for Question 3 (“Is dental amalgam used in yoountry?”), by region
and country income status. The large majority of countries which participated in the consultation {830, or
84%) still use dental amalgam. Use of dental amalgam was universally reported in the Eastern Medierean
(3/3, or 100%) and South-East Asia (5/5, or 100%) regions and was least frequently reported in the region of
the Americas (9/14, or 64%). Use of dental amalgam is still very common across all country incomedis, but is
most common in low-income countries (9/10, or 90%) and least common in highincome countries (28/35, or

80%).
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Table 2. Dental amalgam use, by region and country income status

Countries represented Use amalgam = Do not use amalgan Do not know
in the consultatic No. %) No. %) No. %)
All countries (N=8 67 89 12 15 1)
Countries by WHO reg
African (N=: 20 89 209 14)
Americas (N= 9 164 5 (3€) 0 Q)
Eastern Mediterranean ( 31100 00 00
European (N= 18 82) 4 (1§ 0 Q)
Sout-East Asia (N-: 51100 0 Q) 0 Q)
Western Pacific (N: 12 92) 108 0 Q)
Countries by income sta
Higlincome (N=¢ 28 80) 7120 0
Uppe-middl-income (N=: 11 89 215 0
Lowe-middIl-income (N=: 19 86 209 15
Lov-income (N=: 9190 110 0
Figure 1. Dental amalgam use, by region and country income status
Al N, 346
Region
AFR I S 7.
AMR I, 6 AT
100%

Income

Regions and country income status

EUR I 527,
SEAR I  337%

HIC I  30%
UMIC I S5 7

MIC I 367

LIC I © 07

0% 10%

20%

30% 40% 50% 60%

70% 80% 20%

Percent countries that use amalgam

EMR |

WPR I, 27

100%

Key: AFR=African region; AMR=region of the Americas; EMR=Eastern Mediterranean region; EUR=European region; HIC=high-
income countries; LIC=low-income countries; LMIC=lower-middle-income countries; SEAR=South-East Asia region; UMIC=upper-
middle-income countries; WPR=Western Pacific region.
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3.2.1 Proportion of all dental restorative materials used that is dental amalgam

In Question 9, participants were asked, “According to the information available / you have access what
percentage does dental amalgam represent of all dental restorative materials used in clinical resttive care per
year in your country? i.e. use adental amalgam / total use of dental restorative materials.” Table 3 and Figure 2
summarize these responses. In 25% (20/80) of countries, the proportion of all dental restorative matials used
that is dental amalgam was estimated to be higher in the publisector than in the private sector, while the

opposite was reported in 1% (1/80) of countries.

Table 3.  Proportion of all dental restorative materials used that is dental amalgam, by private and
public sector
COUNTRY SECTC
Percent of all dental
restqratlve materials used Public / government Private Both
that is dental amalgam
No. (%) No. (%) No. (%)
up to 25% 33 (41) 39 (49) 34 (43)
up to 50% 9 (11) 9 (11) 9 (11)
up to 75% 14 (18) 1(1) 4 (5)
up to 100% 2(3) 0 (0) 1(1)
Do not know 22 (28) 31 (39) 32 (40)

Figure 2. Proportion of all dental restorative materials used that is dental amalgam, by private and public
sector

60%

50% 49%

417, 4% 40%
39% °7°
40%
30% 28%
20% 18%
1% %11%
10%
5%
3%
1% . - 0% 1%
O% | |

up to 25% up to 50% up to 75% up to 100%

Percent of all dental restorative materials used
that is dental amalgam

Do not know

m Public/government sector mPrivate sector mBoth sectors

For the 16 countries for which dental amalgam was estimated to make up most of the dental restoratimaterials
used in the public sector (i.e. for which participants selected “up to 75%" or “up to 100%"), Tableand Figure 3
show differences by region and country income status. Countries in the African region (39%, or 9/23nd
Eastern Mediterranean regon (33%, or 1/3) were disproportionately represented in this category, as were
lower-middle-income countries (36%, or 8/22) and lowincome countries (30%, or 3/10).
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Table 4.  Countries for which dental amalgam makes up most of the dental restorative materials
used in the public sector, by region and country income status

Countries represented Dental amalgam makes up most* c_>f the dental restorative materials
in the consultation usedin lt\Toe. ED/(l;b"C sector

All countries (N=¢ 16 20)

Countries by regit

African (N=: 939

Americas (N= 1)

Eastern Mediterranean ( 139

Europea(N=2: 209

Sout-East Asia (N: 120

Western Pacific (N: 215

Countries by income sta

High income (N= 39

Uppe-middle income (N: 2 (15

Lowe-middle income (N: 8 136)

Low income (N= 3130

* i.e. countries for which participants estimated “up to 75%" or “up to 100%".

Figure 3. Countries for which dental amalgam makes up most of the dental restorative materials used in the

public sector

Al e 07
:§ Regi
5 gion
@ /AFR | 39 7
0]
€ AMR mE—— 77
§ EMR I 337,
> EUR m— 97
§ SEAR I (7
8 WPR I | 57,
©
C
8 Income
C
k) HIC — 97,
[o)
O UMIC e | 57,
[2%4
LVATC 1 3 5 7,
LIC o 307
0% 5% 10% 15% 20% 25% 30% 35% 40% 45%

Percent countries for which dental amalgam makes up
most* of the dental restorative materials used in the public sector

*i.e. countries for which participants estimated “up to 75%” or “upd0%".

Key: AFR=African region; AMR=region of the Americas; EMR=Eastern Mediterranean region; EUR=European regio
HIC=high-income countries; LIC=lovincome countries; LMIC=lowemiddle-income countries; SEAR=Souffast
Asia region; UMIC=uppemiddle-income countries; WPR=Western Pacific region.
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3.2.2 Stage of phase -down in dental amalgam use

In Question 4, participants were asked “In your opinion, where would you place your country geghediing down

the use of dental amalgam?”, based on themiggsures recommended in Annex A, Part Il of the Minamata Convention
(Box 1). Threequarters (58/80, or 73%) of countries were in the process of phasing down use of dental amalgam. T
remaining countries were evenly divided between those that had noopgthage down use of dental amalgam, and
those that had already completed it (11/80 or 14% for both). Of the eleven countries whichhdicerzoplan to phase
down use of dental amalgam, seven were Parties to the Convention, two were Signatorig3dstiesoand two were
neither Signatories nor Parties at the time of the consultation in March 2021. However, by Sexi@mhbmre of these
Signatories had ratified the Convention

Country stage of phasown was markedly different by region and countrgoime status, as shown in Table 5 and
Figure 4. Onehird of countries in the African region (7/23, or 30%) and Eastern Mediterranean region (1/&)or 33
had no plan to phase down use of dental amalgam, followed by 14% (2/14) in the Region of thesAameti8&6
(1/13) in the Western Pacific region. In contrast,-fiftle of countries in the European region (5/22, or 23%) and Region
of the Americas (3/14, or 21%) have completely phased out use of dental amalgam, followed by 3pé6 ¢blntries

in theWestern Pacific region and 4% (1/23) of countries in the African region.

Forty percent (4/10) of loancome countries and 23% (5/22) of lowsiddle-income countries have no plans to phase
down use of dental amalgam, while no uppéddie-income countrieand only 6% (2/35) of higincome countries are

in this category. Instead, offith (7/35, or 20%) of higincome countries have already phased out use of dental
amalgam, compared t6%% for the other income categories.

Table 5. Stage of phase -down in u se of dental amalgam, by region and country income status

Countries represented No plan to phase dow 11 pro%eosv\smof OIEED Completed phasaut
in the consultation No. ¢o No. %) No. ¢9
All countries (N=¢ 1119 58 73 1119
Countries by regit

African (N=: 7 30 15 65%) 14)
Americas (N= 219 9 164 3127
Eastern Mediterranean ( 139 2 16€) 0 Q)
European (N= 0 Q) 17 77 5239
Sout-East Asia (N: 00 51100 0 Q)
Western Paci(N=1: 1@ 10 77 2 (15
Countries by income sta

Higlincome (N=¢ 2 (6) 26 79 7120
Uppe-middl-income (N=: 0 Q) 11 8% 2 (15
Lowe-middl-income (N=: 5 29) 16 73) 15
Lov-income (N=: 4 (4C 550 110
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Figure 4. Stage of phase-down in use of dental amalgam, by region and country income status

100%
920%
80%
70%
60%
50%
40%
30%
20%

Key:AFR=African region; AMR=region of the Americas; EMR=Eastern Mediterranean region; EUR=European regio
HIC=higkncome countries; LIC=leimcome countries; MIC=lowermiddle-income countries; SEAR=Soiithst Asia
region; UMIC=uppemiddle-income countries; WPR=Western Pacific region.

t countries at different stages of phase-down

3.2.3 Additional measures to phase down use of dental amalgam

In Question 5, participants were asked, “Are thereaditional measures / phasing down the use of dental amalgam
initiatives currently being implemented or already implemented in your country?” If they respdiirdeatisely (i.e.

that there were additional measures beyond the nine listed in the Minaonaten@on, Annex A, Part Il (Box 1)), then

in Question 6 they were then asked to write in the additional measurethif@n@8/80, or 35%) of countries were
reported to be implementing additional measures, whilehalfg41/80, or 51%) were not doing,sand participants

did not know for the remaining 14% (11/80) of countries. Box 2 provides some examples. Althoggéstien asked
about measures beyond the nine listed by the Minamata Convention, some participarits Mirtdenata Convention
measures.
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Box 2. Examples of additional measures to phase down the use of dental amalgam

Governance:
Stakeholder engagement.
Phasing out plan formulated.

Disease prevention:

that dental amalgam or other types of materials are not required.
Limits on use of dental amalgam:

Dental amalgam is now only allowed to be used whearather mesterials are not

population subgroups, such as people with neurological problems.

Incentives to use alternatives to amalgam:

The social insurance scheme no longer covers dental amalgam treatment.

other mercufsee alternative materials, such as composites.

scheme (previously it required an additiohpboket payment).
Dental amalgam waste management:
A national guideline specific to dental amalgam waste mharzagetneduced.
Applying for mandatory waste discharge certification.
Obligatory use of dental amalgam separators in all dental facilities.

Recalling dental amalgam materials stored in public facilities and practices.

Strengthened specific promotion, prevention, and protection actions to reduce dental c:

indicated, and then only the encapsulated form of dental amalgam is allowed.

The use of dental amalgam was banned for younger age groups, pregnant women and

A national law was introduced prohibiting the export and use of products containing me

In developing the national list of dental products and materials, dental amalgam was re

Mercurfree alternative materials, such as composites, can now be reimbursed by insur

Aries so

specifi

rcury.

placed

ance

3.2.4 Challenges and barriers to phasing down the use of dental amalgam

In Question 7, participants were asked, “Are there any specific challenges and/or barriers to phak@wn in the
use of dental amalgam in your country?”. In Question 8, they were specifically asked to wiitehallenges and/or
barriers to phase down in their countries for different stakeholders. Reported challenges to phasewln in use
of dental amalgam included:

Reported challenges and barriers to phase down in use of dental amalgam included:

10

x For patients: insufficient knowledge and awareness; greater affordability or accessibility of dental
amalgam relative to mercuryfree alternatives; and better coverage of it under insurance plans.

For oral healthcare providers: preference for dental amalgam due to itperceived ease of handling,
durability, familiarity, and emphasis within dental training. Familiarity was reported to be a parttular

challenge for older providers who did not want to change their established practices.

For policymakers: lack of a natioral plan for phasedown; its low priority within national health policies;

insufficient inter-ministerial coordination and initiatives; inadequate funding; long processes to develop
statutory instruments and approvals; strong lobbying by dental associationand the dental industry
against phasedown; and dental amalgam’s continued inclusion within licensing and certification

requirements for dentists.
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x For public dental services: insufficient funding within national budgets, and inadequate advocacy for
and promotion and availability of mercury-free alternative restorative materials.

x For private dental services: weak monitoring systems to ensure regulations are followed; a belief that
dental amalgam is safe, cheap, and has unmatched longevity; and difficultyconvincing patients to use
relatively costly mercury-free alternatives.

x For other stakeholders (e.g. national dental associations, environmental non -governmental
organizations): phasedown of use of dental amalgam being of lower priority than other meray phase
down projects and programs; lack of power to enact related policies and regulations; and dental
associations prioritizing evidence of safety and durability of dental amalgam over environmental
concerns, and/or being influenced by the manufacturingndustry that produces and distributes dental
amalgam.

3.2.5 Opinion on phase -out timeline

Although phaseut in use of dental amalgam is not required by the Convention, Question 32 asked participants, “
your opinion, by which year woulghaseout the use of dental amalgam’ be achievable in your country?”, with the
answer options being “already phased out”, “by 2025” (steorh), “by 2030” (midterm), or “after 2030” (longerm).
Table 6 and Figure 5 detail the responses by region amutrgoincome category. Twihirds of countries in the
European region were either had already phased out use of dental amalgam (5/22, or 23%) orcteta@ppase it

out by 2025 (9/22, or 41%). This was also reported forthirds of countries in thRegion of the Americas, i.e. 29%
(4/14) for both “already phased out” and “phased out by 2025”. Almost half ofiféigme countries (17/35, or 48%)
and uppemiddleincome countries (6/13, or 46%) reported this. The majority of countries in the remagiogs
(67%-80%) and country income levels (6380%) reported dental amalgam use would be phaséy 2030 or later.
Some countries were reported to be experiencing delays in phasing down use of dental amalgawof Hee@0Q¥ID

19 pandemic.

Table 6.  Opinion of when dental amalgam use will be phased out in participant’s country, by
region and country income status

Countries represented Already phase( Phased out by Phased out @ Phased out Do not know
in the consultation out 2025 by 2030 after 2030 No. %9
No. %) No. %) No. %) No. %)
All countries (N=¢ 10 19 22 2§) 27 34 19 29 20
Countries by region
African (N=: 00 522 939 8 139 14)
Americas (N= 4 29 4 29 4 29 1) 1)
Eastern Mediterranean ( 00 139 139 139 00
European (N= 5239 9 417) 4 (1§ 4 (1§ 0 Q)
Sout-East Asia (N: 00 120 3160 120 00
Western Pacific (N: 18 2119 6 46 4 3] 00
Countries byncome status
High income (N= 6 (17 11 3]) 9 26€) 8 129 13
Uppe-middle income (N- 3129 3129 4 3] 3129 00
Lowe-middle income (N: 165 6 27 8 36) 6 127 15
Low income (N= 0 Q) 2 120 6 160 2 120 0 Q)

11
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Figure 5. Opinion of when dental amalgam use will be phased out in participant’s country, by region and
country income status

Key: AFR=African region; AMR=region of the Americas; EMR=Eastern Mediterranean region; EUR=European regio
HIC=high-income countries; LIC=lovincome countries; LMIC=lowemiddle-income countries; SEAR=Souffast
Asia region; UMIC=uppemiddle-income countriesWPR=Western Pacific region.

Reporting whether a country had completely phased out use of dental amalgam was somewhat incdreisterre

three times in the questionnaire when a country might have been reported to have completelyuphaseafdental
amalgam: Question 3 (“Is dental amalgam used in your countij@ble 2), Question 4 (“In your opinion, where would
you place your country regarding phasing down the use of dental amalgaiBie 5), and Question 32 (“In your
opinion, by which yar would ‘phaseut the use of dental amalgam’ be achievable in your countryable 6). For
Questions 3, 4, and 32, twelve, eleven, and ten countries were reported to have completely phaseodf aental
amalgam, respectively. In total, only fiveurdries (Japan, Norway, the Russian Federation, Saint Kitts and Nevis, and
Sweden) were consistently reported to have phased out use of dental amalgam in response tua#itibree Another
twelve countries were reported to have completely phasegseunf dental amalgam once or twice in response to the
three questions.

Participants were invited to write in additional comments regarding the current readiness otititejrto phase down
the use of dental amalgam in their countries. A selectiorspbreses is shown in Box 3.

12
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Box 3. Examples of participant comments on their country’s current readiness to phase dow
dental amalgam

n use (

Promising signs of progress:

“All it will take is for the government to have the political wilfighpkssshe phase out the
use of dental amalgam. We have started a consultation group amongst the clinician
intend to ask the Ministry [of Health] to look into the required changes.”

“There’s been a change in our dental facilities since aatewiry&aeswith the Minamata
Convention.”

“There continues to be a movement away from dental amalgam use in our country. Dis
with private practitioners indicate increased requestsdtmutedthrestorations from

5 and

cussion

patients. This, alomigh training of dentists more focused on alternatives to dental amalgams,
provides good movement in the direction of reduction of dental amalgam use. National polic

and guidelines would improve this movement.”

“We are currently phasing down thedesgabiamalgam in our clinics by reducing orders of
encapsulated amalgam and increasing the numbeplofuieathmaterials, such as
composite resin. Also, we are using fluoride mouth rinses in all primary schools wee
toothbrushing to reducetdénaries, hence reducing the need for amalgam restoration

kly and

D.

There’s already discussion on ways to completely phase out the use of dental amalgam use

our dental clinics.”
Governance, regulation and coordination challenges:

“There is no curregddiness for phase down in use of dental amalgam.”

“We have to make the private sector more aware of the dangers of dental amalgam restoratior
In the public health section of the Ministry of Health we do not purchase mercury (amalgam

fillings.”

“Therds a need to implement surveillance of the importation of mercury destined for de
amalgam as there is a possibility of diversion to artisanal mining.”

Funding and resource challenges:

“High cost of the meréteg alternatives to dental amalganmoistbaeeasons for continually
acquiring dental amalgam.”

“More than government, one private organization is working on phasing out the use of
amalgam. They have been holding meetings, making pamphlets, and lobbying the
government. Government noeseem very dedicated to phase out the use of dental
amalgam. Due to the high cost of substitutes for dental amalgam restorative materig
public sector, it will be difficult to phase out the use of dental amalgdowrsavphlase
be better.”

“There are general nationwide activities to reduce mercury emissions throughout the c(
example the United Nations Environment Programme country initiatives), and variou
‘educational’ initiatives for oral health care professionals aindiaingeinttitutions.
However, these are usually ad hoc, and there have not been any comprehensive, ui
national guidelines for the phasing out of the use of dental amalgam.”

“It would be helpful if the state would subsidizéneeaiteynatives dental amalgam,
owing to the high cost of those materials and equipment.”

ntal

dental

| in the

puntry (1
S

niform

13
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3.3. Insurance and regulatory information

3.3.1 Insurance that covers restorative care using dental amalgam or mercury -free
alternatives

Question 11 asked participants, “According to the information available / you have access treagaythinsurance
policies and programmes that cover the cost of restorative care using dental amalgam orfreeraiigrnatives to
dental amalgam in yewcountry?” Table 7 shows the number and percent of countries that have some insurance polici
and programmes that cowie cost of restorativeare using dental amalgam or merctrge alternatives to dental
amalgam, by region and country income staltugotal, twoethirds of countries (54/80, or 68%) had some insurance
policies and programmes that covered costs either partially or completely, compared to 24%hddad)at and 9%
(7/80) for which participants did not know.

Countries in the regioof the Americas (12/14, or 86%) and the European region (18/22, or 82%) were most frequent!
reported to have dental insurance coverage of dental amalgam or alternatives. In contrast, aintpinafies in the
Western Pacific region (6/13, or 46%) aodethird of countries in both the African (8/23, or 35%) and Eastern
Mediterranean (1/3, or 33%) regions were reported to have insurance policies or programmese Ipslicées: and
programmes were reported for 80% (28/35) of higlome countries, copared to only 30% (3/10) of leimcome
countries.

Table 7. Insurance policies and programmes that cover costs of dental amalgam or alternatives,
by region and country income status

Countries represented No policy or programme Some policy / programr Do not know
in the consultatic No. %) No. %) No. %)
All countries (N=¢ 19 24 54 6¢) 719

Countries by regit

African (N=: 8 3% 14 6]) 1 4)
Americas (N= 0 ) 12 86) 219
Eastern Mediterranean ( 139 2 67 00
European (N= 319 18 82) 15
Sout-East Asia (N: 1120 3160 1120
Western Pacific (N: 6 14€) 5 (3¢ 2 (15

Countries by income sta

Higlincome (N=¢ 39 28 80) 4117
Uppe-middl-income (N=: 3129 8 162) 2(15
Lowe-middIl-income (N=: 6 27 15 6§ 15
Lowincome (N=10) 7 (0 330 00

Question 12 asked participants the proportion of restorative care cost that public and privatiegrmulicies reimburse

to patients in their country, fdroth dental amalgam and mercdirge alternatives. Table 8 and Figure 6 show that the
percent reimbursement was quite similar for the four categories (i.e. public selental amalgam; public secter
mercuryfree alternative; private secterdental amalgam; and private secter mercuryfree alternative). For each
category, approximately half (43%1%) of countries did not have policies or programmes allowing patient
reimbursement, while approximately egearter (21%26%) allowed up to 100% reimbursemeOverall, policies
more frequently allowed patient reimbursement for cost of restorative care in the private s@&8¥46than in the
public sector (40%41%). Within these categories, there were only slight differences in reimbursement for dente
amalgam and mercuriree alternatives.

14
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Table 8.

amalgam and mercury -free alternatives, in public and private sectors

Percent reimburseme
of cost

None

up to 25%
up to 50%
up to 75%
up to 100%

Do not know

Through

For dental amalgan

No. ¢9)

41 6]
56
00
6@

21¢9
70

COUNTRY HABLICIES ALLOWING REIMBURSEMENT

public insurance
For mercuryree
alternative
No. %)
40 60
56
36
8090
17 @)

70

Through private insurance

For dental amalgam

No. ¢9)

36 69
70
10
9@)

20 €9
70

Insurance policy allowance of patient reimbursement for restorative care using dental

For mercuryree
alternative
No. %)

34 43
56
40
9]
21¢9

70

Figure 6. Insurance policy allowance of patient reimbursement for restorative care using dental amalgam

and mercury-free alternatives, in public and private sectors

Question 13 asked, “According to the information available / you have access to, are thereatimgsrii encourage

national insurare policies and programmes that favour the use of mefoegyalternatives to dental amalgam in your
country?” Onequarter (21/80, or 26%) of countries were reported to have such initiatives, including greate
reimbursement for the use of mercdirge altenatives than for the use of dental amalgam, and public insurance policies

that only reimburse the use of merciirge alternatives and not also amalgam.

15
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3.3.2 Regulations restricting elemental/bulk mercury for dental care, encapsulated dental
amalgam, and dental amalgam supply chains

One of the nine measures recommended for parties of the Minamata Convention on Mercury istttheessécof
dental amalgam to its encapsulated form (Box 1). Consultation participants were asked, “Accdfingfdaonation

available / you have access to, are there any regulations: to restrict the use of elementakbnkfonetental care
(Question 14); to restrict dental amalgam to its encapsulated form (Question 15); or with regertaltamalgam
supplychain management in your country (Question 16) in your country?” An example of regulation cachetgalm
chains was provided, i.e. restrictions on the procurement and distribution of imported dentamatoadyaid its
diversion into other sectors, suas artisanal and smaitale gold mining sector or for other uses.

Most countries did not have regulations restricting elemental/bulk mercury for dental care (488, orestricting
dental amalgam to its encapsulated form(47/80, or 59%), or regjribe dental amalgam supply chain management
(48/80, or 60%). In at least oiieird of countries, regulations exist to restrict the use of elemental/bulk mercury for
dental care (27/80, or 34%) or to restrict dental amalgam in its encapsulated fortnd288%). Fewer countries
(14/80 or 18%) were reported to have regulations related to dental amalgam supply chain man&gentieat.
remaining countries, participants did not know how to answer questions about these regulatmmns. downtries,
partidpants reported that discussions had started about such regulations, but none had come irgb effect y

Table 9 and Figure 7 detail country regulations by region and country income status. Countiénopean Union
were the most likely to have regtitans restricting elementary mercury for dental care (13/22, or 59%) or restricting
dental amalgam to its encapsulated form (14/22, or 64%), while countries irESmitAsia were the most likely to
have regulations related to the dental amalgam supply aanagement (2/5, or 40%). Higitome countries had the
highest frequency of regulation in all categories (43%, 51%, and 20%, respectively).

Table 9.  Regulations restricting elemental/bulk mercury for dental care, restricting dental
amalgam to its enc apsulated form, and restricting the dental amalgam supply chain, by
region and country income status

REGULATIONS RESTRICTI
Countries represented

in the consultation ... elemental/bulk mercu ... dental amalgam to its | ... the dental amalgam supply
for dental ca encapsulated for chair
All countries (N=¢ 27 39 28 39 14 1§

Countries by reqit

African (N=: 4 117) 5 22) 209
Americas (N= 5 36) 6 14%) 214
Eastern Mediterranean ( 139 00 1(39)
European (N= 13 59 14 69 6 27
Sout-East Asia (N: 240 1120 240
Western Pacific (N: 2 (15 2 (15 18

Countries by income sta

Higlincome (N=¢ 15 49 18 5J) 7120
Uppe-middl-income (N=: 5 3§ 3129 2 (15
Lowe-middIl-income (N=: 6 27 419 419
Lov-income (N=: 110 3130 110
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Figure 7. Regulations restricting elemental/bulk mercury for dental care, restricting dental amalgam to its
encapsulated form, and restricting the dental amalgam supply chain, by region and country income
status

Key: AFR=African region; AMR=region of the Americas; EMR=Eastern Mediterranean region; EUR=European regio
HIC=high-income countries; LIC=lovincome countries; LMIC=lowemiddle-income countries; SEAR=Souffast
Asia region; UMIC=uppemiddle-income countriesWPR=Western Pacific region.

3.3.3 Regulation of dental amalgam waste and disposal

Question 17 asked participants, “According to the information available / you have access @eamytiegulations

for dental amalgam waste and disposal israrironmentally sound manner in your country? For example, a requirement
for dental offices to install dental amalgam separators or other measures to control the caitecdiga, transport and
final disposal or stabilisation of dental amalgam wastnture that it does not reach the environment”.

Over half of countries were reported to have regulations for disposal of dental amalgam wastévtenfiagilities
(44/80, or 55%), public facilities (42/80, or 53%), and dental schools (45/80, or 56&b)einvironmentally sound
manner. However, these regulations varied greatly by region and country income level, as sholenlid dred Figure
8. Almost all of the countries in the European region (20/22, or 91%) were reported to have @atiomsegbutonly
17% to 26% (46 of 23 countries) were reported to have them in the African region.

Regulation of dental amalgam waste and disposal was also very common-incigie countries (719%7%, or 25
27 of 35 countries) and uppetiddleincome countries (®6-85%, or 1011 of 13 countries). In contrast, such
regulations were relatively infrequent in lowaiddleincome (23%32%, or 57 of 22 countries) and especially
infrequent in lowincome countries a0%, or 01 of 10 countries).
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Table 10. Regulation of dental amalgam waste and disposal in public dental facilities, private
dental facilities, and dental schools, by region and country income status

REGULATIONS FOR AMALGAM WASTE AND DI
Countries represented

in the consultation In privatedental facilities In public dental facilities In dental schools
No. %) No. %) No. %)
All countries (N= 44 55 42 53) 45 5€)

Countries by reg

African (N=: 4 117) 5 22) 6 26)
Americas (N= 9 164 7 50 7 50
Eastern Mediterranean |( 139 139 2 167)
European (N= 20 9)) 20 9)) 20 9))
Sout-East Asia (N: 240 240 240
Western Pacific (N: 8 162) 7 54 8 162)

Countries by income sta

Higlincome (N=¢ 27 77 2579 26 79
Uppe-middl-income (N=: 10 77 11 8% 11 8%
Lowe-middl-income (N=: 7 32) 5239 7 132)
Lov-income (N=: 0 Q) 110 110

Figure 8. Regulation of dental amalgam waste and disposal in public dental facilities, private dental
facilities, and dental schools, by region and country income status

Key: AFR=African region; AMR=region of the Americas; EMR=Eastern Mediterranean region; EUR=European regio
HIC=high-income countries; LIC=lovincome countries; LMIC=lowemiddle-income countries; SEAR=Souffast
Asia region; UMIC=uppemiddle-income countriesWPR=Western Pacific region.
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In write-in responses, participants provided examples of regulation of dental amalgam waste and dispesal in t
countries, including: educating dental practitioners to promote dental amalgam waste handlinggetiahdoy an
authorized waste management establishment; mandatory installation of dental amalgam separatoas)algain
waste collection in specific containers; strict control of storage, transportation and final ldipdesiatal amalgam
waste under the supésion of health boards; stabilization of dental amalgam waste to ensure that it does not reach tl
environment; and undertaking and use of centralized systems to bin, seal, and dispose of dgatal\aasié.

3.4. Dental education and training

In Questions 18 and 20, participants were asked whether dental school curricula for restorativeadeiriatheir
countries include teaching and training on: (a) dental amalgam and/or (b) nfeeeugyternatives. Participants who
replied affirmatively tqa) and/or (b) were further asked (a) “Are dental students trained on best environmental practic
for handling, use, of dental amalgam and management and disposal dental amalgam waste in aemaliy@uuand
manner?” (Question 19), and/or (b) “Are tlrstudents trained on environmental and health risks and benefits of the
mercuryfree alternatives to dental amalgam?” (Question 21).

Table 11 and Figure 9 show the number and percent of countries reported to have curriculadtveedtotal care
teaching and training on dental amalgam and merfrnesy alternatives, by region and country income status:thixds
(55/80, or 69%) of countries were reported to have dental schools that teach about dental ammafgarative care.

Of these, 78% (43/5%lso teach about best environmental practice for handling, use, management and disposal of der
amalgam, whereas for 9% (7/80) of countries, participants said they did not know, and for 6%f(stM)tries,
participants reported that dental studemése not taught about best environmental practice. These latter five countries
were lowincome (n=3), lowemiddleiincome (n=1), and uppeniddieincome (n=1); three were in the African region,
one in the European Region, and one in the SBa#t Asia Rgion.

Most of the countries that have stopped using dental amalgam (9/12, or 75%) do not train sthhdants irse it. The
region with the most frequent reports of teaching and training about dental amalgam wdsaSoasia (4/5, or 80%),
while thiswas least frequently reported in the region of the Americas (7/14, or 50%). By country incontedetaig
about dental amalgam was most frequently reported in uapédower middle income countries (10/13 and 17/22, or
77%, respectively).

Participars reported that dental schools teach about meifceieyalternatives to dental amalgam in restorative care in
76% (61/80) of countries. Of these, 72% (44/61) also teach about environmental and health hskeefitisdof the
mercuryfree alternatives inlental schools. Participants did not know for 15% (12/80) of countries, and for 6% (5/80)
participants reported that dental students were not taught about these risks and benefitsteFtiesedatintries were
lower-middleincome (n=2), and higlncome(n=3); two were in the African region, two in the European Region, and
one in the Western Pacific Region.

All (22/22) European region countries were reported to teach about alternatives to dental amdkyaal sthools;
the least frequent reporting tifis was in SoutlEast Asia (2/5, or 40%). Differences by country income status followed
a clear gradient, from 89% (31/35) of higfitome countries reporting this to 50% (5/10) of Jmwome countries.
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Table 11. Dental education and training related to  amalgam and alternatives, by region and country
income status

DENTAL SCHOOL CURRICULA INCLUDES TEAC

Countries represented Mercuryfree alternatives to dental
in the consultation Den,t\la!) at;n@algam amalgam

' No. %)
All countries (N=¢ 55 69) 61 76
Countries by regit
African (N=: 17 74 16 70
Americas (N= 7 50 8 57)
Eastern Mediterranean |( 2 67 2 167)
European (N= 15 6§ 22 100
Sout-East Asia (N: 4 80 2 140
Western Pacific (N: 10 77 11 8%)
Countries by income sta
Higlincome (N=¢ 22 63) 31 89
Uppe-middl-income (N=: 10 779) 11 89
Lowe-middl-income (N=: 17 77 14 64)
Lov-income (N=: 6 60 550

Figure 9. Dental education and training related to amalgam and alternatives, by region and country income
status

Key: AFR=African region; AMR=region of the Americas; EMR=Eastern Mediterranean region; EUR=European regio
HIC=high-income countries; LIC=lovincome countries; LMIC=lowemiddle-income countries; SEAR=Souffast
Asia region; UMIC=uppemiddle-income countriesWPR=Western Pacific region.
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Some respondents explained more about the situation of dental training in their countries, including

x Dental training schools may theoretically explain amalgam to students, so they understand yhef fiititay
materials, but they do not practically train them to use amalgams for filling and restoration.

x Dental schools may phase down the use of demellgam by progressively reducing emphasis on dental
amalgam while increasing emphasis on restorations with mefr@ealternatives.

x Teaching and training about dental amalgam remains fundamental to restorative care curricul&i@s coun
where dentahmalgam use remains very common.

3.5. Mercury / hazardous waste management

Question 22 asked participants “Are dental amalgam separators installed at dental facilitiesdauywy?” Onehird
(29/80, or 36%) of countries were reported to hdeetal amalgam separators installed in all dental facilities, while
19% (15/80) were reported to have them installed in some public and/or private facilities. H36&v€R9/80) of
countries were reported to have no separators installed in facilittbpaaiicipants reported they did not know for the
remaining countries (9%, or 7/80).

Table 12 and Figure 10 detail the findings for the installation of separators in dental faBiétpsnses varied greatly

by region and countrincome status. All buttee of 22 countries in the European either had separators in all facilities
(18/22, or 82%) or in some facilities (1/22, or 5%). This was only reported fathodeto twathirds of countries in
other regions. Onhalf of countries in the region of tharericas (8/14, or 57%) and the African region (11/23, or 48%)
reported that no dental facilities in their country had installed dental amalgam separators.

Differences by country income status followed a clear gradient-tinds (22/35, or 63%) of higincome countries
reported that all dental facilities had separators, compared to 31% (4/13) emiggkrincome countries, 14% (3/22)

of lowermiddleiincome countries, and no lemwcome countries. Half of loweniddleincome and lowncome
countries repded that none of their dental facilities had dental amalgam separators (12/22 or 55%, and 54,0 or 50
respectively).

Table 12. Installation of dental amalgam separators in dental facilities, by region and country
income status

DENTAL AMALGAM SEPARATORS INST

Countries represented In all dental In some dental In no dental Do not know
inthe consultation facilities facilities facilities No. %9

No. %) No. %) No. %)
All countries (N=¢ 29 36) 15 19 29 36) 719
Countries bregior
African (N=: 417 5 22) 11 4¢) 3119
Americas (N= 4 29 00 8 57 219
Eastern Mediterranean ( 00 2 67 139 00
European (N= 17 77 165 2109 2109
Sout-East Asia (N-: 00 3160 2 140 0 Q)
Western Pacific (N: 4 3] 4 3] 5 39 00
Countries by income sta
Higl-income (N=: 22 697) 39 8 129 2 6)
Uppe-middl-income (N=: 4 3] 3129 4 3] 2119
Lowe-middl-income (N=: 3119 7 32) 11 50 15
Lov-income (N=: 0 Q) 2 120 6 160 2 120
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Figure 10. Installation of dental amalgam separators in dental facilities, by region and country income
status

Key: AFR=African region; AMR=region of the Americas; EMR=Eastern Mediterranean reBidR=European
region; HIC=highincome countries; LIC=lovincome countries; LMIC=lowemiddleincome countries;
SEAR=SoutkEast Asia region; UMIC=uppaniddleincome countries; WPR=Western Pacific region.

For both dental services and crematoria, Questioaskad, “Do you know about the best environmental practices
established in your country to reduce and monitor emissions and releases of dental amalganowastaridt, soil,
and water?” Participants were also provided with a few examples, i.e. ther mamdling and disposal of dental
amalgam waste; installing dental amalgam separators and conducting periodic inspections of aixicts; pand
having mercury removal techniques in crematoria for individuals with dental amalgam restorations.

Table 13and Figure 11 show responses to this question by region and country income status. Almost Batir(35/8
44%) of countries were reported to have the best environmental practices established in deew|\whild they were

not established in 30% (36/86f countries, and participants did not know for 25% (20/80) of countries. In contrast,
only onefifth (14/80, or 18%) of countries were reported to have the best environmental practices egtablishe
crematoria, while they were not established in 29368@) of countries, and participants did not know for 54% (43/80)
of countries.
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Table 13. Best environmental practices established to reduce and monitor emissions and releases
of dental amalgam waste, by region and country income status

BEST ENVIRONMENTAL PRACTICES ESTAE
Countries represented

in the consultation In dental services In crematoria
No. %) No. %)
All countries (N=¢ 35 49 14 1§

Countries by regit

African (N=: 6 12€) 2109

Americas (N= 6 49 219
Eastern Mediterranean ( 2 167) 0 Q)

European (N= 6 27 8 136
Sout-East Asia (N-: 1120 0 Q)

Western Pacific (N: 5 (3¢ 2 (15
Countries by income sta

High income (N= 22 63) 11 3))
Uppe-middle income (N: 8 162) 1(8

Lowe-middle income (N: 4 (1§ 15

Low income (N= 2120 110

Figure 11. Best environmental practices to reduce and monitor emissions and releases of dental amalgam
waste, by region and country income status

Key: AFR=African region; AMR=region of the Americas; EMR=Eastern Mediterranean region; EUR=European regio
HIC=high-income countries; LIC=lovincome countries; LMIC=lowemiddle-income countries; SEAR=Souffast
Asia region; UMIC=uppemiddle-income countriesWPR=Western Pacific region.
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When asked to writen examples of best environmental practices in dental services in their country, responses includ
promotion of safe handling and disposal of dental amalgam waste; use of dental amalgam capselee tanst
control of dental amalgam management by a dental regulatory authority; annual inspection ofedéoésd By a
national environmental body; and relevant laws and regulations related to environmental protdatieaiaal waste
disposal. In one cas national health and welfare authorities, regional administrative authorities monitored dents
service compliance, while the environmental ministry was responsible for disposal of ntetateg dental materials

in landfills. However, another participanoted, “There is no policy in our country governing the proper handling of
dental amalgam waste and its safe disposal. There may be general policies on hazardous wagtevhiahdtray
apply”.

When asked to writén examples of best environmental prees in crematoria in their country, participant responses
included: crematoria comply with agreed emission restrictions; and crematoria have been fitfd@nvithsystems

SO as not to exceed a certain quantity of pollutants (including from dentiglaamaOne respondent reported that such
practices are not mandatory nationally, but local authorities can request installation of méssgryofireduce the
concentration in emissions.

3.6. Knowledge sharing and information exchange

Questions24-31 asked participants about different kinds of knowledge sharing and information exchange related
phasing down use of dental amalgam in their countries, as shown in Table 14. About one halb(34#386), of
countries were reported to have collaltiorabetween the Ministry of Environment and Ministry of Health to evaluate
the progress on Minamata Convention on Mercury, anehjoagter (22/80 or 28%) of countries were reported to have
a technical report, guidance or guideline on the selection anaf usercuryfree alternatives to dental amalgam. The
other types of case studies, reports, databases, indicators, and meetings were less frequetly repor

Table 14. Availability of knowledge sharing and information exchange about phase -down in use of
dental amalgam

QUESTION AND NUM RESPON¢
In your country, according to the information available / that you have access to, Yes No Do not
there know
Q24. Any published case studies (with lessons learnt) or research (rettidies) et 46 47 69 29 89
demonstrate the feasibility of ;-down the use of dental am
Q25. Any published case studies (with lessons learnt) or research including best pra%ti s that

; §° " 4269 3301
demonstrate the environmentally sounamalgam waste manage
Q26. A technical report, guidance or guideline on the selection and tfseeof mercury
alternatives to dental amalgam for dental restoration across the full spectrum of deri22 @8ries 43 61 15 @9
over the liicourse (i.e. for children, adults, elders or vulneral
Q27. Any reports, decrees, factsheets, published case studies or research reports or any other
documents from Governmental organizations or dental associatfmrspoivatey 15 9 41 69) 24 80
organizations regarding the environmental and health risks and benefieszof mercury
alternatives to dental ams
Q28. Any database to collect, monitor and manage information on the measures|taken to phase
down in use of dental amalgam and the effectiveness of such measures in order to &p®f to thd6 69 22 08
Minamata Secret:
Q29. Any key performance indicators and /or monitoring and evaluation framewark asure
the progress for pha down the use of dental am %P@S 4769 17e1
Q30. Any interinisterial collaboration between Ministry of Environment and Ministry y—%%\lth to
evaluate the progress on Minamata Convention ¢ % 2209 2109
Q31. Anypcoming national or regional meetings or conferences, in 2021 and 2022, that could
serve as a venue to share and exchange information for phasing down the use of dét&l1) 3187 32 40
amalga
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Box 4 provides examples of the materials  participants reported in Table 14.

Box 4. Examples of national and subnational publications related to phasing down the use of denta
amalgam

f Ministry of Health guidelines promotiaignalgam restorative material in young children,
pregnant women and/or people with chronic diseases.

Ministry of Health guidelines on the clinical application of composite resin
Expert consensus publicationslectisg filling materials

National dental authority recommendations for dental health professionals stressing the need
a significant reduction of the use of Aagrohamalgams in the treatment of dental caries.

f Mention of the dental amalganthaiakicity of mercury within several relevant government
directives.

f Issuance of a ministerial agreement that restricts the formulation, manufacture,
commercialization, storage, usage and possession of mercury, with a plan for the gradual
elimination tfe use of mercury in the country, especially in mining.

f A dental association factsheet regarding on the use of alternatives that focused on patient
perspectives and environmental aspects of their use.

General public sector guidance for dentists using alternative materials for children.

f A guide, technical factsheets and reports for healthcare professionals on the usage and healt
effects of mercdrge alternatives to dental amétgatental restacat.
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4. DISCUSSION

The 2021 informal global WHO consultation with policymakers in dental public health found thasippsieps are
being taken in all regions to implement the Minamata Convention on Mercury and to phase downofheeusa
amalgam, but there also remain challenges. Both progress and challenges are discussed more below.

4.1. Comparison of findings from the 2019 and 2021 consultations with policymakers

The specific questions, survey populations and countries of the 2019 and 2021 consultations stiftfbresd results

are not directly comparable and we cannot closely examine trends over time. At a broad level, theregelts of

the two consultatiog suggest that conditions have held steady and/or some progress has been made in line with
Minamata Convention.

In 2019, for example, 89% of participants reported that their countries still use dental amalgarthisvivas only
reported for 84% ofauntries in 2021. Similarly, in 2019, 15% (12/79) of respondents reported that their country dic
not have an action plan to implement the Minamata Convention, while in 2021 this was reportét fbi/80) of the
countries represented in the consultatfdable 5). Further, in 2019, almost half (44%2) of the 79 participants
reported they had been involved in discussions between the Ministry of Health and Ministry ohifaewiran their
country related to the Convention, while in 2021, 46% (37/80)wftcies were reported to have collaboration between
the two ministries related to the Convention (Table 14).

4.2. Progress in ratification and implementation of the Minamata Convention on
Mercury

At the time of the consultation in March 2021, there w@& Signatories and 130 Parties to the Minamata Convention
on Mercury, but six months later the number of Parties to the Convention had rised Th&2%21 consultation found
other examples of progress towards phasing down the use of dental amalgatimgribat onéhalf of countries have
regulations for amalgam waste and disposal in dental facilities and dental schools, and/or foeshemtél practices
established in dental services (Tables 10 and 13).

Consultation findings on dental education &mihing related to dental amalgam and merdweg alternatives are not
straightforward to interpret, because countries in the process of phasing out the use of degaal amglor may not
continue to teach about it in dental schools. Also, somedplewermiddle-income countries may not report teaching
about dental amalgam or alternatives if they do not have dental schools. Nonetheless, it isddevadlythat a higher
percent of the countries represented in the consultation teach about Hfiexewatyernatives than about dental amalgam
in dental schools (Table 11).

4.3. Challenges in implementation of the Minamata Convention on Mercury

For some aspects of implementation of the Minamata Convention, the 2021 consultation suggesgsahat only

been made by a minority of countries. Only -died of countries have regulations to restrict the use of elemental/bulk
mercury for dental care or to restrict dental amalgam to its encapsulated form, and ifilly bage regulations related

to the dental amalgam supply chain (Table 9). Similarly;tbive of participating countries do not have dental amalgam
separators installed in any dental facilities (Table 12). With the exception of the Europear{Q#gidhis represents

a substantial prmortion of countries (339%67%) in all regions. Across all of the regions, the range of countries covered
by the survey reported to have best environmental practices established in dental services emtharamalso low
(20%67% and 686%, respectively(Table 13). Only a small minority of countries (12826) were reported to have
best practices research, guidelines for the selection of mdreenalternatives, databases to monitor measures, a
monitoring and evaluation framework, or planned meetingsoaferences related to the Minamata Convention on
Mercury (Table 14).

In some instances, the public sector may face greater challenges than the private sector ithouiragieguse of dental
amalgam. For example, while the proportion of dental amalgsaout of all dental restorative materials use was often
the same within the public and private sectors of a country, in 25% (20/80) of countries it wa#tigd public sector,
compared to only 1% (1/80) of countries where the opposite was refbatad 3). Writein comments by participants
identified other challenges and barriers to implementation of the Convention within countriedingahsufficient
political will, policies, guidelines, and surveillance, and funding and resource challpagisilarly related to the cost

of mercuryfree alternatives in lonand middleincome countries.

The consultation highlighted great inequities between countries, regions, and particularly corortrg levels in
ability and progress in phasing down tiee of dental amalgam, as described more below.
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4.3.1 Differences between country income levels

For almost all aspects of implementation of the Minamata Convention, the consultation found arsfroogsistent
gradient related to country incors&atus, with a relatively high level of implementation in kigtome countries and
progressively lower levels through uppeiddle- and lowermiddle-, and lowincome countries. In one example, three
guarters (74%) of higincome countries were reportedhave regulations for dental amalgam waste and disposal in
dental facilities and dental schools, while only 10% of-loeome countries reported this (Table 10).

4.3.2 Differences within and between regions

The consultation found substanti@riation in progress in implementing the Minamata Convention within and between
regions. Participating countries in the region of the Americas and the European region had shedpghed phase

out of use of dental amalgam, and almost all countriSsirikEast Asia and the Western Pacific regions were reported
to be in the process of phasing down use of dental amalgam (Tables 5 and 6). However, 100%itiige aovered

by this survey in Eastern Mediterranean or Sdtdist Asia regions were reped to still use amalgam, angvhile 9%

of countries in the African region were reported to have phased out use of dental an&0gaimmad no plan to phase

it down (Tables 5 and 6). The African and Eastern Mediterranean regions also had the higheagpsroecountries
reported to still be using dental amalgam for the majority of their dental restorations in thespatadi (Table 4).

These regional patterns were roughly similar across other measures related to the Minamata Qomitbngiome
variation. For almost all measures, the European Union showed the greatest progress, includingifes netsted to
most regulations, dental school curricula on merdreg alternatives to amalgam, the installation of dental amalgam
separators in dentadilities, and best environmental practices in crematoria (TaHl&3.9

Onethird to twothirds of countries covered by the consultation in the region of the Americas had most of thiensgula
related to phase down in use of dental amalgam (Tabled 2@nThe remaining regions typically have made good
progress on specific regulations, namely: regulation of dental amalgam waste in dental fadllisefaois in the
Western Pacific region; regulation of elemental/bulk mercury and the dental amalgpliyn chain in the Soutkast
Asia region; and regulation of waste in dental schools and the dental supply chain in the Eatiterraikan region
(Tables 9 and 10). The African region was the least likely to have any of the regulations (TEatole0)

4.4.Accelerating the phase -down in use of dental amalgam

The results of the consultation with policymakers in dental public health highlight thatguivaseand even phaseit

of use of dental amalgam is achievable, especially as effectbsteffective and simpko-use mercunfree
alternatives are increasingly available. By the end of 2021, the WHO Oral Health Programme wiitlthegpcreasing

use of such products by publishing a briefing note series on evilased prevention artdeatment of tooth decay
with mercuryfree products and minimal intervention procedures. This series will include briefing notes on glas
ionomer cement and composite resin for tooth restoration, noting their specific benefits andlatsles to dental
amalgam. Glass ionomer cement, for example, has negligible risks or adverse effects but habemeififdeincluding

that it is mercunyfree; it can be applied with hand instruments alone (protecting more of the natural tooth stranture
conventionhmethods); it is unique in slowly releasing fluoride to prevent future tooth decay, and, of celéman
aesthetics; is it tootholored® 1015

The 2021 consultation also suggests how progress in phasing down the use of dental amalganacoeilerdgel
through practical steps, such as bringing together partners to make a more concerted push theaohiev@easures
recommended by the Minimata Convention on Mercury. At the country level, this includes strengtiening
collaboration of the Ministrpf Health and the Ministry of Education, because phasing down the use of dental amalgar
is a complex, multisectoral challenge that requires-téghl planning and coordination of joint initiatives.

Establishing concrete timelines for country phdeen and even possibly for complete phasg in use of dental
amalgam may also accelerate the process. While qghase use of dental amalgam is not required in the Minamata
Convention on Mercury, at least two of the nine recommended measures are reqdineokeathan two are encouraged.
Setting a timebound agenda to achieve such measures will help drive progress at the country level.

At the regional and global levels, it is critical for the oral health community and other pastpérsitize lowincome

countries and other countries which have severe funding and resource limitations and a higlcerefaieneated
dental caries. These countries need strong support to develop and implement comprehensive,astdpndhgsive
initiatives to phase dowthe use of dental amalgam.
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4.5. Strengths and limitations of the informal global consultation with policymakers
in dental public health

This consultation succeeded in collecting valuable information about implementation of the MiGamatation on
Mercury from a large and diverse group of dental public health experts in an efficient and affordgblEheva
participation of experts from 80 countries across all WHO regions and World Bank income levels poadidle to
monitor progress in implementatiof the Convention globally, regionally, and in terms of country income status. The
administration of the questionnaire in English, Spanish and French helped increase its accasdlilpiityicipation of

a large and diverse global audience.

This consultdon had a number of limitations, however. The eighty countries were not necessarily represefrattive
countries globally, limiting the potential to compare and interpret differences between regicrwuaimg income
categories. There was particulalbw representation of countries in the Eastern Mediterranean region (n=3) and the
SouthEast Asia Region (n=5), as well as in theJoome (n=10) and upp@niddle-income (n=13) country categories,

so the generalizability of findings from those categorigay be particularly weak. Naasponse bias also cannot be
ruled out, as it is possible that the individuals who chose to participate in the consultatidhe(aodntries they
represent) were more engaged in implementation of the Minamata Conveatiahehinvited individuals who chose

not to participate (and the countries they represent).

Moreover, although many national chief dental officers participated in this consultation, codiatmes participate
formally and reports for many countries deged on the informal opinion of other regional or national dental public
health experts. Even chief dental officers who participated in the consultation may not haveesadacelevant
information for their countries, because some governments lacktegrdted, centralized monitoring strategy and
information can be fragmented. For example, for half of the countries represented in the consudtdidipants did
not know enough information to answer the question about the establishment of begtnesviab practices in
crematoria (Table 13).

It is also worth noting that some participant reports were inconsistent, particularly in respessentially the same
guestion about country phasat in use of dental amalgam, asked with different or margtax answer options as the
guestionnaire progressed (Tables 2, 5, and 6). The process ofdplaases complicated and dynamic, and participant
reflection about it may have become more subtle with increasingly complex questions over thef comngéetng the
guestionnaire, contributing to inconsistent responses. However, these inconsistencies werentincibedod seem to
have affected the broad findings and comparisons.
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4.6.Conclusion

Importantly, the 2021 informal global WHEbnsultation with policymakers in dental public health shows that phase
down - and even phaseut— of the use of dental amalgam is achievable. At the country level, national policy makers
have both the ability and the will to implement measures recommdndéhe Minamata Convention, and effective,
costeffective and simpkto-use mercunfree alternatives to dental amalgam are increasingly available. The phase
down process has the potential to be accelerated by further strengthening multisectoraijesttrsilaboration, as

well as establishing clear timelines to achieve the nine gl@msa measures. To facilitate this process at the global and
regional levels, it is critical to increase support to-iaeome countries and other countries which hawee funding

and resource limitations and a high prevalence of untreated dental caries. Through such conmgrsteggise, and
inclusive initiatives, most of the countries can accelerate the joloag® in use of dental amalgam and make critical
progres in reducing risks and better protecting our environment and human health.
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ANNEX. ENGLISH QUESTIONNAIRE OF THE 2021 INFORMAL
GLOBAL WHO CONSULTATION WITH POLICYMAKERS IN
DENTAL PUBLIC HEALTH

Participant information statement

Dear [Participant Name],

You are invited to take part in this inforn@insultation.
Please read this page to fully understand why this work is being conducted and how you can dx involv

Introduction: The Minamata Convention on Mercury is a global treaty that aims to protect the human health
and the environment from anthgenic emissions and releases of mercury and mercury compounds. Article 4
of the Convention addresses mereadded products, including dental amalgam which is a direct restorative
material alloy containing 50% of mercury.

Annex A Part Il of the Conventioprovides 9 provisions (Box 1) to effectively phase down the use of dental
amalgam and various countries and regions have been progressively implementing them accordimglto nat
circumstances.

In preparation of the COP4 of the Minamata Convention pldfior November 2021, and in collaboration with
the secretariat of Minamata Convention, WHO Oral Health Programme, will develop a report based on ar
informal consultation with chief dental officers and other oral public health stakeholders.

Methods: An online questionnaire

Purpose and objectives of the informal consultationThe purpose of the informal consultation is to guide and
inform Parties during the COP4 about the latest progress achieved in relation to thdogirageuse of dental
amalgam acrosgegions and in countries. The objectives are i. to understand the level of implementing the 9
phasedown measures proposed by the Convention; ii. to gather knowledge on use of fitegcatiernatives

to dental amalgam, and iii. any additional measueésghimplemented or already in use to phase down the use
of dental amalgam in the countries.

Who are invited and why? All Chief Dental Officers, Directors of WHO Collaborating Centres (WHO CC)
and other stakeholders who are members of the community afcpragthin the WHO Global Oral Health
Network Platform, have been invited to participate.

We encourage you to participate in this informal consultation as your response will be valuaini@¢oiigsight
into the current situation in regions and cowgstio enable informed decistiomaking at COP4. The WHO Oral
Health Programme is committed to understanding and sharing the views of oral public health teddsrs o
important public health topic at the global level.

What do you have to doKindly read he questionnaire as you may néadonsult colleagues in your country
before completing the questionnaire. Reminders will be sent twice every week on Monday and Thursday.

Reading and answering time 45- 60 minutes.

Structure of the questionnaire: The questionnaire is divided into 6 sections:

Demographics and setting the context

Minamata Convention and the phatewvn in use of dental amalgam
Insurance and regulatory information

Dental education and training

Mercury/hazardous waste management

Knowledge sharing and information exchange

X X X X X X
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How will your privacy be protected? All information you provide will be confidential and the responses will
be deidentified in the final report to ensure anonymity. Responses will be exported to papsetenie files
for data analysis.

How will my responses be usedYour responses will represent your views only and will not be treated as the
position of the Government, Ministry of Health or WHO CC. Your responses will be combined with the
responses of other GiDental Officers, Directors of WHO CCs and other stakeholders for data analysis
purposes.

The results will be presented in a final report by WHO to guide and inform the discussions @udpgaiming
COP4. Somguotes may be included in the report tpmart the understanding of specific themes; however, the
report will not contain any information that will identify you or your country.

Who do | contact for more information? If you have any questions regarding this consultation, please send an
email at fwo WHO email addresses provided].

Informed Consent | understand the Participant Information Statement and the responses provided by me will
representny personal view and not the view of the organization | work for. My responses shall not be treated
asthe position of the Government, Ministry of Headththe WHO CC of mygountry.

| agree that the responses provided by me will be included in a final report on the conditiceittieatmy
name, the name of my country nor any other identifyfirfigrmation is used. | understand that the report will
inform the discussions arouptiasedown of use of dental amalgam.

Do you agree with the statements described above and provide your consent to be involved weyfiis sur

You must click Yes in ordepo take the survey.

Yes

No (this will take you to the end of the survey)
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SECTION 1: Demographics and setting the context

1.
2.

SECTION 2: Minamata Convention and the phase
4,

Country :

What is the position that you currently hold?

Chief Dental Officer at the Ministry of Health

Director of a WHO CC

Other:

Is dental amalgam used in your country?

Yes
No
| don’t know

In your opinion, where would you place your country
dental amalgam? For your answer, please consider the nine measures listed above.
(Please select one option and explain your response)

-down in use of dental amalgam

regarding phasing down the use of

No plans to start
phase-down

process.

Initial
consultations
have been
organized to
start phase-
down process.

Few phase-
down measures
are underway (2
to 3 measures
implemented).

Phase-down is
underway in
moderation (4 to
6 measures
implemented).

Phase-down is
at an advanced
stage (7t0 9
measures

implemented).

Ready to phase
out dental

amalgam.

Already phased
out dental

amalgam.

Please justify your response:

Are there any additional measures/phasing down the use of dental amalgam initiatives
currently being implemented/already implemented in your country?

1. Yes
2. No

3. Do not know

A. If yes, what have been the additional measures/ phasing down the use of dental

amalgam initiatives

amalgam for specific age groups or for specific groups of the population; intr

step -by-step legislation for phasing down the use of dental amalgam)

1.
2.
3.

No additional measures have been implemented

Do not know

implemented _in your country? (For example, ban use of dental

oducing
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6. B. If yes, what are the additional measures/phasing down the use of dental amalgam
initiatives currently being implemented in your country?

1.

2.

3.

No additional measures are currently being implemented
Do not know

7. Are there any specific challenges and/or barriers to phase down the use of dental
amalgam in your country?

Yes
No
Do not know

8. If yes, what are the specific challenges and/or barriers to phase down the use of dental
amalgam in your country?

For patients:
Yes
No
Do not know
Please list the main challenges/barriers here:

For oral health care providers:
Yes
No
Do not know
Please list the main challenges/barriers here:

For policymakers:
Yes
No
Do not know
Please list the main challenges/barriers here:

For public dental health services
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Yes

No

Do not know

Please list the main challenges/barriers here:

For private dental health services
Yes
No
Do not know
Please list the main challenges/barriers here:

For other relevant stakeholders (national dental associations, environmental non -governmental
organizations)

Yes

No

Do not know

Please list the main challenges/barriers here:

9.  According to the information available / you have access to, what percentage does dental
amalgam represent of all dental restorative materials used in clinical restorative care per
year in your country? i.e. use of dental amalgam / total use of dental restorative materials.

a. In public/government sector:

up to 25% «; upto 50% -« ; up to 75% -« ; up to 100%; « Do not know
b. In private sector

up to 25% «; upto 50% -« ; up to 75% -« ; up to 100%; « Do not know
c. For both sectors

up to 25% «; upto 50% -« ; up to 75% -« ; up to 100%; « Do not know

Verification — please provide further information and figures to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

10. According to the information available / you have access to, what is the estimated total
amount of dental amalgam (kilograms) imported per year in your country?

Amount in Kilograms :
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Do not know

Verification — please provide further information and figures to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

SECTION 3: Insurance and regulatory information

11. According to the information available / you have access to, are there any insurance
policies and programmes that cover the cost of restorative care using dental amalgam or
mercury -free alternatives to dental amalgam in your  country?

Yes
No
Do not know

12. If yes, then please select which of the following statements regarding insurance policies
and programmes are relevant to the current situation in your country (Tick all that apply):

Public insurance policies in my country allow patient to be reimbursed from the cost of dental care
using dental amalgam up to 25% «; up to 50% «; upto 75% «; up to 100% -«

Public insurance policies in my country allow patient to be reimbursed from the cost of dental care
using mercury-free alternatives to dental amalgam up to 25% «; up to 50% «; upto 75% -« ; up
to 100% -«

Verification — please provide further information to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

Private insurance policies in my country allow patient to be reimbursed from the cost of dental care
using dental amalgam upto 25% «; up to 50% «; up to 75% e« ; up to 100% -«

Private insurance policies in my country allow patient to be reimbursed from the cost of dental care
using mercury -free alternatives to dental amalgam up to 25% «; upto 50% «; up to 75% -« ; up
to 100% -«

Verification — please provide further information to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

13. According to the information available / you have access to, are there any initiatives to
encourage national insurance policies and programmes that favour the use of mercury -
free alternatives to dental amalgam in your country?
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Yes
No
Do not know

Verific ation — please provide further information to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

14. According to the information available / you have access to, are there any regulations to
restrict the use of elemental/bulk mercury for dental care in your country?

Yes
No
Do not know

Verification — please provide further information to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

15. According to the information available / you have access to, are there any regulations to
restrict dental amalgam to its encapsulated form in your country?

Yes
No
Do not know

Verification — please provide further information to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

16. According to the information available / you have access to, are there any regulations
with regards to dental amalgam supply chain management in your country? For example,

restrictions on the procurement and distribution of imported dental amalgam to avoid its
diversion into other sectors e.g. artisanal and small -scale gold mining sector or for other
uses.

Yes

No

Do not know

Verification — please provide further information to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

17. According to the information available / you have access to, are there any regulations for
dental amalgam waste and disposal _ in an environmentally sound manner in your

country? For example, a requirement for dental offices to install dental amalgam
separators or other measures to control the collection, storage, transport and final

disposal or stabilisation of dental amalgam waste to ensure that it does not reach the
environment.
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In public/government dental facilities:
Yes
No
Do not know

Verification — please provide further information to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

In private dental facilities
Yes

No

Do not know

Verification — please provide further information to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

In dental schools
Yes

No

Do not know

Verification — please provide further information to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

SECTION 4: Dental education and training

18. Do curricula for restorative dental care include teaching and training on dental amalgam
in dental schools of your country?

Yes
No
Do not know

Verification — please provide further information to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

19. |If yes, are dental students trained on best environmental practice for handling, use, of
dental amalgam and management and disposal dental amalgam waste in an
environmentally sound manner?

Yes
No
Do not know

Verification — please provide further information to support your response.
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Please explain your response:

[insert link to documentation here or attach relevant
document when you return the questionnaire]

20. Do curricula for restorative dental care include teaching and training on mercury
alternatives to dental amalgam in dental schools of your country?

Yes
No
Do not know

-free

Verification — please provide further information to support your response.

Please explain your response:

[insert link to documentation here or attach relevant
document when you return the questionnaire]

21. Ifyes, are dental students trained on environmental and and health risks and benefits of
the mercury -free alternatives to dental amalgam?

Yes
No
Do not know

Verification — please provide further information to support your response.

Please explain your response:

[insert link to documentation here or attach relevant
document when you return the questionnaire]
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SECTION 5: Mercury / hazardous waste management

22. Are dental amalgam separators installed at dental facilities in your country?

(please choose all that apply)

Yes, in all public / government and private dental facilities
Yes, in all public / government dental facilities only

Yes, in all private dental facilities only

Yes, but only partially, in some dental facilities

No
Do not know

Verification — please provide further information to support your response.

Please explain your response:

[insert link to documentation here or attach relevant
document when you return the questionnaire]

23. Do you know about the best environmental practices established in your country to
reduce and monitor emissions and releases of dental amalgam waste into air, land, soil,
and water? A few examples include the proper  handling and disposal of dental amalgam
waste, installing dental amalgam separators and conducting periodic inspections of
dental practices, or having mercury removal techniques for crematoria of individuals with

dental amalgam restorations.

In dental serv ices
Yes
No
Do not know

Verification — please provide further information to support your response.

Please explain your response:

[insert link to documentation here or attach relevant
document when you return the questionnaire]

In crematoria
Yes

No

Do not know

Verification — please provide further information to support your response.

Please explain your response:

[insert link to documentation here or attach relevant
document when you return the questionnaire]
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SECTION 6: Knowledge sharing and information exchange

24. According to the information available / you have access to, are there any published case
studies (with lessons learnt) or research including best practices that demonstrate the
feasibility of phasing down  use of dental amalgam from your country?

Yes
No
Do not know

Verification — please provide further information to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

25. According to the information available / you have access to, are there any published case
studies (with lessons learnt) or research including best practices that demonstrate the
environmentally sound dental amalgam waste management from your country?

Yes
No
Do not know

Verification — please provide further information to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

26. According to the information available / you have access to, is there a technical report,

guidance or guideline on the selection and use of mercury -free alternatives to dental
amalgam for dental restoration across the full spectrum of dental caries ov er the life

course (i.e. for children, adults, elders or vulnerable groups) in your country?

Yes
No
Do not know

Verification — please provide further information to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

27. According to the information available / you have access to, are there any reports,
decrees, factsheets, published case studies or research reports or any other documents
from Governmental organisations or dental associations or any other private

organisat ions regarding the environmental and health risks and benefits of mercury -free

alternatives to dental amalgam in your country?

Yes
No
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Do not know

Verification — please provide further information to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

28. According to the information available / you have access to, is there any database to
collect, monitor and manage information on the measures taken to phase down of dental
amalgam use and the effectiveness of such measures in order to report to the Minamat
Secretariat in your country?

Yes
No
Do not know

Verification — please provide further information to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

29. According to the information available / you have access to, are there any key
performance indicators and /or monitoring and evaluation framework to measure the
progress for phasing down the use of dental amalgam in your country?

Yes
No
Do not know

Verification — please provide further information to support your response.

Please explain your response: [insert link to documentation here or attach relevant
document when you return the questionnaire]

30. According to the information  available / you have access to, is there any inter  -ministerial

collaboration between Ministry of Environment and Ministry of Health to evaluate the
progress on the Minamata Convention on Mercury in your country? (please mention if a
working group is presen t or any regular meetings held and any relevant information in
the comment section)

Yes
No
Do not know

31. Are there any upcoming national or regional meetings or conferences, in 2021 and 2022,

that could serve as a venue to share and exchange information for phasing down the use

of dental amalgam?

Yes
No
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Do not know

Name of event(s ) Location. Date. Event link/contact

[Add rows if needed]

32.

33.

In your opinion, by which year would ‘phase  -out the use of dental amalgam’ be achievable
in your country ?

already phased out (mention year in the comment section)
by 2025

by 2030

after 2030 (please mention the probable year)

Finally, if you have any further comments regarding the current readiness of your country

to phase down the use of dental amalgam or would like to share evidence on phase -down
initiatives that your country is currently implementing and have not been covered in the
previous questions, please share it with us in the text box below:

Thank you. Those are all the questions we had for you. We sincerely appreciate your time and participation in
this important questionnaire. We'll share the report to you once available. Should you have any questions or
further feedback, please send a message to [two WHO email addresses provided].
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