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1.
BACKGROUND

Improvements in oral health

In the post war years there was widespread dental disease and the oral health of the nation was poor.  Then the NHS dental services were faced with an enormous demand for both surgical and restorative treatments.  Significant improvements in the oral health of the nation now provide an opportunity to build on these achievements.  The emphasis for the future should be on the early detection and prevention of oral diseases. Oral health should be viewed in the context of the health of the individual as a whole. The emphasis should be on the quality of care rather than on the quantity of work carried out.

Effective oral hygiene, a reduction of the consumption of sugary foods and drinks, sufficient fluoride exposure and appropriate use of the dental services greatly influence oral health and these are to a large extent determined by individual behaviour.

The need for dental treatment has changed with most young people requiring minimal treatment although those living in areas of relative deprivation may experience severe dental decay and gum disease.  Middle aged and older people who have experienced dental disease in younger life have damaged teeth and may require continuing and possibly complex treatment to save their teeth.

NHS dental services

Most dental care is provided in a primary care setting by dentists working in the General Dental Service with 357,041 adults and 153,520 children registered in Avon.  Following the introduction of a new contract for General Dental Practitioners in 1990, many dentists in Avon have restricted the volume of NHS treatment. Adults who are not registered with a dentist and need dental treatment experience difficulty in finding a local NHS dentist. There has been a 16% reduction in the number of adults registered for NHS dental care in the Avon Health Authority area between 1992 and 1999
.  At present, only 48% of adults and 72% of children in Avon are registered with a NHS dentist. Although many adults have accepted the need for regular dental care under a private contract, people on low income may be put off going to the dentist until they have dental pain. The registration of children and older people for continuing dental care should receive priority and may require regular monitoring. Changes in the delivery of care in the General Dental Service may cause problems for particular groups and damage equity of access e.g. for people with learning difficulties, for those in isolated rural communities and for ethnic minority groups. 

The oral health strategy

The aim of this strategy is to promote oral health and to enable all individuals to retain a functioning dentition in a healthy mouth for life, by preventing what is preventable, by containing the remaining disease or deformity, restoring lost function and appearance through the efficient use and distribution of cost effective treatments.

An action plan is presented which seeks to improve access to NHS dental services and promote oral health with an emphasis on reducing inequalities.

2.
IMPORTANT FEATURES OF ORAL DISEASES
Dental Decay
Dental decay involves the demineralisation and breakdown of calcified tooth tissue.  When severe the result can be pain and infection with the eventual loss of vitality of the tooth and abscess formation.  The major cause of decay is the consumption of sugars in the presence of certain bacteria.  Reduced consumption of sugars in food and drink, and resistance induced by fluoride are factors, which counter the development of decay, especially in its early stages when the process is reversible. Tooth erosion is becoming more prevalent and may be related to a high intake of acidic food drinks. 

10 yearly national dental surveys of children’s dental health were started in 1973. The 1993 Child Dental Health Survey showed substantial increases in the number of children who are free from dental decay.  There have also been significant reductions in the number of decayed, missing or filled teeth (DMFT) in children.  Nationally only 17% of 8 year old children had some decay experience in 1993, compared with 35% in 1983. The 1993 survey also showed that 28% of 11-14 year olds showed evidence of tooth erosion.

Local annual dental surveys at schools in the Woodspring area detail the scale of changes in the dental health of young teenage children. See table 1. The most recent dental surveys (table 2) show a levelling off in dental decay experience in primary teeth in 5 year olds.
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Table 1. Percentages of 13-14 year olds 

in Woodspring with dental decay
Table 2. Percentages of 5 year olds in Bristol 

who have experienced dental decay

It is now clear that much dental decay occurs in a small proportion of the population, often in the children of socially disadvantaged families.  However, most children in the Avon Health Authority area enjoy better dental health than in many parts of England and Wales - apart from those in areas with fluoridated water supplies.

A national survey of adult dental health conducted in 1998
 was part of a 10 yearly series begun in 1968. These surveys show significant improvements in tooth retention for adults over the years with the real expectation that the majority of people will retain most of their teeth for life.  The 1968 Adult Dental Health Survey
 showed that 37% of all adults in England and Wales had lost all their teeth, but by 1998 the proportion of the adult population with total tooth loss had reduced to12%.  People in their middle age and older people who have experienced a significant amount of dental decay in their younger life but have had their teeth restored, face increasingly complex dental treatment to prevent the loss of their teeth. The need for dental services for older people is changing from the provision of full dentures to the restoration of teeth ravaged by years of dental decay which have been saved by repeated restorative treatments. General Dental Practitioners often require the support of a specialist in Restorative Dentistry who can give them advice and/or treat affected patients. 

Many elderly people suffer an increased risk of dental decay if their general health worsens. Many drugs commonly prescribed for elderly individuals have a side effect of causing a dry mouth. When the mouth is dry, the concentration of bacteria on the teeth rises, increasing the risk of decay. Elderly people in poor health often change their diets to include a greater proportion of processed foods usually containing sugar that further increases the risk. Lack of effective toothbrushing because of physical or mental disability compounds the problem

The Health Education Authority recently stated that dental decay remains “a major health and social problem”
. 

Gum Disease
Gum disease, technically known as periodontal disease, not only affects the gums but also affects the tissue supporting the teeth, including the bone and the periodontal ligament which fastens the roots of the teeth to the bone.  The early stages of inflammation and bleeding of the gums may eventually lead, to a loosening of teeth.  Being a cumulative condition, gum disease tends to become more severe and more prevalent with increasing age. It is a major cause of tooth loss amongst older adults.  The Adult Dental Health Survey of 1988 showed that although most adults exhibit some degree of chronic gum disease, approximately 10% of the population suffer an aggressive form of gum disease that progresses relatively rapidly.  For most people the destructive process progresses slowly and is amenable to stabilising treatment. However it is difficult to identify which individuals will suffer from the aggressive form of gum disease.  Resistance to gum disease may vary between individuals but its prime cause is bacterial dental plaque.  Tobacco smoking is associated with rapid progression and increased severity of gum disease.

Oral Cancer
Oral cancer is a condition with increasing incidence
. The death rate for oral cancer in England is approximately 5 per 100,000. Applied to the Avon Health Authority area, this represents the premature death of 45-50 residents each year. Without early diagnosis and treatment, the five-year survival rate is only 20%. Social classes 4&5 have a greater incidence of oral cancer and are less likely to regularly attend their general dental practitioner. Unfortunately, early oral cancer gives rise to few symptoms and the disease is often well-advanced before diagnosis.  The risk of oral cancer is increased significantly by smoking and by high alcohol consumption. As with other cancers in the head and neck area, the incidence increases with age. There is an apparent increase in oral cancer incidence in younger age groups, particularly female.

Malocclusion and congenital problems

There are a number of severe, relatively rare, developmental conditions such as clefts of the lip and/or palate (0.3% of the population).  More frequently, malocclusion results from faulty development of the teeth and jaws, missing teeth (hypodontia), tooth loss or accident. The national Children’s Dental Health Survey of 1993 found that approximately one third of children would benefit greatly from orthodontic treatment. This corresponds to the widely accepted “Index of Treatment Needs (IOTN)” grades 4&5. Approximately 4,000 children each year would fall into this category in the Avon Health Authority. The most complex orthodontic cases may also require surgical/restorative treatment in the Hospital Dental Service.  Specialist orthodontists working in the General Dental Service normally treat less complex cases. General dentists who have developed their skills in this area may treat simpler cases. 

Oral/facial trauma

Although the incidence of damage to the face and jaws has decreased with the introduction of compulsory wearing of seat belts in cars, interpersonal violence has increased. An average of 250 facial fractures is treated in the Bristol area each year. This is a significant cause of morbidity and possible mortality. The 1993 Children’s Dental Health Survey showed that 25% boys and 9% of girls aged twelve years had damaged their front teeth through trauma.7

3
DENTAL TREATMENT 

General Dental Service (GDS) 

Most dental treatment (approximately 90%) occurs in primary care - i.e. “high street practices” from dentists working in the GDS which is centrally funded. The type of dental care provided has changed significantly since the start of the NHS in 1948. In the early years dentists spent most of their time removing teeth and providing dentures. When the backlog of neglect had been addressed, dentists concentrated on filling and conserving teeth. The current emphasis, which coincides with a notable improvement in oral health, is on the prevention of disease and the quality of treatment.
Although there has been a significant improvement in dental health and the need for restorative treatment, surveys have revealed a moderate amount of untreated decay in young children and a middle-aged population with  “heavily filled” teeth and complex treatment needs. Older people now have a need for restorative care rather than the fabrication of false teeth. Although there is a favourable dentist/population ratio in the Avon Health Authority area, (1:2,617 compared to 1:3,045 for England
) General Dental Practitioners generally favour practising in areas where there is greatest demand for their services. Those services can range from the relief of pain, preventive and restorative treatment, to replacement of lost teeth for functional and aesthetic improvement. Dentists are increasingly practising from larger group practices in shopping and population centres. This may discriminate against people in areas of relative deprivation who may have a greater need for basic treatment but often do not value the importance of regular dental attendance
. They also have problems with transport and social support that can create difficulties in making trips to a dentist. 

Concerns about the adequacy of the NHS dental contract to deliver an appropriate service led to the introduction of a new contract in 1990. This resulted in general dissatisfaction in the dental profession and a move to increasing the proportion of dental care provided under a private contract. The House of Commons Health Committee’s fourth report
 concluded that the 1990 contract was merely the catalyst for the dental dispute rather than its cause with the system of remuneration seeming to have an inherent leaning towards instability which threatened to undermine the commitment of dental practitioners to the NHS.

The Government is concerned with the quality of NHS dentistry and intends to issue guidance on how clinical governance will work in the GDS.  Avon Health Authority support the development of clinical governance in dental practice and will work with the dental profession locally to achieve it.

Although the total number of adults registered for NHS dental care has fallen from 478,692 in 1992 to 357,041 in 1999, some areas are affected to a greater degree than others are. In those areas people may accept a private dental contract, find another NHS dentist outside of the local area or avoid registering with a dentist. 

Table 3 shows the changes in NHS dental registrations of adults (by postal district of the dentist) in some of the localities most affected in the Avon Health Authority area. Even in these areas, dentists seem willing to continue to accept children for NHS dental care.

area
Dec. 1992
June 1999

Hartcliffe/Bishopsworth

Postal district BS13
8,903
4,977

Norton/Radstock

Postal district BA3
11,986
4,291

Nailsea/Yatton/Backwell

Postal district BS19(BS48&49)
17,100
2,748

Table 3. Registrations of adults for NHS Dental Treatment 1992-1997

Many people experience “barriers” to dental attendance. Fear of visiting the dentist, anxiety about the cost of treatment, and physical/mental problems make access to a dentist and subsequent treatment difficult for many people. 

Children receive dental care free of charge in the General Dental Service and 72% of children aged under 18 years were registered with a NHS dentist at March 1999.

Some dentists in the GDS develop a special interest in one aspect of dental treatment e.g. orthodontic treatment and may receive further training and/or qualifications. They may also limit their practice to that specialist subject e.g. orthodontic treatment. The report of the Chief Dental Officer on UK Specialist Dental Training
 has recommended the development of the dental specialties including orthodontic treatment, surgical dentistry, restorative dentistry and its associated specialties outside of the hospitals i.e. in  “High street” dental practices.  

The Community Dental Service (CDS) 

The CDS provides care from the Dental Hospital and local Health Centres/clinics. It prioritises treatment for children and adults with medical, physical, mental or social problems who may have “special dental needs” and who find difficulty getting treatment in the GDS. It also may have a role in providing “specialist services which are not readily available in the GDS. The CDS is also expected to fulfil a “safety net” role and treat children and adults who are “unable or unwilling to receive treatment in the GDS” but current resources and restrictions severely limit this possibility.  Treatment for children in Local Authority care will receive priority. 

The Hospital Dental Service (HDS)

The hospital based dental specialties operate a treatment and consultancy service. This secondary care service only accepts patients on referral from medical and dental practitioners. Referrals are also made by consultants in other areas/specialties (tertiary referrals). It also has an important role in teaching and training local dental practitioners as well as undergraduate/postgraduate students. Dental Consultants also seek to raise the standards of dental treatment and care through continuing postgraduate development and clinical audit. Although simpler cases can be and are treated within general dental practices, a secondary care service is essential for advice and treatment of the more complex cases.

A detailed description and review of specialist dental services is available as a separate document. 


Oral Health Promotion

A small oral health promotion team works from the CDS in close association with Health Promotion Services Avon.  Health Promotion is the process of enabling people to increase their control over and to improve their health, in order to maximise their physical, mental and social potential.
 It is an “umbrella” term, which incorporates health education, disease prevention and health protection and can involve a wide range of activities. Oral health promotion activities will continue to follow the changes already evident in Health Promotion and move away from traditional approaches, which have focused simply on educating the public about oral diseases and their prevention. 

Although there have been significant improvements in oral health over the last three decades, there is a continuing need for effective oral health promotion programmes which address the major influencing factors for oral health and disease. These are oral hygiene, sugar consumption, fluoride intake and use of preventive dental services. In addition, smoking has been linked to conditions such as oral cancer and gum disease and dentists have been shown to be effective in raising awareness and helping their patients with smoking cessation. 

Interventions to promote healthy lifestyles, reduce health damaging behaviours, improve access to appropriate preventive oral health care and ensure healthy environments would reduce the burden of these diseases both for the individual and the community.

Actions already taken to improve primary dental care services. 

The Authority has responded to the growing number of requests from members of the public seeking help in finding a NHS dentist by expanding the information service that provides through the Healthline. It has applied to and received approval and funding from the Department of Health for the appointment of two salaried dental practitioners.

Applications for funding under the Investing in Dentistry initiative were supported by the Authority and £125,000 was received from the Department of Health to expand NHS practices in Stockwood, Bedminster, Weston-super-Mare, Bath and Portishead.  This initiative has now ended.

The role of the CDS has been reviewed with particular reference to its ability to function as a “safety net” service. It was found that while it could cope with the occasional patient in pain it was not capable of functioning as a service for large numbers of adults requiring routine treatment under the NHS.

Avon Health Authority in association with Bristol Dental Hospital has recently organised an out-of-hours dental treatment service for patients in pain. This service will continue to be monitored in terms of assessment of need and the treatments carried out.

An expression of interest has been registered with the Regional Office of the NHS Executive to develop a Personal Dental Services pilot to offer NHS dental services in Bristol, Bath and Radstock. This service would employ salaried dentists to treat dental pain, provide basic dental treatment and offer more complex treatment on a prioritised basis.

4.
ACTION PLAN – Improving dental services

AREA OF CONCERN
EXISTING  SERVICES
ACTION  REQUIRED
IMPLEMENTATION ISSUES

Access to NHS dental services for people in dental  pain
Calls to Avon Healthline during the working day and to the emergency dental service at the Dental Hospital out of hours show a growing problem in accessing service for urgent treatment needs
Review the recently developed emergency service at Bristol Dental Hospital. Gain final approval from the Department of Health (DoH) to open dental centres in Bristol, Bath and Radstock under Personal Dental Services (PDS).  
Involve the dental profession through the advisory committees.  The Health Improvement Programme will constitute the formal method of communicating priorities with Unitary Authorities, Community Health Councils and Primary Care Groups.

Access to NHS dental services for routine dental care
GDS availability is based on demand rather than on need.  Significant falls in dental registrations have been noted in the areas of central Bristol, Hartcliffe, Radstock, and Nailsea.  
Develop a new treatment service (PDS) with relief of pain and basic treatment taking priority.

Prioritise expansion of services on the basis of need rather than demand.  Avon HA will work with local dentists to apply for funds if available from the Department of Health. 
Final approval and funding for the PDS pilot service from the Department of Health

Access to dental services for people with disabilities
Concerns have been expressed about the coverage and treatment availability in the CDS
A survey of dental needs of people with disabilities is being carried out.  The capability of the CDS in meeting those needs will be assessed.
The services of the specialist dentist working in the long stay hospitals should be transferred to the CDS before the closure of the Phoenix Trust.  

Access to dental  services for children
Concern about access to services for children, particularly whose parents do not go to a dentist.  Dental decay in young children is often untreated.
Continue the programme of children’s dental surveys.  Ensure children treated in the GDS receive high quality care.  Ensure children with special needs are treated appropriately in the CDS and/or in Hospital.
Any planned changes will be in accordance with the recent HA review of community-based children’s services. 

Orthodontic treatment
Hospital waiting times for treatment have now reduced.
Agree referral guidelines between GDPs, specialist orthodontists in the GDS and the Hospital service. 
Changes in the GDS may impact on the hospital service and will be reviewed

Access to other specialist dental services
Specialist dental services reviewed by the Dental Advisory Committee 
Recommendations prioritised by the local dental advisory committee now available
Fitting in with the planned review of all acute services 

Quality of dentistry in the GDS
Only a minority of dentists are involved in clinical audit

Fraud in primary care services
Encourage the uptake of the existing audit scheme for NHS dentists.

Work closely with the Dental Practice Board
Develop clinical governance in the GDS in line with National guidance.

A dental practice adviser is likely to be needed

Quality of services for children with cleft lip/palate
The Clinical Standards advisory Group reported on the unsatisfactory state of existing services nationally.
Implement the recommendations of the national Cleft Implementation Group and the Regional Specialty Commissioning Group (RSCG).  
A consultant paediatric dentist is be appointed in the CDS with responsibilities in the Dental Hospital

Quality of services for people with head and neck cancer
Existing services being reviewed by the Regional Specialty Commissioning Group.   
Implement the quality standards to be published through NICE
Awaiting actions from NICE and the RSCG

Ensure in-patient Oral/maxillofacial services are centralised

4.
ACTION PLAN - Promoting oral health



AREA OF CONCERN
EXISTING  SERVICES
ACTION  REQUIRED
IMPLEMENTATION ISSUES

Prevalence of smoking
Dentists are uncertain what support to offer their patients in giving up smoking
All primary dental care practices should have a policy on smoking cessation.  Plan a pilot project to support dental practices in smoking cessation
Small amount of resources needed

Early referral of people who may have oral cancer to hospital
Patients may present to the Hospital specialists at a late stage of development of their oral cancer when the chance of a successful outcome is reduced
Better information and training for doctors, dentists and pharmacists
An important early task for a head and neck cancer centre which might be based in Bristol.  Depends on the successful centralisation of  ENT and oral/maxillofacial surgery

Fluoridation of water supplies
The natural level of fluoride in Avon water supplies is lower than that recommended for oral health
None at present
Wait for findings of the national review on fluoride and health and changes in the Water Act.

Increasing the use of fluoride toothpaste 
Children in areas of relative deprivation suffer more tooth decay than average
Increase the use of fluoride toothpaste in this group in co-operation with Health Visitors.  Investigate the possibility of toothbrushing in targeted schools. 
A small amount of resources may be required

Dietary improvements to reduce dental decay
Classroom dental health education is still occasionally offered.
Phase out direct dental health education to children.  Ensure collaborative working with the Health Promotion Department with shared ownership of the oral health promotion policy. Ensure all oral health promotion programmes are evaluated.


Use of sugar free medicines
Medicines containing sugars which decay teeth are still commonly prescribed and sold
Review prescriptions and sales.  Work with local professions to increase sales  and prescription of sugar free medicine
Working closely with PCGs/PCTs may help achieve objectives

4.
TARGETS

By the year 2003;

· 75% five year olds should have no experience of dental decay (currently 65%)

· 75% of children under 18 years should be registered with a dentist (currently 70%)

· All dental practices should have a health promotion policy that identifies the role of the dental team in smoking prevention and cessation. 

· A basic level of service should be available to ensure that people in dental pain should have the pain controlled within 24 hours.  People who have previously received regular dental care should be able to access dental treatment to secure oral health under the NHS if they choose.

The numbers of children and adults registered with a NHS dentist and the average number of decayed, missing and filled teeth in five-year-olds are High Level Performance Indicators.

The Dental Advisory Committee should meet again in one year to determine the degree of success of this strategy. 

5
MEMBERSHIP OF THE DENTAL ADVISORY COMMITTEE

Paul Baines, Local Dental Committee

John Boyles, Dental Public Health

Stuart Chadwick, Postgraduate Dental Tutor

Heather Frenkel, Community Dental Service

Nigel Harradine, Orthodontics

Paul King, Restorative Dentistry

Peter Revington, Oral&maxillofacial Surgery
.

Fred Smedley, Local Dental Committee

Anne White, Community Dental Service
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