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This report
This report has been prepared jointly by Knowsley Council, Public Health England and
Knowsley Clinical Commissioning Group. Its purpose is to provide an analysis of oral
health in order to determine the following:
o
o
o
o

How much impact does this issue have on local people?
Can this impact be reduced through local action?
Can local action reduce health inequalities?
Will local action on this help address other issues too?

Understanding these things helps the HWB determine the level of priority that this issue
should be given in the Borough’s Health and Wellbeing Strategy.
This is one of a series of reports that comprise Knowsley’s Joint Strategic Needs
Assessment (JSNA).

Contacts
For information about this report please contact:
Dr Sarah McNulty, Public Health Consultant, Knowsley Council
Phone: 0151 443 4910

Email: sarah.mcnulty@knowsley.gov.uk

Annette Mercer, Assistant Public Health Programme Manager
Phone: 0151 443 4994

Email: annette.mercer@knowsley.gov.uk

Further information
For a PDF copy of this report, and other research intelligence products, visit Knowsley
Knowledge – the website of Knowsley’s JSNA
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Oral Health
1.

Introduction

1.1 Purpose of report
The purpose of this report is to set out current understanding of issues relating to oral
health in Knowsley, based on analysis of the latest available data.
The report contains detail on the following populations groups throughout the life
course:





Children
Working age adults
Older adults
Vulnerable groups – specifically those with learning disabilities, those with
mental illness and substance misusers

1.2 Data and intelligence
Data on the oral health of the population comes from epidemiological surveys and
service level data in the main. Whilst the oral health data for children offers us some
insight, in particular to younger children, there are gaps in availability of adult dental
health data. In some of these areas, an attempt has been made to gather some local
information. Furthermore, due to the nature of such studies it is not always possible to
analyse trend data for population cohorts which means data may be influenced by age
or cohort effects. Some data may also be relatively dated.

1.3 Why oral health is important
Oral health is important to overall health and wellbeing. It can promote good
communication, good nutrition and reduces discomfort from the teeth or mouth.
Toothache, infections and tooth loss can have a significant effect on wellbeing and the
condition of our teeth has a direct effect on other serious health issues. Gum disease in
particular increases a person’s risk of other health complications such as stroke,
rheumatoid arthritis, diabetes and heart disease.
Dental decay is a major health problem for people of all ages but peaks in childhood.
Dental health care not only encompasses looking after teeth it also looks at the wider
issues including: diet, tobacco and alcohol consumption as well as access to the right
dental health services.
The World Health Organisation defines oral health in broad terms. ‘It means more than
simply having ‘good teeth’: oral health is integral to general health, is essential for
wellbeing, and is a determinant of quality of life. It allows us to speak, smile, kiss,
touch, taste, chew, swallow and cry. Poor oral health ‘restricts activities in school, at
work and at home causing millions of school and work hours to be lost each year the
world over. Moreover, the psychosocial impact of these diseases often significantly
diminishes quality of life’.
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2. Policy Drivers
2.1 The Health and Social Care Act 2012 (1)
In 2012 every Local Authority in England became responsible for improving the oral
health of their communities, for commissioning oral health improvement services and
monitoring the health needs of their population. Through a Statutory Instrument (2),
Local Authorities are specifically required to:
 Secure the provision of oral health improvement programmes to improve the health
of the local population, to the extent that they consider appropriate in their areas;
 To provide, or make arrangements to secure, the provision of oral health surveys to
facilitate the planning and evaluation of oral health improvement programmes,
planning and evaluation of NHS dental services and the monitoring and reporting of
the effect of water fluoridation programmes (when appropriate).

2.2 The Public Health Outcomes Framework (3)
The framework incudes a specific outcome indicator relating to oral health under
domain 4 - healthcare public health and preventing premature mortality. The indicator is
“tooth decay in five- year-old children”. However there are a number of other indicators
which improvement in oral health and dental services will contribute or be linked to via
common risk factors:


mortality from cancer



indicators relating to smoking, overweight and obesity



diet



pupil sickness and absence

2.3 The NHS Outcomes Framework 2014/15 (4)
The purpose of the framework is to drive improvements in the quality of the NHS. A
number of indicators relate to patients’ experiences of NHS dental services and access
to NHS dental services. Oral health improvement could also contribute to the one year
and five year survival for all cancers indicators.
In the Mandate from Government to NHS England 2015-2016
dental health were included:

(5) two



tooth decay in children under 5 years



tooth extractions in secondary care for children under 10 years
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new indicators for

2.4 Local Authorities Improving Oral Health: Commissioning Better Oral Health

for Children and Young People: An Evidence-Informed Toolkit for Local
Authorities 2014 (6)
This toolkit clearly defines the roles and responsibilities for local authorities with regard
to oral health and dental services. The document provides ideas on how to accomplish
the best outcome. Case studies from across the UK are shared as evidence of good
practice.

2.5 NICE guidelines (PH55): Oral health Improvement for Local Authorities and
their Partners 2014 (7)
These guidelines makes 21 recommendations (see
including the need to undertake oral health needs
strategy on oral health and ensuring the delivery of
and activities. The document lists the evidence
recommendations in the guidelines.

appendix one) for local areas
assessments, develop a local
community-based interventions
statements that support the

2.6 Local Government Association: Tackling Poor Oral Health in Children. Local
Government’s Public Health Role 2014 (8)
This guidance provides practical guidance to Local Authorities to enable them to fulfil
their responsibilities for dental public health as well as examples of programmes and
approaches to oral health improvement in children which have been successfully
implemented.

2.7 Delivering Better Oral Health: an Evidence-based Toolkit for Prevention 2014 (9)
The third edition of this document was published in June 2014. The toolkit is designed
for dental care professionals to facilitate easy access to evidenced based oral health
practice. The document also ensures that other health and social care partners are
aware of the correct preventive messages to deliver to the population. An easy to use
summary guidance, with graded evidence for each level of advice, supports the
document.

2.8 The NHS Five Year Forward View 2014 (10)
The NHS Five Year Forward View published in 2014 emphasises the need for new
partnerships for the NHS including local authorities and local communities. The plan
recognises the important role of the NHS in the prevention agenda particularly around
major public health problems such as smoking, harmful drinking and obesity. The plan
support local solutions and innovation in developing ways of developing appropriate
local services.

2.9 The NHS England Business Plan 2015-2016 (11)


This plan states that NHS England are committed to support Primary Care Dentistry
to develop new care models to support better outcomes for patients. Part of the focus
of this work is to develop the skill base within primary dental care teams to deliver an
increased focus on preventive care. Delivering Better Oral Health is one of the
priorities for the Merseyside local dental network which is hosted by the NHS England
North (Cheshire and Merseyside local office).
7

2.10 Smoke free and Smiling 2014 (12)
Smoke Free and Smiling provides guidance to the dental team and commissioners to
ensure that the significant potential of the primary dental care setting to trigger smoking
cessation is realised. Appropriate training (at undergraduate and postgraduate level
and for dental care professionals) should be available to enable members of the dental
team to be confident in providing an initial brief intervention to promote smoking
cessation and effectively signpost to local smoking cessation services.

2.11 Choosing Better Oral Health 2005 (13)
Choosing Better Oral Health was published by the Department of Health in 2005 and
draws on the evidence of the causes and consequences of poor oral health. The plan
emphasises the potential improvements that can be made to oral health by integration
of the dental health messages into an integrated health promotion programme. The
plan emphasises the need for oral health to be targeted as part of a common risk
approach – particularly around diet and smoking, and the need to work across
agencies and professional boundaries. The plan identifies six key areas for action:
 Increasing exposure to fluoride
 Improving diet and reducing sugar intake
 Encouraging provision of preventive dental care
 Reducing smoking
 Increasing early detection of mouth cancer
 Reducing dental injury

2.12 Valuing People’s Oral Health 2007 (14)
‘Valuing People’s Oral Health’ was published as a supplement to Choosing Better Oral
Health: An Oral Health Plan for England. The document provides guidance to
organisations and providers of dental services as to how oral health and access to
dental care could be improved for people with disabilities given the inequalities they
experience.

2.13 Local review of oral health programmes
A review of oral health programmes targeting child dental health within Knowsley was
conducted in 2014 by Knowsley Council Public Health and Public Health England. The
review analysed potential oral health programmes to ensure that resources were being
used effectively on programmes with the strongest evidence base and which could be
practically delivered to Knowsley children. Through the course of this review exercise it
became clear that other population groups should be considered targets for oral health
programmes - particular the ageing population who are increasingly keeping their
natural teeth into older age, and vulnerable groups within the community. A needs
assessment has been undertaken which has informed this Joint Strategic Needs
Assessment and provided a useful first step in improving understanding of the oral
health across the Knowsley population.
8

3.

Child Dental Health

3.1 Overview of child oral health in Knowsley
For the last 20 years, there has been considerable interest and investment in oral
health improvement programmes in Knowsley. Nationally coordinated dental health
surveys of children are conducted regularly and show that on the whole, oral health of
children has improved in England. This improvement is, however, not always well
reflected in Knowsley. Over the years the Primary Care Trust and, since 2012
Knowsley Council, have responded to this identified need through investment in oral
health programmes.
Children aged 3
The first ever nationally coordinated survey to assess the dental health of 3 year old
children in Knowsley was undertaken in the school year of 2012/2013 (15). The results
of this survey showed that the percentage of 3 year old children in Knowsley (10.5%)
who have experienced decay by this age was lower than both the North West regional
average (14.3%) and the English average (11.7%) as shown in Table 1.
Of additional interest was the prevalence of a distinct pattern of tooth decay in early
years that is often associated with the prolonged use of a feeding bottle containing
sugary drinks. This is called Early Childhood Caries (ECC). ECC is defined as “dental
decay involving one or more surfaces of upper anterior teeth” (15). ECC has been shown
to be associated with socioeconomic status, family structure and the way children are
nurtured and it accelerates the impact of poor oral health on the wellbeing of children
(16). The results of the survey showed that 4.4% of 3 year old children in Knowsley have
ECC compared to an average of 5.1% in the North West and 3.9% in England.
Table 1: Dental Health of 3 year olds 2013

Prevalence of tooth decay (%)
% with Early Childhood Cariesii
% with Sepsis (dental infection)

Knowsley Local
Authority
10.5
4.4
0.4

Statistical neighbour
North
i
Halton Local Authority West
10.3
14.3
2.6
5.1
0.2
0.4

England
11.7
3.9
0.3

i

Generated by the Chartered Institute of Public Finance and Accountancy (CIPFA) Nearest Neighbours Model, post April 2009,
comparator 1.3
ii

Early childhood caries – the definition selected was ‘caries involving one or more surfaces of upper anterior teeth’. This
pattern of decay is often linked with long term use of a feeding bottle with sugar-containing drinks.
Source Public Health England Knowledge & Intelligence Team North West

Extraction is the most common treatment of choice for severely decayed and infected
teeth that are causing pain in children. Most children in this age group are however
unable to accept dental extractions with local anaesthesia and require hospital
admission for the dental extractions to be carried out under general anaesthesia. Tooth
extractions under general anaesthesia carry a small but real risk of life-threatening
complications for children. In 2013, 0.5% of all 0-4 year olds’ admissions to hospital in
Knowsley were for dental treatment under general anaesthesia (17). This proportion was
higher than both the North West regional average of 0.4% and national English
average of 0.3%.
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4-12 year old children
By the age of 4 years, the deciduous dentition (milk teeth) is well established in the
mouth. During this stage in a child’s life, the transition from the deciduous to permanent
dentition begins to occur at about the age of 6 years. The consequence of tooth decay
that occurs in the permanent teeth is cumulative over the life course. Furthermore,
tooth decay was the most common reason for hospital admissions in children aged five
to nine years old in 2012-13.
The results of the 2012 nationally coordinated dental health survey of 5-year-old
children (15) showed that Knowsley ranked the 6th worst of the 23 local authorities in
the North West whereas its statistical neighbour (using the Chartered Institute of Public
Finance & Accountancy nearest neighbours comparators), Halton was ranked the 8th
best of the 23 local authorities in the North West.
Whilst there have been improvements in the levels of tooth decay among 5 year olds in
recent years in England and Knowsley, the gap has not reduced (Table 2).
Table 2: Survey of 5 year olds: dental health in Knowsley compared to North West and England in
2007-2008 and 2011-2012

Survey year

2007-8
2011-12

% of Knowsley 5
year olds with tooth
decay experience
43%
40%

% of North West 5
year olds with tooth
decay experience
38%
35%

% of England 5 year
olds with tooth
decay experience
31%
28%

The percentage of 5-year-old children in Knowsley who have experienced decay is
higher than both the North West regional average and English average as shown in
table 3.
Table 3: 2011-12 survey of 5 year olds: dental health in Knowsley compared to statistical neighbours,
North West and England (rounded)
Knowsley Local Statistical neighbour
Authority
Halton Local Authorityi
Prevalence of tooth decay
(%)
% with Early Childhood
Cariesii
% with Sepsis (dental
infection)

North
West

England

40

34

35

28

11

7

9

6

4.0

1

2.5

2

i

Generated by the Chartered Institute of Public Finance and Accountancy (CIPFA) Nearest Neighbours Model, post April 2009,
comparator 1.3
ii

Early childhood caries – the definition selected was ‘caries involving one or more surfaces of upper anterior teeth’. This
pattern of decay is often linked with long term use of a feeding bottle with sugar-containing drinks.
Source Public Health England Knowledge & Intelligence Team North West
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The results of the 2011 survey (15) showed that there are inequalities within Knowsley
and that children living in wards located in the north and south part of Knowsley had
significantly poorer oral health. Children living in Page Moss ward had particularly high
levels of disease (Figure 1).

Figure 1 : Decay prevalence by ward
(Source Public Health England Knowledge & Intelligence Team North West)

Children living in deprived communities tend to have poorer oral health than their
counterparts living in more affluent communities resulting in inequalities in the oral
health of children across the borough. Figure 2 shows more than half of the proportion
of children living in the most deprived areas of Knowsley had experienced decay
compared to about a quarter of those living in the least deprived areas.
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Figure 2: Prevalence of decay IMD quintiles in Knowsley: proportion (%) of children with
at least one decayed, missing or filled tooth

(Source Public Health England Knowledge & Intelligence Team North West)

It is not clear what is responsible for the increase in decay experience between the age
3 survey cohort and the age 5 survey cohort; further research will be required to
explore whether there is a trend as well as identify any probable explanations.
Older children
The most recent dental health survey of 12 year old children living in Knowsley was
carried out in the school year of 2008/09 (15). This survey found that 51% of 12 year old
children had experienced tooth decay in their permanent teeth. The 2008/09 survey
also showed that although over 73% of the 12 year olds in the North West reported that
they brush their teeth twice a day, 51.3% had plaque visible on their front teeth.
Children, parents and carers require the appropriate oral hygiene skills to enable them
to prevent periodontal (gum) disease as a result of plaque.
For many young children the consequences of poor dental health and toothache, dental
infection is the need for removal of decayed teeth which cannot be filled. This
procedure is undertaken in hospital with Whiston Hospital and Liverpool University
Dental Hospital for the majority of Knowsley children. In 2014-15, 275 Knowsley
children attended these hospitals for extraction of decayed teeth. The highest
proportion of these children reside in the L32 (Kirkby) L33 (Kirkby) L35
(Prescot/Whiston) and L36 (Huyton/Roby) postcode areas within Knowsley.
There is no recent local survey data for dental health of young people aged over 12
years in Knowsley. The recent Children’s Dental Health Survey for England, Wales and
Northern Ireland (2013) (17) provides useful information on the oral health for young
people which may help describe the local picture in Knowsley in general terms. This
survey reported a general improvement in child dental health in recent times, 31% of
young people in England were deemed to have good oral health, i.e. the absence of
obvious decay experience and the absence of calculus, (a risk factor for periodontal
disease), by the age of 15 years compared to 25% in 2003. In the 2013 survey, at 15
years 56% of young people had no obvious dental decay compared to 45% in 2003 of
age.
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At the age of 15, the prevalence of obvious decay in permanent teeth was 44%. A third
(33%) of 15 year olds in England had teeth with fillings. Overall 14% of 15 year olds
were affected by severe or extensive dental decay. 8% of 15 year olds had 5 or more
teeth with obvious tooth decay and 2% had teeth that could not be restored and/or had
signs of infection.
As shown in Table 4, the burden of tooth decay is not evenly distributed within
communities. Although severe tooth decay is not restricted to the most deprived in
society, the risks appear to be much higher where there is deprivation. The prevalence
of severe dental decay is 20% at age 15 years for the most deprived but 8% for the
least deprivation areas communities. Consequently, although there has been some
improvement generally in young people’s dental health, the proportion of young people
with dental decay in Knowsley is therefore likely to still be higher than other localities.
Table 4: Percentage of 15 year olds with any severe or extensive dental decay, by 2010 English Index of
Multiple Deprivation quintiles (Child dental health survey 2013)

Index of Multiple Deprivation quintiles

Percentage of 15 year olds

1 (most
deprived)

2

3

4

5 (least
deprived)

20

12

9

10

8

Using the Indices of Multiple Deprivation, Knowsley is one of the most deprived boroughs in England.

Bleeding gums is an indicator of active periodontal disease. Although the 2013
Children’s Dental Health Survey showed that 81% of 15 year olds in England reported
that they brushed their teeth twice daily or more often, 40% of them were found to have
gingivitis (inflammation of the gum). This is a slight improvement compared to the
proportion of 45% in 2003.
A quarter of the 15 year olds in the survey rated their oral health as fair, poor or very
poor and 15% were dissatisfied with the appearance of their teeth .

3.2 Children with additional needs
“Children with additional needs” is an umbrella term that consists of a diverse group of
children. Their additional needs may be as a result of physical, emotional, medical,
mental, learning disabilities or a combination of these factors. Children with additional
needs generally have poorer oral health than the rest of child population. This is
because their additional needs make them more susceptible to oral diseases and their
quest to gain access to dental services may be fraught with additional challenges.
Children with additional needs in Knowsley are educated in one of the five special
schools in the borough or they may attend local mainstream schools with personal
support. According to information from Knowsley Local Authority Public Health
Intelligence team, there were 487 pupils attending special schools, with a further 377
children in local mainstream schools who are registered with special educational needs
statements in March 2015. The percentage of all pupils in Knowsley with special
educational needs statement in January 2014 was 3.7% (18). This figure is higher than
both the national average (2.8%), and the North West regional average (2.8%).
13

3.3 Dental health of children attending special support schools
The results of a 2014 dental health survey of 5 year old and 12 year old children
attending special support schools show that nationally for both age groups of children,
the severity and prevalence (% of children affected) of tooth decay was slightly lower
than for children of the same age attending mainstream school. However, in both age
groups, where children attending special support schools do have tooth decay, they
tend to have more teeth affected than the children attending mainstream schools.
Similar to the surveys undertaken in mainstream schools, this survey demonstrates
regional and local variations. The North West has the highest levels of dental decay at
both 5 years old and 12 years old. Unfortunately the numbers included in the survey at
5 years of age, means that no local information is available for Knowsley children at
this age.
There is local information for 12 year olds and this shows that, in contrast to the
national picture, 12 year old children attending special support schools in Knowsley
have poorer dental health than the regional and national average. Comparison to the
most recent survey data for 12 year olds in mainstream schools (2009), the prevalence
of tooth decay in special support school children is even higher with 65% children
affected compared to 56% in mainstream schools (results for both are higher than
regional and national averages). Local, regional and nation comparisons are set out in
the tables below (Tables 5 and 6).
At 5 years old, children attending special support schools were more than twice as
likely to have had one or more teeth extracted due to dental decay, than 5 year old
children attending mainstream schools. This may reflect the complexity and challenges
in providing restorative dental care for these children, or they may present too late for
restorative treatment (fillings) to be an option and extraction of decayed teeth is the
most feasible treatment option.
In summary dental health of children attending special support schools in Knowsley is a
concern and these children should be a focus of local oral health improvement strategy.
Table 5: 5 year olds (% of children affected by tooth decay)

Special support school England
(2014)

22.5%

Mainstream School
England (2012)

28%

Special support school North
West

33.5%

Mainstream school
North West

35%

Special support school Knowsley

n/a

Mainstream school
Knowsley

40%

Table 6: 12 year olds (% affected by tooth decay)

Special support school England
(2014)

29%

Mainstream School
England (2009)

33%

Special support school North
West

40%

Mainstream school
North West

40%

Special support school Knowsley

65%

Mainstream school
Knowsley

56%
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4.

Adult Dental Health

4.1 Oral health status of working age adults in Knowsley
Although there is no local data available that describes the dental health of working age
adults in Knowsley, the results of the national Adult Dental Health Survey 2009 (19)
provides useful information on the oral health for this group which may help to describe
the situation in Knowsley in general terms.
The results of this 2009 survey showed that the working age adult population in
England are keeping more of their natural teeth for longer than previous generations.
The distribution of the present natural teeth across the age ranges and the condition of
these teeth are shown in Table 7. Even in the older age range of 55-64 years 95%, still
have some natural teeth remaining. This is an improvement on historical data, for
example in 1978, 28% of the adult population surveyed had no natural teeth.
The older cohorts within this section of the population have more teeth that are restored
than the younger cohorts have. Restorations have a limited life span and to maintain a
functional dentition, these restorations may require larger or more complex
replacements later on in life.
Table 7: Retention of natural teeth and numbers of sound teeth in working age adults. (ADHS 2009)
Population
group

% with some
natural teeth

16-24years
25-34years
35-44years
45-54years
55-64years

100
100
100
99
95

Mean
number of
natural teeth
28.6
28.8
27.6
26.0
23.2

Mean number
of sound
untreated teeth
25.9
23.7
20.1
15.1
12.0

Mean number of
restored otherwise sound teeth
1.7
3.8
6.9
10.0
10.2

Mean number
of decayed /
unsound teeth
0.9
1.1
0.7
0.8
0.7

4.2 Oral health status of older people
There is no local survey data for dental health of older people in Knowsley. The
national Adult Dental Health Survey 2009 (19) provides useful information around oral
health for older people which can help describe the local picture in broad terms.
The proportion of people retaining some natural teeth decreases with age – as shown
in the table below, but nevertheless the majority of older people are now expected to
have some natural teeth.
Table 8: Summary of dental health older adults (Adult Dental Health Survey 2009)
Population
group

% with some
natural teeth

65-74years
75-84years
85+ years

85%
70%
53%

Mean number Mean number
of natural teeth of sound
untreated teeth
21
10.5
17
8.5
14
7.0

Mean number of
restored otherwise sound teeth
9.5
7.5
6

Mean number
of decayed /
unsound teeth
1
1
1

From the survey it can be seen that only 15% of the 65-74 age group, 30% of the 75-84
age group and 47% of those over 85 years having none of their natural dentition. The
survey also showed that many of this population are retaining a functional dentition with
61% of 65-74 year olds, 40% of 75-84 year olds and 26% of 85 year olds having 21 or
more teeth in their mouth. These teeth could be sound, restored or decayed and
unsound; the mean number of teeth in these categories can be seen in table 8.
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Periodontal (gum) disease is caused by the consistent presence of plaque on teeth and
poor oral hygiene. Long term periodontal disease leads the development of pockets
around the teeth, loss of the bone supporting the teeth, causing them to become
mobile, and gum recession which leaves the exposed tooth root surfaces vulnerable to
tooth decay. The 2009 survey found that 61% of adults aged between 75-84 years had
pocketing – a sign of established long term gum disease.

4.3 Adults with learning disability
There is currently no national information available regarding the oral health status of
adults with learning disability as they are excluded from the Adult Dental Health
Surveys. A North West survey has recently been conducted and the results are
currently being analysed. Smaller studies have been conducted elsewhere in the UK
and have generally found the oral health of this population group to be poorer than that
of the general adult population. A study published by Tiller, Wilson & Gallagher found
that those living in residential care were more likely to have more missing teeth but less
likely to have poor oral hygiene and untreated decay compared to those living in the
community (20).
A further systematic review of studies concluded that adults with learning disability
have poorer oral hygiene and higher prevalence and greater severity of periodontal
(gum) disease. It also found that dental decay rates are the same as or lower than the
general population but the rates of untreated dental decay are consistently higher. The
same review identified that adults with learning disability and those with Downs
syndrome, who have difficulty in co-operating for dental treatment, were at highest risk
of oral health problems (21).
In a recent health needs assessment for Merseyside and North Cheshire it was found
that treatment of dental decay accounted for 7% of total admissions and 16% of
elective admissions for those with learning disabilities and that this was the main
reason for an admission to secondary care for this group (22).

4.4 Substance Misusers
There is no data readily available showing the dental status and access to treatment for
Knowsley residents who are substance misusers. The impact of alcohol and drug
misuse on oral health is well described in the dental literature:
The key points are: The most common dental conditions associated with alcohol misuses are: increased
prevalence of dental decay, traumatised teeth, periodontal (gum) disease and most
importantly a higher risk of oral cancers. (see working adults and older adults
sections )
 Excessive alcohol use is also associated with traumatic dental and facial injuries
through falls, violence and road traffic accidents.
 For drug misusers there is published evidence of:
o Higher rates of dental decay linked to poor diet, dry mouth and methadone use
which can case sugar cravings.
o Poor oral hygiene
o Ulceration and damage to the soft tissues of the mouth where drugs are
smeared onto the surfaces
o Irregular dental attendance and low tolerance of dental treatment (23)
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Studies have reported that 70% of drug users report dental problems compared to
50% of non user. 60% of non drug users attend dentists regularly compared to only
30% of drug users(24). A ‘drop in’ style dental service was shown to be a useful service
model for substance misusers and has been shown to be successful in managing
those with acute symptoms and completing courses of routine dental care (24)

4.5 Mental Health
There is no national or local data describing the dental health status of people with
severe mental health problems which affect them long term. The studies that have
been undertaken have focussed on those who are receiving in-patient psychiatric care.
Guidelines published in 2001 by the British Society of Disability and Oral Health (25)
focussed on the dental health and barriers faced by people with mental health
problems. This document explained that people with mental health problems
experience similar barriers to oral health provision as the general population. When
affected they do appear to be at greater risk of oral disease and have higher treatment
needs. This may be due to:








Clients mood, self-esteem and motivation at the time of the appointment
Fear and anxiety (which may link to mood and the stage of mental illness)
Persons perception of lack of oral care issues
Socio-economic factors which limits ability to live healthily including cost of dental care
Language and culture
Lack of information as to how to access dental services
Oral side-effects of medication particularly xerostomia (dry mouth)
Local dental professional unable or unwilling to provide adequate dental care

People with mental health disorders are at higher risk of developing facial pain,
xerostomia (dry mouth), temperomandibular joint problems. Those who suffer with
anorexia or bulimia nervosa are at higher risk of having palatal or generalised enamel
erosion.
Patients with mental health problems may have fears and anxieties around dental
treatment and may require behavioural management or sedation to enable them to
cope with dental treatment.
The episodic nature of mental illness may mean that the target population will vary over
time. For those who experience episodes of mental illness, then apart from easy
access to dental care if needed, non urgent care may be postponed until the patient is
recovered.
Dental services for these groups are largely provided by the General Dental Service.
The Community Dental Service and Liverpool University Dental Hospital will also
provide care to those significantly affected by mental illness either short term or longer
term and who may require more specialised patient management. There is no current
data identifying those who are affected by long term mental illness who access care
from the various dental service providers. Although there are referral processes in
place, there is no formal care pathway linking the different providers of dental care and
different levels of specialism together, or any links to providers of other services for this
patient group.
Patients who are affected by mental illness for any period of time will fall into the ‘high
risk’ groups for preventive care and advice as set out in ‘Delivering Better Oral Health –
a prevention based toolkit’ (Department of Health 2015) (9) and consequently should be
in receipt of a comprehensive preventive dental care package.
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5.

Oral cancer
The significant avoidable risk factors for oral cancer are smoking and harmful drinking.
Oral cancer incidence in Knowsley was 21.3 new cases per 100,000 population in
Knowsley during 2011-13, higher than the North West region (16.2) and significantly
higher than England as a whole (13.7). See figure 3. The Knowsley rate corresponds
to 80 new cases between 2011 and 2013, approximately 27 per year.
Between 2001-03 and 2011-13, the incidence rate for oral cancer in Knowsley
increased by 91% compared to an increase of 38% nationally. In 2011-13, there were
60 new cases of oral cancer in males (75%) and 20 new cases of oral cancer in
females (25%).
Males aged between 50 and 74 were most likely to be diagnosed with oral cancer in
Knowsley during 2011-13, accounting for 72% of all male cases. There was no
discernible patterns for females, where 95% of cases were evenly distributed between
the ages of 40 and 84.
Figure 3 Oral cancer incidence in Knowsley
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6.

Current Service Provision

6.1 Access for children in Knowsley
NHS dentistry is free to all children and young people in full time education. Dental
attendance gives children access to preventive interventions based on national
guidance and dental treatment if required. Parents and carers receive advice and
support on how to establish good oral health habits in their children that has potential to
produce benefit over the life course.
The NHS Business Services Authority (BSA) is responsible for processing claims for
dental care provided by general dental practices (26). The proportion of all
commissioned dental activity (described as Units of Dental Activities - UDA) that was
delivered to child patients was 17% in Knowsley compared to 19% in Halton, 18% in
Merseyside and 20% in England.
Access to NHS general dental services based on claim forms submitted to the BSA is
by convention measured over a 24 month period. Over the 24 month period leading up
to March 2014, 71% of children in Knowsley attended an NHS dentist on at least one
occasion. This is comparable to the access levels for Halton (71%), Merseyside (71%)
and England (68%). The distribution of the access rate according to age bands (Table
9) shows that those in the 0-2 year’s age group have by far the lowest access rates and
only 26% of 0-2 year olds attended the dentist as compared to 70% of 3-5 year olds.
This may be due to parental perceptions of the need to attend and could be addressed
with clearer messages regarding the importance of early attendance at the dentist.
Table 9: Percentage of child patients attending an NHS dentist on at least one occasion in 24 month
period up to March 2014 according to age bands
Knowsley

Halton

Merseyside

England

0-2yrs

26.0

27.0

25.5

20.0

3-5 yrs

70.0

70.0

72.0

66.5

6-12 yrs

90.0

86.0

88.0

85.0

13-17 yrs

80.0

81.0

78.0

78.0

In Knowsley, dentist attendance is higher in all age bands than the average for England
and in children over 6 years than the average for Merseyside. This is positive and
something which should be capitalised upon (26). When children access dental
services, increasing the availability of other sources of fluoride and the use of dental
practice based fluoride interventions such as varnishes to prevent and reduce the
effects of tooth decay in this age group is to be encouraged, particularly in children with
increased susceptibility to dental decay such as those with additional needs. Children,
parents and carers should also receive the appropriate oral hygiene skills, and
information based on good evidence to enable them to make informed choices about
healthy eating and how to prevent gum disease. For older children, attendance at the
dentist provides opportunities to increase the exposure of young people to fluoride and
give them advice on healthy eating, alcohol and smoking.
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There is no local data available for Knowsley regarding proportion of children receiving
fluoride varnish application but information from the BSA showed that in the 24 month
period up to March 2014, 40% of 3-5 year olds and 47% of 6-12 year olds in
Merseyside who visited the dentist received application of fluoride varnish to the teeth
as compared to 25% and 31% respectively in England. The more widespread
promotion of fluoride varnishes is something that should be considered and promoted,
in particular considering the high rates of contact with dental services locally.
The percentage of dental care provided to children as assessment only (band 1),
routine care including fillings and extractions (band 2), complex care including crowns,
veneers and dentures (band 3) and urgent care by Knowsley NHS practices are shown
in Table 10. The higher proportion of band 2 treatments (fillings and extractions) in
Knowsley compared to Halton and national averages reflects the poorer dental health
in Knowsley.
Table 10 Percentage of all claim forms for child patients showing type of dental care provided

Band 1i
Band 2ii
Band 3iii
Urgent care iv
i

Knowsley

Halton

Merseyside

England

61.0
31.0
0.6
6.0

69.0
22.0
0.6
5.0

66.0
27.0
0.8
6.0

69.0
25.0
0.6
5.0

Band 1 - check up and simple treatment (examination, x-rays and prevention advice)

ii

Band 2 - treatments such as fillings, extractions, and root canal work in addition to Band 1 work.

iii

Band 3 - complex treatments such as crowns, dentures, and bridges in addition to Band 1 and Band 2 work.

iv

Urgent care - treatments to pain or prevent significant deterioration of oral health

Source: Health & Social Care Information Centre

There is a slight correlation between access to NHS general dental services and
deprivation across all the child age bands; 78% of children from the least deprived
quartile access dental care compared to 70% in most deprived quartile.

6.2 Access to dental services amongst working age adults in Knowsley
Access to dental services provides opportunity for individuals to address a key dental
health message regarding visiting the dentist regularly. The table below (table 11)
shows the proportion of working age adults in Knowsley who accessed NHS dental
care in the 24 month period up to March 2014 according to a report by the NHS BSA.
Table 11: % working age adults accessing NHS dental care over 24 month period (NHS Business Services
Authority data)

Age (years)
18-24
25-34
35-44
45-54
55-64

Knowsley
61
68
60
61
60

Halton
62
60
60
60
57

Merseyside
49
59
59
59
58

England
62
60
60
60
57

The figures for dental attendance by working age adults in Knowsley are generally
comparable to that of its statistical neighbour, Halton and England but slightly better
than those for the rest of Merseyside. Dental attendance by 25-34 year olds is
significantly higher in Knowsley (68%) compared to Halton (60%), Merseyside (60%)
and England (59%). This offers good opportunities to promote good oral health to a
significant proportion of the population.
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NHS England has the responsibility for commissioning NHS high street dental services.
The geographical pattern of the location of practices is taken into consideration along
with other factors such as the dental access rate and deprivation to determine the
adequacy of the provision in addressing the need for access to dental service.
The map below shows the distribution of dental practices across all the locations in
Merseyside, including Knowsley, where patients have received dental treatment. Units
of Dental Activities (UDA) are used in the NHS dental contract system as a measure of
commissioned NHS dental activity. The locations with the highest levels of UDAs are
shown with the larger symbols on the map.

Figure 4: Distribution of commissioned dental activity across Merseyside and Wirral (Activity currency: Units of dental activity
UDA)
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There is a significant difference in the level of NHS dental activity commissioned in
Huyton compared to Kirkby. Around 3 UDAs (units of dental activity) are commissioned
per head for the Huyton resident population, compared to around 1.5 UDAs per head of
the Kirkby population. and although there is relatively good provision of primary dental
care in the Huyton area of the Borough, local NHS dentistry provision is less in the
Kirkby area.
Of UDA activity delivered in Merseyside, the proportion delivered as simple care (Band
1) and more complex care delivered in NHS general dental practice (Band 3) are
shown in Table 12. Most striking is the proportion of activity related to urgent care in
Merseyside compared to England (15% of claims compared to 11.5% of claims) and
the greater proportion of more complex care provided.
Table 12: Proportion of claims for the different treatment bands in Merseyside and England

Merseyside (% of claims)

England (% of claims)

Band 1i

41

49

Band 2

ii

33

31

Band 3

iii

10

7.4

15

11.5

Urgent care

iv

i

Band 1 - check up and simple treatment (examination, x-rays and prevention advice)
Band 2 - treatments such as fillings, extractions, and root canal work in addition to Band 1 work.
iii
Band 3 - complex treatments such as crowns, dentures, and bridges in addition to Band 1 and Band 2 work.
iv
Urgent care - treatments to pain or prevent significant deterioration of oral health
Source: Health & Social Care Information Centre
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Analysis of claims made for courses of NHS dental care shows that the Knowsley
dentists make the highest proportion of claims for Band 3 treatments in Merseyside.
The claims for urgent dental care are 13% of all claims in Knowsley. This is similar to
that of its statistical neighbour, Halton but lower than the Merseyside average of 15%.
A telephone survey of 17 NHS dental practices across Knowsley demonstrated the
best availability of non-urgent dental appointments for new NHS patients in Huyton and
more limited access in Kirkby, Prescot/Whiston and Halewood. Four NHS dental
practices reported that they were not accepting new NHS patients. (Information
collected August 2015). The breakdown of new patient appointment availability is given
in table 13 below:
Table 13: Results of a telephone survey of NHS dental practices in Knowsley – August 2015

0-2 weeks

2-4 weeks

4+ weeks

Not accepting

Kirkby

0

1

0

2

Huyton

5

2

0

1

Prescot/Whiston

0

3

0

1

Halewood

1

0

0

1

The most recent BSA dental assurance framework report to NHS England for Cheshire
and Merseyside (26) reported that of those attending NHS dental practices in Knowsley,
94.5% were satisfied with the dental care they received (similar to national figure of
94.1%) and 89% were satisfied with the length of time they had to wait for a dental
appointment (comparable to national average of 90%). The first report of Friends and
Family test which has recently been introduced into primary dental care, highlighted
that of the 280 dental patients completing the test, only 4 would not recommend the
practice to friends or family.
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6.3 Uptake of dental care amongst older people in Knowsley
NICE guidelines state that the interval between dental check-ups should not exceed 24
months. This applies to dentate (with teeth) and edentulous (without teeth) adults for
whom screening for soft tissue abnormalities and cancer is an important part of the
check- up.
Table 14 below sets out the proportion of older adults who accessed NHS dental care
in Knowsley in the 24 month period up to March 2014. For Knowsley as a whole, 59%
of the population accessed NHS dental care in this period, therefore from these figures,
it is clear that dental attendance reduces with age, unfortunately no further breakdown
of access amongst age groups beyond 75+ is available.
Table14: Dental attendance for older people in Merseyside (Business Services Authority 2014)
Knowsley
Merseyside
England

65-74 year olds attended in 24 months
57%
57%
53.5%

75+ years attended in 24 months
41.5%
45%
44%

Two pieces of work have been conducted in Knowsley which provide information about
dental attendance amongst older adults living in Knowsley: A telephone survey
conducted across Cheshire & Merseyside (27) and reported in July 2015 which
included telephone interviews with 205 Knowsley residents aged 65+ years. A higher
proportion of those interviewed reported attending a dentist (72% overall compared to a
76% Cheshire and Merseyside average). However, the timescale for attendance was
not specified and this may account for the higher reported rate of attendance than the
BSA data
A further survey of adults aged over 65 was conducted at four Healthwatch
“roadshows” in Huyton, Halewood, Whiston and Kirkby looking at this population
groups dental attendance patterns. A total of 122 adults completed the written
questionnaire, 79 were aged 75 or over, 34 were 65-74 years and nine were excluded
as they were under the age of 65.
The survey revealed that the majority of this age group had a regular dentist (83%),
which is higher than the BSA figure reports with the main reason for their last
attendance being a dental check-up and or treatment (79). The next most common
reason for attendance was for new dentures (31) or problems with existing dentures
(11). 8.2% of participants stated that they attended for urgent treatment.
When asked how they would find a dentist if they needed one the majority said they
would go to the dentist they had always been to (72 people), a further twelve would ask
a friend or relative and nine would use NHS direct or the 111 service. A relatively small
number reported that they had used the emergency dentist (three people), or accessed
via the LA one stop shop (four people).
The majority of participants taking part in this survey reported that they had accessed a
dentist in the last 2 years with only 12% stating they last attended over two years ago.
When participants did access the dentist, 46% reported that they has not received any
oral care advice. Advice on cleaning teeth was most commonly given (reported by 35
people) followed by advice on using fluoride toothpaste (17 people). Relatively few
participants received dietary advice (nine) or smoking cessation (three). The dentist
was the person the vast majority of patients would seek advice on teeth and gums from
(96) with the GP being less frequently asked (13). A few participants also stated they
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would seek advice from the pharmacist, internet, local authority website or one stop
shop. Patients were generally pleased with the care they had received.
Based on the results of this survey access to dental care does not appear to be an
issue for independent older adults in Knowsley and they appear to be attending the
dentist regularly. There is more scope for including preventive advice into dental visits
for older adults.
The National Adult Dental Health Survey (19) reported that the reasons older adults
(aged 75-84 years) gave for non-attendance were:






Perception that there is nothing wrong with the teeth (40%)
Don’t see the point in going (31%)
Afraid (27%)
Can’t find an NHS dentist (14%)
Previous bad experience (13%)
Cost (10%)

The two local surveys highlighted cost, fear / dislike of the dentist and not seeing the
need to attend as the most common reasons for non- attendance.
Business Services Authority claim forms submitted for Merseyside as a whole over the
24 months leading up to March 2014, show that:
 44% of adults aged between 65-74years have had ‘band 1’ dental care (which
includes an examination, prevention advice, investigations such as radiographs and
a scale and polish if needed),
 31% have had’ band 2’ treatment which includes fillings and extractions and 11%
had ‘band 3’ treatment (more complex treatment including crowns, veneers, bridges
and dentures).
 The amount of band 3 care is higher than England’s average of 8%.
 Urgent care was provided for 11% of patients in Merseyside - again being higher
than England’s average of 9.4%.
In terms of the type of treatment provided, the pattern in both age groups was fairly
similar as shown in the tables below (table 15 and 16). As would be expected the
number of upper dentures was higher for adults aged over 75 than younger age
groups. When compared to England averages there were greater numbers of
extractions and upper dentures provided in Merseyside with fewer fluoride varnish
treatments being provided.
Table 15: Clinical care provided for patients attending aged 65-74 years, per 100 of claim forms
submitted to Business Services Authority by dentists: Merseyside compared to England average
Merseyside

England average

Examinations

77

78.5

Extractions

9.3

8

Fillings in permanent teeth

25

26

Upper denture

5

3

Fluoride varnish

1

2.1

24

Table 16: Clinical care provided for patients attending aged 75+ years, per 100 of claim forms
submitted to business Services Authority by dentists: Merseyside compared to England average
Merseyside

England average

Examinations

75.5

77

Extractions

10.2

9

Fillings in permanent teeth

25

25

Upper denture

7.2

4.6

Fluoride varnish

1.3

2.2

Within Knowsley, 56% of 65-74 year olds attended for dental care in the 24 month
period and 41% of those aged 75+ years.
For Knowsley adults aged over 75 years, 41% of the forms submitted to the BSA were
for Band 1 treatment, 32% of forms were for band 2 treatment and 13% were for band
3 treatment again - the latter being higher than the England average of 9.2%. In line
with the whole of Merseyside, 11% of patients received urgent dental care.

6.4 Domiciliary care
Accessing a dentist for those living with restricted mobility, physical illness, frailty and
mental impairment either at home or in a residential or nursing home may be more
difficult than the general population.
A North West oral health survey of services for dependant older adults (Public Health
England 2013 (28) showed that for the majority (775) of the care homes sampled, the
view of the manager was that less than half of their residents would be able to receive
dental care at a dental practice (figure 6).

(Source: Public Health England survey of nursing and residential care homes 2013)

The dental care needs of the frailer older population may be addressed via domiciliary
dental care services. A small amount of domiciliary care is currently provided by dental
services providers in Knowsley (figure 7), this forms just 0.2% of all the courses of
dental treatment provided. Levels of domiciliary care are generally low with 0.4% of
courses of treatment being provided on a domiciliary basis both across Merseyside and
England as a whole.
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Figure 7: Percentage of courses of treatment which included domiciliary care in Merseyside 2013-14 (Rounded)

Whilst there were some Merseyside residents under the age of 65 who received
domiciliary care most were over 65 with the vast majority being over 75.The following
table (figure 8) shows the age breakdown:

Figure 8: course of treatment with domiciliary care by age group for Merseyside 2013-14

Analysis of the relatively small number of forms submitted for domiciliary care in
Knowsley, shows that the type of care most commonly provided in addition to a dental
examination was provision of an upper denture (20% of courses of treatment) or a
lower denture (15% of courses of treatment), demonstrating that dentists are mainly
providing ‘non–invasive’ care on a domiciliary basis.
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There are two significant explanations for the low level of domiciliary care provision and
the type of care provided. The current dental care contract introduced in 2006, removed
the fee payable to dentists for provision of domiciliary care. Without a specific fee,
provision of domiciliary care is not economically viable for independent contractors.
Several Primary Care Trusts commissioned domiciliary care services, historically these
were the localities with the proportionally higher older populations (such as Southport,
Merseyside). Secondly, guidance and regulations around equipment, decontamination,
increased awareness of risks of dental treatment, have resulted in dentists being
cautious around providing dental care for an increasing dentate older population
outside of the dental surgery environment.
Provision of domiciliary dental care requires careful consideration. A level of treatment
service is required for the frailest older people who cannot easily or safely be
transported to a dental practice or clinic. Such patients are likely to be near the end of
life and will need appropriate treatment planning, careful analysis of the potential
benefits to quality of life to ensure they are free from dental pain and discomfort.
For others, appropriate transport may enable them to have access to the full range of
dental care in the most appropriate treatment environment.
Provision of preventive care is also important to reduce the risks of dental problems
developing.

6.5 Access to dental care amongst adults with learning disability in Knowsley
There are no statistics available locally or nationally regarding the attendance patterns
of adults with learning disability (LD). A report by Mencap highlighted that people with
learning disability have a poorer uptake of dental services (29). A survey was conducted
in Knowsley in 2010 (30) to record the views of adults with LD about their experience of
accessing dental care and dental service provision locally. This survey recorded the
views of 142 adults who attended day centres across the Borough (representing 18.5%
of adults with LD). Overall the responses indicated that experience of accessing dental
care was generally positive with 93.0% of those surveyed reporting that they had a
dentist and physical access to services does not appear to be a problem. The two
questions that were answered less affirmatively, related to whether the dentists sent
out reminder appointments, where only 71.8% of people with LD were sent regular
reminders and whether they knew where to get additional information about their teeth
and dental health. For the latter question, 73.2% of the participants knew where to get
such information. The majority of those surveyed (63.4%) stated that they attended the
dentist every six months. Only 9.8% attended only when experiencing problems. The
findings of this survey may not be representative of the whole LD community and are
considerably dated. Those attending day centres may be more likely to access
services.
In Knowsley residents with learning disability can access dental care from local General
Dental Practitioners, the Community Dental Service (CDS) and the special care
department at Liverpool University Dental Hospital if more specialised services are
required. There is a general understanding that the CDS and the Dental Hospital will
provide care for patients with more complex needs but no agreed care pathway is
currently in place. NHS General Dental practice is likely to be the biggest provider of
care for these patients but detailed information is not available.
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Adults with learning disabilities have been shown to frequently have poor awareness of
their oral health and require support from others both to maintain good oral health
practices across the life course and to access dental services (31). It is therefore
essential that good preventative advice is not only made available to this population
group but also to their carers. As with the general population dental anxiety is a
significant barrier to dental care. Anxiety and the inability to cooperate with treatment
may lead to a requirement for dental treatment with conscious sedation and general
anaesthetic services are easily accessible for this population group. Additionally good
physical accessibility of premises and appropriate transport to services are key for this
group of patients if they are to access services effectively and all NHS dental practices
are now required to be Disability Discrimination Act compliant. Appropriate and
convenient transport to local dental care services may be a greater problem and further
information is required to identify whether this is a barrier to local service provision.

6.6 How expected trends are likely to impact on service provision
As people get older they are more likely to develop health and social issues which
could impact on their oral health and ability to access care. The average healthy life
expectancy in Knowsley is 55.5 years for males and 57.7 years for females, with life
expectancy being 76 years and 80 years for males and females (32). Consequently
many Knowsley residents will be moving into older age with some significant general
health issues. There are 24,037 older adults residents (65+ years) in Knowsley making
up 16% of the population and this population is growing. By 2020 it is estimated that
this is going to increase to 26,932 (or 18%). In particular there has been an increase in
the older segment of this population group (age 85+). Currently around 2600 Knowsley
residents are aged 85+ years and this is predicted to grow to 4100 by 2020.
Many health and social issues which become more prevalent in older age can impact
directly on oral health, the ability to carry out daily mouth care and access care as well
as changes in dietary habits. The picture of dental health in older people has also
changed significantly over the last 30 years, with a trend towards retaining more of their
own teeth. The combination of general health issues in older age, the changing dental
health and the increase in numbers of people living to 85+ years represents a
significant challenge for oral health and provision of dental services.
Knowsley’s older population may live in nursing and residential care homes, in
supported accommodation, with relatives or independently in their own home. The
majority of residents in the older age groups reside at home with a small proportion
living in nursing or residential care homes. In total there are 446 people aged 65 and
over living in Knowsley’s 23 care homes. According to Local Authority figures, there
are currently 200 75-84 year olds and 183 aged 85+ years living in residential care.
This represents 2.4% of Knowsley residents aged 75-84 years and 7% of residents
aged 85+ years. Long term residents will require regular daily mouth care, preventive
care to reduce the risk of dental problems developing, and access to dental checks and
treatment. For those who are approaching the end of life, the emphasis is more
appropriately focussed on daily mouth care and simple dental treatment to keep the
patient free from dental pain and discomfort.
The vast majority of older Knowsley residents (97.6% of 75-84 year olds and 93% of
85+ year olds live independently – with or without support from care services and
family. In 2011-12 just over 2500 older adults were in receipt of a package of social
care in Knowsley – indicating a higher level of dependency.
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7.

Prevention of oral disease
Oral health is important to overall health. It can promote good communication, good
nutrition and reduces discomfort from the teeth or mouth. Toothache, infections and
tooth loss can have a significant effect on general health and wellbeing. The main
diseases are tooth decay, gum disease and oral cancer.
By reducing the amount and frequency of sugary foods and drinks eaten, in addition to
optimising exposure to fluoride, dental decay could be prevented. Gum disease may be
prevented by good oral hygiene and stopping smoking. Whilst the risk of oral cancer
may be reduced by stopping smoking, drinking alcohol within recommended safe limits
and eating a healthy diet.

7.1 Evidence base for oral health improvement programmes
There are a number of key documents that provide the evidence base for oral health
improvement programmes. These documents are summarised in the ‘policy driver’
section (section 2) of this report.
All future decisions around delivery of oral health improvement interventions will utilise
these documents. It is of paramount importance that all public health interventions are
based on the most current evidence available.

7.2 Knowsley Prioritisation
Knowsley Local Authority has historically commissioned a range of oral health
programmes aimed at improving oral health, particularly child dental health which is a
local priority. Recent pressures on resources, and the need for decision making around
programme re-commissioning, meant that oral health programmes would have to be
prioritised. Public Health England Commissioning Better Oral Health, which provides
advice around the range of programmes, was used as a reference document for a
prioritisation exercise.
The exercise used the prioritisation tool developed by the NHS Institute for Innovation
and Improvement. The ‘Priority Selector’ supports the priority selecting process by
providing an easy to use voting system where proposed projects can be assessed
against a variety of criteria.
Proposed projects are assessed in terms of ‘Importance’ and ‘Do-ability’ and then
scores for both are used to populate a 2x2 table which categorised proposed projects
as:-
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Highly important and ‘do-able’ (These projects are first priority)



Highly important but not do-able (These projects are second priority)



Not important but do-able (These projects are third priority)



Not important and not do-able (These projects are fourth priority)

The scoring system can be seen in appendix two.
A number of programmes, which focus on children oral health, were considered as part
of the prioritisation exercise:
 Fluoride milk programme
 Fluoride toothpaste distribution via health visitors etc
 Fluoride toothpaste distribution via post
 Water fluoridation
 Supervised toothbrushing in nurseries and other priority settings
 Developing local policy for health eating etc
 Provision of training for key health and community workers
 Community Fluoride varnish programme
Based on the prioritisation exercise it was agreed, at that point in time, that the postal
fluoride toothpaste programme and toothpaste distribution programme via health visitors
were the top priority programmes with other programmes scoring well for ‘importance’ but
more difficult to implement. For some programmes the key concern was availability of a
suitably trained and reliable workforce, for others support of key stakeholders and
resource requirement were the main concerns which impacted on overall scores. The full
results are shown in appendix three.
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8.

Oral health improvement programmes
There are a variety of oral health improvement programmes currently being conducted
in Knowsley. These, as always, are subject to change. This is due to information
gathered from stakeholders and also the potential for reduction in public health funding.

8.1 Oral Health Interventions for Children
A number of fluoride toothpaste schemes targeted at different cohorts have been in
operation in Knowsley since 2010 (Table 17). The published evidence suggests that
use of fluoride toothpaste of no less than 1000ppm is effective in reducing dental decay
in very young children (33). Postal distribution schemes which deliver packs of
toothbrushes and toothpaste to households with young children have been shown to be
effective in reducing tooth decay (34). In Knowsley, the age cohorts of children indicated
receive postal packs containing fluoride toothpaste, tooth brush and oral health
information twice a year.
Table 17: Knowsley fluoride toothpaste schemes

Cohort

Type of toothpaste scheme

3-9 month

Postal

12 month

i

12-18 month

Postal

2-2 ½ years

i

3-11 years

Postal

Brushing for Life packs
delivered by health visitor
Brushing for Life delivered by
health visitor

(i.Brushing for Life packs are distributed by health visiting teams in Knowsley and contain fluoride toothpaste and brushes).

Local evaluation of the postal scheme which was undertaken as a series of focus group
interviews with parents in 2013 has showed that on the whole the scheme has a
positive impact on Knowsley families. Parents attested that by arriving at regular
intervals through the post, the packs maintain the status of the child as a person, raised
awareness of toothbrushing and that the child subsequently brushed their teeth more
frequently for a period. Evaluation of postal programmes implemented elsewhere have
also demonstrated their effectiveness in reducing tooth decay in children (34 & 35).
There is a range of family support and childcare provision for children aged 0-3 years
across Knowsley. These services are provided by the public, private and voluntary
sectors. One of the main interventions is the Healthy Child Programme (HCP) (36). As
oral health is an integral part of general health, efforts to lay solid foundations for oral
health should start during the perinatal period when the overall effort to give children
the best possible start in life begins. The delivery of the HCP provides ample
opportunities to establish good oral health habits very early in life. As the local authority
takes on the responsibility to commission the delivery of the 0-5 years HCP, strategies
to establish good oral health habits have been embedded within various aspects of the
programme including health and development reviews as well as parenting support
interactions that occur within the programme.
The Children’s Centre programme is a national programme which is delivered with local
flexibility. It provides integrated education with childcare, family support and a range of
healthcare services for children. The Children’s Centre programme includes a degree
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of oral health improvement activities and programmes but has further opportunities to
embed a culture of oral health improvement.
There are currently 36 full day care providers for pre-school children in Knowsley and
historically a supervised toothbrushing programme was supported by the Local
Authority. Reduction in funding did not allow this to continue however some settings
have sustained the programme independently.
In primary schools in Knowsley the school nursing team conduct reception health
interviews. The Early Years Foundation Stage requires children’s learning and
development progress to be reviewed and shared with parents at two points including
the end of the reception year. In Knowsley, the Health Interviews are used to support
this process. These interviews are also used to obtain information about health needs
including dental attendance. These interactions present opportunities to identify those
children in this cohort who do not attend the dentist and signpost them to access dental
services.
The school nursing team are also commissioned to deliver specific health promotion
sessions in schools to all reception, Year 2 and Year 5 children. Nutrition and oral
health are incorporated into these lessons. The evidence base for the effectiveness of
classroom based dental health education in improving dental health is weak. However,
there may be opportunities via the school nursing team, to reinforce other programmes
such as the toothpaste programme and development of snack and drink policies within
the school setting.

8.2 Oral Health Interventions for Adults
Some lifestyle choices which impact on general health also impact on oral health. For
example risk factors such as an unhealthy diet including high levels of sugar leads to
high levels of tooth decay, smoking is linked to high incidence of periodontal (gum)
disease and smoking and high alcohol consumption are both risk factors for mouth
cancer. A number of programmes that are operational in Knowsley that address
healthy lifestyle, particularly healthy eating, smoking and alcohol will include oral health
messages. For services targeting families and vulnerable groups in the community
some do include oral health and access to dental care.

8.3 Oral Health Interventions for Vulnerable Adults
In 2008/9 the annual health check scheme was launched nationally which entitles all
people who are aged 18 and over and have been assessed as having a moderate,
severe or profound learning disabilities, or people with a mild learning disability who
have other complex health needs, to a free annual health check. During the health
check, the GP or practice nurse will carry out a general physical examination as well as
assessing the patient’s behaviour and asking questions about lifestyle & mental health.
They also review any arrangements with other health professionals including asking
whether they have attended a dentist for a check-up in the last year. This provides a
perfect opportunity to sign post adults with learning disability to dental services.
Within Knowsley there is a substance misuse recovery service, CRI, for service users
in the community. Between 1,011 people were engaged with treatment services in
Knowsley in 2013-14. Currently all those who attend receive toothbrushes and
toothpaste and are asked if they have a regular NHS dentist.
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8.4 Oral health and mouth care in Knowsley Residential and Nursing Homes
A survey of Knowsley care homes managers conducted in February 2015 identified the
extent to which staff assess the oral health of their residents, the training provided to
staff in provision of daily mouth care and their experiencing of accessing dental care.
The findings of this survey were compared to a similar larger survey carried out in the
North West by Public Health England in 2012 (28). Of the 23 care homes in Knowsley
21 received the survey and there was a response rate of 71.4%.
Of those responding, 87% of care homes reported that they complete an oral health
needs assessment when a new resident arrives at the home (80% stated that these are
necessary in order to complete the residents care plan). This result was reflected in the
North West survey. Within the oral health needs assessment the care home staff look
at, the presence or absence of dentures (93%), the residents toothbrushing habits
(87%), ability to choose what they eat (100%) and an assessment of any urgent oral
health needs (93%) were noted.
The care homes were asked about a residents’ toothbrushing regime, 67% of care
homes said their residents have the opportunity to brush their teeth twice a day with
87% of care homes stating their residents can have help with brushing. Although high,
these results were lower than the results of the North West survey with 83.3% having
the opportunity to brush twice a day and 95.5% of residents having the option of
supported brushing.
With regards to staff training the results were comparable to the North West survey. On
induction staff receive training in assessment of oral hygiene (60%), oral care provision
(67%), denture cleaning (80%), need for urgent dental care (80%) and how to arrange
an exam for a resident (87%). Only 7% of care homes receive training in how to label a
denture, this again was low in the North West survey with only 11.6% of these care
homes training staff to label dentures. 79% of the care homes within Knowsley provide
some form of training in oral care to their staff on induction.
When asked about provision of dental treatment, all care homes reported that they
knew a local dentist who they could link to, but in line with the North West survey the
staff felt that only a small proportion of residents (<25%) would be able to access care
easily and there were concerns that many lacked capacity to give informed consent.
Although little is known about the dental status of the residents of the care homes in
Knowsley, the majority of staff who work in these establishments have knowledge of
oral health and dental care.

8.5 Oral health care for older people living independently with additional support
The North West PHE survey (37) included ‘care in your home’ services to determine the
level of training and awareness amongst social care providers for the oral care of their
clients. Just under 43% of the service providers surveyed had oral care as part of their
overall care plan for the client. A further 20% assessed oral care but not as part of a
care plan, but 37% did not assess oral care.
Within the oral care assessment 83.7% of service checked for presence or absence of
dentures, 83.7% checked if a patient could eat adequately and 85.7% assessed if a
client was able to brush their teeth. Only 55.7% of these services assessed if there
were any urgent oral health needs.
With regards to supporting their client daily mouth care, 73.7% had a system in place to
help their clients with oral hygiene and 63.5% helped take care of their clients dentures.
In the majority of cases, (73%) there was no organisational policy relating to oral care.
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9

Stakeholder Engagement
There has been significant stakeholder engagement to establish a comprehensive
picture of oral health interventions and develop further recommended through local
workshops. A session focussing on oral health prevention for children, young people
and families was held with 25 representatives from the Local Authority, Public Health
England and dental clinical services. Along with colleagues from midwifery, early years
services and community programmes all in attendance.
An additional session was also organised to focus on oral health prevention for adults
and vulnerable people. This saw 24 representatives from commissioning teams,
lifestyle services and the voluntary sector alongside Local Authority, Public Health
England and dental clinical services. These sessions highlighted some gaps and
further potential challenges which have been summarised in this document (see
appendix four).
A number of themes emerged from the in-depth discussions, these being workforce
development, raising awareness of oral health promotion and understanding and acting
to remove physical barriers to accessing care, especially for vulnerable people.
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10 Recommendations for improving oral health in Knowsley
An Oral Health Steering Group has been established to oversee an action plan to address
the following recommendations.


To investigate the reason for the steep change in decay levels between 3 year old
children and 5 year olds in Knowsley



To understand and act to remove physical barriers to accessing dental care for
vulnerable adults and children and for those children up to the age of 3 years.



To ensure the concern of dental neglect as a safeguarding issue raised with relevant
partners



To consider the dental health of children attending special support schools in Knowsley
and develop a focused intervention.



To ensure systems are in place to promote dental attendance in the ‘well independent’
elderly and support uptake of regular dental checks and advice amongst the more
dependant and less able elderly. There is also a need to work with partners to ensure
appropriate care for those in the late stages of life is provided.



To work towards oral health assessments being performed in residential care and by
social care providers.



To consider commissioning local survey work for the adult and vulnerable population.



Work with colleagues to ensure the provision of appropriate dental treatment is
available for the older population who are retaining their natural teeth into older age.



To identify adults with LD who are currently not engaged with services and supply oral
health improvement information and signposting to dental services.



Working with colleagues, consider the need for a ‘drop in’ style dental service for those
with significant substance misuse problems.



To work with colleagues to readdress the imbalance in the provision of NHS primary
dental care in Knowsley.



To develop clear care pathways between primary care and specialised services.



To investigate the use of primary dental care settings for the delivery of brief
interventions for example breastfeeding, weaning, smoking and alcohol.



To develop a workforce development plan, to include oral health professionals and
others who work with target groups to ensure oral health promotion is an integral part of
the service they deliver.



To ensure oral health key messages are included in other public health and community
initiatives, ensuring all messages are consistent and evidence based



To raise awareness of the increase in oral cancer locally and encourage more joint
work to address the main risk factors of smoking and harmful drinking.



To raise awareness of the impact of severe and longer term mental health on oral
health for dental service providers and other relevant services eg mental health
practitioners.



To raise the profile of the impact of sugar on health and agree consistent messages
with healthy eating initiatives.



To continue to advocate for water fluoridation across the city region.
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Appendix 1: Recommendations from NICE guidelines [PH55] Published
date: October 2014
Oral health: approaches for local authorities and their partners to improve
the oral health of their communities


Recommendation 1 Ensure oral health is a key health and wellbeing priority



Recommendation 2 Carry out an oral health needs assessment



Recommendation 3 Use a range of data sources to inform the oral health needs assessment



Recommendation 4 Develop an oral health strategy



Recommendation 5 Ensure public service environments promote oral health



Recommendation 6 Include information and advice on oral health in all local health and
wellbeing policies



Recommendation 7 Ensure frontline health and social care staff can give advice on the
importance of oral health



Recommendation 8 Incorporate oral health promotion in existing services for all children, young
people and adults at high risk of poor oral health



Recommendation 9 Commission training for health and social care staff working with children,
young people and adults at high risk of poor oral health



Recommendation 10 Promote oral health in the workplace



Recommendation 11 Commission tailored oral health promotion services for adults at high risk
of poor oral health



Recommendation 12 Include oral health promotion in specifications for all early years services



Recommendation 13 Ensure all early years services provide oral health information and advice



Recommendation 14 Ensure early years services provide additional tailored information and
advice for groups at high risk of poor oral health



Recommendation 15 Consider supervised tooth brushing schemes for nurseries in areas where
children are at high risk of poor oral health



Recommendation 16 Consider fluoride varnish programmes for nurseries in areas where
children are at high risk of poor oral health



Recommendation 17 Raise awareness of the importance of oral health, as part of a 'wholeschool' approach in all primary schools



Recommendation 18 Introduce specific schemes to improve and protect oral health in primary
schools in areas where children are at high risk of poor oral health



Recommendation 19 Consider supervised tooth brushing schemes for primary schools in areas
where children are at high risk of poor oral health



Recommendation 20 Consider fluoride varnish programmes for primary schools in areas where
children are at high risk of poor oral health



Recommendation 21 Promote a 'whole school' approach to oral health in all secondary schools
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Appendix 2: Scoring system for the Prioritisation Exercise

The scoring system used for the prioritisation exercise was as follows:
Scoring for Importance (0-5 for each question)
 Does the proposed intervention have evidence of benefit to patients / public?
(score 5 for good evidence, 0 for poor evidence)
 Does the proposed intervention have an impact on inequalities?
(5 for high level of impact on inequalities, 0 for no impact)
 Is this project addressing a national and local priority, a local priority or neither?
(5 for national and local priority, 3 for local priority 0 for not a priority)
 What is the cost effectiveness of the intervention?
(5 highly cost effective, 0 not cost effective and very resource intense)
Scoring for Do-ability
 Does the proposed project have support of key stakeholders?
(5 high level of support, 0 no support)
 Are there significant building/equipment issues involved in implementing the project?
(0 significant issues and 5 no significant issues)
 Are there significant workforce issues attached to implementing and running the
project?
(0 no workforce available or no workforce with the required skills, 5 adequate
workforce / workforce with the right skills available)
 Is significant investment required to implement and continue running the project?
(0 high level of investment required, 5 low level of investment required)
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Appendix 3: Results of Prioritisation Exercise

Programme
Fl milk
programme
Fl toothpaste
via health
visitors
Fl toothpaste
via post
Supervised
toothbrushing
in nurseries
Supervised
toothbrushing
in special
schools
Healthy Policy
(oral health
training)
Fl varnish
schemes

Evidence
of benefit

Water
fluoridatio
n
5

Importance
Local/
Impact on
national Cost
inequalities
priorities effectiveness

Do-ability

Total

Support of
stakeholders

Building/
equipment
issues

Workforce Level of
issues
Investment

Total

2

3.5

5

3

13.5

4

0

2

2

8

4

2

5

3

14

5

5

3

5

18

4

4

5

4

17

5

5

4

1

15

4

3

5

2

14

4

0

1

1

6

4

3

5

2

14

4

0

1

1

6

3

3

5

3

14

2

4

0

0

6

4

3

5

1

13

1

1

1

1

4

5

5

5

20

40

1

0

3

1

5

2.

Important (11+) but not do-able (<11)

1. Important (11+) and do-able (11+)



Fl milk programme (13.5/8)



Fl toothpaste via health visitors (14/18)



Supervised tooth brushing in nurseries (14/6)



Fl toothpaste via post (17/15)



Supervised tooth brushing in special schools (14/6)



Healthy Policy (oral health training) (14/6)



Fl varnish schemes (13/4)



Water fluoridation (20/5)

4. Not important (<11) and not do-able (<11)

3. Not important (<11) and do-able (11+)

No programme included

No programme included
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Appendix 4: Oral Health stakeholder event summary of findings
1

What are your 3 priorities for oral health in children and young people?
Workforce development – not just oral health professionals but others who work with
target groups, eg health visitors, smoking cessation teams, pharmacies, sugar free
prescribing for GPs.
Raise expectations about good oral health through awareness-raising and accessible
easy read information – baby teeth do matter, promotion of good dental health for
over 65s to last the next 20 – 30 years.
Understanding and acting to remove physical barriers to accessing care, especially for
vulnerable groups.

2

What is your organisation already doing to help improve oral health in
Knowsley?
Most organisations promote oral health at some level within general healthy living
advice across the whole age range.
Brief intervention work is carried out when children attend for removal of decayed
teeth.
A dementia toolkit is being developed which includes pathways to access for dental
care.
Nationally the Red Book is being developed to include dental health.

3

How might your organisation’s existing services help address specific oral
health challenges in Knowsley
Patients currently have to travel outside the borough for oral surgery sedation which
inhibits access.
More work needed to better understand commissioning issues around domiciliary
dental care in nursing homes.
Provide clear, consistent messages to parents, vulnerable and older people.
Imaginative use of partners for communications eg cancer services, dementia
services, food banks.
There is an opportunity for Liverpool University dental students to work in the
community.
Include oral health with GP health check.
Possible funding opportunity for dental service developments and improvements for
the local community funded by any underspend or savings in the NHS primary dental
care budget as it becomes available.
Put on special clinics in practices in the school holidays to improve access.
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